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INTRODUCTION 

Dental fear is basically an emotional reaction or emotional 

outburst when a person faces dental diseases and he/she 

has to visit a dentist for dental treatment.1 According to 

Moore dental fear consist of fear of dental procedures, fear 

dental environment or clinical settings, fear of dental 

instruments and even fear of the dentist as a person.2 

Dental fear sometimes result in patients delaying or 

avoiding dental treatment in due time.1 This delay and 

avoiding of visiting the dentist and avoiding dental 

treatment may causes more further dental and oral 

complication as well. The term dental anxiety refers to a 

state of suspicion and apprehension especially thinking 

that, something very wrong or bad is going to happen in 

relation to the treatment, and it is generally coupled with a 

sense of losing control.1 These two terms ‘dental fear’ and 

‘dental anxiety’ are frequently used alternatively, so the 

common term ‘dental fear and anxiety’ (DFA) is used in 

this writing. Another term ‘dental phobia’ is special type 

of fear, because of proportion to the demands of the 

situation. Dental phobia can’t be reasoned logically and 

sometimes becomes beyond control and results to the 

avoidance of dental treatment although this is really 

unavoidable.3 However, dental phobia sometimes is 

considered to be a separate concept. The diagnosis of 

dental phobia is a bit complicated as it cannot be analyzed 

purely from the presence of dental fear or anxiety and for 

this the patient’s history of dental experiences must be 

taken into consideration as well.4 The patient who 

experiences a high level of dental fear or anxiety together 

with a history of avoiding a visit to the dentist totally, we 

can diagnose it as dental phobia because from the previous 

discussion we learned that a phobic person has a tendency 
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ABSTRACT 

 

The dental fear and anxiety (DFA) is a common phenomenon around the world. From children to the adults, most of 

the people become frightened when they face any dental discomfort and they need to visit a dentist and go through a 

treatment procedure in a dental set up. This narrative review tends to identify the causes behind DFA, its consequences 

and management of DFA from different studies which were conducted previously. This study is a narrative review of 

DFA. This study is mainly based on the secondary data from different articles and journals which were available online. 

After the proper screening from 154 titles, the final review included 68 articles. Based on different studies, it is found 

that DFA in quiet common in the people of all ages. The studies had found that dental fear and anxiety most often 

results from a traumatic past dental experience. Friendly dental office environment is an effective way in reducing 

dental fear and anxiety. Psychotherapeutic management is also important is managing DFA like behavior-management 

techniques, relaxation techniques, distraction, guided imagery, hypnotherapy, acupuncture, systematic desensitization 

or exposure therapy, positive reinforcement, cognitive restructuring and pharmacological management. The techniques 

for managing DFA can be the effective solution for reducing stress and make the treatment process more comfortable.  
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to completely avoid of the perceived danger. This 

distinction must be made because it is far more easy to 

manage a patient with dental fear and anxiety than a patient 

who has dental phobia.4 Some instruments are accessible 

for the measurement of anxious and phobic patients were 

developed which are ‘The Corah’s dental anxiety scale’ 

(CDAS), ‘modified dental anxiety scale’ (MDAS), and 

‘dental fear survey’ (DFS).5,6 These instruments are the 

most commonly used instruments and have been found to 

be more reliable and valid in multiple languages.7,8 

However, people with DFA most of the time tend to avoid 

visiting to the dentist and neglect their oral health although 

the treatment is necessary and this behavior worsens the 

situation and may lead to severe dental problems and 

ultimately results in a forceful visit to the dentist. 

Appukuttan, in her article about management of DFA 

claimed that dental fear is closely related to painful 

stimulus and increased pain perception, and as a result, 

these patients experience more pain than an average person 

which also lasts longer than normal; moreover, they also 

tend to exaggerate their memory of pain. This study tends 

to review some study of different authors who had 

contributed to this field earlier. 

Objectives 

The aim of the study was the objective of this study were 

as follow: to measure dental fear and dental anxiety, to 

evaluate the consequence and etiology of dental fear, to 

assess different management technique for dental fear. 

DISCUSSION 

The studies had found that dental fear and anxiety most 

often results from a traumatic past dental experience or 

‘conditioning via aversive treatment experience.’10 When 

a traumatic dental experience occur in childhood it has a 

long lasting effect; even after reaching adulthood it may 

remain.11 Another study examined how children acquire 

dental fear and a significant relationship between dental 

fear and anxiety, and the number of extractions a child had 

experienced and non-invasive treatment experiences 

resulted less dental fear.12 Some other study showed, 

sexual assault victims reported high dental anxiety 

compared to others.13-15 These findings suggests that not 

only traumatic dental experience but also other traumatic 

experiences can be a big reason behind DFA. Besides, 

indirect vicarious experiences can also be the cause of 

DFA like hearing or witnessing a negative experience of 

family members or friends by the child without being 

aware of it.16 A significant relationship found between 

child and parental dental fear in a systematic review and 

meta-analysis of 43 experimental studies about parental 

and child dental fear.17Another study found fathers play a 

big role in transferring dental fear experience on child and 

mother.18 The study of Locker et al showed that 56% of the 

respondents suffering from DFA had a parent or sibling 

who also suffered from DFA.11 Media can also play a 

significant role in the development of DFA. Individuals 

with high DFA had heard or seen frightening stories about 

dental treatment in the media and were two and a half times 

frightened than other respondents.13 Personality traits play 

a big role behind DFA. The predominant model of 

personality or 5-factor model divides personality into 5 big 

traits and among these neuroticisms (self-consciousness, 

hostility and depressive symptoms) and extraversion 

(warmth, excitement seeking and assertiveness) traits are 

related to DFA.19-21 These results suggest that highly 

neurotic or introverted individuals are more sufferer of 

DFA.  

In managing the dental fear bringing change in the dental 

office environment is an effective way in reducing dental 

fear and anxiety. Besides, the staffs in a dental office also 

plays vital role in making a comfortable environment. 

They must be positive, empathetic, and caring to make the 

patients comfortable. A study found association between 

the distinctive sights, sounds, smells and sensations of the 

dental environment with feelings of anxiety and 

anticipation of pain.22 Reducing these stress-triggers can 

be an effective procedure for managing anxious patients.23 

A study found that individuals preferred for offices 

adorned with posters and pictures, the waiting area 

supplied with ample books and magazines rather than bare 

walls and showed preference for a slightly cooler 

temperature.24 The sounds produced from the instruments 

in the treatment room should be muted by closing the door 

so that the patients waiting outside may not be 

frightened.24 Some studies found that smell, can influence 

reducing anxiety and can trigger negative emotions. 

Inhalation of pleasant scents has an anxiolytic effect in 

improving mood, but it was more efficient in managing 

moderate rather than severe anxiety.25,26 Several studies 

found that inhalation of lavender scent can pointedly 

reduce the levels of salivary cortisol, salivary 

chromogranin, and serum cortisol, increase blood flow, 

and decrease galvanic skin conductance and systolic blood 

pressure.27,28 The respondents in this study interestingly 

respond that a lavender scent exhibited lower state 

anxiety.27 

This study is reliable with the results of previous studies 

using lavender or orange scent in dental waiting rooms.29,30  

Lehrner et al in their study also insisted on not to make to 

anxious patients wait too long as longer waiting times give 

them ample time to recall all the threatening stimuli.29,30 

Studies also suggested that sensory-adapted dental 

environment (SDE) can be helpful in management of 

anxiety and fear for pediatric patients. Shapiro et al 

adapted a “Snoezelen” dental environment for children 

which was comprised of dimmed lighting, soothing music, 

and a Velcro butterfly vest that holds the child, providing 

a calming, deep-pressure sensation and children with 

developmental disabilities have been benefitted also.31,32 A 

good patient–dentist relationship is very important as 

behavior, attitude, and communicative stance of the dentist 

has a crucial role in calming a patient with DFA.33,34 

Besides, converse with patient, and listen to them carefully 

in an empathetic, calm, composed, and non-judgmental 

way is also efective.35 Besides, dentists must take time to 
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inquire and listen about their fears and concerns 

(iatrosedative technique). The patients should be 

convinced that their words are taken seriously.33,34,36 

Transparency about the treatment procedures should 

always be maintained regarding problem description, 

treatment options, and preventive procedures and patients 

should be encouraged to ask questions about the treatment 

which can help to correct misconceptions about the 

treatment and increase a sense of predictability and prepare 

the patients mentally.37 Hence, dentists must avoid false 

reassurances, as these can break their trust.9 A friendly, 

sensitive, and sympathetic approach is always well 

appreciated by patients.38 Thoughts of losing control over 

the treatment procedure is one of the main causes behind 

dental fear and anxiety, and that’s why providing control 

is necessary. Tell-show-do is the widely used technique to 

make aware the patient about the new procedure which 

reduce the fear.39 Modelling is a technique used to reduce 

anxiety. It is observation of a dental procedure, either by 

viewing a video-clip where a model will demonstrate 

appropriate cooperative behavior during treatment 

procedure or through observation of an actual dental 

procedure.40 Before setting up a modelling program, some 

details must be taken into consideration; the model should 

be close to the age of the patient, the model should be 

shown entering and leaving the surgery to prove treatment 

has no lasting effect or pose no threat and the dentist 

should be portrayed to be a caring person.41 Behavioral 

control involves giving the patient a chance to feel that 

they are in control of the treatment procedure. It involves 

being able to signal the dentist to stop the procedure if they 

any type of discomfort. Anxious patients can also be given 

mirrors to observe the procedure, to make them feel that 

they are in control.42 

Psychotherapeutic management is also important is 

managing DFA like behavior-management techniques, 

relaxation techniques, distraction, guided imagery, 

hypnotherapy, acupuncture, systematic desensitization or 

exposure therapy, positive reinforcement, cognitive 

restructuring and pharmacological management. A 

relaxation technique is deep breathing and progressive 

muscular relaxation which lowers stress and anxiety levels 

and helps a person to cope with the symptoms of anxiety. 

Multiple relaxation techniques have been proposed; 

Jacobsen’s progressive muscular relaxation, deep 

breathing, functional relaxation, the rapid-relaxation 

technique, autogenic relaxation, and relaxation response. 

Progressive muscle relaxation is a systematic technique in 

treating people with dental anxiety. This involves tensing 

or tightening specific muscle groups for 5–7 seconds, 

followed by 20 seconds of relaxation phase with release of 

the tension. For example, Berggren et al. found that, in 

comparison to a cognitive therapy, progressive muscle 

relaxation had reduced dental fear and general anxiety 

more significantly.43-47 Deep relaxation or diaphragmatic 

breathing is capable to improve the mood and to reduce the 

levels of stress in the chest and provides more oxygen for 

the body per breath. It is difficult to be tense and anxious 

and to breathe from your abdomen at the same time. It is 

also believed that relaxation breathing can also be effective 

in reducing perceived pain.51 There are some variations 

can be found on relaxation breathing in different 

studies.47,52 Hence, it is recommended to use relaxation 

breathing and muscle relaxation simultaneously. Guided 

imagery and biofeedback can also be combined with these 

relaxation techniques. 

Distraction is a technique of diverting the patient’s 

attention from a perceived unpleasant procedure to any 

specific alternative visual or auditory stimuli for example, 

background music, television sets, computer games, and 

3D video glasses for watching movies.39 In music 

distraction technique patient listens to pleasant and 

calming music during a long stressful procedure which can 

influence human brain waves, leading to deep relaxation 

and reduction of pain and anxiety of both children and 

adult.53,54 Also the use of virtual reality goggles in showing 

2D and 3D vision accompanied by sound can reduce blood 

pressure, pulse rate and pain ratings in patients undergoing 

dental procedures.55,56 Guided imagery or guided affective 

imagery, is a mind-body intervention by which a trained 

practitioner helps a patient to generate mental images like 

pleasant, tranquil experience to achieve relaxation, thereby 

reducing anxiety.57 There are generally three stages to 

guided imagery: relaxation, visualization, and positive 

suggestion.55 At first patients are asked to sit quietly, slow 

their breathing, relax their muscles and then to picture a 

place of peace and relaxation. Patients are allowed to 

choose their own mental image or they can be guided by 

the dentist by using a script. The dental practitioner should 

be calm and relaxed while guiding the patient through the 

scene. Patients are instructed to imagine a scenario full of 

small details, along with sound, smell, and colors as an 

attempt to engage as many of the patient's senses (sight, 

sound, touch, smell) and memories as possible. This 

technique produces wonderful, soothing relaxation 

throughout the body. It can be used along with relaxation 

techniques. The effectiveness of guided imagery in 

treating distress, mood, and anxiety symptoms associated 

with chronic pain, social anxiety disorder, attention deficit, 

and cancer pain have been proven in different studies.58 

Hypnotherapy is a technique of human mind involving 

focused attention, reduced peripheral awareness, and an 

enhanced capacity to respond to suggestion. It is an 

interactive process whereby a hypnotist attempts to 

influence a person's perceptions, feelings, thinking and 

behavior by asking them to concentrate on ideas and 

images in order to evoke an intended effect.59 It is quite 

similar to that experienced when a person is lost in their 

own thoughts or in a daydream, or being absorbed in a 

book. The technique is inexpensive, and has a very low 

risk of side effects but it should to be avoided in those with 

mental illness, personality disorders, and 

neurodegenerative disorders. Dentists require special 

training before they can practice hypnotherapy. Studies 

have shown that it is effective in anxiety reduction and 

helps people to handle stressful dental treatments.60,61 

Another technique is acupuncture which is a form of 
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alternative medicine where the disease is treated by 

inserting needles at various points on the body, known as 

acupuncture points. It has been found that acupuncture is 

effective in treating dental problems such as anxiety, 

temporomandibular dysfunction syndrome, pain, and 

Sjogren’s syndrome. The use of auricular acupuncture for 

treating chronic and acute anxiety have shown promising 

results.62,63 A randomized controlled trial which compared 

auricular acupuncture with intranasal midazolam for 

managing dental anxiety found that both treatment 

methods were similarly effective.64 Similarly in a 

systematic review and meta-analysis on the effect of 

acupressure on anxiety, it was found  that Acupuncture 

was effective in relieving anxiety from the anticipation of 

surgery or treatment.65 

Systematic desensitization or exposure therapy is a 

technique where the patient is exposed to progressively 

more anxiety-provoking stimuli and taught relaxation 

techniques. This involves three sets of activities. At first, 

encourage the patients to discuss their status of fear and 

anxiety, in order to construct a hierarchy of feared dental 

situations, from the least to the most anxiety-provoking 

then teach the patient relaxation techniques and the final 

step is to gradually expose the patient to these situations in 

the hierarchy, from the least to the most anxiety-

promoting.66 In dental scenario it involves gradually 

exposing a fearful patient to the aspects of dentistry he/she 

finds frightening. Systematic desensitization has been 

shown to be effective in treating dental fear and anxiety. 

Hakeberg et al found that dentally fearful patients 

completing a systematic desensitization program showed 

greater fear reduction and an improvement in mood after 

receiving dental treatment compared to those patients pre-

medicated with diazepam prior to dental treatment and the 

results remained consistent at 10-year follow-up.66 

Positive reinforcement is an effective technique that 

includes rewarding desired behaviors and thus 

strengthening the recurrence of those behaviors. For 

example, as a consequence of a particular behavior, if a 

dental patient receives something valuable, materially or 

otherwise, then we can say that the behavior has been 

positively reinforced. It should be kept in mind that that 

there is not a universal positive reinforcer; it must be one 

that is valued by the individual in order to strengthen the 

behavior. Reinforcers can be anything from a gift to smile. 

The social ones are most valued, such as facial 

expressions, tone of voice, praise and physical 

demonstration of affection.67 Thoughts and expectations 

can trigger different feelings and physiological reactions. 

Misconceptions and negative thoughts play a big role 

behind fear and anxiety. Anxious patients most often have 

misconceptions about dental treatment. Unlike distraction 

and guided imagery which aim to shift a patient's attention 

away from the fear-evoking situation, cognitive 

restructuring aims to alter and restructure the content of a 

person's negative cognitions. The modification of such 

negative cognitions helps in reducing anxiety. The 

technique involves identifying the misinterpretations and 

negative thoughts associated with dental fear, challenging 

the patient's misconceptions for them, and then replacing 

them with more realistic thoughts. Also, several studies 

have shown effectiveness of cognitive restructuring in 

dental fear and anxiety.68,69  

Sedation and general anesthesia are used in 

pharmacological management. Pharmacological approach 

is well established in the management of patients with 

dental phobia. Pharmacological methods should be used 

only in situations where the patient is not able to respond 

and cooperate well with psychotherapeutic methods and is 

not willing to undergo any type of dental procedure where 

it is unavoidable. While dealing patients with special needs 

such as; mental retardation, autism, mental illness, 

traumatic brain injury, pharmacological management may 

become necessary.70 Some clinical situations can also 

necessitate pharmacological management.71 However, the 

acceptability of pharmacological approaches in the 

management of dental fear and anxiety is less than 

psychological approach among both, individuals with 

extreme dental fear and general public.72,73  

CONCLUSION 

Anxiety, stress, and pain are a universal human problem of 

all ages. Hence the dentistry has been always associated to 

anxiety and pain which is considered to be inseparable. 

People of different ages can suffer from DFA. And as a 

result, they tend to avoid dental treatment. But this 

narrative review had presented some way out for 

measuring the level of DFA and managing the DFA with 

several scientific technique from different study which 

were conducted in this field. Cooperation of both the 

dentists and the patients have a major role in making the 

dental treatment less fearful. Besides, it is required to make 

the people more aware about the necessity of dental 

treatment. If the management techniques which are 

mentioned above can be implemented properly, it may be 

possible to make the people convince and encourage for 

dental treatment also reduce the fear and anxiety towards 

it.  
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