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ABSTRACT  

The International Association for the Study of Pain (IASP) defines pain as an unpleasant sensory and emotional 

experience associated with an actual or potential tissue injury that is described as such, emphasizing the 

subjective nature. The cognitive-behavioural therapy has begun to be applied for psychosomatic problems in 

dental problems. There are several types of techniques: relaxation, biofeedback, exposure and cognitive 

restructuring. In general, therapists may combine several of the above techniques to treat patients with dental 

anxiety. 
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INTRODUCTION 

The International Association for the 

Study of Pain (IASP) defines pain as an 

unpleasant sensory and emotional experience 

associated with an actual or potential tissue 

injury that is described as such, emphasizing 

the subjective nature (1). The pain has three 

components: sensory - consisting of 

accurately transcribing a nociceptive stimulus 

into language: stinging, constriction burn, 

torsion, emotional - transmitted non-verbally 

to those that are close (agitation, fear, anxiety, 

cry) and cognitive - pain can be assessed and 

compared to previous experiences, the 

individual can defend himself, he can control 

it (2). 

The cognitive-behavioural therapy is a 

psychological intervention that has been 

applied to various health-related issues 

including psychiatric illnesses such as 

depression and anxiety, as well as physical 

symptoms such as pain (3). The oncological 

pathology in both children and adults also 

involves a multidisciplinary approach where 

cognitive-behavioural interventions play an 

important role (4, 5, 6). 

The cognitive-behavioural therapy has 

begun to be applied for psychosomatic 

problems in dental problems and the efficacy 

of this treatment on these issues has been 

confirmed by various studies (7, 8). 

The prevalence of dental anxiety was 

reported to be around 20% (9). Severe dental 

anxiety (including dental phobia and 

avoidance of dental care) has been reported to 

be around 5% (10). 

 

DEVELOPMENT OF DENTAL 

ANXIETY 

There are several theories that explain the 

development of dental anxiety. The 

acquisition of fear can be achieved through: 

exposure to threatening information, vicariant 

learning (observing other patients with 

significant anxious behaviours) and direct 

experience (11). Direct experience plays the 

most significant role in the development of 

dental anxiety, especially in children (12). 

Conditioning is one of the mechanisms by 

which fear of a dentist can develop. If a 

neutral stimulus (a routine dental 

consultation) is associated with a negative 
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experience like pain, dental anxiety can 

develop due to the interaction between these 

two stimuli. Children who have had previous 

negative dental experiences are more likely to 

have a higher level of dental anxiety than 

those who only had positive dental 

experiences (13). The most common factors 

associated with dental anxiety are: fear of 

being unable to eat, fear of being unable to 

open the mouth, local pain and headache (14).  

Dental treatments under general 

anaesthesia are used to prevent the 

development of dental anxiety. Thus, general 

anaesthesia provides effective pain control. 

There are studies that have reported that 

compared to conventional treatments, dental 

treatments under general anaesthesia are of 

greater durability and quality (15, 16). 

However, all anaesthetic agents are associated 

with a certain risk to the general health of 

patients with different reports of morbidity 

and mortality (15, 17). Psychological 

preparation before treatment is mandatory. 

The presence of parents is a means to help 

children cope with their emotional trauma. 

 

LIMITS OF PHARMACOLOGICAL 

THERAPY IN CHRONIC PAIN 

Psychotherapeutic approaches in patients 

with pain vary according to the type of pain: 

acute, continuous or chronic. Suitable 

pharmacological analgesic improvement is 

sufficient to treat acute pain and treatment is 

not complicated. When typical analgesic 

doses fail to alleviate pain, the psychiatric 

examination may be required because 

psychosocial components of the pain should 

be explored as addressing these problems can 

sometimes be useful in relieving pain (18). 

Alternative complementary medicine includes 

therapies that are not included in the current 

conventional medical or paramedical 

curriculum. Although promoted by experts, 

synthetic drugs produce many unwanted and 

sometimes severe side effects. There is no 

synthetic drug that has only one undesirable 

reaction. Additional and alternative therapy 

methods are health practices that play an 

important role in disease prevention, very 

rarely have side effects and can be applied to 

special categories of patients (infants, 

pregnant women, nursing women, elderly) for 

whom synthetic drugs may be contraindicated 

(2). 

 

COGNITIVE AND BEHAVIOURAL 

METHODS IN DENTAL PATHOLOGY 
The cognitive-behavioural therapy is 

short-term. This therapy has proven useful for 

a range of psychological problems, 

particularly for depression and anxiety-related 

disorders. This therapy has proved successful 

in reducing dental anxiety. The basic premise 

of therapy is based on the idea that physical 

or emotional problems are difficult to change 

directly. Thus, this therapy focuses on 

changing cognitions and behaviours that 

contribute to physical and emotional 

problems. There are several types of 

techniques: relaxation, biofeedback, exposure 

and cognitive restructuring. 

Relaxation is often a component of the 

cognitive-behavioural therapy for patients 

with dental anxiety.  Progressive muscle 

relaxation, stretching-based relaxation, deep 

breathing and autogenous training are 

relaxation techniques that can be learned. The 

techniques learned during therapy sessions 

are practiced at home until they are mastered. 

Developing the mastery of techniques that 

provide an improvement in symptoms, enable 

patients to feel they have some control over 

their disease. Progressive muscle relaxation 

involves straining a muscle group for a few 

seconds and the passive focus on how the 

tensed muscle feels, the muscle is then 

released and the patient is asked to 

concentrate on how the muscle feels during 

relaxation. With regard to deep breathing, this 

technique is a relaxation technique that 

focuses on slow, modelled abdominal 

breathing. Autogenic training involves 

imagining a calm, relaxing environment and 

refreshing body sensations (18). 

Biofeedback is a treatment method that 

uses monitoring devices to measure multiple 

physiological processes such as heart rate, 

muscle tension and galvanic skin response.  

Biofeedback has been most often used to treat 

headaches, fibromyalgia, rheumatoid arthritis 

and a number of other chronic diseases. In the 

field of dentistry, it is commonly used for 
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temporomandibular pathology. In this 

treatment, patients practice maintaining 

muscles (masseter and temporalis muscles) 

relaxed by monitoring their muscle activities. 

Through therapy, patients are able to control 

those processes that previously were not 

controlled voluntarily and thus control the 

general physiological excitation (18, 19).  

 Exposure is a technique to improve 

the reactions of fear by the fact that patients 

are not allowed patients to use avoidance 

behaviours that could help to reduce fear in 

the short term.  In dental pathology, exposure 

is used in patients with dental anxiety. These 

patients are afraid of dental procedures, 

including sitting on the treatment chair, 

opening the mouth, clinical examination 

using a mirror or injecting local anaesthesia 

(19). 

Cognitive restructuring requires the 

patient to learn to recognize the negative 

thoughts that cause anxiety and replace them 

with positive and more useful thoughts (20).  

There are studies in the literature that have 

reported positive results in the use of 

cognitive strategies for reducing dental 

anxiety in adults (21). 

 

CHALLENGES AND LIMITATIONS IN 

COGNITIVE-BEHAVIOURAL 

THERAPY 

The application of cognitive-behavioural 

therapy can be problematic because of the 

long waiting lists and additional costs (22). In 

addition, not all dentists trust this type of 

therapy. Also, a variety of computer 

approaches can be used for this therapy 

(video, audio recordings). Although there is 

research showing that these programs can be 

as useful as cognitive-behavioural therapy led 

by a therapist, there are currently no suitable 

programs for children with dental anxiety 

(22). 

 

CONCLUSION 
In general, therapists may combine several 

of the above techniques to treat patients with 

dental anxiety. The relaxation techniques 

learned in cognitive-behavioural therapy are 

used to help the patient gain control over the 

physiological processes. Regarding children, 

while there is a small amount of high quality 

research investigating the effectiveness of 

psychological interventions in the 

management of their dental anxiety, there are 

a number of techniques supported by 

evidence, that could be adapted.

REFERENCES 

1. https://www.iasp-pain.org/Taxonomy#Pain 

2. Ailioaie C, Ailioaie LM. Managementul non-farmacologic al durerii cronice musculo-scheletale la copil și 

adolescent în Durerea acută și cronică la copil, sub redacția Goția S, 2009, ed Vasiliana ‖98, Iași, România: 

286-341  

3. Hofmann SG, Asnaani A, Vonk IJ, Sawyer AT, Fang A. The efficacy of cognitive behavioral therapy: a review 

of meta-analyses. Cognit Ther Res. 2012; 36:427–40. doi: 10.1007/s10608-012-9476-1. 

4. Cobzeanu MD, Costinescu V, Rusu CD, Mihailovici S, Grigoraş M, Miron L, Păduraru D, Aramă A. 

Laryngothaheal non-Hodgkin‘s lymphoma. Chirurgia 2010; 105(1): 131- 136. 

5. Gafton B, Porumb V, Ungurianu S, Marinca MV, Cocea C, Croitoru A, Balan G, Miron N, Ciuleanu TE, 

Miron L.  Hepatocellular carcinoma: insight in the biological treatment beyond sorafenib. JBUON. 2014;19(4): 

858-866. 

6. Miron, I, Miron, L, Lupu VV, Ignat A. Silent presentation of multiple metastasis Burkitt lymphoma in a child: 

A case report and review of the literature. Medicine. 2017; 96(28):e7518. 

7. Crider AB, Glaros AG. A meta-analysis of EMG biofeedback treatment of temporomandibular disorders. J 

Orofac Pain. 1999; 13:29–37. 

8. Wide Boman U, Carlsson V, Westin M, Hakeberg M. Psychological treatment of dental anxiety among adults: 

A systematic review. Eur J Oral Sci. 2013; 121:225–34. doi: 10.1111/eos.12032. 

9. Skaret E, Raadal M, Berg E, Kvale G. Dental anxiety among 18-yr-olds in Norway. Prevalence and related 

factors. Eur J Oral Sci 1998; 106: 835–843. 

10. Vassend O. Anxiety, pain and discomfort associated with dental treatment. Behav Res Ther 1993; 31: 659–666. 

11. Rachman S. The conditioning of fear acquisition: A critical examination. Journal behavioural Research 

Therapy. 1977,15:375-387. 

12. Townend E, Dimigen, G, Fung D. A clinical study of child dental anxiety. Behav Res Ther, 2000, 38:31-46. 

https://www.iasp-pain.org/Taxonomy#Pain


Romanian Journal of Oral Rehabilitation 

Vol.10, No.1, January - March 2018 

 

67 

13. Ten Berge M, Veerkamp JS, Hoogstraten, J. The etiology of childhood dental fear: the role of dental and 

conditioning experiences. J Anxiety Disord. 2002,16:321-9. 

14. Yoko Y, Naoki K, Futoshi S, Yuki M, Valeria G, Gregg G. Dentist's distress in the management of chronic 

pain control: The example of TMD pain in a dental practice-based research network. Medicine, 2018, 

97(1):e9553. 

15. Lanlan L, Hongwei W, Xueping H. Oral health-related quality of life in pediatric patients under general 

anesthesia: A prospective study. Medicine, 2017, 96(2):e5596. 

16. Klaassen MA, Veerkamp J, Hoogstraten J. Young children's Oral Health-Related Quality of Life and dental 

fear after treatment under general anaesthesia: a randomized controlled trial. Eur J Oral Sci 2009; 117:273–8. 

17. Ramazani N. Different aspects of general anesthesia in pediatric dentistry: a review. Iran J Pediatr 

2016;26:e2613. 

18. Songer D. Psychotherapeutic Approaches in the Treatment of Pain. Psychiatry (Edgmont). 2005;2(5):19-24. 

19. Matsuoka H, Chiba I, Sakano Y, Toyofuku A, Abiko Y. Cognitive behavioral therapy for psychosomatic 

problems in dental settings. Biopsychosoc Med. 2017; 11: 18. 

20. Levitt, J., McGoldrick, P., Evans, D. The management of severe dental phobia in an adolescent boy: a case 

report. International Journal of Paediatric Dentistry. 2000, 10:348-353. 

21. De Jongh, A., Muris, P., Ter Horst, G., Van Zuuren, F., Schoenmakers, N., Makkes, P. One-session cognitive 

treatment of dental phobia: preparing dental phobics for treatment by restructuring negative cognitions. Behav 

Res Ther. 1995; 33: 947-954. 

22. Kaltenthaler, E., Brazier, J., Nigris, E., De Tumur, I., Ferriter, M., Beverley, C., et al. (2006). Computerised 

cognitive behaviour therapy for depression and anxiety update: a systematic review and economic evaluation. 

Executive Summary. Kent. Gray Publishing. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 


