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ABSTRACT

The purpose of this study was to evaluate the effect of providing pre-operative
information about details of operative procedures by video on dental anxiety reduction
in school age children.

Thirty-six child patients, aged between 6 and 8 years old, were scheduled for
sealant treatment. They were randomly divided into two experimental groups
according to the provision of pre-operative information. There were 18 children in
each group. The BV-group received basic information and the details of operative
procedures by video, and the B-group received basic information by oral explanation
only. The subjects’ dental anxiety levels were measured using the Facial Image Scales
(FIS) at three different times: pre-information, post-information/pre-treatment, and
post-treatment. Video observations of the subjects’ anxiety behavior levels while
receiving sealant treatment were measured using Venham’s clinical ratings (modified)
of anxiety and cooperation behavior by two independent evaluators.

The results showed that there was a significant reduction in the state dental
anxiety score at the post-information measurement in the BV-group (p=0.000). The
pre-treatment state dental anxiety score in the BV-group was significantly lower than
the B-group (p=0.000), and the dental anxiety behavior score during treatment in the
BV-group was significantly lower than in the B-group (p=0.022). However, no
significant difference was found in the post-treatment state dental anxiety score
(p=0.058).

In conclusion, pre-operative information with details of operative procedures
by video can reduce dental anxiety in school age child patients who undergo sealant
treatment, and it is also helpful in child behavior management for non-invasive dental
treatment.

KEY WORDS: DENTAL ANXIETY / PRE-OPERATIVE INFORMATION /
VIDEO / SCHOOL AGE CHILDREN
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CHAPTER I
INTRODUCTION

Dental Anxiety is a common problem in dental treatment in children. Several
previous studies reported that the prevalence of dental anxiety varied from 6% to
20.6%"? depending on culture difference, study design, sampling method, and
measure of dental anxiety(7).

Many studies have shown that dental anxiety in children is likely to have
multi-factorial origins, and several potential etiological factors have been proposed.
The etiological factors could be classified into two groups'”¥.

(1) Exogenous factor or Dental factor, e.g. direct experience, indirect
experience or familial trait, fear of unknown and lacking of control.

(2) Endogenous factor or non-Dental factor (psychological factor), e.g. trait
anxiety of children, general behavior problem of children, temperament of children,
and socioeconomic status.

The clinical effects of dental anxiety were dental treatment avoidance behavior
and lack of regular treatment®'". However, some children could unwillingly to get
dental treatment by their parents and care givers. These children usually had
undesirable behavior and behavior management problems, which may causes the
treatment tremendously complicated or badly enough causes unable to treat'?. If the
behavior doesn’t get the properly manage, It will promote undesired and negative
attitude to dental treatment'® '". If the children cannot get proper treatment for a long

(12)

time, it will deteriorate their oral health*~ and they come to see the dentist with

symptomatic’® '

, which could lead to invasive and complicated dental treatment. This
treatment was likely to be unpleasant treatment”. This result could make increased
negative dental experienced and lead to increase negative attitude in anxious child
1) Also, the dental anxiety may persist into adulthood® ' and some of these children
could grow up to become parents with dental anxiety, which they pass on to their

child. This necessitates the need to manage dental anxiety in children because of this
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vicious cycle that may arise from unmanaged cases''”.

Therefore, the dental anxiety is the important obstacle for dental treatment and
it is crucial for dentist and dental personnel to pay attention to prevent and to manage
dental anxiety occurring in children.

Psychological behavior management techniques are used to prevent and to
reduce child dental anxiety'"*>"'?). For instance,

Systemic Desensitization and Tell-Show-Do technique

Distraction technique

Positive Reinforcement technique

Non-verbal communication technique

Modeling technique

Preoperative information

All of the above techniques have the same propose, to make cognitive
orientation and promote coping ability. There was a study showed that the effective
use of psychological behavior management techniques could prevent and reduce
dental anxiety in child patients”"*?. Moreover, the combination of various techniques

21)

could be more effective than single technique'”’. Many studies had shown an

increased tendency for combining psychological techniques when managing anxious

than in non-anxious child patients®!: 232

. A previous study had shown that
psychological technique were more readily combined during invasive procedures than
in non invasive ones”". The important factors to succeed the psychological objective
are knowledge and understanding of the dentist and dental personnel. They must
understand child’s development and have ability to communicate with children. Prins,
et al found that there was a significant relationship between dentist’s experience and
his ability to communicate®. However, this communication ability can be learned
and fulfilled the objective to reduce child’s anxiety by well-trained dentist and dental
personnel®®. One past study showed that well-trained dentists were able to effectively
use psychological techniques.*"

Ministry of health of Thailand has proposed a “school-children dental
health surveillance program” to look after the school children oral health. One of the
dental treatment provided, is pit & fissure sealant on the first permanent molars. Most

of the school children have age approximately 6-8 years old which Cuthbert and
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Malamed®” found a significant relationship with very high anxiety to dental
treatment. The researcher explained their finding by Piaget’s theory, which described
the child mental development changes from intuitive to concrete stage at 7 years old.
According to the Gesell and IIg’s Theory®?, They also suggested that at this age, the
child is referred to “a change child” because they usually have emotional stress, easily
to express their anger, need more compliment, low tolerance to pain and fear for
bleeding. Therefore, Dentist who treats this age child should recognize child behavior
problem and try to approach them properly. It is necessary for the dentist and other
dental personnel to explain pre-operative information of the treatment to be provided,
give a gentle treatment, express sympathy and compliment all the time.

Herbertt and Innes®”

stated a number of psychological approaches that were
used for reducing anxiety in children, conceivably, all of these techniques possess
information and familiarization components. Dentist will give the children information
about procedure to be experienced and allow some exposure to the office environment,
equipments and dental staffs. This information will assist the patient to reduce
ambiguity situation and also reduce anticipation anxiety. They concluded that direct
reduction of uncertainty with provision of more treatment information was effective in
reducing dental anxiety. The relationship between anxiety and information was
curvilinear: too much or too little treatment information resulted in high anxiety.
Moreover, children at younger and older ages of eight and nine appear to show the
greatest effect of the information provided. Nowadays, there are no studies about
method of provision information which suitable for reducing dental anxiety in school
age child. Previous studies were mostly related to adult perception by oral explanation
which could significantly reduced anxiety®" *". However, the oral explanation might
not be appropriate to children who have not yet been completed understanding and
learning language development. Meanwhile, Malamed et al®* ** found that the

children have ability to learn better cooperation from filmed modeling technique.

This study is designed for evaluate the provision of pre-operative information
with details of operative procedures by video in reduction on dental anxiety in school

age child by principle of observational learning process.
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CHAPTER I
OBJECTIVES

The objectives of the study is
This study is designed to evaluate the effect of providing pre-operative
information about details of operative procedures by video on dental anxiety reduction

in school age child.

Statement of hypothesis

1. Post-information state dental anxiety scores decrease in subjects who
received basic information and video information.

2. Subjects who received basic information and video information have lower
post-information state dental anxiety scores than subjects who received basic
information only.

3. Subjects who received basic information and video information have lower
dental anxiety behavior scores than subjects who received basic information only.

4. Subjects who received basic information and video information have lower
post-treatment state dental anxiety scores than subjects who received basic information

only.

Benefits of the study

I. To construct a method of provision information which suitable for
preventing and reducing dental anxiety in school-age children.

2. Clinical implication of this study is that dentists and dental personnel can

utilize this method for reducing and preventing dental anxiety in school age children.
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CHAPTER I
LTERATURE REVIEW

Definition of fear and anxiety

I°Y in 1985, Fear is an individual’s emotional

According to Milgrom et a
response to perceived threat or danger. This response is composed of three related
components: (1) an unpleasant cognitive state, such as the feeling that something
terrible is going to happen; (2) physiological changes, primarily involving activation
of the sympathetic branch of autonomic nervous system. Intense fear reactions will
typically include tachycardia, profuse perspiration, respiratory changes such as
hyperventilation, muscle tension, gastrointestinal upset, and other physiologic signs of
emotional arousal; and (3) overt behavioral movement, such as jitteriness, shakes,
pacing, and attempts to escape or avoid the perceived threat. Anxiety is frequently use
to denote an emotional experience similar to fear and used to denote reactions to non-
immediate situations. The emotional responses of anxiety are similar to fear.

According to Alwin et al’"® in 1991, Fear is a dread of something specific in
the external environment, such as fear of injection. Anxiety is a more general non-
specific feeling of apprehension. Trait anxiety refers to a relatively permanent and
stable individual predisposition or proneness to anxiety, or a tendency to respond to
stressful situation. State anxiety, in contrast, is the transient subjective feeling of

tension, apprehension and increased autonomic activities.

Definition of dental fear and dental anxiety

According to Klinberg and Broberg”, Dental fear is a normal emotional
reaction to one or more specific threatening stimuli in the dental situation. Dental
anxiety denotes a state of apprehension that something dreadful is going to happen in

relation to dental treatment, and it is coupled with a sense of loosing control.



Sukrit Poonsuk Literature Review / 6

Prevalence of dental fear and anxiety in children

There were six publications on dental fear and anxiety from six childhood
population e.g. Sweden, Netherland, Denmark, Taiwan, USA (children from low
income families), and Singapore. All reports were cross-sectional studies, and most
common psychometric measure was the Children’s Fear Survey Schedule Dental-
Subscale (CFSS-DS). The prevalence of dental fear and dental anxiety in childhood
population varied from 5.7-20.6% depending on culture difference, study design,
sampling method, and measure of dental fear and anxiety”. As shown in table 3-1.

Prevalence based on children’s self reports on CFSS-DS was reported in only
two studies, 13.5% in 10- tol4-years-old in Singapore'® and 19.5% in 5- to 11-years -
old from a low-income population in the USA®. Four studies using parental CFSS-DS

reports, the mean prevalence was 9.6% (range 5.7-20.6%)"".

Dental fear and anxiety differences by age
Dental anxiety was reported to be higher in younger children compared with

older children in four studies'! >

, while no difference was found in one studied®.
According to Klinberg and Broberg!”; they stated that, a decrease in dental fear
and anxiety with age may thus reflect normal psychological development. The young
child’s understanding of dental treatment differs from an older child’s perception, and
younger children have fewer experiences from dental care implying more novel and
fear provoking situations. Anxiety is abstract phenomena and coping with it requires

advanced cognitive skills as well as a capacity for effortful control and emotion

regulation that the young child is not yet mature enough to fully manage.

Dental fear and anxiety differences by sex

Boys and girls were compared in all six childhood populations, and three
studies found more dental anxiety in girls than boys® > ®. One study found more
dental anxiety in boys than girls”. One study reported no differences in the total
group, but higher anxiety scores in boys in an older age group (9-11 years old)"". One
study did not find any difference.
The inconsistence of the relationship between dental anxiety and age or gender

in previous studies indicating that some other factors including socioeconomic status,
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previous dental experiences, hygiene knowledge, personality traits, temperament, and

general fear of objects might play a major role in dental anxiety .

“4)

Table: 3-1 Prevalence (%) of dental fear and anxiety in childhood population.

Study
Author  design Population

CFSS-DS : Parent version

Klingberg c-s Sweden
et al)

ten Berge
et al® c-S Netherland
Wogelius
et al® c-S Denmark
Lee
et al® c-S Taiwan

CFESS-DS : Child version
Raadal

et al® c-s USA
low income
Chellappah
et al® c-s Singapore

N

3166

2144

1281

3597

895

505

Age
(years)

4-11

4-11

5-8

5-11

10-14

Prevalence
(%)

6.7

6.0

5.7

20.6

19.5

13.5

Comparisons

Boys
Vs.
girls

Total
no
diff.
9-11:
b>g

g>b

no
diff.

g>b

Younger
VS.
older

y=>o

no diff.

y=o

y=o

y>o

no report

CFSS-DS, Children’s Fear Survey Schedule-Dental Subscale; c-S, cross-
sectional; diff, difference; g, girls; b, boys; y, younger; 0, older
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Etiological factors of dental fear and anxiety in children
Many studies have shown that dental anxiety in children is likely to have
multi-factorial origins, and several potential etiological factors have been proposed.

The etiological factors could be classified into two groups'”¥.

1. Exogenous factor or Dental factor

1.1 Direct experience

Previous studies suggest that children who are uncooperative or anxious during
a dental visit are more likely to have experienced traumatic or painful dental procedure
in the past than those who behave well®>>”. However, not all anxious patients have
had previous negative dental experiences and not every patient who has suffered pain
at the dentist become phobia. Bernstein et al®® suggest that the dentist is an important
variable in the development of dental anxiety. They took groups of university students
with either high or low levels of fear towards dentistry and examined essays written on
childhood experiences of dentistry. In the high — fear group, 42 % had experienced
pain during a visit and many also reported their dentists to be cold and uncaring. Only
17% of the low — anxiety group had experienced pain and this group was more likely
to describe their dentist as careful, caring or friendly. Milgrom and Weinstein®”
suggest that the consequences of traumatic experience are dependent upon the context
in which they occur. That is, pain inflicted by a dentist who perceived as caring is
likely to have less psychology impact than pain inflicted by dentist who cold and
controlling. This suggests that an emphatic approach may overcome the long — term

49 suggest that six behaviors of the dentist, as

effects of pain. According to Corah et al
perceived by patients, contributed significantly to dental anxiety reduction: preventing
pain, being friendly, working quickly, having a clam manner, giving moral support
and being reassuring about pain.

Unpleasant experience in another setting may also increase dental anxiety — for
example, medical experience may significantly affect a child’s subsequent ability to
accept dentistry. Martin et al*" had reported the pleasantness or unpleasantness of any

previous medical experiences will affect a child’s behavior during their first dental

Visit.
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1.2 Indirect experience

Many children who are anxious of dental treatment have never had bad dental
experience themselves. Children in particular may learn from exaggerated playground
stories but may also reflect the dental anxiety of their parents. In many studies,
parental anxiety was found to be related to children’s behavior problems“**. Very
anxious mothers have been found to exert a negative influence on children of all
ages"*).

Locker et al® indicated that family history of dental anxiety and negative

dental experiences are predictive of child-onset dentally anxious patient.

1.3 Fear of unknown

In common with many new experience in life, when a child first attends the
dentist, uncertainly about what is going to happen can lead to anxiety*®. The dental
setting is a highly specialized environment, contain many sights, smells and sounds
that are outside a child’s previous experience; as a result, many contribute to anxiety.
The appearance of the dentist and the dental staff may also influence anxiety'”.

1.4 Lack of control

Lying in a dental chair produces a feeling of helplessness in many patients.
When this is coupled with an inability to talk to the dentist because their mouth is full
of instrument, this can translate to feeling like a lack of control. Providing the patient
with some control is necessary for most patients*®. Control can be informational such
as providing clear explanation of procedures to be followed. Control can also be

behavioral such as the using of signaling to begin a procedure or for a rest break®®”.

2. Endogenous or Non-dental (psychological) factor

2.1 General fear or trait anxiety of children

Dental anxiety has been related to number of personality characteristics or
disorders, and psychological constructs. An individual’s underlying personality is also
important, clearly, some children are in general more anxious than others. For some
very anxious patients their dental difficulties are mirrored by similar fears in many
setting and they may be prone to excessive worry about many aspects of their lives. A
previous studied by Klingberg et al'” reported a positive correlation between general

fears and dental fear in children’s age between 4-11 years old.
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2.2 Temperament of children

There was clear evidence of relationships between temperament and dental fear
and anxiety. Dental fear and anxiety was more connected with temperament traits like
shyness, inhibition and negative emotionality™*’*").
2.3 Socioeconomic status
The previous studied of Klingberg et al") reported that children attending

clinic in areas of lower socioeconomic standards had higher dental anxiety.

The effects of dental fear and anxiety in children
The clinical effects associated with dental fear and anxiety in children was

avoidance behavior, behavior management problems and deterioration of oral health.

1. Avoidance behavior

Many studies of child populations have revealed that dental anxiety can lead to
avoidance of dental care. A cross sectional studied of secondary school children (mean
age 14+0.35 years old) by Bedi et al®reported that children with high dental anxiety
were more likely to defer, cancel or not turn up for dental appointments than others
children. The last dental visit for dentally anxious children was more likely to be as a
result of pain and less likely to have been for dental check-up only. According to a
previous cross sectional studied of children aged 4-6 and 9-11 years old by Klingberg
et al'” reported that children who had missed appointments, according to the dental
records, had significantly high dental anxiety scores. A recent cross sectional studied
of 5-year-old children by Milsom et al'" demonstrated dentally anxious children were
significantly more likely to have irregular, symptomatic visiting pattern than non
anxious children. The children who were classed as irregular, symptomatic attendants
at the dentist were 3.3 times more likely to be anxious than children who attended

regularly.

2. Behaviors management problems
The studied of Klingberg et al"” had indicated a relationship between dental
anxiety and behavior of children in clinical situation, 61% of children with dental fear

and anxiety have show dental behavior management problems. The behavior
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management problems were defined clearly expressing disruptive behaviors resulting

in delay of treatment, or rendering the treatment impossible.

3. Deterioration of oral health

The studied of Bedi et al® showed that children with high dental anxiety had
significantly higher missing teeth than others children and 62% of these children were
more likely to have at least one missing tooth due to caries. Interestingly, the dentally
anxious had a poor self image, in that they thought that they had more decayed teeth
than they actually had.

The studied of Milsom et al'" reported that children classed as anxious had
significantly more dental caries experience than children who were perceived to be
relaxed about dental care (dmft = 2.58 vs dmft = 1.12).

The studied of Rantavuori et al®” reported that 6- and 12-years-old who had
experienced caries were more likely to report dental fear than were caries free
children.

The longitudinal studied of Kruger et al’® have followed a sample of 15-
years-old children for three years. Caries prevalence among those children who were
dental anxiety suffers at both 15 and 18 years was significantly higher than for those

who were not at either age.

The importance of dental fear and anxiety in children

The numbers of evidences suggest that dental fear and anxiety acquired in
childhood may not be short-lived; it may persist to influence adult behavior. In an
epidemiological study of prevalence of dental fear in a major US city, Milgrom et
al' identified the age of acquisition of dental fear by 1000 adults who were
questioned. Among the 201 respondents reporting high dental fear, 66.7 % acquired
their fear in early childhood, either before or during elementary school years. An
additional 17.9% became fearful during adolescence, before entering high school. The
remaining 15.4% became fearful as adult'”. In another study, Locker et al®
identified the age of onset of dental anxiety in adult population. Among the 1420
respondents, 16.7% were dentally anxious. Half, 59.9%, reported onset in childhood,

22.0% in adolescence, and 27.1% in adulthood.
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Management strategies of dental fear and anxiety in children

Method of managing dental behavior of children are aimed at avoiding
unpleasant and unproductive confrontations and to create an environment that would
facilitate the ability of the child to ultimately accept care, protect the self esteem of
child and foster a positive attitude towards oral care for the child. Moreover, it
enhances the work quality and efficiency of the dental personnel®".

There are various techniques used in the management of dental anxiety of the
child patient. A number are directed at preventing the development of dental anxiety,
while others are used in its treatment. Prevention of dental anxiety development in
children often entails the effective use of psychological management techniques,
which is aimed at enhancing trust, the lack of which can exacerbate anxiety. It also
helps to enhance the feeling of control and development of coping skills in child
patient®®. Psychological behavior management techniques are used to prevent and to

reduce child dental anxiety'"*'®. For instance,

Systemic desensitization and the Tell-Show-Do technique

Addelston(1959) has been credited with formalizing this technique. The Tell —
Show-Do technique(TSD) is considered to be a component of behavior shaping which
by definition is a procedure which very slowly develops behavior by reinforcing
‘successive approximations of the desired behavior until the desire behavior come to
be’. The procedure to be accomplished should be explained to the child in age
appropriate language. One by one, instruments and materials to be used in carrying out
the procedure are introduced and demonstrate to the child"”. The procedure take place
in three phases: (1) the tell phase involves age appropriate explanation of the
equipment and/or procedure; (2) the do phase is used to demonstrate the procedure up
to the point where the instrument is actually used; (3) the do phase where the
procedure is actually carried out"®. It has been suggested that TSD should not be used
when giving children frightening procedures.

A five-year follow up demonstrated that anxious children treated at the age of
3 to 13 with the TSD technique more often showed lasting positive acceptance of
treatment than children who had general anesthesia. It can be assumed that the child

patients who received dental treatment under general anesthesia probably did not
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experience the positive feeling of having coped with difficult situation by their own
efforts and were thus not given the possibility of changing their negative attitude
towards the dental situation®®. According to Nathan®" noted in his study that the use
of pharmacological management techniques do not eliminate anxiety, but merely
enhance patient acceptance of treatment by reducing arousal and modifying
anticipation danger.

A study of Folayan et al®”, which reported that the TSD technique is the most
common single psychological technique, was used to decrease dental anxiety in
children. This technique helps the child to understand that treatment procedure is

harmless and something the child can cope.

Distraction technique

Distraction is also a psychological strategy, which reduce the focus of the child
on the treatment procedure thereby helping the child to relax in addition to coping with
the treatment procedure. The distraction technique such as deep breathing exercise,
concentrating on a focal point, drawing attention to the sensations of lip pulling,
telling the story, have been successfully used to distract child’s attention from the
discomfort of local anesthesia administration or others painful dental procedures
which are of relatively short duration!> '* 1%,

This distracted skill is almost un-teachable. It entails skillful communication
with the dentist talking in a stream fashion with the aim of diverting the attention of
the child from noxious stimuli. This point to the need for the dentist to develop good

communication skill®>,

Positive reinforcement technique

Based upon psychological theories of learning, positive reinforcement refers to
the use of rewards to increase compliant behavior. Psychologists studying human
learning have discovered that behavior is maintained in part by its consequence. If a
behavior is followed by certain consequence then the likelihood of that behavior is
increased in the future. If the consequence results in the probability of a behavior are

. . 1 .
being increased, we term that consequence a reward'”. The reinforcement can be
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classified in two types. (1) Social reinforcement e.g. giving attention and praise. (2)

Non-social reinforcement e.g. giving gifts following complaint behavior.

Non-verbal communication technique

Non-verbal communication is a board concept, which includes a range of
communications through means other than words. In relation to the management of
dentally anxious children, two approaches have been identified: the dentist’s use of
reassuring touch, and the child’s use of stop signal'®.

Reassuring touch:

Gentle physical contact in the form of patting and stroking with reassuring
verbal before treatment has been found to reduce dental anxiety in children®”.

Enhancing control:

Providing the patient with some control is necessary for most patients. Control
can be behavioral such as the use of signaling (usually raising the hand) to begin a
procedure or for a rest break. This is the building trust in dentist-patient interaction
and providing the patient with sense of control® Y. This technique has been shown to
be effective in reducing a patient’s experience of anxiety even if patient dose not use

signal™®.

Modeling technique

Albert Bandura developed the social learning theory in the late 1960’s. The
social learning theory holds that children can learn through observations of others or
from watching another person’s experience of a situation. This approach is used to
reduce disruptive or anxious behavior through encouraging the child to learn the
appropriate response to the dental situation by observing another person undergoing
treatment®”. The modeling technique can take either two forms. The model may be
real-actually in the dental situation (live model) or film modeling!"®.

Melamed et al®? showed children between the ages of 5-9 years old who
viewed the videotape demonstration of a peer model coping with dental procedures
showed significantly fewer fear-related disruptive behaviors during restorative

(33)

treatment. In similar study~’, children between the ages of 5-11 years old who had not

been to the dentist before were shown a 13 minute film of a 4-year-old boy coping
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with a typical dental visit. The children that watched the film of young boy coping
with the dental visit had significantly lower scores on the Behavioral Profile Rating
Scale.

Fox and Newton®® demonstrated that showing positive image of dentistry to
children between ages of 5-17 years old for a short period before dental treatment can

significantly reduces anticipatory anxiety.

Preoperative information technique

Herbertt and Innes®”

stated that a number of psychological approaches, that
was used for reducing anxiety in children, conceivably, all of these techniques possess
information and familiarization components. Dentist will give the children information
about procedure to be experienced and allow some exposure to the office environment,
equipments and dental staffs. This information will assist the patient to reduce
ambiguity situation and also reduce anticipation anxiety. They have varied the amount
of information was given to child patient’s age of 6-11 years old about treatment
procedures and could be concluding that direct reduction of uncertainly with provision
of more treatment information was shown effective in reducing dental anxiety. The
relationship between anxiety and information was curvilinear: too much or too little
treatment information resulted in high anxiety. Moreover, children at younger and
older ages of eight and nine appear to show the greatest effect of the information
provided.

The studies of adult populations have revealed that the provisional of pre-
operative information by oral explanation about the details of operative procedures led
to significantly reduction in dental anxiety®" *". But it can have limitation when used

with young children patients due to cognitive and linguistic skill®".

Assessment of dental fear and anxiety in children

In the assessment of dental anxiety/fear in children, two board types of
measurement techniques can be distinguished: techniques that rely on observations of
reactions of the child by others (e.g., behavioral and physiological measurements) and
techniques that rely on some form of verbal-cognitive self-report (e.g., psychometric

scale). Underlying this use of a multitude of measurement techniques as the general
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idea that dental anxiety is a multidimensional construct, consisting of a behavioral, a

cognitive, and a physiologic component®”.

1. Behavior observation is the observation of the child’s reaction/behavior by
dentist or other person during dental treatment (behavior ratings). Observations are
usually carried out by independent observers, which it can made by direct observation
or video observation. A previous studied of Veerkamp et al®® indicated that the
evaluations of children’s anxiety behavior made by independent observers are more
reliability than the evaluations made by the dentist giving treatment. This suggested
that the most reliable method for assessing children’s anxiety behavior during
treatment remains the observation by two independent observers.

Several behavior rating scales have been used in child populations, and their
properties vary, for example, The Frankl rating scale is probably the most frequently

3 s used for the

used cooperative behavior rating scales”’; The Melamed rating scale
assessment of disruptive behavior of the children in dental situation, but in earlier
studied unable to find any significant relationship between the anxiety which children
reported and their’s disruptive behavior during treatment; The Venham’s rating scale
(modified) has been used in 6-tol1- years old and shown to a reasonable measure of
child dental anxiety behavior exhibiting good validity. This measurement is concerned
with older child group’s more verbal expression of anxiety and their generally greater

degree of self-control in frightening situations”".

2. Verbal cognitive self report is the reports of anxiety made by child him- or
her self or by accompanying parent using psychometric scale.

In a reported by Aartman et al®”

comparing properties of different self-report
measures, it was concluded that The Children’s Fear Survey Schedule Dental Subscale
(CFSS-DS) was preferred as it has better psychometric properties, measures dental
anxiety/fear more precisely, covers more aspect of the dental situation, and since
normative values are available. It appears to be a gold standard as a self-report
measure of dental anxiety in children. The CFSS-DS measures included fifteen
questions to assess dental anxiety about specific dental procedures. This may be too

difficult for young children to understand and complete questionnaires.
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The Venham Picture Test (VPT) is a self-report measure using a picture
technique for answering and consists of eight items measuring state of anxiety, which

has been used in a numbers of studies'> %

. In this measurement, children are
presented with eight pairs of pictures each depicting cartoon boys in contrasting
moods. They are asked to choose the picture from each pair that most feel like at that
time. The advantage of this measure is that it is relatively easy to administer and score.
It is appropriated for use with young children and good validity to measure state dental
anxiety in children®”. However, the VPT doses have some limitations. The figures on
the card are all male; this may present problems when the young patient is a girl. In
addition, some of figures are ambiguous in what they are portraying. Finally, the scale
still takes some time to complete; this is a salient issue when considering very young
patients. In order to overcome these limitations an alternative picture scale (Facial
Image Scale) using faces as an indicator of anxiety was developed for use in young
children. The previous studied of Buchanan and Niven® found that there was strong
correlation between Facial Image Scale (FIS) and VPT scores (r=0.7, p<0.001). It is
supports the validity of the FIS as a measure of state dental anxiety in children. The

advantage of this measure is that it is quick and easy to administer, the absence of

significant gender difference dose not lessen the validity of the FIS.

3. Physiological measures are considered inappropriately to use in children.
The use of physiologic methods has been criticized on the grounds that anxiety may
evoked due to the nature of the equipment used'®, and not because the child is
dentally anxious. These methods often require experience in using and interpreting

results from specialized equipment.
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CHAPTER IV
MATERIALS AND METHODS

This study was conducted at the Dental department of Crown Prince Jombueng
Hospital in Jombueng district, Ratchaburi province and was approved by the Mahidol

University Ethic Committee.

Research participants

1. One pediatric residency training dentist as principle researcher and dental
operator.

2. One general dentist as a research assistant.

3. Two senior lecturers of pediatric dentistry as independent observers and

evaluators of subject’s anxiety behavior.

Population
The children studying in first grade in the elementary school of Ban Jombueng,

Jombueng district, Ratchaburi province

Subjects
The subjects were children who were eligible in the dental health surveillance
program and they were scheduled for sealant treatment.

Selection criteria

a) Subject aged between six and eight years old.

b) Subject and their parent had consented to participate in the study.

c) Subject did not have any physically or mentally handicapped condition.

d) Subject was able to respond to the questions on the psychometric
measurements.

e) Subject already had first permanent molar in upper and lower arch which

meets the criteria for sealant treatment.
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Exclusion criteria

a) The child patient aged below six and above eight years old.

b) The child patient did not consent and/or the child’s parents did not consent
to participate in this study.

c¢) The child patient had physically or mentally handicapped condition, which
affected the ability to understand the instruction.

d) The child patient was not able to response to the questions on the
psychometric measurements.

e) The child patient does not meet the criteria for sealant on molar teeth.

Sample size

The studied sample size was based on the mean and standard deviation
calculated from the pilot study of the Facial Image Scales scores in thirty-three child
patients whose age is between 6 and 8 years old. It was found that the mean of Facial
Image Scales scores was 2.3%1.7, estimating that a sample size of 32 would give 95%

confident interval and 95% power of test. Thirty six subjects were recruited.

Study design

The subjects were divided into two experimental groups, BV-group and B-
group, according to intervention given. (Fig.4-1)

BV-group was the group of subjects receiving pre-operative information with
basic and video information.

B-group was the group of subjects receiving pre-operative information with

basic information only.

Intervention

This study had assigned two intervention methods according to two provisions
of pre-operative information, i.e.

Basic information

According to the standard professional ethical requirements for dental practice,

the basic information including indications, outcome of treatment and the details of
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procedures were explained to all subjects (B-group and BV-group). The basic
information was presented in oral explanation to all of the subjects. (See Appendix A)

Video information

Pre-operative information with video showing the details of operative
procedures was used in this study. Included in the videotape were the following
components.

a) 8-minutes show-time videotape portrayed a 7 years old child who was
receiving sealant treatment by the principle researcher.

b) Material and instruments to be used in the sealant procedure was introduced
and demonstrated to the child model.

c) The sealant procedures in the video-presentation included these following
sequences; polishing, etching, rinsing, suction, and sealing processes.

d) The model child was able to cope with the sealant treatment.

Intervention assignment

The overall subjects (n=36) were randomly assigned to one of the two groups.
The groups were:

B-group (n=18): subjects received the basic information only

BV-group (n=18): subjects received the basic information and the details of
operative procedures by video presentation.

The subjects in B-group received pre-operative information with basic
information by oral explanation only, while the subjects in BV-group received pre-
operative information with the basic information and viewed the 8-minutes video-
presentation. All the pre-operative information was given by the research assistant

prior to the commencement of the sealant treatment.

Treatment assignment

Subjects in BV- and B-group were randomly assigned to the sealant treatment
by research assistant. The dental operator was blinded of each subject’s intervention
assigned. Treatment consisted of sealant in two first permanent molar teeth; the first
treatment was performed in an upper molar and the second was performed in a lower

molar tooth.
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All the subjects were managed and treated by the dental operator. During
treatment, the numbers and types of psychological management strategy used for each
subject were recorded.

The treatments were recorded by a fixed video-camera. The dental anxiety
behavior level during receiving sealant treatment was scored by two dentist evaluators
from the video presentation. Both evaluators were unaware of each subject’s

intervention assigned.

Assessment of dental anxiety
Two measurements were taken in this study, the first was self-reported state
dental anxiety by the subjects and the second was dental anxiety behavior observation

measurement by two dentist evaluators.

Self- reported state dental anxiety measures

The Facial Image Scales (FIS) was used for measuring the state of dental
anxiety by the subjects themselves. The measurement was administrated at three
different time points, (1) pre-information state dental anxiety (FIS I), (2) post-
information / pre-treatment state dental anxiety (FIS II), and (3) post-treatment state
dental anxiety (FIS III). The measurement administration was done in the waiting
room by research assistant, before any form of intervention was used. The same
instrument was re-administered to the child again in the dental chair by dental
operator, before and after treatment.

The FIS (see Appendix B) was a picture scale using different facial expression
faces as an indicator of state anxiety. It comprises row of five faces ranging from very
happy to very unhappy. The subjects were asked to point at the face that describes
their feeling at that moment. The scale scored by giving a value of one to the most
positive affect face and five to the most negative affect face.

Score 1: relaxed / not worried
Score 2: very slightly worried
Score 3: fairly worried

Score 4: worried a lot

Score 5: very worried a lot
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An original studied of FIS, stated that the FIS was a valid measure of state
dental anxiety for using with young children, who may had limited cognitive and
linguistic skill. The advantage of this measure was that it was relatively quick and easy

to administer®?,

Behavior observation measures

The evaluation of subject’s anxiety behavior was made by two independent
evaluators from video observation. Two evaluators independently scored at the same
interval and then compared their scores. In the case of disagreement, the scores were
discussed until agreement was reached.

The Venham’s clinical ratings (modified) of anxiety and cooperative
behavior® (see Appendix C) was used for evaluation of subject’s level of anxiety
behavior. This measure used a six-point numeric scale on which the two extremes
were labeled 0 = not afraid or highly treatable, and 5 = panic or untreatable. The video
evaluators in the present study were asked to award a single anxiety score based on the
behavior displayed.

Score 0: relaxed
Score 1: uneasy
Score 2: tense

Score 3: reluctant
Score 4: interference

Score 5: out of control

Quiality testing of research measurements

1. All measurement of the study e.g. the video information, the basic
information, the Facial Image Scales, and the Venham’s clinical ratings (modified) of
anxiety and cooperative behavior were examined and approved for content validity by
two senior lectures of pediatric dentistry.

2. Training was given to the research assistant on the exact content and proper
delivery of pre-operative information (basic information).

3. In order to determine the test-retest reliability of FIS; a sample size of 33, 6-

to 8-years-old school children from first grade in elementary school of Ban Jombueng,
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Jombueng district, Ratchaburi province were invited to participate in the pilot study.
The FIS was administered by participants on two time points 15 minutes apart. The
data were tested for correlation coefficient using SPSS version 12.0. The result

demonstrated a good correlation with Pearson’s Product Moment Correlation 0.86.

Statistic analysis

All data were analyzed with SPSS version 12.0. Chi-square test was used to
analyze the differences in gender proportion among two groups. Means and standard
deviations of the FIS scores and Venham’s clinical rating scores were calculated for
each group. The Kolmogorov Smirnov test (KS test) was used to test the distribution
of the data.

Group means were compared using t-tests, and the difference of FIS scores
within group were analyzed using Pair t- test. Simple correlation statistic was used to
analyze inter-observation reliability between two evaluators. All statistical tests of the

hypothesis were one-sided. A p-value < 0.05 was considered significant.
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Figure 4-1: Flow chart of the study design.
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CHAPTER V
RESULTS

Thirty-six subjects, who fulfilled the selection criteria, were included in this
study. Of the 36 subjects 15(42%) were male and 21(58%) were female. The mean age
of the subjects was 6.8+0.2 years. The mean score of pre-information state dental
anxiety (FIS I) in the subjects who received basic information with video information
(BV-group) was 3.0+1.1, while the mean score in subjects who received basic
information only (B-group) was 2.8+1.3. The demographic data and the pre-
information state dental anxiety scores of the subjects are presented in Table 5-1. No
significant differences were found between subjects in BV-group and subjects in B-
group regarding subjects’ age (t = 0.098, p = 0.923), gender (x* = 3.5, p = 0.061) and
the state of dental anxiety score (t = -0.275, p = 0.785). Therefore there was no
significant difference between two groups of the state of dental anxiety before

receiving intervention.

Table 5-1: Demographic data and pre-information state dental anxiety scores of the

subjects.
Group intervention
Overall BV —group | B -group statistic | p-value*
N 18 18
Sex(male : female) 5 NS
8:10 7:11 x =35
p=0.061
Age(years NS
gely ) 6.8+0.2 6.8+0.2 t=0.098
p=0.923
State dental anxiety NS
3.0+1.1 2.8+1.3 =-0.275
scores (FIS 1) p=0.785

* Significant difference if p<0.05, NS; no significant difference between two groups.
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Most of the subjects tended to have moderate state of dental anxiety as most of

the FIS scores of the subjects were 2 and 3 (66.67%) which are shown in Figure 5-1.

Figure 5-1: The frequency of each score on the Facial Image Scale for overall

subjects.

Number of children

1 2 3 4 5

Facial Image Scale (1=lowest anxiety, 5=higest anxiety)

Copyright by Mahidol University
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Table 5-2: The mean of state dental anxiety scores in BV- and B-group throughout

the study.
State dental anxiety Group intervention*
FIS — Scores* BV-group | B-group t p-value*

FIS | 3.0+1.1 2.8+1.3 -0.275 NS
p=0.785 (2-tailed)

FIS I 124064 | 3.1+15 | 5167 | p=0.000 (1-tailed)

FIS 111 1.1£0.3 1.3£0.5 1.617 NS
0=0.058 (I-tailed)

*FIS; Facial Image Scale scores

FIS I; pre-information

FIS I1; post-information / pre-treatment

FIS 111; post-treatment, significant difference if p<0.05
 Significant difference between two groups

NS; no significant difference between two groups

When comparing the mean of dental anxiety score of BV-group and B-group at
different time throughout the study which are presented in Table 5-2, found that there
was no significant difference between two groups at the time before receiving
intervention (FIS I) (t = -0.275, p = 0.785). But at the time of post-information, the
mean state dental anxiety score (FIS II) of BV-group was 1.2+0.6, and the mean score
of B-group was 3.1+1.5. BV-group had significant lower anxiety score than B-group.
(t=5.167, p=0.000). However, there was no significant difference (t =1.617, p=0.058)

between both groups in the post-treatment state dental anxiety score (FIS III).
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Table 5-3: Comparison between the mean of pre-information state dental anxiety

scores (FIS I) and post-information state dental anxiety scores (FIS II) in BV- and B-

group.
_ . Stat dental anxiety
Group intervention .
FIS| FISTI t p-value
BV-group 3.0+1.1 1.2+0.6 » 8.589 p=0.000(1-tailed)
B-group 2.8+1.3 3.1£1.5 -1.719 NS
p=0.052 (1-tailed)

* Significant difference if p<0.05.
Significant difference between FIS I and FIS II.
NS; no significant difference between FIS I and FIS II.

After intervention the mean dental anxiety score (FIS II) of BV-group was
1.2+0.6 and was significantly lower than before receiving information (FIS I, 3.0+1.1),
(t=8.589, p=0.000). But in B-group, there was no significant different between pre-
information (FISI, 2.8+1.3) and post-information (FIS II, 3.1£1.5), (t = -1.719, p =
0.052) as shown in Table 5-3.
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Table 5-4: Comparison between the mean of pre-treatment state dental anxiety scores

(FIS II) and post-treatment state dental anxiety scores (FIS III) in BV- and B-group.

Group intervention

Stat dental anxiety

FIS 11 FIS 111 t p-value*
BV-group 1.24+0.6 1.1+0.3 1.000 NS
p=0.166 (2-tailed)
B-group 31415 1.3£0.5~ | 5575 | p=0.000 (1-tailed)

* Significant difference if p<0.05.
Significant difference between FIS I and FIS III.

NS; no significant difference between FIS II and FIS III.

After treatment the mean dental anxiety score (FIS III) of B-group was 1.3£0.5
and was significantly lower than before receiving treatment (FIS 11, 3.1£1.5), (t=5.575,
p=0.000). But in BV-group, there was no significant different between pre-treatment

(FIS II, 1.2+0.6) and post-treatment (FIS III, 1.1+0.3), (t = 1.000, p = 0.166) as shown

in Table 5-4.
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Figure 5-2: The mean of Facial Image Scale scores in BV- and B-group throughout
the study.

—a— BV-group
=+ B-group

FIS scores

FIS | FIST FIS 111

There were no significant differences of the mean of dental anxiety scores at
the moment of pre-information between both groups. But the mean of dental anxiety
score in BV-group was decreased and lower than B-group at the moment of post-

information. And then after dental treatment, no significant different was found. As

shown in Figure 5-2.
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Table 5-5: The mean of dental anxiety behavior scores in BV- and B-group.

Dental anxiety Group intervention

behavior* BV-group B-group t p-value
Venham’s clinical 0.4+ 0.5" 0.9+0.9 2.097 | p=0.022 (1-tailed)
rating scores

* Venham’s clinical rating (modified) of anxiety and cooperation behavior.

/ Significant difference between two groups. (p<0.05)

The behavioral observation measurement using Venham’s clinical ratings
(modified) of anxiety and cooperative behavior by two independent observers with
Pearson’s correlation 0.975, found that the mean of dental anxiety behavior scores in
BV-group subjects and B-group subjects were 0.440.5 and 0.9+0.9 respectively. BV-
group had significant lower Venham’s ratings of anxiety and cooperative behavior
score than B-group (t =2.097, p = 0.022) as shown in Table 5-4. Thus, subjects in BV-

group had lower anxiety behavior than subjects in B-group, as shown in Figure 5-3.
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Figure 5-3: The mean of Venham's clinical rating anxiety behavior scores in BV-

group and B-group throughout the study.

(O=lowest anxiety behavior, 5=higest anxiety behavior)
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No. subjects*

Numbers of psychological technique employed during treatment™

Single

Technique*

Two combined

Techniques*

More combined

Techniques*

BV-group, n =18

10 (55.6%)

7 (38.9%)

1 (5.6 %)

B-group, n= 18

3 (16.7%)

9 (50%)

6 (33.3%)

* No. subjects; numbers of subjects
Single technique; only T.S.D technique
Two combined techniques; T.S.D with one other technique

More combined techniques; T.S.D with more other techniques

Many psychological behavior management techniques such as Tell-show-do,
positive reinforcement, distraction, non-verbal communication, and voice control had
been used in some subjects in both groups. In BV-group; found that the dentist did use
only T.S.D technique in 55.6 % of the subjects, used two combined techniques 38.9%
and more combined techniques in 5.6 % of the subjects. While in B-group 50% of the
subjects needed to use two combined techniques and 33.3% needed more combined
techniques, only 16.7 % were using single psychological management technique (only

T.S.D technique) as shown in Table 5-6 and Figure 5-4.
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Figure 5-4: Number of psychological technique used during treatment.
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CHAPTER VI
DISCUSSION

The presented research was designed to examine the hypothesis of study that
the pre-operative information with details of operative procedures by video can
decrease dental anxiety in school age children. The results of this study agreed with
the research hypothesis that the subjects who received the basic information and
viewed video presentation of the operative procedures (BV-group) had a significant
reduction in post-information self-reported state dental anxiety which did not found in
the subjects who received basic information by oral explanation only (B-group).
Besides, pre-treatment self-reported state dental anxiety and during treatment dental
anxiety behavior level were lower in the BV-group than B- group. Thus, the study
showed that the preoperative provision of information regarding the operative
procedure by video led to significant reduction in dental anxiety in school age
children.

This study showed that video-information technique is easier to understand
than oral explanation technique. Soh®" found that oral explanation of the operative
procedures was effective to reduce the level of dental fear for dental treatment in adult
fearful patients, but it can have limitation when used with young child patients due to
cognitive and linguistic skills. In this study, the video presented with picture and
sound of sealant procedures, such as polishing with low-speed air motor, suction,
etching, rinsing and sealing process. The video showed a relax child in the dental chair
receiving a non painful dental sealant treatment and also showed the sealant
procedures step by step. All of these techniques were useful for children who do not
previously experienced in this dental treatment. These techniques are attractive to
child patient. Therefore, children were able to receive the provisional information and
learn through observational process. So, it also helped to improve the child’s
understanding of operation and probably also reduced ambiguity about procedure

which the child patients will undergo. Finally, the dental anxiety of children was
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@9 that provision

reduced. This study concurred with the study by Herbett and Innes
of more treatment information can reduce uncertainty and dental anxiety in children.
Thus, this study shows that cognitive learning of the details of operative procedures is
the appropriate treatment information for children age between 6-8 years old. It is
beneficial in reducing dental anxiety in this age group.

There was no significant difference of post-treatment state dental anxiety
scores between BV-group and B- group. This is most likely because of the type of
dental treatment in this study is sealant treatment, which is non-invasive, easy and not
complicate treatment. A previous study have shown that the post treatment dental
anxiety was observed to be lower for those who undertake non-invasive than for those
who undertake invasive procedure and that there was comparatively lower change in
dental anxiety following invasive procedure when compared with non-invasive
procedure®”. So, the sealant treatment is learnable and acceptable for child patients.
Additionally, the attending dental operator in this study had been well-trained to
effectively use psychological methods for behavior management in anxious child. Past
studies had shown that psychological techniques used in the management of dental
anxiety in children are highly effective in decreasing dental anxiety levels®**?. In
addition, well-trained dentists were able to effectively used psychological
techniques'®".

One interesting point of this study is that 55.6% of subjects in the BV-group,
dentist did use only a single psychological management technique (only T.S.D
technique). Conversely, 83.3% of subjects in B-group need to used two or more
combined psychological management techniques. Consequently, the provisional
information with details of operative procedures by video can decrease the use of
others psychological management techniques, which is useful for inexperienced
dentists. However, training in efficiently use of psychological management skills may
thus have a role to play in the basic information intervention because 44.5% of
subjects in BV-group needed other psychological management technique.

The limitation of this study is that the research design was not categorized
subjects into the levels of dental anxiety at the beginning. Therefore, the presented

study is not able to conclude that the pre-operative information with the details of

operative procedure by video lead to reduction of dental anxiety in children, which
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had different level of anxiety. A previous study reported that the provisional of pre-
operative information led to reduction in dental anxiety in adult patients. However, the
study was concluded that the provisional of pre-operative information should be
decide in accordance with the trait anxiety of the subjects®”. While in this study, it
was found that most of subjects tended to have moderate state of dental anxiety as
most of the FIS scores of the subjects (66.7%) were 2 and 3, which concordance to
the children FIS scores in original study in subjects aged 3-18 years old.®” Thus, it
can be concluded from the presented study that the pre-operative information with
details of operative procedures by video can reduce dental anxiety in school age
children, who have the level of dental anxiety closely to normal child population.
Moreover, the researcher suggested that pre-operative information with details
of operative procedure by video may not appropriate for invasive dental treatment
procedures and may be limited to some specific procedures; As such details of the
treatment procedures are associated with frightening images like injection, bloody
scenes, surgical sites, and incisions of body tissues. It is possible that treatment details
would provoke, rather than reduce anxiety in many child patients, in particular, those
with high-trait anxiety. Future research is necessary, in order to verify the
appropriated pre-operative information of invasive dental treatment for preventing and

reducing dental anxiety in school age children.
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CHAPTER VII
CONCLUSIONS

1. The present research founded that the provision of pre-operative information
with details of operative procedures by video led to significant state anxiety reduction
in school age child patients who undergo sealant treatment.

2. The provision of pre-operative information with details of operative procedures

by video is helpful in child behavior management for non-invasive dental treatment.
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APPENDIX A
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Figure B-1: The Facial Image Scale
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APPENDIX C

Table C-1: THE Venham’s Clinical Ratings (modified) of Anxiety and

cooperative behavior

0

Relaxed, smiling, willing, able to converse, best possible working conditions.
Displays the behavior desired by the dentist spontaneously, or immediately upon
being asked.

Uneasy, concerned. During stressful procedure may protest briefly and quickly
to indicate discomfort. Hands remain down or partially raised to signal
discomfort. Child willing and able to interpret experience as requested. Tense
facial expression. Breathing is sometimes held in (“high chest”). Capable
cooperating well with treatment.

Tense. Tone of voice, question and answers reflect anxiety. During stressful
procedure, verbal protest, (quite) crying hands tense and raised but not
interfering much. Child interprets situation with reasonable accuracy and
continues to work to cope with his/her anxiety. Protest more distracting and
troublesome. Child still complies with request to cooperative. Continuity is
undisturbed.

Reluctant to accept the treatment situation, difficulty in assessing situation
threat. Pronounced verbal protest, crying. Using hands to try to stop procedure.
Protest out of proportion to threat or is expressed well before the threat. Cope
with situation with great reluctance. Treatment proceeds with difficulty.

Interference of anxiety and ability to assess situation. General crying not related
to treatment. Prominent body movement, sometimes needing physical restraint.
Child can be reached through verbal communication, and eventually with
reluctance and great effort begins to work to cope. Protest disrupts procedure.

Out of control, with the reality of the threat. Hard, loud crying. Screaming,
swearing. Unable to listen to verbal communication. Regardless of age, revert to
primitive flight responses. Actively involved in escape in escape behavior.
Physical restraint required.
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Table D-1: The mean of Facial Image Scales scores

B-group BV-group
Number
FIST | FISHI | FISIII | FISI | FISII | FIS1II

1 2.0 2.0 1.0 2.0 1.0 1.0
2 3.0 3.0 1.0 3.0 1.0 1.0
3 3.0 3.0 2.0 3.0 2.0 2.0
4+ 1.0 1.0 1.0 2.0 1.0 1.0
3 3.0 3.0 1.0 2.0 1.0 1.0
6 4.0 5.0 2.0 5.0 2.0 2.0
7 5.0 5.0 1.0 3.0 1.0 1.0
8 4.0 5.0 2.0 4.0 1.0 1.0
9 2.0 4.0 2.0 2.0 1.0 1.0
10 2.0 2.0 1.0 3.0 1.0 1.0
11 3.0 3.0 1.0 3.0 1.0 1.0
12 5.0 5.0 1.0 5.0 3.0 1.0
13 3.0 3.0 Y 3.0 1.0 1.0
14 1.0 1.0 1.0 2.0 1.0 1.0
15 5.0 5.0 1.0 5.0 1.0 1.0
16 3.0 3.0 2.0 3.0 1.0 1.0
17 2.0 2.0 1.0 2.0 1.0 1.0
18 1.0 1.0 1.0 2.0 1.0 1.0
mean 2.8 3.1 1.3 3.0 1.2 1.1
SD 1.3 1.5 0.5 1.1 0.6 0.3




Fac. of Grad. Studies, Mahidol Univ. M.Sc. (Pediatric Dentistry) / 49

APPENDIX E

Table E-1: The mean of Venham’s clinical rating scores

Number B-group BV-group
1 1.0 0.0
2 1.0 0.0
3 1.0 1.0
4 0.0 1.0
b 1.0 0.0
6 1.0 1.0
7 3.0 0.0
8 2.0 0.0
9 0.0 0.0
10 0.0 0.0
11 1.0 1.0
12 2.0 0.0
13 1.0 1.0
14 0.0 1.0
15 2.0 0.0
16 1.0 0.0
17 0.0 1.0
18 0.0 1.0

mean 0.9 0.4
SD 0.9 0.5
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APPENDIX F

No. MU 2007-212

Documentary Proof of Ethical Clearance
The Committee on Human Rights Related to
Human Experimentation
Mahidol University, Bangkok

Title of Project.  Effect of Pre-operative Information by Video on Dental Anxiety in School Age
Children

Principle Investigator.  Associate Professor Malee Arunakul

Name of Institution, Faculty of Dentistry

Approved by the Committee on Human Rights Related to Human Experimentation

Signature of Chairman, lj"M

(Professor Dr Srisin Khusmith)

Signature of Head of the Institute. ...

Date of Approval.
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Human Rights Related to Human Experimentation of Mahidol University
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APPENDIX G

Consent form
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