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Behavior Guidance Techniques in Children

Cocuklarda Davranis Rehberligi Teknikleri

ABSTRACT The successful delivery of dental treatment in children relies on the implementation of ef-
fective communication and behavior guidance techniques. Behavior guidance is a structured process
aimed at reducing dental fear and anxiety, fostering a positive attitude toward oral health care, and en-
suring the provision of safe and comfortable treatment. This chapter reviews behavior guidance strate-
gies recommended by international guidelines, including communication-based techniques (e.g.,
tell-show-do, positive reinforcement, distraction, voice control), supportive approaches, and pharmaco-
logical methods such as nitrous oxide inhalation, sedation, and general anesthesia. The indications, con-
traindications, objectives, and clinical applications of these techniques are presented, along with an
overview of the role of behavior guidance within the interaction among the child, parent, and clinician.
Individualizing behavior guidance strategies according to the child’s developmental stage, medical sta-
tus, and treatment needs is essential for delivering high-quality and safe oral health care.

Keywords: Behavior; dental anxiety; anesthesia, general; deep sedation; pediatric dentistry

OZET Cocuklarda dental tedavinin basarili sekilde gergeklestirilebilmesi, etkili iletigim ve davranis reh-
berligi tekniklerinin uygulanmasina baglidir. Davranis rehberligi; ¢ocuk hastanin dental korku ve anksi-
yetesini azaltmayi, olumlu bir dental tutum gelistirmeyi ve giivenli, konforlu tedavi sunmay1 amaglayan
bir siiregtir. Bu boliimde, Uluslararasi rehberler tarafindan onerilen davranis yonetimi teknikleri ¢erge-
vesinde; iletisim temelli yontemler (anlat-goster-uygula, pozitif pekistirme, dikkat dagitma, ses kontrolii
vb.), destekleyici yaklasimlar ve farmakolojik yontemler (azot protoksit sedasyonu, sedasyon ve genel
anestezi) ele alinmaktadir. Tekniklerin endikasyonlari, kontrendikasyonlari, hedefleri ve klinik uygula-
malarina odaklanilmis; davranis rehberliginin ¢ocuk, ebeveyn ve klinisyen etkilesimindeki rolii 6zet-
lenmistir. Davranis yonetimi tekniklerinin ¢ocugun gelisim diizeyi, tibbi durumu ve tedavi ihtiyacina
gore bireysellestirilmesi, kaliteli ve giivenli agiz-dis saglig1 hizmeti sunumunda kritik 6neme sahiptir.

Anahtar Kelimeler: Davranis; dental anksiyete; anestezi, genel; derin sedasyon; ¢ocuk dis hekimligi

Behavior guidance in pediatric dentistry is not merely a set of isolated techniques,
but a structured clinical framework that organizes the interaction between the child, par-
ent, and dental team. Therefore, behavior guidance encompasses every stage of
care, from anticipatory communication before the appointment to the strategic use of
verbal and nonverbal methods during procedures. '

The behavior guidance techniques aim to foster communication, regulate anxiety,
support cooperation, and establish trust, thereby enabling efficient and safe dental treat-
ment. The techniques help the child gain a sense of predictability and control, trans-
forming dental care into a more comprehensible and tolerable experience.!? Parental
behaviors also play a critical role in shaping the child’s dental experience. Accordingly,
behavior guidance requires a family-centered and culturally sensitive communication
approach that integrates both the child and the caregiver. The dental team’s demeanor,


https://orcid.org/0000-0002-1890-7749
https://orcid.org/0000-0001-9863-130X

Ecem Akbeyaz Sivet, et al.

Behavior Guidance Techniques in Children

communication style, empathy, and choice of language are
essential elements in establishing a stable foundation of
trust and cooperation.’

I BASIC BEHAVIOR GUIDANCE TECHNIQUES

COMMUNICATION AND COMMUNICATIVE GUIDANCE

Communication-based behavior management is the foun-
dational strategy underpinning all other behavior guidance
techniques and is implemented throughout every stage of
dental care. The clinician aims to build trust by using con-
cise, developmentally appropriate, and positively framed
instructions that align with the child’s cognitive and emo-
tional capacities. When nonverbal cues -such as body pos-
ture, eye contact, and facial expressions- are congruent
with verbal communication, the child’s confidence in the
dental team increases. During communication, the
child’s verbal reactions, behavioral cues, and emotional
shifts are closely monitored, enabling immediate adjust-
ment of the approach when needed. This technique is con-
sidered the first-line strategy for any child with cooperative
potential and carries no contraindications. Clinically, ef-
fective communication not only enhances the child’s sense
of security but may also lower perceived pain intensity by
reducing uncertainty and fostering cognitive control.*

POSITIVE PREVISIT IMAGERY

Positive previsit imagery is a preparatory behavior guid-
ance technique that allows children and their parents to be-
come familiar with the dental environment before the
appointment through calm, non-threatening visual expo-
sure. In this approach, the child is shown photographs or
digital visuals depicting the dental chair, instruments, cli-
nician, and treatment setting, thereby creating a predictable
mental script for what will occur during the visit. Provid-
ing structured visual information not only reduces uncer-
tainty and anticipatory anxiety but also encourages children
to ask questions and engage more confidently in the up-
coming appointment. This technique is applicable to all age
groups, carries no known contraindications, and is espe-
cially valuable for children who will be attending their first
dental visit.’ Current evidence demonstrates that both tra-
ditional and digitalized versions of positive previsit im-
agery lead to clinically meaningful reductions in
preoperative dental anxiety. Reddy et al. found that digital
imagery produces greater reductions in anxiety than stan-
dard verbal preparation typically provided in the waiting
area.’ Likewise, Rashwan et al. reported that previsit im-
agery significantly decreases fear, avoidance behaviors,
and disruptive reactionsduring procedures such as local

anesthesia administration.” Collectively, these findings re-
inforce that positive previsit imagery is an effective method
of psychological preparation, particularly for children an-
ticipating their first exposure to dental care.

DIRECT OBSERVATION

Direct observation is a traditional behavior guidance tech-
nique in which the child watches a real or recorded dental
procedure within a controlled, low-stress environment. The
child may observe another cooperative child, a short mod-
eling video, or a simplified version of the procedure, al-
lowing them to become familiar with the instruments,
sounds, and clinical workflow. This structured exposure
reduces uncertainty and normalizes the dental setting, help-
ing both the child and parent ask questions, clarify con-
cerns, and mentally prepare for the upcoming procedure.
Applicable to children of all ages and without contraindi-
cations, direct observation is particularly beneficial
for first-time dental visitors, as it enhances their sense of
predictability, safety, and readiness. Within the framework
of social learning theory, current evidence shows that ob-
servational exposure significantly reduces anxiety and im-
proves cooperative behavior in pediatric patients.
Randomized controlled trials using video modeling demon-
strate that children who observe a complete dental proce-
dure display lower anxiety scores, fewer disruptive
behaviors, and higher procedural compliance.®? Similarly,
Hine et al. reported that even a short modeling video re-
duces physical and vocal disruptions and increases the suc-
cessful completion of routine dental treatments.'
Collectively, these findings affirm that structured observa-
tion -whether direct or video-based- effectively decreases
anticipatory anxiety and strengthens behavioral adaptation,
making it a highly valuable preparatory strategy for chil-
dren undergoing their first dental experience.

TELL-SHOW-DO

Tell-Show—Do is the most widely used traditional behav-
ior guidance technique in pediatric dentistry. In this ap-
proach, the clinician first explains the procedure using
developmentally appropriate language, then demonstrates
its sensory aspects in a safe and non-threatening manner,
and finally performs the procedure. Consistency between
what is shown and what is ultimately done serves as the
foundation for establishing trust with the child. Therefore,
careful word choice is essential, avoiding terminology that
may suggest pain or threat and instead adopting child-
friendly communication. Tell-Show—Do effectively re-
duces dental anxiety and helps regulate hypersensitivity to
environmental stimuli, making it an indispensable compo-
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nent of behavior guidance across a wide range of develop-
mental stages 2. Recent studies indicate that although the
traditional tell-show—do method remains effective, mod-
ern adaptations incorporating play- and technology-based
elements may further enhance anxiety reduction. The in-
troduction of digital and gamified elements allows children
to engage with the dental environment more safely and pre-
dictably, thereby improving behavioral cooperation and en-
hancing the overall treatment experience. These findings
highlight that while the foundational strength of tell-show—
do remains intact, technologically enriched and play-based
modifications are becoming increasingly valuable in con-
temporary pediatric dental practice.>!!

ASK-TELL-ASK

Ask-Tell-Ask is a structured, dialog-based communica-
tion strategy designed to improve the child’s understand-
ing, emotional readiness, and engagement during dental
treatment. Unlike purely instructional methods, Ask—Tell—
Ask emphasizes bidirectional communication, allowing the
clinician to actively incorporate the child’s perspective into
the guidance process. In the first “ask”, the clinician elic-
its the child’s emotions, prior experiences, expectations, or
worries, creating an opportunity to identify misconceptions
or anxieties that might interfere with cooperation. During
the “tell” phase, the clinician provides a developmentally
appropriate, concise, and reassuring explanation of the up-
coming procedure, tailored to the child’s expressed con-
cerns. In the final “ask,” the clinician confirms the child’s
understanding—either by inviting them to restate the in-
formation or by prompting them to express remaining con-
cerns—thereby ensuring that the explanation has been fully
processed.?

Recent evidence indicates that while Tell-Show—
Do remains more effective in reducing first-visit anxi-
ety, integrating Ask—Tell-Ask can enhance engagement,
autonomy, and communication quality. Clinical trials
suggest that combining the two strategies—initial emo-
tional assessment through Ask—Tell-Ask followed by
procedural familiarization through Tell-Show—-Do—may
yield optimal behavioral outcomes, especially for anx-
ious or hesitant children. Survey data further show that
pediatric dentists rely heavily on such foundational com-
munication techniques, whereas more time-intensive
strategies (e.g., desensitization, memory restructuring)
are used selectively.'? Overall, Ask—Tell-Ask contributes
a collaborative, child-centered dimension to the behavior
guidance framework and strengthens the clinician—pa-
tient alliance.
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VOICE CONTROL

Voice control is a deliberate modulation of vocal tone,
pace, intensity, and rhythm used to immediately capture
the child’s attention and redirect behavior within the den-
tal setting. As a communication-based technique, it relies
on the clinician’s ability to convey authority, calmness, and
clarity through controlled vocal shifts. These modulations
help the child regain focus, inhibit impulsive or avoidance
behaviors, and re-establish appropriate adult—child inter-
action Dynamics.>!? Although most children intuitively
recognize such vocal cues as signals to pay attention, par-
ents unfamiliar with the technique may misinterpret them
as punitive. Providing a brief explanation beforehand im-
proves parental acceptance and helps align expecta-
tions. Voice control is safe for all children without hearing
impairment and remains a core, rapidly deployable com-
munication strategy in behavior guidance.

Recent evidence shows that while voice control is
clinically useful, it is less effective than more immersive or
engaging alternatives particularly Tell-Show—Do and au-
diovisual distraction methods. Techniques such as virtual
reality produce greater reductions in anxiety and behav-
ioral distress.'*!> Thus, voice control is most effective when
integrated with complementary strategies and applied with
attention to the child’s temperament and emotional needs.

NONVERBAL COMMUNICATION

Nonverbal communication encompasses the intentional use
of facial expressions, eye contact, posture, gestures, and
therapeutic touch to guide or reinforce a child’s behavior
during dental treatment. As a core component of clinician—
child interaction, it strengthens the effectiveness of all com-
by
providing consistent emotional signals, conveying safety,

munication-based behavior guidance strategies
and promoting rapport. Because many children—espe-
cially those with limited verbal abilities, heightened anxi-
ety, or developmental differences—rely heavily on
nonverbal cues, the clinician’s physical presence plays a
central role in maintaining cooperation. Calm body pos-
ture, a relaxed facial expression, and gentle gestures can
help regulate the child’s emotional state, while overly
abrupt movements or mismatched expressions may inad-
vertently increase tension. Recent findings indicate that a
clinician’s overall professional appearance and groom-
ing are also interpreted by pediatric patients as part of non-
verbal communication. Clean attire, protective equipment,
and a well-groomed appearance are perceived as reassur-
ing, whereas conspicuous accessories or unkempt hair-
styles may diminish trust and increase uncertainty. These
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observations highlight the significant influence of nonver-
bal signals on children’s perceptions of clinician confi-
dence, competence, and emotional safety.*!?

POSITIVE REINFORCEMENT AND DESCRIPTIVE PRAISE

Positive reinforcement and descriptive praise are evidence-
based behavioral strategies used to strengthen and increase
the likelihood of desirable behaviors during dental treat-
ment. Social reinforcers—such as warm vocal tone, gen-
and  brief
gestures—create an immediate sense of accomplishment

uine smiling, nodding, celebratory
for the child. Descriptive praise, which provides specific
and behavior-focused feedback (e.g., “Thank you for sit-
ting still”) and is more effective than generalized state-
ments such as “Good job.” Nonsocial reinforcers may
involve small rewards or symbolic tokens. Applicable to
children of all ages, this approach aims to increase the like-
lihood of positive behaviors and enhance motivation
throughout the dental treatment process.> Recent evidence
indicates that positive reinforcement is among the most ef-
fective and widely accepted behavior guidance strategies,
strongly associated with high cooperation levels, improved
procedural tolerance, and overall treatment success in pe-
diatric dentistry. Its impact is further enhanced when com-
bined with structured guidance techniques such as
Tell-Show—Do, offering a safe, nonpharmacologic alter-
native to sedation for many children.'®

DISTRACTION

Distraction is a behavior guidance technique that aims
to redirect the child’s attention away from a potentially un-
pleasant or anxiety-provoking procedure by engaging their
senses or imagination. By shifting focus toward an alter-
native stimulus, distraction reduces the child’s cognitive
and emotional processing of dental stimuli, thereby de-
creasing perceived pain and preventing escalation of fear-
based
include imaginative prompts, interactive storytelling, en-

responses.? Common distraction modalities
vironmental design elements, music, ceiling-mounted tel-
evisions, animated videos, and tablet-based activities. In
recent years, immersive technologies such as virtual real-
ity headsets have become increasingly prominent, offering
multisensory engagement that effectively occupies the
child’s attentional capacity. Short, planned pauses during
procedures can also serve as a subtle form of distraction, al-
lowing the child to re-regulate emotions before resuming
treatment. This technique is applicable to children of all
ages and carries no known contraindications, making it a
versatile and widely implementable component of behav-
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ior guidance. Contemporary evidence demonstrates
that virtual reality and other audiovisual distraction tools
significantly reduce anxiety, behavioral distress, and pain
perception during pediatric dental procedures. Notably, vir-
tual reality, tablet-based distraction, and other active au-
diovisual systems are consistently identified as among
the most effective nonpharmacologic interventions for mit-
igating dental anxiety and enhancing cooperation.'”!8

MEMORY RESTRUCTURING

Memory restructuring is a cognitive-behavioral interven-
tion designed to transform a child’s previously negative,
frightening, or painful dental memories into more adaptive,
accurate, and positive representations. The technique is
based on the understanding that children’s recollections of
past dental experiences directly influence their behavior,
anxiety levels, and cooperation during future appointments.
This technique involves four core components: discussing
the negative memory with the child after the procedure,
emphasizing positive feedback, highlighting specific sen-
sory details, and reinforcing the child’s sense of accom-
plishment. For example, showing a smiling photograph
taken at the first visit, praising cooperative behaviors dis-
played during treatment, or asking the child to reenact these
behaviors at a subsequent appointment are practical appli-
cations that support this process. The goal is to reshape the
child’s interpretation of past experiences and promote im-
proved behavior at future dental visits. Memory restruc-
turing can be used for any child who has had a challenging
prior appointment and carries no known contraindica-
tions.'>?” Research demonstrates that memory restructur-
ing reduces the recalled intensity of pain and fear, with
children reporting their previous dental procedures as less
distressing after undergoing this intervention. Importantly,
these altered memories are associated with higher cooper-
ation, reduced anxiety, and calmer behavior during follow-
up appointments.'*2

DESENSITIZATION TO DENTAL SETTING AND
PROCEDURES

Systematic desensitization is a graduated exposure-based
behavioral technique designed to reduce fear and anxiety in
children who experience significant distress regarding the
dental environment or specific dental procedures. Instead
of confronting the feared stimulus abruptly, the child is in-
troduced to it gradually, allowing anxiety to diminish in
a controlled, stepwise manner. The process may begin in
the home environment, using informational booklets, short
videos, or interactive practice tools provided through the
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clinic’s website. Parents play an essential role by modeling
simple preparatory behaviors, such as opening their mouth,
touching their cheek, or practicing with a dental mirror,
thereby promoting familiarity and predictability. In the
clinical setting, the sequence typically begins with an office
tour outside regular hours, followed by brief exploratory
visits to the operatory, and ultimately a scheduled ap-
pointment with the dental team. The goal is for the child to
identify their fears, develop relaxation strategies, and grad-
ually face anxiety-evoking situations in a safe and con-
trolled manner. This method is particularly beneficial for
children who have encountered fear-inducing stimuli, who
present with high levels of anxiety, or who have neurode-
velopmental differences.?!

Recent studies indicate that systematic desensitiza-
tion significantly improves familiarity and reduces anxi-
ety, especially among children with autism spectrum
disorder. Qualitative findings further show that repeated
exposure fosters trust, predictability, and collaborative en-
gagement between the child, caregivers, and the dental
team; however, the approach may pose logistical and fi-
nancial challenges for families because it often requires
multiple short appointments. Additionally, recent experi-
mental evidence reveals that the timing of the desensitiza-
tion steps plays a critical role: preparatory information and
visual cues delivered closer to the actual appointment
date yield greater cooperation across examination tasks.?!??

ENHANCING CONTROL

Enhancing control is a behavior guidance technique de-
signed to help anxious or fearful children participate more
securely and predictably during dental procedures. The
method involves teaching the child a simple, pre-agreed
signaling gesture -most commonly raising a hand- to indi-
cate discomfort, fear, or the need for a pause. Before treat-
ment begins, the clinician and the child practice this signal
together so the child understands that it provides a tempo-
rary, safe, and limited interruption, not a means to stop
treatment entirely. When the signal is used during the pro-
cedure, the clinician should pause immediately, acknowl-
edge the child’s concern, and provide brief reassurance,
thereby supporting emotional regulation and restoring a
sense of safety. The primary purpose of this technique is to
give the child a sense of partial control, which can reduce
perceived threat, prevent escalating distress, and minimize
behavioral disruptions. It is suitable for any child capable
of meaningful communication. However, introducing the
signal too early or emphasizing it excessively may inad-
vertently heighten anxiety by signaling that something
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aversive is expected; therefore, timing and phrasing are
critical. >

COMMUNICATION TECHNIQUES FOR PARENTS (AND
AGE-APPROPRIATE PATIENTS)

Parents hold the legal and emotional responsibility for their
children, making their cooperation essential for effective
behavior guidance in pediatric dentistry. However, socioe-
conomic stressors, family conflict, cultural differences, and
language barriers may complicate this communication
process. Structured communication strategies help over-
come these challenges and support a more collaborative,
family-centered model of care. Techniques such as ask—
tell-ask, teach-back, and motivational interviewing en-
courage parents to express their concerns, clarify their
understanding, and participate actively in decision-mak-
ing. These methods allow the clinician to assess parental
expectations, verify accurate comprehension of treatment
information, and guide behavior change through respect-
ful, empathetic dialogue. When applied effectively, they
strengthen the partnership between the dental team and the
family, leading to improved adherence, more predictable
child behavior, and higher overall treatment success.’

PARENTAL PRESENCE/ABSENCE

The strategic use of parental presence or temporary ab-
sence is an important behavior guidance option that can en-
hance cooperation during dental treatment. While many
children experience increased security and emotional sta-
bility when their parent is present, others may become
more anxious, distracted, or dependent, especially if the
parent displays intrusive or maladaptive behaviors. In such
cases, a brief, pre-discussed, and fully consented separa-
tion may help refocus the child’s attention and enable more
effective communication between the clinician and the pa-
tient. The technique aims to direct the child’s attention to-
ward the dentist, minimize avoidance behaviors, and
reduce anxiety while preserving the parent-child bond. Im-
portantly, temporary separation is not punitive, nor is it in-
tended to exclude the parent; rather, it is a structured
behavioral strategy designed to help the child achieve bet-
ter self-regulation. It remains appropriate for most children
except when the parent is unable or unwilling to provide
supportive involvement or when cultural expectations
strongly oppose separation.?>

Current evidence regarding its effectiveness is mixed.
Some clinical trials indicate that the parental presence/ab-
sence technique does not consistently outperform other
non-pharmacological approaches.?* However, more recent



Ecem Akbeyaz Sivet, et al.

Behavior Guidance Techniques in Children

findings show that anxious children aged 6-9 years may
benefit substantially, demonstrating improved cooperation
with structured parental presence—absence.”* A 2018 re-
view suggests that controlled parental presence can en-
hance emotional security, particularly in younger or more
vulnerable children.® Additionally, a randomized con-
trolled trial showed that active parental presence—in which
parents provide supportive verbal guidance—results in sig-
nificantly better behavior compared with passive presence,
even in children with varying intelligence levels.?

ADDITIONAL CONSIDERATIONS FOR BASIC BEHAVIOR
GUIDANCE TECHNIQUES

Sensory-Adapted Dental Environments; SADE

This technique includes adaptations made to create a calm-
ing effect in the clinical environment. It is used for patients
with autism spectrum disorder, sensory processing diffi-
culties, other disabilities, or dental anxiety.?’

Visual components of SADE: Dimming the room
(darkening curtains and switching off all the lights), usage
of ambient lights or projected lights on curtains, slow mov-
ing visual color effects (Snoezelen) shone onto the ceiling
in the child’s visual field (swimming fish or bubbles, based
on child preference), not using dental over headlamp (re-
placing it with operator wearing headband LED light).

Auditory components of SADE: Rhythmic soothing
music, classical music with natural sounds is used. Noise
reduction using sponge coated dental turbine drill can be
used.

Tactile components of SADE: Deep pressure hugging
effect provides a sense of calmness, comfort and protec-
tion for the child.

Animal-Assisted Therapy; AAT

This is a complementary technique that involves the use of
an animal trained for healthcare environments during a
dental visit. The animal must have undergone comprehen-
sive training and certification processes. In pediatrics, AAT
with dogs (dog-assisted therapy or canine-assisted therapy)
has been shown to increase positive behaviors and attention
in children with developmental disorders and during
painful procedures, as well as promote calmness in chil-
dren.”® The animal can help overcome communication bar-
riers, enable the patient to establish a safe and comfortable
relationship, and reduce treatment-related stress. In this
way, the interaction between the patient and the dental
team increases, and an anxious or fearful patient may be-
come calmer. It also aims to reduce perceived pain by di-
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verting the patient’s attention away from a potentially
stressful situation.

The technique should not be used in the presence of
allergies or other medical conditions triggered by animal
exposure (such as asthma or immunosuppression), or when
a lack of interest in or fear of the animal is identified.?

Picture-Exchange Communication System; PECS

The picture exchange communication system is a commu-
nication system that consists of a series of pictures show-
ing structured methods and techniques for oral hygiene
enhancement and proper dental care practices in children
with social-communication deficits and is frequently used
with autistic children.”

A picture board prepared in advance for the dental ap-
pointment is available. Each image corresponds to a single
object, person, or concept. The visuals on this board de-
scribe the steps of the dental procedure. In addition, sym-
bols that allow the patient to request a break during the
procedure (such as a stop sign) may also be included. The
individual communicates a request or thought by sharing a
picture card that contains a recognizable symbol.

Mind-Body Therapies

In the past couple of decades, the scientific interest in al-
ternative medicine approaches has increased. Among
those, mind—body approaches and mindfulness-based ap-
proaches have received the most attention. Mindfulness-
based approaches are thought to target the physiological
stress response by teaching practical skills to help regulate
the arousal associated with the stress response. It is posited
that long-term practice of these skills can help improve
adaptive emotion regulation and thus decrease negative
emotions, like stress.

Most mind-body approaches teach, to a certain de-
gree, how to be “mindful,” that is, to remain focused on
present thoughts and emotions including during stressful
experiences, thus increasing the ability to cope with stres-
sors. Mindfulness appears to increase decentering (i.e., de-
tachment), which may in turn help with decreasing
negative cognitions. Mind-body therapies in children in-
clude bio-feedback, breathing exercises, and hypnosis.?

Nitrous Oxide/Oxygen inhalation

Nitrous oxide is a gaseous inhalational anesthetic, with a
light sweet smell, that can be easily available in an outpa-
tient setting, such as the dentist’s office, where it can be
effectively administered via a nasal hood in a mixture with
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oxygen to improve cooperation in ASA I and ASA 11 pae-
diatric patients. Nitrous oxide/oxygen inhalation is a safe
and effective method with a rapid onset of action, easy
titration, and reversibility. It provides variable levels of
analgesia and amnesia. It reduces the gag reflex, increases
the pain threshold, and decreases unwanted movements
during treatment. It is indicated for developing a positive
attitude toward dental treatment in fearful or anxious pa-
tients, or for cooperative children in whom adequate local
anesthesia cannot be achieved.

Before use, treatment needs and patient safety must
be thoroughly evaluated. It is contraindicated in conditions
such as chronic obstructive pulmonary diseases, upper res-
piratory tract infections, seasonal allergies, recent middle
ear infections or ear—nose—throat surgeries, severe emo-
tional disorders or substance dependence, untreated cobal-
amin (vitamin B12) deficiency, and the first trimester of
pregnancy.

The most common adverse effects include nausea and
vomiting. Other side effects include oversedation, sweat-
ing, dysphoria, headache, dizziness, hallucination. Diffu-
sion hypoxia may occur due to rapid release of nitrous
oxide from the blood stream into the alveoli, if 100% oxy-
gen is not administered at the end of nitrous oxide inhala-
tion for 5 or more minutes. In such cases, the clinician must
be prepared to apply moderate and deep sedation guide-
lines.*

I ADVANCED BEHAVIOR GUIDANCE
TECHNIQUES

Basic behavior guidance techniques should form the foun-
dation of all behavior guidance applied by the dentist.
However, some children may require more advanced tech-
niques due to a lack of psychological or emotional maturity
and/or mental, physical, or medical disabilities. Advanced
behavior guidance techniques include protective stabiliza-
tion, sedation, and general anesthesia.

Active or passive protective stabilization may not al-
ways be accepted by some parents; parents may more read-
ily accept pharmacological behavior guidance options
(sedation and general anesthesia).

It has been reported that dental treatments performed
under general anesthesia or sedation can improve quality of
life in children and reduce initial dental fear and anxiety.?!
A detailed evaluation of the patient’s medical, dental, and
social history, as well as temperament, is extremely im-
portant for the use of these techniques. In addition, the ur-
gency and necessity of the patient’s oral and dental health
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needs must be carefully considered. Informed consent for
the recommended technique should be obtained, and the
risks, benefits, and alternatives must be thoroughly dis-
cussed with the parent. Dentists and their teams who in-
tend to use these techniques must have adequate training
and equipment.

PROTECTIVE STABILIZATION

The broad definition of protective stabilization is the phys-
ical limitation of a patient’s movements by a person or re-
strictive equipment, materials, or devices with or without
the patient’s permission for a finite period of time in order
to provide an examination, diagnosis, and/or treatment in a
safe manner.*? The American Association of Pediatric Den-
tistry (AAPD), British Society of Paediatric Dentistry
(BSPD), and the Brazilian Association of Pediatric Den-
tistry (ABOPED) indicate PST when there is an immediate
need for a diagnosis or treatment in uncooperative patient
due to a lack of maturity or physical/mental disability; at
the same time, it should not be used as a means of disci-
pline, convenience, or retaliation.

Protective stabilization may be used in situations
where urgent treatment is required but the patient is unable
to cooperate, or when uncontrolled movements pose a
safety risk to themselves or the dental team, and when se-
dation or general anesthesia is not appropriate.

In patients with cardiac instability, respiratory prob-
lems, musculoskeletal weakness, joint hypermobility, bone
fragility, skin sensitivity, psychological instability, ther-
moregulation disorders, or those using psychotropic med-
ications, risks related to medical history should be assessed
and medical consultation should be obtained. It should not
be used in patients who cannot be safely immobilized due
to medical, psychological, or physical reasons, or in pa-
tients with a history of trauma -including physical or sex-
ual abuse- or in those who do not require urgent treatment.

Informed consent must be obtained from the parent
prior to applying protective stabilization. If the patient is
capable of understanding, the reason for the procedure
should also be explained to them. This technique should
be performed by a team with the necessary knowledge and
skills. The least restrictive, safe, and effective method
should be selected for treatment. When restriction is carried
out by a parent, dentist, or dental assistant, the term active
immobilization is used; when devices or equipment are
used, the term passive immobilization applies. The pa-
tient’s physical and psychological status should be contin-
uously monitored during application, and the procedure
should be modified when necessary. If stress or hysteria
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develops, stabilization must be terminated immediately to
prevent psychological or physical trauma.

For patients undergoing protective stabilization, the
indication for stabilization, the type of stabilization used,
the informed consent form obtained for protective stabi-
lization, the duration of the stabilization, the assessment of
behaviors during stabilization, and any adverse outcomes
such as skin marks must be thoroughly documented.

SEDATION

Sedation can be used safely and effectively in patients who
are unable to cooperate due to a lack of psychological or
emotional maturity and/or mental, physical, or medical
conditions. When administering sedation, the safety of the
patient, the practitioner, and the staff must be considered
along with the necessity for diagnosis and treatment. Se-
dation may be used in fearful/anxious patients in whom
basic behavior guidance techniques are ineffective, as well
as in patients. The goals of sedation are to protect the pa-
tient’s safety and health, minimize physical discomfort and
pain, control anxiety, reduce psychological trauma and in-
crease the likelihood of amnesia, modify behavior and/or
movement to allow the procedure to be completed safely,
and return the patient to a condition that meets established
discharge criteria. Sedation should not be used in cooper-
ative patients with minimal dental needs, or in the presence
of medical and/or physical conditions that would make se-
dation risky.

B Minimal sedation (anxiolysis) is a drug-induced
state during which patients respond normally to
verbal stimulation. Airway status, ventilation, and
cardiovascular functions are unaffected.

B Moderate sedation is a drug-induced depression of
consciousness in which patients respond purpose-
fully to verbal commands (either alone or accom-
panied by light
interventions are required to maintain a patent air-
way, and spontaneous ventilation is adequate. Car-
diovascular function is usually maintained.

tactile stimulation), no

B Deep sedation suppresses consciousness and pro-
tective reflexes, but patients readily respond pur-
posefully following repeated or painful

stimulation. Patients may require assistance in

maintaining a patent airway, and spontaneous ven-
tilation may be inadequate. Cardiovascular func-

tion is usually maintained.

Patients undergoing deep sedation should be attended
to by a physician or nurse dedicated to patient observation
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(“patient monitoring”), who closely watches over their con-
dition (the skin, mucous membranes, blood color, and other
variables such as oxygen saturation levels, breath sounds
and blood pressure, body temperature, hemodynamic as-
sessment.>

The records of patients undergoing sedation must
include documented informed consent obtained from the
parent, preoperative and postoperative instructions and
information provided, health assessment, the names of
medications administered along with their route, site,
time, dose, and time-based record of their effects on the
patient; and documentation -prior to, during, and until
discharge- of level of consciousness, responsiveness,
heart rate, blood pressure, respiratory rate, and oxygen
saturation, as well as any adverse events and their guid-
ance, the discharge time, and the patient’s condition at
discharge.

GENERAL ANESTHESIA

General anesthesia is a state in which consciousness is con-
trolled and protective reflexes, including the patient’s abil-
ity to maintain their airway independently, are lost. The
necessity for diagnosis and treatment, as well as the safety
of the patient, practitioner, and staff, should be evaluated
when considering the use of general anesthesia. The anes-
thetic and sedative agents used during the procedure are
aimed at enhancing the safety, health, and comfort of chil-
dren.

When deciding on general anesthesia, alternative
methods, the patient’s age, risk-benefit assessment, the
possibility of postponing treatment, the patient’s dental
needs, the impact on treatment quality, the patient’s emo-
tional development, medical status, and barriers to care
(e.g., cost) must all be taken into consideration.

The goals of general anesthesia are to provide safe,
effective, and efficient dental treatment. Additionally, this
method, by eliminating anxiety and unwanted movements,
can minimize the pain response. It is indicated for the
treatment of patients who are mentally, physically, or
medically disadvantaged; in situations where local anes-
thesia is ineffective due to acute infection, anatomical
variation, or allergy; in patients requiring urgent and com-
prehensive dental care due to dental trauma, severe infec-
tion/cellulitis, or acute pain; in cases where combining
major surgical procedures with dental treatments can re-
duce anesthesia exposure; and in patients in whom gen-
eral anesthesia may benefit emotional development or
reduce medical risk.
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General anesthesia should not be used in healthy, co-
operative patients with minimal dental needs; in young
children who can be managed with therapeutic approaches;
or in the presence of medical conditions that make general
anesthesia risky. Research indicates that the benefits of
these agents must be evaluated in the context of their po-

tential harmful effects. More studies are needed to deter-

mine possible risks in young children.

Preoperative records for general anesthesia must in-

clude the indication for its use, informed consent, instruc-

tions provided to the parent, dietary restrictions, and a

preoperative health assessment.
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