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ABSTRACT

Infant fear and anxiety are two feelings that cause stress in pediatric dental treatment. Many management techniques have been described in 
the literature, with the aim of controlling this anxiety and fear that are ultimately a big challenge for the dental surgeon. The aim of this study 
is to present a clinical case of a five-year-old child who would not cooperate with the dental treatment. To this end, an incentive chart was 
devised that is specific for treatment. The chart focuses on encouraging the child to comply with rules in the pediatric dentist office and, as the 
child completes his objectives, the chart is filled with happy faces and at the end of the appointment, depending on the outcome, the patient 
is rewarded with something. We concluded that the use of the incentive chart was particularly satisfactory in terms of the patient’s conduct 
and developing maturity over the course of his dental treatment and it may be an additional option to use as an adjunct in the approach to 
behavior in private or public dental clinics, and even in Universities.

Indexing terms: Anxiety. Pediatric dentistry. Psychology.

RESUMO

O medo e ansiedade infantil são dois sentimentos que causam estresse no tratamento odontopediatrico. Muitas técnicas de condutas e manejo 
são descritas na literatura onde principalmente o objetivo é controlar esse comportamento acaba sendo um grande desafio para cirurgião 
dentista. O objetivo deste trabalho é apresentar um caso clinico de uma criança de 5 anos de idade que não cooperava com o tratamento 
odontológico por apresentar medo e ansiedade de experiências passadas. Para isso, foi elaborado um quadro de incentivo, especifico para 
atendimento odontológico, para ajudar a criança a perceber a sua rotina e auxiliar na introdução de atividades diárias. O uso do quadro de 
incentivo, foi bastante eficaz na conduta e amadurecimento do paciente durante o tratamento odontologico. O uso desse quadro acaba sendo 
uma alternativa a mais, a ser utilizada como abordagem de comportamento no consultório particular, público ou mesmo nas Universidades.

Termos de indexação: Psicologia. Odontopediatria. Ansiedade.
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The most frequently used non-pharmacological 
management techniques in pediatric dentistry are as 
follows: verbal communication, tell-show-do, non-verbal 
communication, positive reinforcement, distraction, 
presence or absence of parents and physical restraint. Each 
technique has an indication and age when it is best used2,4.

Another factor to consider is the professional’s 
appearance. Children develop an impression of their dentist 
before any verbal communication, based on appearance. 
This was the theme of the study by Ravikumar et al.5. They 
conducted a cross-sectional study on 534 children aged 
between 6 and 11, in schools and in dental clinics. The 
children were divided into three groups according to age. 
Photographs of the dentist in his/her white coat, surgical 

INTRODUCTION

Young children often become anxious when faced 
with dental treatment, occurring in around 10-20% of 
children and teenagers. It is a form of stress and has a 
negative impact on the quality of life of patients and their 
parents or guardians, and may be associated with poor oral 
health1. 

Pediatric dental treatment is based on the 
relationship with the child and its parents. The secret to 
controlling fear and anxiety when faced with the most 
diverse treatments is talking, trust between professional 
and patient and satisfying children’s curiosity in the dental 
environment2-3.
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therefore new options are required to help with this 
psychological process. One alternative in this type of 
environment is to use a system of extrinsic motivation, in 
other words, when emotions that are either pleasurable 
or disagreeable can be generated by the reward received 
after a certain action, based on positive reinforcement. 
They are used to change specific behavior and reinforce 
attitudes in a positive way, actions which will result in some 
prize or reward. 

One alternative for changing a child’s behavior 
over a short period of time is to use an incentive chart. 
This is a technique that combines positive reinforcement 
with prizes. Every time a goal is completed, the child gets a 
smiley that shows (happy or sad) behavior. On completion 
of the goal, the child gets a gift. This happens because 
human behavior can be modified by means of conditioning 
through reinforcement and, over time, this behavior can 
become a habit12.

The use of an incentive chart is frequently 
employed in the area of teaching and education with the 
aim of establishing rules and limits. If the child does not 
attain the proposed objective, a punishment is applied 
such as not being allowed to watch TV, play a video game 
and/or use the tablet, for example. When the objective is 
reached, a prize is awarded as a form of encouraging the 
good behavior to continue.

Even though it may be seen as effective in the 
field of education, there is nothing similar to the incentive 
chart in pediatric dentistry. Recognizing that this technique 
may be very useful, the aim of this study was to create 
an incentive chart method that focuses on the area of 
pediatric dentistry and to ascertain its applicability in the 
education of oral health care both outside and inside the 
dental clinic environment. Thus, the aim of this study was 
to use the motivation chart developed for this purpose, 
in order to investigate its contribution to the conditioning 
and psychological protocols for dental treatment.

CASE REPORT

Five-year old, male patient presented to the dental 
clinic accompanied by his mother, as he had several caries 
lesions and was not being very cooperative. According 
to the mother, another professional had attempted to 
treat him, but without success, simply using cariostatic 
material on the molars so that the caries lesions would not 
deteriorate further (Figure 1).

overalls and casual clothes were shown and the level of 
anxiety was evaluated using the Children’s Dental Anxiety 
Scale [MCDAS (f)]. The authors concluded that the smaller 
children preferred to be seen by dentists wearing casual 
clothes. The older children preferred their dentist to wear 
the white coat and surgical overalls. The white coat was 
the uniform of choice for the majority of children in the 
school environment, but the level of preference for surgical 
overalls was higher in the dental clinic environment. 

Children’s attitudes and habits are molded 
in their living environments, and everything learned 
in early infancy is carried forward to the later stages of 
life, therefore motivation in schools, together with the 
professional’s skill, is of huge importance to the children6. 
Of the factors that determine anxiety in preschool children, 
one is related to children who have three or more siblings. 
This might be explained by two factors. Firstly because 
children in larger families could be directly or indirectly 
exposed to information about dental treatment provided 
to their siblings, and secondly they might have observed 
their siblings appearing anxious during dental treatment, 
causing negative thoughts that could have an impact on 
their anxiety about dental treatment7.

Pediatric dentists should be aware of the stages 
of psychological evolution in children and how to build 
a relationship of trust with their patients, remembering 
that where children are involved, actions and words may 
contribute to their personality, lead to greater manual 
dexterity and performing the correct diagnosis, in order 
then to achieve successful treatment8-9. The professional 
who can tell the difference between each of these phases 
and understand the needs of the child, will make the 
treatment more comfortable and bring more security and 
tranquility to the parents. It will also help the professional 
persevere with his/her work, not feel frustrated or guilty 
when the child cries or resists treatment10.

Barreto et al.11 conducted a study into the 
prevalence of anxiety in children aged between six and 
seven. To this end, the authors applied questionnaires with 
1,367 children in public and private schools. The results 
showed that 54.4% of children had some form of anxiety 
related to the dental consultation, of which 74.1% were 
considered light to moderate, and there was no statistically 
significant difference in terms of the children’s sex. The 
authors concluded that anxiety was high in children that 
had never before visited the dentist.

Dental clinics do not always provide a fun 
environment, for example in city halls, faculties, etc., 
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Figure 1. Initial clinical aspect of the child’s oral condition.

Observing the patient’s arrival at the clinic (remote 
conditioning), it was obvious that he was very shy, clinging 
to his mother. After a lot of discussion, he sat down in the 
dentist’s chair, but it was difficult to establish any kind of 
communication between the dentist and child (Figure 2).

Figure 2. Difficult to establish any kind of communication between the dentist and 
child.

Before commencing the procedure, the dental 
surgeon made his first contact with the patient by way 
of conversation, thus identifying the child’s psychological 
profile, but without success. So for the second session, of 
the diverse psychological procedural techniques available, 
the plan was to make use of the motivation chart. The aim 
was to place three figures relating to dental behavior and 
for each successful phase, the patient would get a smiley 
face on which the dentist would do a drawing. For three 

smiley faces, he would get a present. If he did not attain 
the objective, the dentist would continue the treatment, 
give him a hug and explain why he didn’t get the prize 
(Figure 3).

Figure 3. Motivation framework idealized for the research.

The chart was shown to the patient at the 
second appointment, in which the dentist explained how 
it would work and, though rather reluctant, the boy did 
pay attention. The dentist began the consultation showing 
the materials he would be using, using the tell-show-
do technique, in which it was possible to carry out the 
procedures, albeit using a degree of guile. His first prize 
was a box of playdough, and when the dentist gave it to 
him, although very shy, he was clearly happy. At the end 
of the consultation, the dentist congratulated him on his 
behavior and explained that if he behaved during the next 
few sessions he would get more presents (Figure 4).

Figure 4. Added by another figure and showing the award. The interesting thing 
about this picture is that it is flexible according to the child’s behavior.



RGO, Rev Gaúch Odontol, Porto Alegre, v.65, n.3, p. 276-281 jul./sep., 2017 279

Motivation chart as a supporting tool in pediatric dentistry

For the third consultation, the dentist added 
another image, about crying, and explained to the boy 
that to get another smiley face and the present, he must 
not cry. The patient arrived at the third appointment in a 
very cooperative mood and it was possible to perform the 
required x-rays. The patient behaved very well, getting a 
smiley face. As he was reportedly in pain and the x-ray did 
not show any pulp damage, it was decided to perform 
atraumatic restorative treatment (ART) on teeth 74 and 
75. During this partial removal, he behaved very well and 
received yet another smiley face. When it was time to restore 
the tooth with ionomer, the patient did not like the taste of 
the polyacrylic acid solution and became uncooperative. He 
cried a lot, struggled and vomited a few times, but finally 
fluoride was applied so that he could manage to protect 
the cavity a little. At the end of the consultation, it was 
explained to the child that he had won two smiley faces 
and two sad faces, so he would not get his present and was 
encouraged to improve for the next appointments (Figure 
5).

In the fourth appointment, ART was performed on 
tooth 55, the patient behaved well and, at the end, got his 
reward.

The patient arrived in cooperative mood for the 
fifth appointment, though the mother was very troubled 
by the state of her son’s mouth, saying that he was unable 
to eat the things he enjoyed as it caused him pain. The 
chart was shown to the patient once again. As the x-rays 
had already been taken, it was decided to carry out ART 
on teeth 74 and 75. The patient complained a little, but 
he was scolded and the purpose of the chart was once 
again explained to the patient. He then calmed down and 
it was possible to perform the ART (Figure 6). At the end of 
the appointment, the patient got his four smiley faces and 
won a prize (a box of colored pencils), and now less shy, he 
demonstrated that he liked the present, and we finished 
the session with positive reinforcement. 

DISCUSSION

The adaptation of the patient’s behavior in the 
pediatric dental surgery is achieved using procedures 
that combine the technical ability of the professional and 
good interpersonal behavior. Children’s levels of anxiety in 
consultations may vary according to age, parents’ anxiety, 
distorted information from siblings or friends or even 
the imaginary of the unknown of what pediatric dental 
treatment might be like7,11,13. In the case presented here, 
the five-year-old child had endured a bad experience with 

a professional who was not a pediatric dentist, in which he 
did not manage to perform a treatment and the mother 
proved to be less than cooperative. 

For the pediatric dental consultation to be 
able to rely on the patient’s cooperation, it is necessary 
to understand and respect each phase of the child’s 
development13. Therefore, prior to beginning any dental 
treatment, it was necessary to use behavioral management 
techniques in order to reduce the child’s and mother’s fear 
and anxiety during the consultations13. In addition to the 
psychological procedural techniques, the professional must 
have above all the skills to communicate, of rapport and 
knowing how to listen, always with the aim of allaying 
the patient’s anxiety and fear, teaching the patient to 
cope with situations and to generate trust2,14-16. Of the 
abovementioned psychological management techniques, 
the tell-show-do, distraction and molding techniques are 
seen as good alternatives for reducing anxiety and fear 
in children during dental treatment, as indicated by the 
studies of Rezende et al.2 and Fakhruddin et.al.17. Unlike 
in the literature, however, these psychological tactics were 
not successful in permitting adequate dental treatment 
and the attempt to become the patient’s friend was almost 
always hampered, mainly due to the mother’s conduct. 
Based on the understanding of psychosocial and affective 
development in children’s early infancy, the presence of the 
mother is advantageous during the consultations. However 
in the clinical case described here, the child, at five years 
of age, was immature for his chronological age. Thus the 
mother was present during the treatment with the aim of 
reducing anxiety and maintaining the child’s safety. This 
was only possible, however, because she was directed 
to keep her composure and avoid talking to or stroking 
her son during treatment, otherwise she would have to 
leave the clinic in order not to cause any more anxiety or 
insecurity for her son4,13,16.

In one study of child psychological behavior, 
it is stated that children already have a better level of 
understanding by the age of four, so physical restraint is 
not widely used, but rather the establishment of ground 
rules for generating trust and setting behavioral limits15. As 
the psychological profile of the patient had already been 
delineated at the time of the first appointment, we knew 
that some extra motivation would be required to succeed 
in controlling his fear/anxiety, hence the proposal of the 
motivation chart. The motivation chart is used a lot in the 
area of education and learning at home and in school, with 
the aim of encouraging compliance with rules. Every time 
a smiley face is achieved and, depending on achievement, 
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it will be filled with decorative stickers with sad or smiley 
faces and, depending on the outcome, the child will be 
rewarded with a present, an excursion or something else 
he likes and, if he does not comply with these little rules, 
he could have something he likes taken away, such as a 
videogame, TV or going to the cinema. Ultimately, it is 
a combination of techniques used in the psychological 
management of dental treatment, such as tell-show-do 
and verbal communication2,14,16. Moreover, the incentive 
chart can help the child to understand his routine and 
assist in introducing daily activities. Based on this theory 
and observing the difficulty of conditioning the patient 
during dental treatment, a motivation chart with an oral 
health bias was introduced. This chart was developed by 
us and is based on the child’s behavior. The first time, three 
tasks are inserted, such as coming to the appointment 
with teeth already brushed at home, remaining in the 
chair with the mouth open so the dentist can examine the 
teeth and letting the dentist brush and fix any open tooth. 
In the first session, the chart was explained to the child 
and it was placed in his line of vision. Thus, every time 
the dentist managed to complete a task, a (sad or happy) 
face would be drawn on the chart. The first appointment 
was satisfactory. Although the child allowed himself to be 
examined, he did throw a tantrum. Then at the second visit, 
another figure was added in which it was explained that, 
in addition to performing the three tasks, they had to be 
completed without crying. At the third appointment, the 
behavior was going well until, when applying the etching 
acid to restore the tooth with GIC, the child felt a bad taste 
and began crying and did not cooperate. The treatment 
could not be finished. With a total of just two smiley 
faces, the child did not get his prize and he was advised 
at the end of the consultation that his behavior would 
need to improve and so he received a gentle rebuke so 
that he might improve next time. All of these attitudes and 
behaviors were so that the child might be encouraged and 
motivated to show good behavior in future appointments. 
This was indeed the result because in the last appointment, 
the child’s behavior was already more placid and he was 

less shy, happy with the prize he received at the end of 
the treatment. It is of paramount importance that, in each 
of these phases, the dentist praises the patient. Knowing 
how to praise at the right moment shows the child about 
recognition through his/her efforts when presented with 
the situation to which he/she is being subjected.

This study was new, in the sense that it brought 
together psychological, teaching and educational learning 
within the dental clinic. All children feel the need to be loved 
and to be capable. If, during treatment, the professional 
demonstrates sensitivity and affection, some of the anxiety 
and fear will be allayed. There is no general rule for the 
procedure, and good sense and intuition on the part of the 
professional are needed and are fundamental for better 
management of pediatric dental treatment2,6,9-10,12,14,16.

The use of the incentive chart was particularly 
effective in the behavior and developing maturity of the 
patient over the course of treatment. Perhaps a slight delay 
in the procedure, spacing out the time between treatments 
(30 days). Maybe, if the treatment was done on a weekly 
basis, this expedient would be more effective but anyway, 
in the end, the use of this chart is an additional option to 
be used as an approach to behavior in private and public 
dental clinics, and even in Universities.

CONCLUSION

The aim of the incentive chart presented in this 
study was to demonstrate rules and responsibilities in a fun 
way and to create a healthy routine. In this case, it showed 
an alternative option in psychological management when 
carrying out dental treatment. 
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