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Non-pharmacological behaviour management 
Clinical guidelines 

Definition: 
The means by which the dental health team effectively and efficiently performs 
treatment for a child. The aim is to instil a positive dental attitude. (Adapted from 
Wright, 1975) (1) 
 
1. Introduction 
Wright(1) suggested that a “positive dental attitude” was the aim of behaviour 
management, subsequently he has defined the term further.(2)  It does not imply just 
the behaviour necessary to complete a given task, but includes creating a long-term 
interest on the patient’s part for ongoing prevention and improved dental health in the 
future.  To do this the dentist must establish a relationship based on trust with the 
child and accompanying adult to ensure compliance with preventive regimes and allow 
treatment to occur (the treatment alliance).(3) 
 
Behaviour management methods are about communication and education. The 
relationship between the child, the child’s family and the dental team is a dynamic 
process. It may start before the patient arrives in the surgery and can involve written 
information as well as dialogue, voice tone, facial expression, body language and touch.  
No one method will be applicable in all situations, rather the appropriate management 
technique(s) should be chosen based on the individual child’s requirements. 
 
Classifying children’s behaviour 
The label "unco-operative" is frequently applied to children who have experienced 
difficulty in the dental surgery, sometimes on only one occasion.  The term implies that a 
child is deliberately difficult or obstructive, which is rarely the case The relationship 
between a child and their dentist is a special one, as children do not choose to attend a 
dentist, their parents and carers bring them.  Parents and carers may also play an 
important part in reducing a child’s anxiety and allowing the dentist to form a treatment 
alliance.(4)   

 
Children have relatively limited communication skills and are less able to express their 
fears and anxieties.  Their behaviour is essentially a reflection of their inability to cope 
with their anxiety.  When children cannot cope, they attempt to escape the impending 
event.  The subsequent change in behaviour seen is often a manifestation of anxiety or 
discomfort in a child who has no other way to cope or of informing you of their 
difficulty.  Behaviour management aims to give children appropriate coping strategies. 
 
Children’s behaviour may be characterised in three ways: Co-operative, potentially co-
operative, lacking co-operative ability.(1)  The techniques described in this guideline are 
appropriate for co-operative and potentially co-operative children.  “Potentially co-
operative” is preferred to the inaccurate “unco-operative” as described above.  Children 
who lack co-operative ability include the very young with whom communication cannot yet 
be established (pre-co-operative), and children with specific disabilities with whom co-
operation in the usual manner may never be achieved.  These two groups are outside the 
scope of this guideline. 
 
Children are not small adults, thus an understanding of child development is crucial if 
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behaviour management techniques are to be used effectively.  The approach and 
language used with each child can then be modified to match their abilities and 
understanding.   
 
2. Factors influencing child behaviour 
Anxiety is a recognised personality trait, but there are some factors which have been 
found to increase the likelihood of behaviour problems at dental appointments. 
 

<B> 2.1 Medical history.  
Children who have had negative experiences associated with medical treatment may be 
more anxious about dental treatment.(5-7)  Similarly, fear sustained from previous 
unhappy dental visits has also been related to poor behaviour at subsequent visits.(6,8) 
When taking a medical history the dentist should include questions about previous 
hospital/medical contact/treatments and the child's response to them. 
 

<B> 2.2  Parental anxiety  
A relationship between maternal anxiety and difficulties in child patient management at 
all ages has been shown, (4-7,9,10) and is particularly important for children less than four 
years old.(5,6)  When a parent is unable to contain their own dental anxieties it may 
increase the child’s own anxiety, in such cases finding an alternate adult who is less 
fearful may be helpful.(4)  Parents are also able to accurately predict the likely behaviour 
of their children.(9,11)  
 

<B> 2.3  Awareness of a dental problem.  
Children who know they have a dental problem are more likely to exhibit negative 
behaviour at the first dental appointment. (5,6) 
 
3  Communication 
Good communication is essential with all patients if a good treatment alliance is to be 
formed.  However, with children the communication pathway is more complex than the 
simple one to one communication that exists with most adult patients.  The child, 
dentist, parent, carer and dental nurse are all potentially involved. However, the child 
can only concentrate on one individual, when problems occur it is often potentiated by 
unhelpful communication between the child and parent or carer.  Each member of the 
dental team must understand their role and remit and so must the accompanying adult. 
 
Communication with the parent is also important to establish events which have 
distressed the child in the past, this is especially important where a negative dental 
experience has already occurred. 
 

<B> 3.1  The Role of the parent  
Many dentists have firm views on whether a parent should be present when dental 
treatment is carried out.(12) However, parents also have views and many prefer to be 
present during treatment, especially if their child is young or at an initial visit. (12,13) 

 
The major concern for dentists is the potential of the parent to disrupt treatment by 
inappropriate communication or by exhibiting anxiety themselves (Section 2.2). The 
desire to exclude parents may also reflect the fact that many dentists are used to a one 
to one relationship with patients and find the three-way interaction threatening(4,13) 
However, involving the parent in the planning stage and outlining their role as a passive 
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but silent helper may provide a comforting presence without unhelpful interference.(3)  
 
Research suggests that children’s behaviour is unaffected by parental presence or 
absence.(3,14-17) The exception is young children (less than 4 years) who behave better 
with their mothers present.(3) Separation anxiety is a normal developmental stage,(12) and 
it has been shown to be a good indicator of dental anxiety in childhood.(18)  Thus for 
young children parental presence is important, for older children parental presence 
appears not to have such a clear effect on child behaviour but may be important to the 
parent.  What is essential is that individual practitioners explain their practice policies 
on parental presence to parents.(12)  
 
 
4. Recommendations for Behaviour management techniques 
There are a number of non pharmacological techniques that aim to help manage patient 
behaviour.  Some methods aim to improve the communication process, others are 
intended to eliminate inappropriate behaviour or reduce anxiety.  While the techniques 
are described individually they are often used in combination.  For example, the language 
used should always be age appropriate as should non-verbal communication which is 
happening all the time, even when we are unaware.  Behaviour shaping utilises positive 
reinforcement and works well combined with tell-show-do for the majority of patients, 
the exception being those who are classified as “blunters”.  These patients respond best 
to general information but find detailed information off-putting. 
 
It is also important to ensure that the accompanying parent knows what strategies you 
are likely to adopt and is prepared.  If they know that you may raise your voice under 
certain circumstances (voice control) and why, they will react appropriately should it 
occur.   
 

<B> 4.1 Preparatory information  
Strategies that have been used to decrease parental anxiety, such as - pre-appointment 
letters, may also help children.(7,19,20)  These are usually in the form of a letter 
welcoming the new patient and family to the practice. Such letters inform them about 
what will happen at the visit, give advice on preparing the child and help to reduce 
parental anxiety. (20) 
 

<B> 4.2 Non verbal communication  
This form of communication occurs continuously and may reinforce or contradict verbal 
signals.  Such communication includes - having a child friendly environment and a happy, 
smiling team. (2)  Reassurance has been shown to be ineffective as a method of 
controlling distress.  In contrast, reinforcement, that is enquiring how the child is 
feeling or gentle pats and squeezes has been found to minimise distress.(21)  These verbal 
cues and signs are used to give positive encouragement and enhance other management 
techniques and may be useful with all patients. 
 

<B> 4.3  Voice control  
Young children often respond to the tone of voice rather than the actual words.(2)  Voice 
control techniques use a controlled alteration of voice, volume, tone or pace to influence 
and direct a patients behaviour.  Such techniques aim to improve attention and 
compliance as well as to establish authority. For example, an abrupt change from soft to 
loud to gain attention of a child who is not complying.  Voice control has been shown to 
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decrease disruptive behaviours without producing long-term negative effects.(22)  
However, while reported as widely used by dentists(23) it may not be acceptable to all 
parents(24) or clinicians.(25)   
 
The technique is useful for inattentive but communicative children.  However, it is not 
appropriate for children too young to understand or with intellectual or emotional 
impairment. 
 

<C> 4.4 Tell-show-do (TSD)  
This technique is widely used to familiarise a patient with a new procedure.(23) The tell 
phase involves an age appropriate explanation  of the procedure.  The show phase is used 
to demonstrate the procedure, for example demonstrating with a slow handpiece on a 
finger.  The do phase is initiated with a minimum delay, in this case a polish.  It is 
important that the language used is appropriate to the child’s age: many dentists use a 
personal version of this ‘childrenese’  (Table 1) and the whole dental team must adopt 
the same approach.  Specifically emotive or negative words are avoided.  It has been 
shown to be an effective way of reducing anticipatory anxiety in new child patients. (26) 
 
The technique is useful for all patients who can communicate.  There are no 
contraindications. 
 

<B> 4.5 Enhancing control  
Here the patient is given a degree of control over their dentists' behaviour through the 
use of a stop signal. Such signals have been shown to reduce pain during routine dental 
treatment (27) and during injection. (28) The stop signal, usually raising an arm, should be 
rehearsed and the dentist should respond quickly when it is used. (29) 

 
The technique is useful for all patients who can communicate.  There are no 
contraindications. 
 

<B> 4.6 Behaviour shaping and positive reinforcement  
Many dental procedures require quite complex behaviours and actions from our patients 
which need to be explained and learned.  For children this requires small clear steps. 
This process is termed behaviour shaping.  It consists of a defined series of steps 
towards ideal behaviour.(30)  This is most easily achieved by selective reinforcement.  
Reinforcement is the strengthening of a pattern of behaviour, increasing the probability 
of that behaviour being displayed again in the future.(31)  Anything that the child finds 
pleasant or gratifying can act as a positive reinforcer,  stickers or badges are often 
used at the end of a successful appointment.   However, the most powerful reinforcers 
are social stimuli, such as, facial expression, positive voice modulation, verbal praise, 
approval by hugging.(32)  A child centred, empathic response giving specific praise, for 
example, “ I like the way you keep your mouth open” has been shown to be more 
effective than a general comment such as “Good girl.”(32) As with TSD the use of age 
specific language is important.(2) 
 
The technique is useful for all patients who can communicate.  There are no 
contraindications. 
 

<B> 4.7 Modelling  
The technique is based on the psychological principle that people learn about their 
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environment by observing others’ behaviour, using a model, either live(33,34) or by 
video(35,36) to exhibit appropriate behaviour in the dental environment.  This may 
demonstrate appropriate behaviour via a third party, decrease anxiety by showing a 
positive outcome to a procedure a child requires themselves, and illustrate the rewards 
for performing appropriately. (37)  For best effects models should be the same age as 
the target child, should exhibit appropriate behaviour and be praised.  They should also 
be shown entering and leaving the surgery. (37) 
 
The technique is useful where an appropriate model is available. 
 

<B> 4.8 Distraction  
This approach aims to shift the patient’s attention from the dental setting to some 
other situation, or from a potentially unpleasant procedure to some other action.  
Cartoons have been shown to reduce disruptive behaviours in children when combined 
with reinforcement, that is when children knew the cartoon would be switched off if 
they did not behave.(38)  Later studies suggest that audio tapes may be even more 
effective.(39)  Short term distractors such as diverting the attention by pulling the lip as 
a local anaesthetic is given or having patients raise their legs to stop them gagging 
during radiography may also be useful.  The dentist who talks while applying topical 
paste and administering local anaesthetic is also using distraction with words.(2)   
 
The technique is useful for all patients who can verbally communicate.  There are no 
contraindications. 
 

<B> 4.9 Systematic desensitization (SD)  
This technique helps individuals with specific fears or phobias overcome them by 
repeated contacts.  A hierarchy of fear-producing stimuli is constructed, and the 
patient is exposed to them in an ordered manner, starting with the stimulus posing the 
lowest threat.  In dental terms, fears are usually related to a specific procedure such as 
use of local anaesthetic.  First, the patient is taught to relax, and in this state exposed 
to each of the stimuli in the hierarchy in turn, only progressing to the next when they 
feel able.  An example of a hierarchy for local anaesthetic is shown in Table 2.  For true 
phobias several relaxation sessions with a psychologist or dentist who has received 
training in relaxation or hypnosis techniques may be required.(2)  Indeed one reported 
case required 9 hour long sessions with a therapist.(40)  However, a similar approach can 
be used for children who have had a negative experience in the past. (41) 
 
The technique is useful for a child who can clearly identify their fear and who can 
verbally communicate.   
 

<C> 4.10 Negative reinforcement  
The powerful effect of positive reinforcement has been discussed already.  Negative 
reinforcement has also been used in dental practice.  It is the strengthening of a 
pattern of behaviour by the removal of a stimulus which the individual perceives as 
unpleasant (a negative reinforcer) as soon as the required behaviour is exhibited.  The 
stimulus is applied to all actions except the required one, thus reinforcing it by removal 
of a negative stimulus.  It should not be confused with punishment, which is the 
application of an unpleasant stimulus to inappropriate behaviour. 
 
Well known examples in dental practice are Hand over mouth (HOM) and selective 
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exclusion of the parent (SEP).   
 
HOM involves restraining the child in the dental chair, placing a hand over the mouth (to 
allow the child to hear). The nose must not be covered.  The dentist then talks quietly to 
the child explaining that the hand will be removed as soon as crying stops.  As soon as 
this happens the hand is removed and the child praised.  If protests start again the 
hand is replaced.   The technique aims to gain the child’s attention and enable 
communication, reinforce good behaviour and establish that avoidance is futile.(42)  
Those who advocate the technique recommend it for children aged 4-9 years when 
communication is lost or during temper tantrums.(41,42)   Parental consent is important 
and the technique should never be used on children too young to understand or with 
intellectual or emotional impairment.(43) 
 
While still used in North America(44) the technique remains controversial.(25,45)  There 
have been no studies of the effectiveness of HOM.  Its legality (with regard to 
restraint and individual rights) has also been questioned.(25)  
 
Selective exclusion of the parent (SEP) is less controversial but uses similar principals. 
The indications for SEP are the same as for HOM.  Parental consent is required.  When 
inappropriate behaviour is exhibited the parent is asked to leave. Ideally, the parent 
should be able to hear, but be out of sight of the child.  When appropriate behaviour is 
exhibited the parent is asked to return, thus reinforcing that behaviour.  
 
 
EXPLANATORY NOTES 
 
2.1 Previous unpleasant dental or medical experiences may significantly affect a child’s 
subsequent ability to accept dentistry.  However, it is the emotional quality of the 
episode not the number of visits that is important.  Children who have had positive 
medical experiences may be less apprehensive in the dental surgery.(6)  Specific 
questions about past medical and dental experiences and how the child coped may 
identify children who may be more anxious than normal.(5-7)  Pain experienced during 
medical appointments, or at least the parents beliefs about the pain experienced have 
been found to correlate well with their children’s behaviour in a dental setting.(5,6,9)  
Fear of pain may be a major concern for children.(7) 
 
2.2 The importance of maternal anxiety has been recognised for over 100 years(46) and 
the relationship between maternal anxiety and child behaviour is well documented.(5-7,11) 
While a definite relationship between the child’s behaviour and their anxiety as 
assessed by the mother has been shown at all ages,(7) the affect is greatest on children 
under 4 years.(5,6) 
 
Parents predictions of the likely behaviour of their children have been shown to be  
accurate,(9,11) but interestingly some workers have shown them to be less accurate if 
their children had not previously seen a dentist.(5,6)  Typically, the child reflects their 
parents own perceptions, experiences and anxieties. Thus the children of anxious 
parents are more likely to exhibit anxiety themselves.(6,20)  In addition, parents attempts 
to resolve their children’s anxieties may actually make the situation worse.(7) In other 
words, strategies which help the parents to cope will also assist the child. 
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2.3 Children who attend the dentist for the first time and who know they have a dental 
problem (whatever it may be) have a tendency to poor behaviour at the first dental 
visit.(5,6)  Wright(1) has suggested that transmission of maternal anxiety may be partially 
responsible.  However, fear of pain is a common finding in children (47) and may also be a 
significant factor. 
 
3.1 There are polarised views on whether a parent should be present when dental 
treatment occurs.  Parents rightly wish to see what is happening to their children, but 
many dentists fear that they may disrupt the communication between the dentist and 
child or exhibit anxiety.  Most research in this area shows no significant differences in 
the behaviour of children with or without their parents present.(3,14-17)  However, 
separation anxiety, distress when the parent is removed, is a normal developmental 
stage, and young children are best treated with a parent present.(12) One study(3) found 
that children below the age of four years behave better with their mother present, 
however, parental presence or absence did not seem to significantly affect the 
behaviour of children older than four.  A clinical study using one-way mirrors found that 
4 to 8 year olds exhibited more negative behaviours than 9 to 12 year olds and that 
parental presence made no difference.(14)  Interestingly, the same study noted that 
parents who observed via a one-way mirror were as satisfied as parents who were in the 
surgery for treatment.  Although the literature suggests that parental presence does 
not alter behaviour, many practitioners prefer to work without parents present.(48) The 
desire to exclude parents may also reflect the fact that many dentists are used to a one 
to one relationship with patients and find the three-way interaction threatening.(4,13) 

 
4.1 Since parental anxiety is closely associated with children’s behaviour, strategies that 
aim to decrease parental anxiety may also improve children’s behaviour.  Helping the 
parent to understand what will happen allows them to prepare the child and improves the 
treatment alliance.(4) Preparatory information sent prior to first appointments produced 
improved behaviour compared to children whose parents had not received 
information(19,20) and mothers also reported that the information was helpful.(20)  An 
unexpected benefit may also be a reduction in broken appointments.(49) 

 l 

 
4.2 Non verbal aspects of communication impact on the emotional quality of a 
relationship, for example indications of friendship seem to depend more on nonverbal 
than verbal behaviour.(50)  Messages are conveyed by the environment as well as by 
individuals.  Posters depicting the effect of disease aimed at adults may frighten 
children.(30)  The importance of non verba messages was confirmed by an observational 
study of 3-5 year olds undergoing dental treatment which suggested that gentle patting 
of a fearful child may reduce the likelihood of such behaviour continuing, while holding 
and restraining are more likely to increase such behaviour.(21)   
 
4.3 McKnight et al (23)  suggested that 98% of American dentists used voice control 
although parents may find the technique marginally acceptable.(24)  The dentists 
personality may also be important as some individuals will always be unhappy to raise 
their voices.(25)  Although the technique has been shown to be effective(22) it has been 
suggested that facial expression may also be an important component.(51)   
 
4.4 Tell-show-do is a technique using several concepts from learning theory first 
reported by Addelston.(52)  It is widely used in children’s dentistry(23,24,41) and well 
accepted by parents.(53)  The technique works well combined with behaviour shaping but 
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there is little research relating to its use.  Howitt & Stricker(54) 

 

 

 

 

 

evaluated the approach 
concluding that it was useful with low anxiety levels but found no evidence to support its 
usefulness with very anxious children.  More recently it has been shown to reduce 
anticipatory anxiety in new child patients, however, it was less useful in children with 
previous dental experience. (26)

 
4.5 Control in this sense does not imply the possibility of avoiding the situation but 
rather the possibility of influencing how it is experienced.  Wardle (27) interviewed two 
groups of patients after treatment.  The first group had been given a stop signal the
second had not.  Only 15% of patients using the stop signal reported any pain during 
treatment compared with 50% of the group without the signal. 
 
4.6 Young children may be insecure when faced with a new situation, particularly in a 
strange environment such as a dental surgery.  They do not know how to behave or what 
is required of them.  The dental team needs to guide the child towards a pattern of 
behaviour that allows dental treatment. Children wish to please you and be rewarded and 
repeat behaviours that are rewarded appropriately.  Usually, ideal behaviours are 
positively reinforced or rewarded. 
 
Reinforcers work best when applied directly after the appropriate behaviour.(21,55)  In 
the surgery this means continuous praise at each stage from beginning to end, not a one 
off “well done” as they leave you. In contrast, behaviours which are not reinforced, are 
less likely to occur again.  Selective reinforcement of appropriate responses, and 
ignoring inappropriate responses, guides the child at their own pace towards the ideal. 
Un-rewarded responses tend to be extinguished when appropriate behaviour is 
immediately reinforced.(21) 
 
4.7 Short, 12 minute, video presentations of treatment similar to that about to be 
undertaken have been shown to decrease disruptive behaviours compared to the control 
group.(35,36)  Videos used prior to restorative work have shown greatly reduced disruptive 
behaviour in 5-9 year olds with little dental experience.(37)  A later study found that 
children viewing a film with a model reported fewer fears and showed less disruptive 
behaviour than children viewing films demonstrating equipment.(56)  In other words, the 
model is important and should show good co-operation.   The same study found best 
results where the models age was close to that of the observer, the child was shown 
entering and leaving the surgery and was praised for their behaviour.(56) 
 
Stokes and Kennedy(34) used live models to demonstrate behaviour to previously 
disruptive children.  The patients arrived 15 minutes early and watched the children 
being praised and rewarded for good behaviour.  Over 4 visits disruptive behaviour 
decreased by two thirds. Ghose et al(33) used an older sibling to model for a younger 
child. Interestingly the effects were positive for 4 year olds but not 3 or 5 year olds. 
While the benefits of modelling are demonstrated in the literature and reported in many 
standard texts on behaviour management, studies suggest that it is not widely used by 
practitioners, for example, a study of 267 Australian dentists found 85% never used 
modelling. (57) 
 
4.8 Playing tapes has been shown to help anxious adult patients,(58,59) but its usefulness 
in children is not as clear.(60)  Ingersoll et al(38) found that if cartoon tapes were played 
continuously during treatment disruptive behaviour was the same as in the control group 



9 

with no distractor.  However, one group was told that if they were uncooperative the 
tape would be switched off and disruptive behaviour almost halved.  This finding 
supports work that suggests negative reinforcement decreases disruptive behaviour.(21)  
Work using audiotaped stories was even more effective as children closed their eyes to 
concentrate excluding both the sights and sounds of treatment.(39) 

 

 

 
 

l i li  
 

 This suggests that 
distractors may be effective if there is an incentive but that the type of distractor is 
also important.   
 
4.9 Systematic Desensitization uses two elements, firstly gradual exposure to the fear 
inducing stimulus and secondly the induction of a state incompatible with anxiety.  It is 
based on the understanding that relaxation and anxiety cannot exist at the same time in 
an individual.(61)  The relaxation phase is critical and may take several visits to 
achieve.(40) The best known method of relaxation is based on progressive muscle 
relaxation, usually starting with the feet and working up the body, coupled with slow 
controlled breathing.(60) While dentists may undertake this role, a psychologist may be 
preferred.(47) 
 
4.10 Hand over mouth (HOM) is perhaps the most controversial of all behaviour 
management techniques used by dentists.(25)  There are individuals who believe it to be 
effective and kind(43,44) and others who condemn it.(45) HOM is used by North American 
paediatric dentists(62-65) a though 74% of dent sts in an Austra an study reported the
technique to be unacceptable. (57)  One American study has also found the technique to 
be unacceptable to the majority of parents.(53)  Concern also exists regarding the 
legality of HOM, (65) which has not been tested in Europe or North America.(41) 
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Table 1 
"Childrenese" terms for dental equipment: 

buzzy bee slow handpiece. 
whizzy brush or Mr whistle airotor. 
magic wind triplespray/inhalation sedation. 
jungle juice or sleepy juice local anaesthetic. 
spray your teeth off to sleep  giving a local anaesthetic. 
rubber raincoat rubber dam. 
clip or button rubber dam clamp. 
tooth paint fissure sealant 
hoover suction 
silver star amalgam 

 
Based on Fayle et al 1997(41) 
 
 

Table 2 
Systematic desensitisation hierarchy for phobia related to dental local  

analgesic injections. 
1. Instructions on muscle relaxation and or relaxation breathing 
2. Explanation of components of local anaesthetic equipment 
3. Look at an assembled dental syringe 
4. Explanation and demonstration of effect of topical anaesthetic  
5. Information and facts about local anaesthetic administration 
6. Hold an assembled dental syringe on the palm of the patient’s hand  
7. Hold an assembled dental syringe by the patient’s face  
8. Hold an assembled dental syringe inside the patient’s mouth  
9. Hold an assembled dental syringe (needle guard removed) on the palm of the hand 
10. Hold a syringe (guard removed) by the side of the face 
11. Hold the syringe inside the mouth (guard removed) 
12. Replace the guard and hold the end of the syringe against the mucosa overlying the 

injection site  
13. Press the syringe (guard in place) over the injection site 
14. Place topical anaesthetic 
15. Remove the guard and hold the syringe inside the mouth  
16. Place the needle in contact with the mucosa over the injection site.  
17. Place the needle in contact with the mucosa and insert some pressure  
18. Hold the needle in contact with the mucosa and inserting enough pressure for the 

needle to penetrate the mucosa 
19. As in 14, but deliver a minute amount of local analgesic solution  
20.As in 14 but deliver a normal amount of local analgesic solution  
 
 
Adapted from Fayle et al 1997(1) and Levitt et al 2000(66) 
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