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Background: When providing clinical care for children, it is critical to steer clear of uncomfortable oral 

experiences that might put them at risk for developing PTDA. The purpose of this study was to determine 
whether or not the use of non-pharmacological methods of behavior management can reduce the need for 
the use of pharmacological methods in children diagnosed with PTDA who were undergoing frequent 
dental treatments while sedated and under general anesthesia. Specifically, the researchers were interested 

in determining whether or not these non-pharmacological Methods: Two separate groups are now carrying 

out the research independently of one another. The treatment group included of twenty children diagnosed 
with PTDA and ranged in age from four to fourteen years old. All of the children in this group were 
healthy and had been referred for dental treatment with or without GA. The control group consisted of 
twenty children, ranging in age from four to fourteen years old, all of whom were in good health but were 
apprehensive to take part in the GA treatment. The children's ages ranged from four to fourteen. A case 

of PTDA has been identified in these young people. Results and conclusion: The treatment group was 

scheduled to attend a significantly higher appointments of number in comparison to the control group. 
Seventy-five percent of the children in the treatment group did not require the administration of any 
medicines in order to control their symptoms. Nine of the children who with techniques were treated that 
were less invasive did not require GA after treatment. This represents sixty percent of the total. The 
implementation of suitable behavior management strategies can be of assistance in the fight against PTDA 
if those strategies are used. This study emphasizes the significance of using non-pharmacological behavior 
management measures prior to administering sedation and GA on a child with PTDA because it 
demonstrates that these strategies are more effective. Because of this, the study highlights the importance 
of using these strategies. 

children, dental care, traumatic surgeries, and behavior control strategies. 

In the research that has been done on dentistry, the 
phrases "phobia," "anxiety," and "fear" have been used 
rather frequently. The sensation of terror is only 
temporary, age-related, and mild in intensity[1]. In 
addition to this, it has a central idea or purpose. 
Phobias are defined by an abnormally high and 
unrelenting sense of fear of a certain object, situation, 

or activity. Anxiety is a broad concept that can apply to 
a variety of distinct feelings and states of mind. Anxiety 
dentistry is a response that patients have when they are 
under stress in dental settings, which can be induced by 
a range of circumstances. Patients experience dental 
anxiety when they are under stress in dental settings[2]. 
During childhood, a child's dental anxiety can be 
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caused by traumatic and negative dental experiences, 
such as painful restorative treatments, vibrational 
sensations, the sounds and sights of dental drills, local 
anesthetic injections, and extractions, as well as 
personal characteristics, the dental fear of the child's 
parents, age, and gender. In addition, a child's dental 
anxiety can be caused by a combination of these 
factors[3]. In addition, a child's fear of the dentist might 
be the result of a mix of the causes listed above. The 
fear that many parents have of going to the dentist is 
still another aspect. All of these factors contribute to 
problems with behavior management and the 
avoidance of dental care, which in turn results in poor 
oral health, dental illnesses, and an increasing demand 
for pharmacological dental behavior management 
therapies such as general anesthesia[4]. All of these 
factors play a role in the avoidance of dental care (GA). 
Dentists have a responsibility to be aware that a child's 
first dental experience can have an influence on how 
well they are prepared for later dental procedures[5]. 
Dentists are also responsible for ensuring that their 
patients are aware of this obligation. It is of the utmost 
importance to ensure that children in professional 
settings do not have any unpleasant dental experiences 
that might result in dental anxiety (PTDA). In order to 
be successful in pediatric dental treatment, one must 
possess good communication skills as well as an 
established connection with patients[6]. By doing so, 
children are better able to confront their apprehensions 
and worries around dental care at a younger age. Dental 
procedures that do not cause patients any pain or 
discomfort lower their anxiety levels and encourage 
them to continue with their treatment plans. When 
dealing with children in the course of one's 
employment, it is extremely important to be able to 
keep a level head and behave in a professional 
manner[7]. An effective plan for behavior management 
must incorporate a number of critical components, 
including communication, compassion, coaching, 
tolerance, flexibility, and listening[8]. The staff at the 
pediatric dentist's office may be able to alleviate the 
dread and worry that a child has by employing behavior 
management techniques, instructing the child in 
appropriate behavioral skills, and coaching the child to 
be calm, pleasant, and obedient. They may be able to 
do this by teaching the child appropriate behavioral 
skills[9]. For the purpose of preventing and/or treating 
PTDA, parental involvement and education are 
absolutely necessary components. A large number of 
websites cover a wide range of topics, each of which 
offers guidance and information to parents. It is 
necessary for the parents to have an awareness of the 
emotions that their children are experiencing, and it is 
essential for the children to have a feeling that they are 
supported. Before taking their children to the dentist, it 
is critical for parents to avoid having conversations with 
their children about their own unpleasant dental 
experiences[10]. When deciding whether or not to take 

their children to the dentist, parents should give careful 
attention to this factor. Applications for mobile devices, 
such as smartphones, that show children different 
dental procedures may cause concern among the 
children's parents[11]. Parents should think twice about 
taking their children to the dentist before engaging 
them in activities like watching cartoons or playing 
games that emphasize the importance of keeping 
excellent oral and dental health. In addition to this, it 
is absolutely necessary to consult with a pediatric 
dentist who is an expert in the field of pediatric 
dentistry (dentistry for children)[12]. This is the only 
method to guarantee that your child will continue to 
have healthy teeth throughout their life. It is necessary 
for dental practitioners to first triumph over a number 
of challenges before they can successfully implement 
behavior management strategies in clinical settings[13]. 
Because of the increased use of pharmaceutical 
methods for the control of oral behavior in children, 
such as GA, the number of dental procedures that are 
carried out on children has also increased. This is useful 
for practitioners who are unable to govern their 
behaviors on their own[14]. The utilization of GA is 
growing in popularity among general and pediatric 
dentists, as indicated by the outcomes of practice-based 
research. It is challenging for medical personnel to 
refuse GA therapy or to spend time looking for 
alternative available choices[15]. This is especially the 
case when the GA continues its downward trend. This 
might be as a result of the practitioner's hectic schedule 
or the frame of mind of the people who are responsible 
for the practitioner's children[16]. The vast majority of 
children may be successfully treated in standard dental 
settings, according to research that was done not too 
long ago. It may be good to cultivate a favorable 
relationship not only with the patient but also with the 
patient's parent, and it may also be beneficial to apply 
successful tactics for the management of the patient's 
behavior. You might instead make use of methods that 
are geared on controlling behavior instead[17]. The 
purpose of this study was to determine whether or not 
non-pharmacological approaches to behavior 
management can reduce the need for children who 
have dental anxiety as a result of previous dental 
treatments and who are referred for regular dental 
treatments under general anesthesia and sedation to use 
pharmacological approaches to behavior 
management[18]. This was done in order to determine 
whether or not children who have dental anxiety as a 
result of previous dental treatments and who are 
referred for regular dental treatments under general 
anesthesia and sedation need to use 
pharmacological[19]. The objective of the study was to 
determine whether or not non-pharmacological 
approaches of behavior management can lessen the 
requirement for the use of pharmaceutical methods of 
behavior management. The goal of this study was to 
determine whether or not the implementation of 



behavior management strategies that do not rely on the 
use of pharmaceutical drugs can lead to a decrease in 
the consumption of such drugs. This study's objective is 
to evaluate the use of non-pharmacological approaches 
to manage the behaviors of patients following stressful 
dental procedures. 

The Clinical Research Ethics Committee granted 
its authorization and recommendation in the area of 
ethics, which resulted in the organization acquiring its 
official stamp of approval as a consequence of these 
actions. In addition, all of the moral requirements that 
were outlined in the Declaration were strictly followed 
during the length of the operation. In order for the 
parents to be able to give their informed permission 
for their children to participate in the study endeavor, 
the parents were required to submit their authorization 
in written form. 

This investigation was conducted out in the 
University of Toronto's Department of Pediatric 
Dentistry, which is part of the Faculty of Dentistry. 
For the purpose of carrying out the computation 
necessary to determine the appropriate size of the 
sample, the program (Version 3.1.9.4) designed for the 
Mac operating system was utilized. It was decided that 
20 patients should be involved in each group within 
the confines of the limitations of this study. This 
decision was made based on a previous study in the 
literature that was very similar to this one, as well as 
according to the statistical evaluation that was 
performed with 80 percent statistical power and a 
degree of precision (d) of 0.51. In addition, it was 
decided that 20 patients should be involved in each 
group. Because of the restrictions imposed by this 
investigation, we were forced to come to this 
conclusion. For the purpose of this investigation, 
individuals were divided into two separate groups. 
Twenty children who had been diagnosed with PTDA 
and had been admitted to the Department of Pediatric 
Dentistry in order to receive dental treatment were 
chosen at random to participate in the treatment 
group, which was chosen using a prospective sample 
approach. These children had been admitted to the 
Department of Pediatric Dentistry in order to receive 
dental treatment. It was agreed that these children, 
who had previously been subjected to traumatic dental 
treatment, would be included in the treatment group 
despite the fact that it was anticipated that they would 
not participate in any way and that they had 

experienced it in the past. On the other hand, the 
control group was made up of twenty youngsters who 
were not only healthy but also resistant to the 
treatment. All of these youngsters, who ranged in age 
from four to fourteen, were diagnosed with PTDA and 
received GA treatment for their condition. The 
medical histories of the patients were looked through 
in order to collect a representative sample for this 
specific population. The archive was searched for each 
and every patient who was a member of the control 
group. This was done so that any and all information 
that could have been relevant could be obtained. 

Children aged 4 to 14 who had previously 
demonstrated a lack of co-operation were taken into 
consideration for participation in the therapy group. 
Children who had received a PTDA diagnosis were 
considered eligible for participation in the study. In 
addition, children who were healthy, children who 
needed dental treatment, children with PTDA who 
had been referred for dental treatment under GA from 
another institution to the University Department of 
Pediatric Dentistry, and children who were 
uncooperative patients who attended or were referred 
to the Pediatric Dentistry with PTDA were all eligible 
for inclusion in the study. The study was conducted 
on children who had PTDA and had been referred for 
dental treatment under GA from another institution. 
The Department of Pediatric Dentistry was home to 
the research project that was carried out. A kid is 
required to have have a diagnosis of PTDA and to 
have had GA therapy for it in order for them to be 
eligible for participation in the control group. These 
children's ages ranged anywhere from 4 to 14, with the 
average being somewhere around 11 years old. In 
addition, young people who were in a physical 
condition that was considered to be sufficient were 
eligible for enrollment consideration. 

None of the groups included children who were 
cooperative, children who were resistant for reasons 
other than past dental treatment, children who did 
not need dental treatment, children who had 
systemic disorders, or children who had the ability 
to engage. Neither of these young people did not 
require dental care in any capacity. Neither of these 
young people did not require dental care in any 
capacity. 

During the course of the preliminary examination, 
the parents were questioned and asked to submit 
information, which was subsequently written down on 



patient forms. During the course of the test, these 
questions and requests were posed. The patient's 
name, age, gender, the presence or absence of any 
systemic diseases and medications used, the presence 
or absence of any allergies, the reason for presenting 
themselves to the dental clinic, and the number of 
previous dentists that the patient had visited were 
some of the pieces of information that were included 
in this information. In addition, the number of 
previous dentists that the patient had visited was also 
included. During the sessions, the dental practitioner 
examined the parenting styles of the mothers and 
fathers in the treatment group and made a note of 
those observations on the patient forms. The parenting 
styles of the mothers and fathers in the treatment 
group were categorized as depressed, normal, or 
overanxious. The participant's state of mind was used 
to determine if the parenting methods should be 
classified as anxious, normal, or depressed. In 
addition, the children's responses to the questions that 
were presented to them were analyzed, and notes were 
taken, to determine the reasons for their difficult 
conduct. Dental procedures were one of these causes, 
and they were the one that led to PTDA being present 
in both sets of kids. It is possible that the majority of 
the adverse experiences that were primarily associated 
with pain, uncooperativeness, and PTDA were caused 
by the behaviors of the dentists, fear that was passed 
down from mothers and siblings, previous medical 
treatments, dental syringes or the fear of dental 
anesthesia applications, dental drillings, dental 
instruments, restorative treatments, root canal 
treatments, and extractions. Other possible causes 
include: fear that was passed down from mothers and 
siblings; fear that was passed down Dread that was 
handed down from mothers and siblings; fear that was 
passed down from previous generations. Other 
possible explanations include fear that was passed 
down from previous generations. It was determined 
that children who initially exhibited a positive attitude 
toward dental treatments and cooperated while seated 
in the dental chair but who later became 
uncooperative for one or more of the reasons 
mentioned above during dental treatments had PTDA 
based on the dental history obtained from the parents. 
Children who initially displayed a positive attitude 
toward dental treatments and cooperated while seated 
in the dental chair have been shown to have PTDA. 
Finding out whether or not the youngsters had 
originally had a good attitude toward dental 
procedures and complied while seated in the dentist 
chair was one way that this was accomplished. Oral 
examination is performed. The children were 
examined while they were sat in dental chairs, and the 
surfaces of their teeth were examined with the use of 
a dental explorer and a dental mirror after being dried 
off and positioned in the appropriate lighting setting. 
In accordance with the recommendations provided by 

the World Health Organization, the DMFT/S values 
of primary teeth as well as the DMFT/S values of 
permanent teeth were analyzed. 

In order to conduct an evaluation of each kid 
getting therapy and their particular behaviors, the 
Frankl Behavior Scale was utilized during the initial 
visit as well as the future sessions. This was done in 
order to evaluate the child. From the beginning until 
the completion of the study, the development of the 
Frankl score was tracked for each and every one of 
the young people who participated in the research. On 
the Frankl scale, the child's behavior in the dental 
clinic receives a score of one (definitely negative), two 
(negative), three (positive), and four (clearly positive), 
with one being the least positive and four being the 
most positive. [27] The scores range from one 
(completely unfavorable) to four (mostly neutral) 
(definitely positive). It appears that patients did not 
collaborate with the dentist's office based on the 
ratings of 1 and 2, respectively. In addition, for each 
consultation with a kid in the treatment group, a 
record was kept of the number of sessions that were 
attempted for the patient to adapt, the 
nonpharmacological behavior management measures 
that were used, and the dental operations that were 
carried out. Between each scheduled session, the child 
was given a break of anywhere from seven to 10 days 
so that they could acclimate to the new routine. This 
was done to make the procedure go more smoothly. 
In addition, throughout this time period, the families 
were provided with recommendations for providing 
support in the homes of their loved ones. Among these 
guidelines was the recommendation that parents 
provide their children with positive comments after 
viewing films of cooperative youngsters getting dental 
care. A wide range of non-pharmacological dental 
behavior management strategies were implemented 
over the course of a number of sessions in order to aid 

the youngsters in acclimating to the dental clinic and 
collaborating with the personnel. Tell-show-do, 
modeling, distraction, positive reinforcement, 
systemic desensitization, and relaxation approaches 
were some of the strategies that were utilized. 
Additionally, the child was granted authority over the 
dentist. Last but not least, a record was established of 
patients whose non-pharmacological behavior control 
measures resulted in greater collaboration as well as 
those whose cooperation was diminished as a result of 
the non-pharmacological behavior control tactics. In 
addition, an insulin syringe was used for individuals 
who require local anesthetic [23], and treatment 
options that were less intrusive were put into effect. 
When it came to the patients who were part of the 
treatment group, the same doctorate student in 
pediatric dentistry performed each and every oral 



examination as well as any dental therapy that was 
necessary. 

The statistical analysis was carried out with the aid 
of version 24 of the SPSS program, and the data input 
was carried out with the assistance of a spreadsheet 
that had been constructed in Excel. The research 
study's questions were coded before any of the data 
from the study were input, and before any analysis was 
carried out. The tabular representation of the data 
demonstrates both the absolute frequency distributions 
of the various variables for both of the groups, as well 
as the frequency distributions of the various variables 
in comparison to one another. These distributions are 
shown for each of the variables individually. Chi-
square tests were used in order to do a direct 
comparison of the absolute data that existed between 
these two groups of patients (treatment and control) 
with regard to other characteristics. This comparison 
was done in order to determine whether or not there 
was a significant difference between the two groups of 
patients. The purpose of doing this comparison was to 
find out whether or not there was a substantial 
difference between the two different groups of 
patients. In order to determine whether or not the 
findings of statistical tests are significant, cut-off 
points with p values of 0.05 were applied. 

Although the children's ages ranged from 4 to 14, 
they all suffered from PTDA. The youngsters that took 
part in the study all had the condition. Forty young 
people participated in the study, 15 of whom were 
female and 25 of whom were male. In total, there were 
forty participants. The age distribution of the group 
that served as a control had a standard deviation of 
2.83 years, with a mean age of 7.10 years and an 
average age of 7.10 years. The age distribution within 
the therapy group had a mean of 8.15 years and a 
standard deviation of 3.03 years. There was no 
discernible difference in age between these two 
groups; however, around two-thirds of the participants 
in the control group were male, whereas only one-
third of the individuals in the treatment group were 
male. There was not a detectable difference between 
the groups in terms of the total number of dentists that 
they had visited throughout the course of their 
lifetimes. The children who were assigned to the 
control group were only required to show up for one 
session, whereas the children who were assigned to the 
treatment group were required to show up for 
anywhere from two to eight appointments. The 

majority of the children who were assigned to the 
control group were only required to show up for one 
session. This was done so that the children might 
acquire used to the dental procedures that would later 
be carried out on them. The results were significantly 
different as a result of the fact that all of the patients 
in the control group were treated with GA while only 
25 percent of the patients in the treatment group were 
given GA treatment; the other 75 percent of the 
patients were treated with non-pharmacological 
management techniques. The results were significantly 
different as a result of the fact that the patients in the 
treatment group were treated with non-
pharmacological management techniques. The fact 
that the patients in the treatment group were treated 
using management strategies that did not include the 
use of pharmaceuticals contributed greatly to the 
dramatically different outcomes that were seen. 

This study tested if behavioral guidance can 
prevent general anesthesia and sedative 
administration in PTDA patients. This is one of the 
first pediatric studies on posttraumatic dental 
anxiety. Researchers found that girls experience 
higher oral anxiety than boys. Researchs shows 
many women experience dental anxiety[20]. Age 
and gender impact adolescent dental anxiety. 
Younger women have higher anxiety (figure 1). 

 

Research shows younger and female patients have 
increased dental fear. In the current study, majority of 
the children treated under general anesthesia in the 
control group were males. There was no difference 
between groups' dental visits[21]. Most control group 
children attended one session, whereas treatment group 
children attended two to eight. This accustomed kids to 
dental procedures. Increasing kid visits increases 
cooperation. Before general anesthesia, pediatric 
patients must be familiar with the hospital[22]. A 
therapeutic strategy must encompass intraoral issues. 
Bad dental experiences increase dental anxiety in teens. 
Extractions, drilling, restorative procedures, local 
anaesthesia, root canals, and previous dental treatments 
might cause dental anxiety. Local anesthetic and tooth 
extractions cause dental anxiety, say studies. Teens who 



just had a tooth pulled felt the highest worry and 
anxiety, according to another research. According to 
studies, unpleasant dental encounters and medical 
trauma create mouth anxiety. Personal traits and bad 
dental experiences can also cause dental dread. 15-
year-olds with mouth pain are more prone to dental 
anxiety[23]. Younger youngsters and those with 
unfavorable dental experiences reported higher dental 
anxiety. In the control group, dental anesthesia, 
restorative operations, drilling, and dentist behavior 
produced PTDA. Restorative operations, medicinal 
therapy, dentist behavior, and dental anesthesia 
produced PTDA[24]. Drilling didn't trigger either 
PTDA Contrary to research literature, none of the 
study's youngsters had their teeth extracted, and there 
was no statistically significant difference between the 
treatment group and the control group in prior dental 
treatments (figure 2). 

 

New carious lesions increase oral anxiety. 
Preventing cavities decreases painful treatments. 
Studies suggest 7 to 9-year-olds with dental caries and 
oral discomfort fear the dentist. Caries-affected 
children are more prone to develop dental anxiety, 
study shows. Less-than-6-year-olds and the control 
group showed higher caries index values than the 
treatment group[25]. Earlier research is confirmed. 
Effective dental treatments with young children 
require painless local anesthesia and less invasive 
methods[25]. Novel insulin injectors may help treat 
these youngsters without medications[26]. According 
to the study, 60% of children treated minimally 
invasively did not need GA. Non-pharmacological 
dental behavior management was also studied. 
Researchers performed this when treating PTDA 
children. Investigation involved several 
adaptations[27]. 75% of children with PTDA who 
applied or were referred to our clinic for dental 
treatment under GA were treated effectively without 
operating sedatives and merely with communicative 
education. Most surprising finding. In a prior study, 
47.5% of children referred for dental treatment under 
GA were managed or rehabilitated utilizing behavior 
management, conscious sedation (nitrous oxide, 
sedatives, or both), and restraints[28]. Nitrous oxide, 

sedatives, and sleep helped. The dentist or pediatric 
dentist must treat each child effectively. 75% of dental 
procedures on 3-14-year-olds were done without 
general anaesthetic, says another study[29]. This study 
may support the idea that rehabilitating pediatric 
patients with PTDA using non-pharmacological 
behavior directing tactics might decrease fear and 
anxiety and encourage pediatric patients to be 
cooperative. This study suggests a collaborative 
approach for pediatric patients[30]. Every patient and 
practitioner requires a behavior plan. The study 
indicated that non-pharmacological behavioral 
management measures in a conventional dentistry 
workplace were helpful in managing "uncooperative" 
children with PTDA. Therapy improved the ratio 
(figure 3). 

 

Our study demonstrated that expertise, 
competence, and tolerance impact dentists' ability to 
treat children. Pediatric dentistry demands complex 
clinical dexterity. GA therapy is a last resort for 
advanced treatments. More-experienced practitioners 
can learn these abilities. Change demands patience. 
Further research is needed before creating any 
management techniques. Many children in the 
treatment group were retrained whereas many in the 
control group were not. The study's therapy group was 
stubborn[31]. Pediatric dentists may employ sedation 
and general anesthesia. Not utilizing an alternate 
dental syringe, believing the dentist's judgement 
regarding the child's compliance, skipping cost-free 
adaption visits, parents' demands for sedation and 
general anesthesia, impatient parents who want 
treatments fast, and private clinic restrictions. Before 
medicating our treatment group with GA, we probably 
tried non-pharmacological methods of behavior 
management. Science-guided behavior. These 
principles help guide conduct. Pediatric dentists' non-
mandatory use of anesthesia and GA highlights the 
importance of patience, communication, sympathy, 
flexibility, coaching, and listening. Behavior-guiding 
requires listening. Healing science. This may be 
attributed to variable pediatric dentistry curriculums 
and standards and program managers' 
unpredictability. Most circumstances improved from 



1 to 3 or 4 with behavior control[32]. Fewer treatment 
group members were rehabilitated than became 
cooperative between the first and last meetings. 
Rehabilitating cooperative patients. First- to last-
session parenting style didn't alter Frankl score. 70% 
of PTDA sufferers' parents worry. This data reveals 
that most GA treatments in post-traumatic dental 
anxiety cases in the control group were attributable to 
a lack of competence to discern between right and 
wrong recalcitrant patients and the absence of 
behavior management abilities[33]. Inability to 
discriminate between appropriate and inappropriate 
challenging patients, and lack of behavior 
management training. When pediatric dentists are 
available, general dentists treat fewer young children. 
Pediatric dentists can manage complex issues. 
Statistics suggest many pediatric dentists lack the 
patience to follow behavior management measures. 
Dentists may make erroneous GA and sedation 
recommendations[33]. Advanced behavior control 
requires training and competence. These strategies 
treat childhood fear, anxiety, and behavior problems. 
First dental exams and treatments alter children's 
attitudes about oral health. Dentists should tailor 
treatment to each child's age, therapy level, and 
participation. It's crucial to treat as many children as 
possible without giving them emotional distress[34]. 
In younger age groups and for early childhood caries, 
pharmaceutical therapies are needed. As soon as the 
first primary tooth erupts, begin taking children to a 
pediatric dentist, continue with frequent checkups, 
and educate parents on how to care for their children's 
teeth, maintain a healthy diet, and practice proper oral 
hygiene. By doing so, dental issues and cavities in 
youngsters can be prevented[35]. Children may 
experience less discomfort as a result of treatments 
that involve just a little amount of invasiveness. 
Sedation and general anesthesia should be given to 
patients only when it is absolutely essential[36]–[38]. 

PTDA children were retrained and given treatment 
as part of this clinical trial using non-pharmacological 
behavior management strategies. The requirement for 
general anesthesia was reduced by two to six sessions as 
a result of behavioral therapy, which does not involve 
the use of any medications. For the majority of young 
children, treatment in a typical dental environment 
requires first developing a connection with the patient 
and the patient's parent, and then employing proper 
behavior control strategies. Children can become 
accustomed to going to the dentist with the aid of 
desensitization, positive reinforcement, relaxation 
methods, approaches managed by the dentist, and 
distractions. Both ITR and ART can be used to treat 
children without the need for anesthesia or sedation. 

The treatment was successful. This study highlighted 
the need of utilizing behavior management techniques 
that do not include the use of pharmaceuticals prior to 
steering a kid with PTDA toward dental care. One of 
the early clinical trials including pediatric PTDA 
treatment. This matter requires more examination, with 
more people participating so that clinical experiences 
may be shared. 




