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ABSTRACT .

H

’

One hunded dental patlents participated in.an: Yexpenment designed to compare dizei:tly
and indirectly worded styles of hypnotherapy dehvered elther in-person f’ via audio- tape The
hypnotherapy treatments were applied as preparation for dental treatment to prevent \patlent S
anxiety and.pain distress. An equal number of aduit men and women were randomly aSS|gned to
5 groups, nndlrect—taped direct-live, indirect-live, and direct-live and no-treatment control
condmons The comparative effects of four expenmental conditions and a control were measured
on 14 mdnces of distress mcludmg anxiety and pain measures It was hypothesized that those in
the hypnotherapy treatment groups would show less dental treatment related distress théh those
in the no-treatment eontrol gronp. and that live and in_direct -c;onditions would produce the moet

. impactful distress reductions. B

Resuits supported the hypotheses. ‘,Multivariate s;etistical tests showed a general

effectiveness of hypnoiherapy treatments, compared Qvith co'ntrol conditions, on the distress
~measures. Univariate analyses revealed that -the distress ;eductions were mainly on fhe anxietji
and fear scales and measures, and less on pain meeeures. More widespread effecte were
prodUced by the indirect than the direct conditions, and indirectly worded hypnethérgpy was |
especially effective when déliv'ered in-person. Participants rated the direct hypnotherapy
approaches to be more forced or pushy than the indirect appro_acfhes, aind th‘oee in the direct
groups were less likely to indicate thet they would like }he preparatory treatment again.' Nc

significant differences were detected between groups onthe estimated levels of trance

produced by the procedures. Patients’ ratings of their enjoyment of the hypnotic procedures

s

were generally high, with no differences detected between groups.

L

Although the indirect and live conditions were found to be more effective than direct and

taped conditions, it was concluded that further enhancement might have been achieved

givenmore elaborate analgesic su'ggeis,tipns, and more fréquent post-nypnotic cues. lmplications

for applying a program of assessment and brief intervention were discussed.
. ’ ¢
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Everyone has expenenced distress, our unpleasant and sometimes harmful perceptions

and reactions to demands placed on the body (Selye, 1974) The dentist’s office i is one

environment where people predictably experience excessive distress in the form of pain and

- anxiety. Scott, Hirschman, and Schroder (1984) have estimated the proportion of dental patients

who expenence anxiety about dental treatment to be near 80%. That pain is also lmphcated asa
concem of dental patients and dentlsts is evidenced by the fact that each day some 2 million
anesthetic’ lnjeotlone are given in dental operatories throughoqt t the world (Fiset, Milgram,
Weinstein, Getz, and Glaseman, 198‘5). VProot of the intenSlty of the distress percelved by dental
patients was doc_umented by Agras, Sylvester, and Oliveau (1969) who found that fear of dental

treatment was given a fitth place ranking out of 40 of the most frequently reported common fedrs.

From their survey, fear of dentistry was ranked just ahead of fears of lllness and injury, and equal to

fear of flying. Accordtng to Malamed (1985) fear of pain is people's primary fear.
, Most people have learned to accept some fear and pain, although our tolerances are

hlghly vanable and ldlosyncratlc (Joy and Barber, 1977). We have learned, more orless, to adapt

~ by fighting, conceallng. or coping with fear and pain suffering. For those most fortunate, the

experiences are usually brief and shallow, whereas others must endure the terrors of phobic
anxiety or throes of piercing, relentless pain.

Theoretical and practical psychologles_ have always regarded the extreme forms of such

* suffering as preeminent challenges, to explain and alleviate. As a topic anxiety has always been

central to studénts of theoretical psychology and psychotherapy. Pain is probably the most

frequently expressed clmlcal complaint in domains of health care, and mcreasmgly, a concermn for

_psychotheraplsts There is sutfncnent reason in the area of dentistry alone to justity the creation of

newtreatments for fear and pain dlstreSS Dental distress contnbutes to myriad problems for
patlents and dentlsts poor oral health dentist's and patient's stress, financial cost, and the

frequent demands for potent anesthetic, analgesic, and sedative medications have been
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“consequences of excessive anxiety and pain. Yet the study of psychological treatments extends

beyond dental clinics. Tréatments developed for dental patients can be applied with others who
undergo invasive medical treatments or suffer the fear and pain that accompanies injury-and

. \ »
disease. .

Concerns with the seit-limiting effects‘of anxiety and phobias have always ?een prime foci
of psychotherapy. With more knowledge about thé imbact of these forms of distress to serious
illnéss, and further imderstanding of the interactions ot fear with pain, more lines of research and
treatmént have developed into medical areas (Hilgarq arjdﬁHilgard, 1983). Particular problems of

human suffering traditionally saved for physicians énd health care protessionals are now being

- addressed by psychologists. Concurrently, concerns with the adverse effects of phérmacological

treatments has inspired a searchrfor less intrusive methods with which to ameliorate disorders

where fear and pain are ubiquifous (Foreman, 1984).
There are additional benefits from studying and developing treatments for fear and pain in
the dental clinic. Nowhere have there been more convenient locations to-research human

~

di$tress than in dental treatment.settings (Malérﬁe&. 1979). Fear and pain occur predictably and
resemble the dis;\"ress experienced by patients in ¢ health careAenvironn’lents. Furthermore,
the pdeIation of déntat patients représents a full cur.unuum of fear, from Ehé mildly
apprehénsive, to the anxious, to the phobic. Patients' visits to the dentist provide a view of

complete, althbugh relatively short, episodes of experiences of distress, possibly involving

phases of anticipation, tolerande, and coping. According to'MaIamed (1979) in relation to the fearV

of dental treatment, “There is no reason to believe that the results [of studies applying

psychological treatments] would not generalize to other types.of problems involving -anticipatory

~anxiety and avoidancé behaviors, such as fear of flying , public speaking, School phobia, and

_ N
agoraphobia.” (p. 204)

B



Hypnother'apyand -eénia'i'oisiress'_

A treatment area that has been found progressively more eﬂectlve for disorders lnvolvmg
fear and pain is hypnotherapy A general resurgence of interest and psychotherapy treatment
wactivrty involving hypnosns has'been evndenced in the past 15 years and the role of hypnotherapy '
is expanding into" ‘new terntory. including behavnortherapy (Clarke & Jackson 1983) Although |
the earliest reports ol hypnotherapeutlc applications to dentistry were doc‘umented in the- mld- '
1800's, hypnotherapy has gamed most extensive popularity wi** ‘ 2 the second world
" war (Hilgaard and Hilgaard, 1983). From that time two generalsire” "y 1h,po otherapy evolved.
- One approaeh advocated a‘ general strategy of induction lor everyo. .. o tleated.' Individual
preferences, language, and reaetions were disregarded in favor of standard pnocedures that
could be consistently applied, the same way 1o all individuals The usual linding using this
approach has been variability in responsiveness to standardized mductrons some individuals

(

have shown more responsiveness than others. Then the assumption was made that hypnosxs

susceptibility is variable in the population and fairly stable in individuals. Extendmg this rationale
advocates of this position have argued that only a small percentage of people are easily
hypnotizable, and most are mildly or moderately hypnotizable (Kihlstrom 1985). Consequently,
several hypnotic suggestibilny scales have been developed for use with standardized inductions
and the assumption was made that only those most 'lortunate" %&'*highly hypnotizablé\a’nd can
benefit from hypnotherapy. Others (eg J. Barber, 1977, havebeen less vacceptlng of this
position. Disadvantages of standardized scales of suggestibility for use in'clinical work and
research have been that they: usually require hours to admmlster can interf‘ere wnth treatment by
" setting expectations about what hypnosus ought to be, and clinical versions have lo_w reliabilities.

An alternative approach to hypnotherapy, represented mainly by Milto'n H. Erickson, has

developed with the premise that hypnotic inductions may be more ir  :~t and naturalistic, with

L
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individualized, permissive language, and sensittvity to the ongoing reactions of hypnotic subjects.

With Ericksonian hypnotherapy clients are guided rather than directed to hypnotic experiences.
An ass'umpti'on of this approach is that al_most anyone can reach at least a mild state of hypnosis

and suggestibility.

agh approaches have been applred to reduce patlent's drstress dunng dental treatment.

Wrth a more naturahstrc method of rnductron J. Barber (1976 1977) reported remarkable
| expenmental and chntcal results, producing analgesra in almqst all the dental patrents he saw,
‘ regardless of the type of dental treatment or degree of hyppotlzablltty or suggestlbrhty
Subsequemly there were clarms that Barber's (1977) resutts could not be rephcated (Grllet & Coe,
1984 vVanGormp, Meyer & Dunbar 1985).. HoWever the attempted rephcatlons included -
_ naturalrstrc inductiors that were given by audro tape recorder, rather than in- person as some
consider essential for an mdrvrdualrzed hypnotic induction. In one study where rnductxons and

.indirect suggestions were dehvered in- person Fncton and Roth (1985) reported success m

producing analgesia regardless of susceptlbthty le\x of the subjects. Although this lent support'

o Barber's (1977) results and the Rapid Induction Analdesia (RIA) method Fricton and Roth's

(1985) subjects were sultffected to expenmentally producedioral parn rather than actual dental

f
treatment parn. One of the primary problems addressed by e current research was the need for
a reexammatron in a cfinical setting, of the comparative etfe iveness of a more permrssnve

J
indirect approach with a more authoritatrian direct approapf{

Purposs-ofithe E: enment
il

rd

The presem,expenrrré/nt was mtended to compare an mdrrect rnductlon and suggestron
form of hypnotherapy with a more dlrect and standardtzed method ot hypnotherapy for reducing

" the distress and impraving the comfon of denir:trents dunng treatment The hypnotherapeuttc

“ tr.eatments varied in (a) degree of directness in thye provision of lnductrons and suggestronsl and N

(b) their mode of delivery(taped versus live). The main questions considered were (1) Are the

hypnotherapy procedures effective in reducing anxiety and pain of patients undergoing dental
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treatment? (2) Are indirect-induction and suggestlon methods more effective than dlrect
mductlon/suggestlon hypnotherapy methods?, (3) Are taped hypnotherapy presentations as
effective as llve presentatlons? (4) What are the relatlonshiposJ among variables like pretreatment
anxiety levels and earty experiences and traumas with dental treatment, pain and fear, dental

anxiety and trait anxlety’?

The first question was related to the general effecttveness of. alI hypnotherapy treatments

"l

i compared to the control condmon as there has been reported a paucnty of ¢ group outcome
' expenments in that Irterature The questlon was, in part, a response toa challenge made by
E Fncton %E%Floth (%85 Followmg their study showrng the advantages of tndlrect-mductlon

= hypnosns they stated "Wlth further research hypnotlc mductton technlques can be further

s

' reflned to have lncreasing effectrveness and efftcrency regardless of lndlvtdual differences’in

T,
susceptlbtlrty and eharactenstlcs ot the cllntcal srtuatlons (p 231)

" The second questlon related to recent theorettcal dlrecttons of hypnotherapy Ort the

K one hand there have been theonsts like: Kthlstrom ( 1985) who have maintained that there are

‘ drffennﬁ levels of hypnotlc suggestlbtltty Consrstent wrth this vrew Crasrlnectc and Hall (1985)

and others have argued that those more hypnotlzable patients, who can reach "deeper" levels of
hypnosis are those who have responded well to analgesia suggestio'ns. On the other hand, there
are researchers, like J. éarber (1977) and others who subscribe more to Ericksonian views of
hypnotherapy and who ‘have argued that most people‘ can _re‘ach effective le_‘vels of hypnosis

given the induction and-suggestions are provided in a more individualized ’fas'hion, with, >

, perrriissive l-anguage and timing of delivery of suggestions, consistent with the patient's reactions

such as b;eathing rates, and responses to previou‘s suggestions: -

The thlrd question was related to a more pragmattc concem tor the effectlveness of

vanous brtef preparatory, non intrusive strategles fbr reducrng patlents anxuety and paln during

- dental treatment Crmc' ing of the use of hypnosrs in dentistry have centered on the fact that

. some pattents and de*tfusts are not comfortable wrth hypnosns Furthermore learnlng to be an
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effective hypnotherapist anchppty such treatme_ht' routinely might be time consurnlng (Sé’qtt.
Hirschman, & Schroder, 1984). The provtsion c-t'hypnosts via tape-recording and in-person was to
investlgete the relative eftiéecy of taped versus live hypnotic irtductlons. Replications of Barber‘s
RIA method using audio-tapes- havetailed to sheyv.ettectiveness compr:trabte to the original study.
Howéver, there appear to be inadequacies of the replicatierts._" The primary shortcoming of |
» rep'lications of the RIA method come from the failure of these studies to use live, in-person
inductions. From this third tquestion led to the hypothesis that the RIA method's effectiveness
depended on live preserttation. The fourth qt'iestic_arta was related to the degree of
corresespondence of varibles as would be predicted trem the literature or that might support’ ‘
» previotjs findings. For example, does age at first visit cbnespond with pre-preparation anxiety,
and do fear measures have higtt_corretations with pain measures?
| | ‘Method of Expe‘ﬁment
-One ‘hundred adult dental patients w.ere'randorhty assigned to 5 groups, oemprising an

- equal number of men and women in each group There were four treatment condtttons (1) direct- -

mductton hypnbs:s, tape-recorded (DT); (2) d:rect~""

ction hypnosis, live (DL) (3) mdtrect-

mductlon hypnosis, tape -recorded (IT); apd (4) tndlrect-rnductton hypnos:s lee (tL) An:a'dd‘tttqrnatff'
group, the fifth, was a no- treatment control group that was only requested to respond to the
various measures. Pattents were recrurted from two dental clmlcs and three dentlsts were

invclved.

Measures“; il‘lCltJded a brief ttistory questionnaire, two dental anxiety measurement scetes,
a trait anxiety scete, dentist and dental assistartt ratings of pétients' distress, participants' ratings of
their fear, pain, eomtort. forcefulness of induction, and enjoyment of intervention; a physiologiCal_

{

measure (galvanic skin responsé); dentists' rati'ngs of severity of the dental procedure,
cooperativeneés of participant during the c_tental treatment, and time required for dental treatment.
This Was a grbup comparison design that required,mginty"MANOVA, ANOVA, and correlation

analyses.
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Chapter Ii contains a representative lterature review entailing summaries rélatedjo the
epidemiology of dental fear, physiological and psychologlcal aspects of dental pain, the
relationship of fear and pain experienced quﬁng dental treatments, correlates and causes of
~ldental fear, and the treatment of dentat fear and pain. The last topic reviewed covers the

ireatmem of dental distress with hypnotherapy. The third chapter specifies the method used in

the experiment, Chapter IV the results and a discussion of the results, and chapter V a sunj:mary, o

conclusions and implications.



I LTERATURE REVIEW
’ Tﬁ,é fbiloWihg review of the literature provides discussion related to the epidemiology,
causes, anq treatm‘em‘of dental distress. A review ofhyp.notherapeutic treatments, including
m‘eratu‘re addrassing indirept and dir_ect stylé compagsons Iéad to the p‘dméry hypotheses i the
gnd of this chapter. | f _ - |
| Ebidemiology of Dental Distress
There has been minimal argument that fear is a common expen‘ehce of dental patients
(egs Gale, 1969; C?tchel, 1980: Rankin & Harris, 1984). Some researchers have considered fear
to be the main component of the distress expe : 1ced by ;patients(Corah, Gale, & lllig, 1978).
Perhaps it isn't surpﬁsing that most people react with some trepidation at the prospect of receiving
dental treatment, give.n the invasive nature of dental procedures. Yet there remains a lack of
clarity and-there are inconsistencies in classifications ot people’s dental fears.

Even the size of what might séem a simple category like dental care avoiders has been’
difficutt to estabiish: ‘Early estimates of the number— of people from the American po.pulatio.n who
“have évoided denial’ gﬁare due to fear were put between 5 and 6% (Friedson_& Feldman,

1958,Crockett, 1963). The p;(centage -14% was more man Sépbté a 'e\;:im_agéq@r the
Swedish popuiation by an érganiz’ation in that country (S'I'FO", 196ﬁ.2).. Coﬁéisteﬁf ’Wit‘h the latter
-figure, in a study by Seeman and Molin (19786), 14% of a Swedish samble comprised of 1375
Swedes between 12 and 75 years of age acknowledged théir unwillingness to follow thro;Jgh on
dental treatment. Berggren and Meynart (1984) estimatéd that 5-10 % of the Swedish popuiétion
‘has refused to have dental treatment. Another 50% .ot thebir sample reported that their visits to the
_dentist were upsetting.
| Weiner (1980a) has estimated that 12-15% of-the American population avoids dental care

and 35 million more (approximately 15%) experience high levels of anxiety. In a recent sdrvey of

dental patients in the U. S., Gatchel, Ingersoll, Bowman, Robertson, and Walker {1988) found that

8 ‘..‘. _
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' 11.7% of respondems rated their fear as high (8410 on a 10-point scale), and moderate tear (5-7 v

‘ points) was experienced by 17.5%. Evidence that fear lead to avo'idance was gained from the fact

that 54% of those classified in the hlgh fear group had not visited a dentist in more than one year,

whereas only 30.1% of the low fear group failed to see their dentist within one year. Gatchel et al

. (1983) concluded that 15.5% of the people surveyed feared dental visits and were dental

treatment avoiders. Perhaps the most revealing statistic was that of the moderately and highly -

| . feartul gmups 62.5% indicated that they avoided dental care because of their fear.

it may be conctuded that the proportlon ofa poputatron that experiences dental fear
depends on how fear is defined. If detmed as an anxnety state that contnbutes to dental
treatment avordance then dental fear affects a small but significant propomon of the population,

apparently between 5 and 15%. This group might more accurately be described as dental

o phobrcs -A considerably larger number of persons can be included in a fears the dentist category

if the cntenon for inclusion is broadened. Cited in the introduction, Scott, Hirschman,
andSchroder (1984) estimated that 80% of dental patlents expenence anxiety about their
treatment Milgrom, Wemstem Klemknecht and Getz ( 1985) differentiated between fear and

anxiety i |n retatlon to dentat treatment They defined fear as "an individual's response toa

'_'percreved threat or danger" {p. 5}, with three components (1) cogmtlve -anticipatory, (2)
' hysrologtcat and (3) behavroral avoidance. According to these authors anxrety is experientially

- similar to fear. However, they suggested that anxiety is differentiated from fear in that the threat

stimuli or triggers are less clearly present with anxiety, or further away in time. So, from their
differentiation, dreading dental treatment when one is safely at home is considered anxiety, ‘
whereas the same dread is considered fear ifone experineces the reaction in the dental office.
The utility of the conceptual differentiation of fear and anxiety is questionab'le. How close
intime must a reaction occur in relation to a feared situation in order for it to quatify as fear rather
than anxrety" The insinuation by Milgrom et al (1985) is that anxrety is less rational than fear. They

drsoounted the possibility that persons with strong abilities to recall prevrously fearful situations



might be the ones they consider more anxiety proné. Also, from their own definition of fear
having three components, anxiety could be equated with the cognitive, anticipatory component.
Toiprevent possible confusion in this thesis | have used the terms 'féar and anxiety with fhe
assumbtion that-they are synonymous. ‘
Measurements of Dental Fear - )
Several scales have been de;/elopved for the measurement of fear or anxiety related to
. dentval treatment. The scavles have been }bund useful for both psychological treatmentsvand
research. The Corah Dental Anxiety chle (CDAS) was first developed ‘by 6omh_ (f969). it was
composed of fourduefst_ions rated on-5-boint séalés, with a rating of 1 éorresponding to being
calm with regard to the item, and 5 relating to b?ing terrified with a particular situation desc_ribed by -
‘the item. Scores then varied from 4 to 20. The original samplé of 1,232 college students led to
the calculation of a K-R, internal consistency dorrelation coefficient of .86 and a test-retest
reliability coétﬁcient of .:82. Corah also reported a significant cofrelatﬁ-on between the CDAS and
deniis_t's ratings of aﬁxiety. Several other studies have supponed the CDAS és a valid dental
anxiety measuré (egs. Wei_nstein,’ Smith, & Bartlett. 197_3;' Auerbach, Kendall, Cutter, and Levitt
1976; Weisenbérg, Kreindler & Schachat, 1974). ,_According to Cérah, Gale, & lilig (1978) the
CDAS allows dentists to identify panjcu_laﬁy anxious patients. They claimed that,v "a score of 15 or
‘ @re almost always indicates a highly anxious patienf." Various éarﬁples rﬁ:orted in their baper
supported the rise of CDAS scores'with rise in de‘gree' of anxiety.  For example, a sample of the .
gen‘e.ral patient population ot private p;actice dentists derived an average CDAS score of 6.40
. whereas dental phobics averaged 17.18. |
Kleinknecht, Thorndike, McGlynn, and Harkavy (1984) have critisized the CDAS for it's
inclusion of only three situations that a dental patient might consider frightenind. They beljeved
that a wider range of situations and conditions that resuit in dental patient's fears should have
been ingluoéd. They argued for the use of the Dental Fear Survey (BES) to provide a sampleof a

) 3
broader".,dqma'in of fear provoking circumstances. The scoring of the DFS is similar to the CDAS
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except the DFS .has 20,.compared to the CDAS's 4, questions. _‘ Kleinknecht et el (1984) reperted
on a factor analytic study of the DFS, finding three primary dimensions relevant to the dental
anxiety construct. The dimensions included e behavioral index of avotdanoe of dentistry. ascale
reflecting the experience of autonomic areusal, and a cognitive component including specific
dental treatment situations and stimuli. "ﬂtese factors were stable across four samples and
indicative of three, divergent pattemns of reaction involving dental fear.

Another self-report index used to measure dentat fear has been a modified vers’ion of the
Geer Fear Scale (GFS). Ongmated by Geer (1965) a.shortened form of the GFS was used by
Berggren and Carlsson (1 985) to measure the effectiveness of an anxlety reductlon strategy
used during dental treatment. They found that the modified GFS was an excellent identifyer of
those patients who were less likely to be responsnve to treatment for their demal tear They
sunmsed that the reason for the ability of the scale- to predlct negatlve therapy outcome was |
based on the 1act that the GFS provided a measure of a range of phobias and fears, comgared to
the singular, dental fear orientation of the CDAS. Consequently, Berggren and Carlsson (1985)
concluded that those with rtigh GFS scores were less likely to benefit from ‘dental feartreatment
becauee they had a greater number of fears and because most treatments were not aimed at
reducing enxiety experienced beyend dentat situations.
Other methods have been used for measuring dental fear. Various physiological devices
have been ineluded; For example, Melamed (1979)">reviewed studies showing that heart-rate is
an accurate and relia'bleindex of dental anxiety. Electlrodermatresponses and other indicators of
autonomic arousal have also been’us_ed to measure the physiological aspects of dental anxiety,
like galvanic skin response, (GSR)(eg Weisenberg, 1975).

Dentist's estimates of patient's levels of fear and pain have been another source for
dependent measures. Typically these have involved briet rating scales on which th'e dentist

~ indicates, from behavioral observation of patient's requests for medication, responses during

treatment, including their cooperatioh, and how fearful the patient appears. Dentist's ratings have
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) had close correspondence with patient's own ratings and other measures (Berggren & Caﬂssoh, |
1985). ¢ - | . | \
| Correlates of Dental Fear
Most studies where dental fear was measured via self-report showed women's scores to
be generally higher than men's (Berggren & Meynert, 1984; Coranh, 1967, 1978, 1979; Lautch,
1971; Kleinknechi & Bernsten, 1978; and Kleinknecht, Kleplac, & Alaxander, 1973). However,
thé higher relative scores obtained by women on the scale might only be a reflection of rﬁen's
reluctance to admit fear, suggested by Corah, Gale, and |llig{(1978) and Rankin and Harris (1984).
A study by Berggren and Carlsson (1985) failed to detect signiticant gender diﬁerenc_esfin déntal
fear as measured by the CDAS of a Swedish samble. a ﬁndiné that conflicted.with most earier
studies. The authors speculated that cultural differences rﬁight suﬁiqient'ly explain this result.
| That is, Berggren and Carlsson (1985) suggested th_at Swedish men were more likely to disclose
iﬁformation about their anxiety than were Americah men. ’
Not unlike most other epidemiological statistics of dental fear, reports of the reiationship
between dental treatment distrgs§ and age have been unclear. Foreman (1979) found tﬁat
increased age positively correlated with increases in the degreeof the fear and the pain reponeq.

Conversely, Kleinknecht. and Bernstein (1978) reported a negative correlation of age and

~ distress, those ¢ ‘er 40 being less likely to report experiences of anxiety and pain about their

dental treatment. Kleinknecht, Klepac, and Alexander (1973) and Donaldson (1982) found that

adolescents tended to experience dental fear more often that older age groups. Berggren and

.. Meynart (1984) reported that of 160 patients ‘referred for severe dental fear, /nore than 80% were

%0-40 years of age and 85% of the subjects reported via questionnaire that they began to fear

dental treatment before the age of 16. Studies by Rankin and Harris (1984) and Berggren and

Carlsson (1985) failed to find any relationships b\etween_‘age and dental feaﬁr in their samples.
Similar, equivocal results have been found when researche.rs‘ coné'idered ‘th'e relationship

/ - .
between de ntal fear and sqcioeconomic status. Friedson and Feldman (1958) found that low

/
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income was a condition ot those people who were not inclined to vlsit a demist regularly.’ o
According to Gale and Ayer (1969) there-was no disproportionate representation by any particular
socioeoonomic level ln a sample who feared dentistry. In a study by Berggren and Meynert
(1984), although all of their 160 subjects stated fear as a primary reeson for not seeking dental
treatment, only two ineicateg that economics was a factor in not seeking dental care. 3

Causes pf Dental Anxiety | ‘

The expectatxons of pain and the experience of fear of dental treatment have been found

“to be causally related (Gale & Ayer, 1969; Kleinknecht, Klepac, & Alexander, 1973; Bernstein,

Kleinknecht, &Alexander 1979 Melamed & Siezel, 1980; Wardle 1982). In astudy by
Klernknecht Klepac, and Alexander {(1973), the two main reasons gnven for feanng dental work

mvolved the expectation of trauma and ._havmg at_:least one previous painful experience ina dental

operatory Similar findings were reported by Wardle (1982). She found that about a third of the

-

50 patrents in her study attributed their sole reason for anxnety to the antlcspatron of pain. Another'

44% (22) of the 50 considered their arixiety to result from.both p‘ain and unpleasantness. Added

to these findings, Nesbitt and Wilson (1977) found that when a group of 'patients rated various

- dental treatment’procedures, their ratings of the fear and the pain of the procedures were highly

correlated. 'Also, they found that a much smaller percem‘age'Of a low fear group expected their-
treatment to be painful, wﬁereas a high fear group contained many who expected painful
treatment. -

Berggren and Meynert (1984) have suggested a somewhat different notion ébout the
rel'ationship between fear and dental pain. Trrey postulated, consistent with the findings of
Klepac, Dowling, and Haugh (1982), that "it was not pain itself that created fear and avoidance, but
rather something about the response to pain.” (p. 250) Where the onset ~f dental fear beganin '
aduithood, Berggren and MeYnert (1984) found that those patients would more frequently rank

pain highly as a cause of their fear. For those who reported an earlier onset cf fear, the dentist's

~F



protesslonal behavior was more often cited as having a bearing on the‘ir"f'ear. Nevertheless
Berggren and. Meynert (1984l found that in patlent's ratings of desrrable attn’butes of dentists,
‘tnes to avo:o pain was ranked #1 and #2 by men and women, respectively.

The close relationship of anxiety to pain has been supported by other research findings

as well For example, Wardle (1982) has lound that as the pain experience of various dental

- -
procedures increases so do indices of anxiety. Wepman (1978) and Weiner (1980b) have argued

that anxnety actually has ‘deleterious effects on pain tolerances and thresholds

Joy and Bar’oer (1977) prowded anet . .vchological descnptlon of the interaction of
emotion and pain. They argued, from the star. :nin of Melzack and Wall's (1965) gate control
theory of pain, that 'there are two distinct aspects of one's experience of pain,'namely--
perception and reaction. In this analysis, at the point where the strengthv of a given"pain(
produCing stimulus leads to a reaction this reaction ne‘cessarily inyolyes an emotional
component According to Melzack and Wall's theory, a stmcture located at the postenor hom of
the sptnal column, called the substant/a ge/atanosa actsasa gate that modulates neuronal
transmuss:ons The nerve lmpulses can either be transmttted (opened) or blocked (closed) to

[}

acttvatmg cells ot tb@ CNS, dependmg on two mam factors One factor mvolves the comparatlve

input of transmnssrons trom large and small hbers to the substantla gelatanosa -.The second mam e

'_'.:factor mvolves a central b/asmg mechamsm whereby emotlons partlcularly anxtety can modulate o

| the effects on acttvattng cells. Stlmulatlon is first plcked up through receptors and transmrtted via
periphery neural pathways to centers of paln receptton in the brain and bralnstem The tmpulses )

- are then carried along the 'ngemmal nerve to the gassenon gangllon and to the dorsal root and -
the spmal column, with ascendlng and descendmg branches From Joy and Barber's (1977)
analysis, initial or epicritic. pain has mmlmal emotional content and is hypotheslzed to be
transmitted alonglarger diameter. A-delta fibers. Protopathic pain, they postulated, is a more

emotionally based pain that evokes evasive behavior after producing sensations of burnl'ng or

achiness. This emotionally charged pain is considered to be carried along much smaller __C_—tlbers',
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having conn'ections with the limbic system. Increasing the relative amount of large fiber input will
narrow or close the pain gate. Therefore protopathic pain is much more likely to have the eftect of
openmg the gate and lead to a painful reaction.

From these studies that have centered on the interaction of fear and pain, for dental
patients it may be assumed that their experience involves a self-feeding, fear-pain loop. Where
they antrcupate pain they experlence fear that lowers their pain threshold, which leads to more
fear and more'pain. In the next section | will describe research that considers various early
experiential foundations of people's dental anxiety. , |

Eaﬂy_Eme.ﬂenm

Many udies have claimed to show that adult dental fear originates in childhood (egs
Schwartz 1964 - Jacobs & Nxcastro 1978; Marks, 1978 Rankin & Harns 1984). According to
Rankin and Harns (1984), dental anxieties are more Iikely to develop in childhood, because
children are most "vulnerable to anxiety” (p. 44). They postulated that such vuinerability,
combined with their families' and peers' fearful att_itudes,‘ may lead to dental anxiety. Rankin and
Harris (1984) reviewed the main body of research where the effects of vicarious and direct
traumatic experienees on dental fear were tested. That many dental patients acquired their fearful
attitudes from family members or others, and brought these attitudes to first and subsequent
dental visits was a finding common to many of the, mainly, survey studies (Lautch 1971, "
Klemknect Klepac, & Alexander, 1973; Jacobs & Nlcastro 1978). Early traumatic expenences
lnvolvmg severe pain or hnghly demandmg circumstances in the dental operatory, and negative
dentlst behavior were _found to be related to subsequent dental anX|ety for many patients
(Bernstein, Kleinknect,' & Alexander,l 1979; Cohen, Snyder, & Labelle, 1982;-Gatchel, 1880;
Kleinknect, Klepac, & Alexander, 1873; Lautchi, 1971). Further supp'ert was gained from Rankin
and Harris (1984) questionnaire study. They found a significantly positive (but low) correlation
between a measure of vica'rio‘us anxiety and dental anxiety scores. Also, t'hey found a close

relationship betWeen dental anxiety scores and the degrees of trauma that patients experienced
& . .
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in past dental relationships. ']’hey were "~ Mewhat surprised by how patient historir  of "good"
and "bad" dental experience corresponded with current dental fears, finding that the dental
anxiety scale sco;'es of patients with a history of good experiences, before and after a bad
experience, were lower that the dental anxiety scale scores of patients with a history ot only good
experiencés. . |
Another recent study Iinking early experiences with current dental anxiety was conducted
by Berggren and Meynart (1984). They found that 54.9% of their sample 9( 160 dentistry-fearing
patients had family members who-had dental fears. A large proportion, 76.3%, reported that their
dental fear began fbllowing one or several t_raumatic experiences. Moreover, for 85.3%, their
dental fear began in childhood. Those patients who attributed their ongoing ¢ 2ntal anxiety to
traumatlc experience.tended to cite pain experience or dentist's professional behavior as causes.
\&The dentist's professnonal conduct described included: insensitivity, thoughtlessness, and the
use of force. Fear onset in childhood was more often blamed on a rough dentis?; whereas fear
beginning in adulthood was attributed to painful treatment.
The Dentist
Milgrom, Weinsten, Kleinknecht, and Getz (1985) reported that 50% ot a group of fearful
dental patients compared to 30% of a group of nbnfearful patients gave negative appraisals of
dentists. To these authors the différence was explained by a contribution of'fear.caused by
dentisté in some cases. They also found that "negative attitudes" toward dgntisitry were
onsidered more affected by the dentist than’by pain (p. 24). In other words, the dentist
' ontributed more to negative attitudes. In addition, patients ranked what they considered to be )
the most fear provoking aspects of a visit to the dentist. Of the top 10, 2 were connected with
" critical statements by the dentist. It appeérs that by their manners and b;l statements they make
about their patients’ dental health, dentists mighi contribute to their Qatients‘ tears. Dentist-
patient relationships were discussed more “1lly in a later section on non-intrusive treat&jent of

dental diét.ess.



Aline of research has been conducted to investigate the assumptron that those who
experience dental anxiety also expenence psychopathology ‘One of the earlier studies of
person's who avoid dental treatment due to fear was conducted by Lautch (1971). He found that
avoiders had higher neurotisism scale scores than.non-avoiders on the Eysenck Personality
Inventory (EPY), concleding that.avoiders were probeblir more likely to be neurotic. Klepac,
Dowling and Hauge (1982) critisized Lautch's (1971) conclusion. claiming that the differéncés

\%etween the two groups might be equaily well expleined by the fact that the non-avoiders, the
fearless group, had scores significantly lower t-an normal.

Jacobs and Nicastro (1978) have postulated that dental fear and distress results from-
psychological associations ;/vith the mouth cavity. Their assertion was-based on obsen;;tions that
the mouth is an infant's first and most important main contact with the environment, receiving

* erotic stimulation and the nourishinent of food, drink, and air. The mouth is a critical part of the
anatomy that the child naturaliy needs to ‘protect. Eurthermore, they argued that symbolism is
involved for the young child where oral cavity treatm%t might represent trauma, like an invasion of |
privacy. Jascobs and Nicastro (1978) also asserted that the fear of dental treatment can be a sub-
fear of fear of the unknown, fear of injury or pain, and fear of separation from the mother.

Studies where anxiety has been linked to lower pain t\hresholds hat/e already been
mentioned (egs. Wepman, 1978; Weiner, 1 980).. One could argue that individuals with trait
anxiety related to other psychological disturbances would be more predisposed to oental
distress. Berggren and M-eynart (1984) foundthat-.dent"af phobtc patients with more generalized
phobic reactions, as measured by the Geer Fear Scale, were less likely to be éuccessfully treated
for their dental phobias. Of the 160 patients referréd for dentat anxiety 48.8% were being, or had
'been treated for psychiatric conditions and 31% were on psychoactive medications. Additionally,
64.6% admitted experiencing head and stomach aches frequently, and a high proportion had

been raised or lived with families with psychiatric problems. Aithough their group was not
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oorhpared with a more random populdtion sample, the findings suggest disproportionate degrees
of psychopathslogy in a dental phobia sample.

In a more recent study Berggren and Carisson (1985) assessed the fears of 67 dental
patients with the‘CDAS, the Geer Fear Scale, and dentists’ ratings. They also found that those
scoring high on the GFS did not respond to treatment of dental fear. This finding suggests that
there is a subgroup of dental fearing people who have more:generalized fears, because the GFS
provides measures of responses to a range of traditiohally phobic objects and situations.

Waiting Ti

Increased time of anticipation ental treatment by itself can contribute to higher fear
levels based on patients self-report anxiety ratings. In a study by Coftey and DiGiusto (1983) it
was found that longer waiting times contriblited to higher anxiety levels of patients éwaiting dental

treatment.

The Treatment of Dental Distress

The following-representative review will describe research and study in two broad areas of
treatment, intrusive.and nsn-intmsive. The former methods are prima}ily pharamacological,
whereas the latter are psychological. Emphasis is given mainly to non-intrusive treatment '
strategies, including an in-depth review of hypnotherapeutic applications.

According to Melamed (1985) "history has demonstrated that it hss been members of the
dental profession who have consistently been in the forefront in the research and devslopment
of new techniques and medicatioﬁs for the management of pain and anxiety.” (p. 3). He
elabc ied on the history of anesthesia that began in the 1840's when a dentist name.d’ Horace
Wells was the first to use nitrous oxide and T. G. Morton, a dentist and physician, was the first to

use eiher to manage the pain accompanied various surgical procedure s. Also according to

Y

Malame 1 (1985), dentists pioneered the use of general anesthesia for ambulatory dental patients
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in the 1930's, a practice that wasn‘f copied by physicians until the 1970's, for patients undergoing
_short-stay surgery.

A plethora of new chemical anesthetics and sedatives have been developed f;f dentistry
since the first days of nitrous oxide and ether, nearly 150 years ago. Allen (1984), Caplans and
 Green (1_983), and Malamed (1985) have written sorhe of the most.comprehensive works on the
uses and effects of medications for dent;l treatment. Following are descriptions of oom‘mon‘l\yj
used sedatives, local and general arfsthetics, and the advantages and possible risks assol::ted
with the administration of these medications. °

Sedati | Aniolytics: P ficati

Drugs used to sedate or to reduce anxisties of dental patients have included narcotics,
barbiturates, non-barbiturate sedatives (hypnotics), benzodiazepines, and nitrous oxide (Alien,
1984, Caplans and Green, 1983; Giovannitti, 1984; Malamed, 1985). Diazepam, and more -
recently Ativan, both benzodiazepines, are perhaps the most frequently used medicationé in
dentistry to relieve anxiety (Allen, 1984). It has been well documented that diazepam cén quickly
and effectively reduce the énxiety o} an apprehensive dental patient, contributing to the comfort
of both patient and dentist by allowingv for more rapid, less painful treatment (Bradley, 1981).
Considering that diazepam is probably the most representative anxiolytic, | have reviewed some of
the recent literature related to the drug's use in dentistry. B

The anxiolytic effects of diazepam in dental treatment were first documented by Davideau
(1966). The drug, with one trade néme being valium has otherwise become a popular anxiety
reduction agent,‘and a household term. Diazepam has gained wide acc{eptance for use by
dentists for its anxiolytic effects. More recent studies have reported that diazepam can also
decrease pam perceptlons by interfering with memories of and sensitivities to pain. In a study of
the effects of intravenously administered diazepam, Kaufman, Dworkm Leresche, Chen,

Shubert, and Benedett (1984) found that the drug has analgesic properties and that the more

typical anxiolytic actions that have been observed might be associated with its pain reduction
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eftects. With the reported interactive effects 61 pain and anxiety, this hypothesis is not entirely
unten:;ble. Howaever, with this conclusion Kaufman et al (1984) séemed to ;overl‘ook the fact that
there have been innumerable cases of anxiety reduction by diazepam for p;atients who didn't also
experience pain. Neverth’eless, diazepam is established as an anxiolytic that has a fairiy rapid
onset and effeptive action for about one hour, with only minimai cardi;)respiratory_ depressive
effects, ease of administration, benéficial amnesic effects, and no loss of consciousness (Allen:
1984).

A few physiological risks have been identified with the use of diazepam for short-duration,
infrequent dental treatments. These can include: transient tachacardia, drowsiness, motor-

incoordination, and delayed recovery (Allen, 1984). Physical addiction is a risk with longer term

use. -

However, there appear to be potentially hazardous psychological drawbacks for patients
given diazepam treatment. Baker, May, Revicki, Kessler, and Crawford (1984) fomjnd that orally
administered diazepam had an effect of reducing anxiety, as indic'ated with a state-anxiefy
measure for the particular time it was‘administered, but had no measurable effect on patients’
dentél fear scor.es. This finding suggests that diazepam can reduce anxiety wﬁile it is physically
active, but does not generalize over time to contribute to a Iessenfhg of the fear of iater dental
treatments. An implication of the BaI;er et al (1984) finding is that patien@s leam to rely on an
external substances, continuing to fegr dental treatment. This could cause‘ lowered self-efﬁcécy
for cdping with dental fear and pain, and perhaps contribute to generélly lower self-confidence
‘and self-worth (Hallstrom & Halling, 1984). Foreman'(1984) also commented on dg;\tists'
overreliance on drugs for the management of patients' dental fears, and suggested a variety of
alternative approaches for such treatment.

Besides anxiolytics like diazepam from the benzodiazepines group, there are several

other drug types that have been used to premedicate dental patients. Giovanitti (1984) has

" provided a compréhensive description of orally administered breoperative medications ihcluding

)
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narcotidc. barbiturate énd nonbarbiturate sedative-hypnotics, and nitrous oxide. A éummary of
\ the primary beneficial and ;dverse effects of t'hesebagents is given as follows:

Narcotics: the typical effects of narcotic medications are sedation and possibl_e.euphoria.
Demerol is ohe example. Narcotics are not used as often as benzodiazepines because of their
depiressive effects on respiratory and cardiovascular systems. Also narcotic admihistration can
complicate dental treatment by contributing to airway obstruction, hypoventilation, énd
hypoten/sion. Ahother disadvantage of these drugs is the fact that sedation effects can be highly
variable from one patient to another. Adverse effects can include gastrointestinal disiurbance.
dysphoria and confusion.

Barbiturate, sedative-hypnotics: these drugs normally_have sedative_ and hypnotic
effectiveness but, like narcotics, they create respiratory and cardio-vascular depression.
Paradoxically, these barbiturates can lead to general excitation and pain-threshold decreases.

Sedative-hypnotic, non-barbiturates: the most frequently used from this catego}y is
chloral hydrate. These drﬁgs, liké barbiturates, cause CNS dep;éssion and highly variable
sedative-hypnotic effects. Addit_ionally, they often contribute to epigastric distress, sometimes
leading to nausea and vomiting. - |

Nitrous Oxide: used for both pre-sedation and anesthetic effects, this gas is known to
contribute to relaxed, somnolent, and dissociated states. Hypotheses have been put forward
suggesting that nitrous oxide works through enhancing endorphin release, although this has yet
to be substantiated. Advantages of the use of this sedative over others are related to its minimal
effects on cardiovascular and respiratory systems. Among the disadvantages of the use of nitrdus
oxide is the drug's tendency to cauée ataxia and discoordination. Also, the drug is weak relative to
other anesthetiés, patien‘ts develop tolerance to its analgesic effects, and it has been implicated
with a \;ariety of other problems including bone marrow changes, anticholinergic syndrome (post-

anesthetic excitement), and spontaneous abortion. _
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Local Anesthesia

In dentistry, local anesthesia is the most widely. used method of pain controf. Yag‘ielav (1885) has
provided a review of the use of local énesthetics in de’ntistry. From his analysis, there have been
momentous advances in the uses of local anesthetics. Local anesthetics "can depress
conduction in all excitable tissues, peripheral_ nerves, neurons in the brain and spinal cord, and
cardiac, skeletal, and smooth muscles.” (p 49). In recent years, according to Yagiela (1985), there
has been a transition from using ester-based anesthetics to using more efficient, a‘mige-based
agents. Generally, iﬁprovements hvave led to dentistg" having more control over the durations,
localization,. and intensity of anesthesia.

Notwithstanding these advances, there remain dangers and disadvantages with the
administration of local anesthetics. Yagiela (1985) mentioned_ that an error leadin'g to
inadvertent, intravascular placement might cause high cerebral concentrations of an
anesthetic, possibly resulting in the development of seizures. ‘In an outline by Allen
(1984) regarding the yse of injectable local anesthetics, he mentioned sYncope, allefgy.
broken needle, hematoma, pain, paresthesia, and unwantéd anesthesia among the
disadvantages of using injectable local anesthetics. Recently, Fiset, Milgram, Weinstein, -
Getz, and Glassman (1985) discussed patients psychophysiological responses to dental
injections. They estimated that between - 1/- znd 11% of the dental patients who are
given local anesthetics experience adversé autoromic reactions. These reactions have not
been experienced as frequently by patients in medical settings. Ifiset et al (1985)
explained their observations by the fact that dentists often combine vasoconstrictors like
epinephrine with an anesthetic to 'improve anesthetic efficacy. They argued that with

“this practice dentists have ‘increased the likelihood of adverse reactions, because many
patients re?lease high amounts of endogenous epinephrine as part of a fear response. The —_—
injected épinephrine combined with endogenous epinephrine leads to higher levels of |

autonomic arousal and possibly adverse psychophysiological responses.
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General Anesthesia
A recent review of the pharmacodynamics of general anesthetics used in dentistry was pmvrded
by Milam (1984). He estimated that approximately: 20% of the general anesthetics administered in
the Unijted States were done for dental procedures. particularly for children, highly anxious
individuals, persons with mental handicaps, and for those with certain medical conditions. There
are obvuous advantages for the particular patients, like those mentioned, whose behavnor or
emotional reactlons might interfere with treatment. Extensive dental work can be done in one

|
séssion and the risk of death is minimal. Milam (1984) provided an estimate indicating that only

about 1 in 280,000 administrations of gene;al anesthetic results in death.

The primary disadvantages associated with general anesthesia relate to financial cost and
adverse health effects. The specialized care required for the administration, maintenance, and
recovery time involved in general anesthesia results in high financial cost. Milam (1984) also
provided descriptions of some of the potential health risks with general anesthesia; prolonged
drowsiness, anterograde amnesia, epileptiform effects, and dysrythmias were among the risks
mentioned. ~ |

Conclusions
: A .

Dehtists have contributed to the development of a variety of drugs used to prepare
patients for invasive procedures. Most agents have been utilized to reduce fear and pain. it
seems generally accepted that for most dental patienrs, fear and pain can be controlled with
medications for the timé of the procedure. | However, for all these drugs there are concerns about
potential harmful effeots. In termé of dental distress, despite irrrprovements in pharmaoological
efficacy there continue to be large numbers of people who report eXperiencing anxiety and pain
related to dental visits. Indeed, some evidence has suggested that the management of fear with
drugs actually interferes with indiViduaI's overcoming their fear of the next treatment session. It

might be assumed that those who are given drugs to cope with fear come to doubt their own

resources for overcoming fear.
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Sokol, Sokol, and Sokol (1985) have provided a concise summary and rationale for, the
use of non-intrusive, non-pharmacologic therapies to treat patient's fear and pain in dental clinics.
Much of the rationale has been given in the previous section of this proposal tﬁrough sppcﬁic
descriptions of hazardous drug effects. ‘The Sokols (1985) submitted that difficulties establishing
proper dosages, waiting for effects of incremeﬁal administrations, idiosyncratic reactions, and the
need for syringes are all con’sidera’tidns that should lead to preferences for non-intrusive
therapies. This main section of the literature review provide; an account of the rhqre comr_nbn,
psychologically based therapies used to alleviate dental patients’ distress. Factors penaining to
thg relationship between dentist and patient will be covered first with descri.ptions of specific
me;thod: of fear and pain reduction to follow.

~’I‘he impact of dentist-patient relationships on processes and outcomes of dentai
treatment were élluded to in the previous section of this thesis, on correlates and causes of dental
distress. Relationships betweenthe ways dentists interact with patients and batient's fears were
reported by Berstein, Kleinknecht ‘and Alexander (1979).. They found that dentists’ personal
characteristics and professional conduct were rated negatively by more than 50°/; of a group of
patients who were assessed to be highly fearful of dental freatment. Beyond their responsibility
to provide the technicai aspects of dental treatment, what must dentists do to enhance the
probability that patients will experience comfort, will more likely retumn, and be cooperative in
future dental treatments?

Thomas (1929) and Best (1930) were émvong the first to advocate that dentists consider
the importance of the dentist-patient relationship. Thomas (1929) suggested the need to care for
thé "whole person”, not just one's teeth. He described the treatment of a woman who felt that the
success of her treatment was as much attributéd to the trust and faith that she developed in the
~ dentist, as the mechanical aspects of the treatmeﬁt of her teeth. Best (1930) commented on

patients’ amfcipation of pain and suggested that child and adult patients should make
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prophylactic, non-painful visits every three months so as to provide patients with comfortable
exposure. He also discussed the need for patients to feel more in control during treatment,
suggesting that centists could use a switch whereby.pat_iems could control the dentist's drill.

—Another sugg‘éstion made by Best (1930) was that dentists should help their patients with the
prevention of dental problems, advising that patients be given advice about diet related to tooth
decay.

The earlly writings set the theme for later study into the relationships beMéen denﬁst-
patient'interactions and patient comfort and satisfaction. Raginsky (i968) from an analytic position
concluded that, due to the daily stresses they experience, many dentists tend to become self-

* protective and defensive, camouflaging their personél insecurities and contributing to less
positive interactions with patients. He cautioned, theréfore, that dentists s.hould bé free from
. narcissism and other mental or physical symptoms. Regarding tear reduction, Raginsky ﬁ 968)
added that a "kind dentist" is more helpful for a patient than are myriad complicéted, mechanistic
p‘rocédureé. Bartlett (1970a) attested to the importance of a "good interpersonal.relatiohéhip with
the patient . . .[which depends upon). . . the attitude of trust, confidence, friendship, and
. respect.” (p. 128) He added thz . if the dentist intends to use a method like hypnosis, a positive
interpersbnal relationship by itself can be hypnotic. - o
Should dentists routinely give information to patients about p[anned procedures? That
dental patients should be thoroughly, psychologically prepared for surgery by being given
information about pr;cedures was proposed by Janis (1958, 1971), J.anis and Mann (1977); and
Weisenburg (1973). Janis (1958) conducted experiments to examine the relationships between
preoperative fear and post-surgical récovery with medical patients. In a survey study he found that
the best postoperative adjustments were shown by those patients’whb had a moderate
, | preoperative fear level. From this énd subéequent studies Janis (1971) and Janis and Mann
(1977) posited that moderate levels of fear st‘imulate the "work of worrying” a covert activity that

- enables patients to inoculate themselves and cope with stresses of surgery. Unfortunately, there

2]
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has been minimal suppon for the theory that high and low preoperative fear is associated with
poorer postsurgery adjustment (Anderson & Masur 1983). In fact, other studies tend to report a
more direct, iinear association of fear and adjustment (egs. Auerbach, 1973; Sime, 1976). After
reviewing the Iitarature, Weisenberg (1973) concluded that frank and djrect information pmv;ded
to mildly and moderately fearfql dental patients served to reduce anxiety, hasten recovery, and ,
contribute fo pigher patient confidence. S‘iegaly and Peterson (1980) found that providing
information about der .l procedures is a method that can, by itself, lead to mora positive dental
treatment outcomes by reducing patients’ pulse rates and anxiety related behaviors, and increase
their cooperation. Also in relation to the dentist providing information about procedures, recently
Johnson, Chapman, and Huebner (1984) found that dental p"a'tiems who were provided
information about their treatment and, in addition, were instructéd with a relaxation procedure,
sh.owed less subsequent anxiety on several measures than ¢ aither of two separate groups,
given information or relaxation alone. |

Joy (1983) suggésted that the methods found to Be most effective for reducing 'anxiety
about dental procedures has included those that maximize trust, confidence, and empathy in the
‘relatiOnship between patiem_]arjd dentist. These are qualities that have also been considered
essential for eﬂéctive psychdiherapy. On this theme, Gale, Carlsson, Erikssoa, and Jontell
(1984) experimented by introducing two groups of dental patients to two different dentist styles. ‘
They found that a patient rated a dentist more favorably if the dentist communicated with the‘m
than it the dentist was less interactive. From' these findings they suggested that dentists should
be active and positive with their patients. Similarly, Corah,fO'Shea, and Bissell (1985) found that
the relaxed demeanor of the dentist, that is, the dentist"s iaclinations to be reassuring, listen -
careiully to patients, and encourage questions, were factors strongly related to patient
satisfaction. However, these positive dentist activities seemed to have minimal effect on patient's
anxiety levels. It appears that more study is required to examine the effects of dentist's styles of

interaction on patient's anxiety, apart from effects on patient's satisfaction .
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Early Exposure -

This has been aué{er Preparatory practice that, like information giving and empathic
unge—gtanding. can be applied by dentists without too much additional time. Dentists can easily
incorporate a routine of allowing new demél'patiems.painless exposure to the treatment
emi@nmem. It has been well established tﬁat the onset of dental fear usually begins in
childhood (eg. Shoben & Borland, 1954). Ina gnoUp of white, male, upper-class childre‘n fear was
found to be the most influential factor for parents not to take thefr child to the dentist (Kle‘i.man,

1 982):

As previously mentioned, Best (1930) suggested that children be taken to the dentist for

pre-treathent or non-painful prophylactic treatment. It was\assumed that these early visits would

prevent an automatic connection being made between dental visits and pain, reducing the
apprehgr‘l/sions of young children. Many writers (eq. Ayer, 1983) have since advocat.ed the |
effective__ness of exposing children to the dental environment early, before any involved dental
treatment is needed. There have been few studies on the effectiveness of previsits for reducing
fear of the dentist. In one, Rosengarten (1961)_found that previsits were highly effective in
reducing the fears of children 3 to 4 1/2 years of age, but not childre?between 5.and 5 1/2 years.
P'erhaps for the older children theré was'sufﬁcient time to be influenced by the fearful dental
attitudes of family and peers.

Modeling,

Modeling has been successfully employed to prevent the development of fear of dental
treatment and to encourage children and adults to display confident, cooperative beh‘éviqr in the
dental clinic (Akefs, Green, & Yates, 19‘74; Bernstein & Kleinknecht, 1982; Gatchel, 1986:
Gordon, Terdal, & Stérling, 1974; Johnson &‘Machen, 1973; Machen & Johnson, 1974; White,

Keys, Field, & Karboot, 1978). Modeling studies were stimulated by social learning research and

theory undertaken by Bandura (1 969). Until that time learning was considered mainly from
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classical and operant conditioning positions. The social learning perspective gave credence to

v

views about observational learning, that people learn by observing the actions of others.
Machen-and Johnson (1974) used modeling to teach appropriate‘ aemal behavior to a

group of children. They‘ found that an 11 minute yideotape ofa child;;"who was modeling calm and

adaptive dental behavior was as effective as systematic desensitizafion in producing more

desirable dental behavior. The behavior learned by the children who were shown the video was
—

i_measured to be significantly more adaptive than that acquired by children of a control group.

Reporting on two separate cases Gordon, Terdal, gnd Sterling (1974) and White, Akers, Green, . -
and Yates (1974) demonstrated the use of modeling with desensitization, and modeling alone, A
respectivé‘ly; finding it éffect_ive for treating the dental phobias of two children. Using a
videotaped model showing the successiul reception of dental procedures Malamed, Weinstein,.
Katin-Borland, and Hawes (1975).reported on the reduction of fear-related dental managément
problems. Fields and Pinkham (1576) also reported on the successful teaching“of adaptive dental
behavior using modeling procedures with children.’-? |

| Later studies began to look at fn‘ore specific variables of modgling films ahd their effects -
on reduciﬁg individual's anxiety related behavior.- Mglamed: Yu?cheson, Fleece, Hutcherson, énd
Hawes 11978) provideda variety of modelling treatments to children who diﬁered in their previous
experience with dental treatment. They showed that fil‘ms of mastew modeling (children
mastering the situatio'n) were more effective in reducing dental tears. However, they also found
that the eﬁecfivenessvof treatment depended on previous‘deAntaI treatmént experience. Children
with extensive treatmént experience were more likely to respond positively to a short
demonstration or a long-modelling film, whereas children wi‘@h less treatment expérience were"
more likely to show reductions in fear-related disruptive behavior when shown a long .
demonstration, or a short duration modeling film.

Using twd experimental groups in three separéte studies Klorman, Hilpeh, Michael,

LaGana, and Sveen (1980) compared controls with treatments of mastery modeling and coping

B
f
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modeling.- , Results t:vere mostly negative, with only one measure, a rating of disruptiveness, tound
to ohan'ge signiﬂcantly'in only one study. These results indicated that the chilgren were largely
unaffected by the modelvling treatments on severel physiological measures and rating scales.

In a rare study on the effects of modelling procedures on the dental fears of adults,

~ .

Bernstein and Kleinknechtm Bompared partic:. -1t modeli’ng, symbolic modeling, and

graduated exposure with two cns. .12 control was an attention-placebo and
another was given what was referredYe.ag a/positive dental experience. Participants included 33

'-~ad‘u|ts who previously avotded dental treatment from 1 to 10 years. All, iricluding controls,

’

reported a reduction in enxiety for the dental sjtuation and expected pain. Furthermore, there
were no significant differences betyveen groups on measures of fearful behavior or
responsivzeness. Bernstein and Kleinkneoht (1980) reported that 50 to.85'.7% of their subjects‘
were able to move to regular dental care, and the highest proportion of those who began to seek .
regular care 87. 5%, were from the pamcxpant modeling condmon However this result is less
relevant when ONe consnders that 83.3% of the attention placebo group also began to see a
dentist regularly Recently, Zachany, Frledlander Huang, Stlverstem and Leggott (1985) failed
to demonstrate that a treatment mvolvmg chtldren passively observing a filmed model who coped
effectrvety with 'dental treatment, was effective in reducin- istress during dental procedures

The etfects of modehng preparations compared w1th control treatmems for reducing mdtvrdual S

anxnety and pain expectations need to be studied i more extensively, espemally wrth adults.

L] . -

Behavior Modificatior
Vanous behavroral strategles have been attempted to prevent or reduce dentdl patie-ts'
dlstress In dlscussmg these Jehawor management or modification procedures | have limited the
consrderatlon to methods that concern classical and operant conditioning prrnmples Behavior
therapy strategres like systematlc desensmzatlon and relaxation have been reviewed individually

i

Most studtes on the effects of behavioral treatments and dentlstry have rnvolved chrldren,

: often mentally handucapped chlldren Kohienberg, Greenberg, Reymore, and Hass ( 1972)
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showed how positive reinforcement, shaping, and fading proceduges successfully'increased the
}:ooperative dentatl behavior of 17 mentally retard;ed children and édutts between 8 and 20 years
of age. The behavioral improvements included increases in the amount of time they kept their - ’
mouths open and decreases in festraints needed. Drash (1974) provided a summary of behavidr
modiﬁcation.sirategies that could be used with hallmdicapped children. The methods included
positive re‘inforcement, shaping, and modelling. Light and Alterbaum (1975) described their
successful use of behavior modification procedures with a cleft palate patient.

The use of preventative dentistry approaches involving behaviof modification with adults
was described in a paper by Evans (1978). Seﬁ-monitorihg. including the recbrdings of times, )
places, and situations of brushing and flossing, environmental planning, arranging places where
implements would-be avéilable. contingency contracting, reminder note., and self-rewards were
among {he methods discussed. These methods incorporated both classical and operant
conditioning principles of reinforcement and stimulus control.:

Aversive procedu[es forbontrolling children hav  also been suggested by s;me dentisis‘.
One ¢ontroversial technique is was called thé hand-over-mouth method (Keys, Field,',‘& Karbout.
1978; Rombdm, 1981). It was simply developed as a strong-arm strategy where the dentist firmly
places a fzand over a child's mouth, to gaih the child's ‘anention, and gajn an opportunity to give
dir‘ectioné vy_hile, ostensibly, getting the child to be caimer and more cooperative. ‘Some have
characterized those who use the method a's authoritarian and overgontrollihg (Joy, 1983). The
nmethod has stired some controversy in the dental literature as views polarized abodf the ethics
and legality of using the technique (Bowers, 1982). |

S ic Desensitizati

The:behavior therapy technique of systematic desénsitization (SD) originated by Wolpe
.(.195'8) has been used extensively l§y psych‘othefépists to treat more extreme problems of dental
fears, Uéuélly dental phobias. The procedure has required that the client first be taught

progressive, \deep muscle relaxation. Then a series of about 10 imagined scenes, related t.o‘ |
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anxiety provoking stimuii, is described and arranged in hierarchical order, from leastto most fear
pnovoking. As the client maintains a state of relaxation, the hierarchy of scenes is éresented one
atatime. The procedure has been postulated to work by reciprocal inhibition (Wolpe, 1958)
whereby the person comes to expenence imaged scenes of approaching and undergoing dental
treatment while relaxed, and cannot be anxious and relaxed at the same time. -

Earlier studies reporting the application of SD for problems related to dental treatment
were mainly single case reports. Savage and MacGregor (1970) used SD successfully te eliminate
problems that one dental patient had with. gagging. Mason (1973) successfully treated a 1.2 year
old girt who had a phobia of injections that precluded her receiving dental treatment for 3 years
previouslyr. Simila‘ny, Gordon, Terdal, and Sterling (1974) used SD as part of a treatment for a
phobic child pat}ent.

A group of children were treated with SD in a study by MaEhen and Johnson (1974). The
treaiment resulted in a reduction of_ uncooperative behaviors, some related to fear. Shaw and
Thoreson (1574) developed an eight-session treatment program combining SD and medellingr to
reduce the anxiety of dental phobics. Also using a combination of treatments, Litchfield (1979)
reported on mergtng SD with hypnosis to effectively treat a phobic dental patient. Although not
describing research per se, many other reperts in'the literature have attested to and advocated
the use of SD for dental anxiety and phobias (Kaplan & Rubin, 1984; Morely, Netley, & Titley,

‘ 1979 Pinkham & Schroeder, 1975: Weisenberg, 1973; Wright & Lange, 1978). Kaplan and
Rubin (1984) reported on an elaborate progam of a dental‘ phobia clinic situated at Mount Sinai

‘ -' Hospital in New York. An mtegral part of their treatment has mcluded SD. Aswell as reportingon
- the treatment of a dental patient with mjectron phobia, Camner, Anderson, and Eurinius (1983)
suggested that SD treatments are not necessarily the exclusive doma:n of psychologists and

psychiatnsts, that dentists could implement such treatment. Thyey argued that SD is relatively easy

to apply.
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In an elaborate gro... >omparison study, "Berggren and Lunde (1984) qornpéred the
effectiveness of behavior therapy treatments, including SD, to the effects of general anesthesia
(GA). The subjects who participated in th;%dy included 99 adults who had previouSly avoided
dental treatment due to fear.” About one-half of t‘he patients were treated with SD and
biofeedback. The rest were given genefal anesthesia. Following the treatments, Berggren and *
Lunde (1984) gave preference to the behavior therapy. The dental treatment regimes were
completed by 73% of the behavior therapy group compared with 53% of the GA group.
Moreover, the behavnor therapy group showed a hlgher mean reduction in dental ankiety, a better
adaptation to the dental treatment situation, and fewer instances of being absent or late for

appointments.

Relaxation Training J

There have been numerous methods for relaxing dental patients. MosL r' rmacological
agents used in denﬁstry have been for purposes of relaxation (Joy & Barber, 1977)‘. Otherwise
Instructions for the progressive relaxatior; of muscle groups halwe been the most commonly
employed methods (egs. Corah, Qale, & lllig, 1979; McAmmohd, Davidson, & Kovitz, 1971),
although hypnosis (Hilgard & Hilgard, 1983)-and biofeedback procedures (Buonomano &
Buonomano, 1979) have been used extensi‘vely to foster relaxation and prevent 0 . That
relaxation’is fmportant for reducihg the distress of dental patients has two suprorting
assumbtions, 1) A}wxiety and tension contribute to lower péfn thresholds and :zlerances and more
intense pain experiences (Hilgard & Hilgard, 1983); 2) while é batient is relaxec *.helv cznnot be
anxious (Wolpe, 1958). |

Some have vehemently opposed the use vof hypnosis in favor.of standardized relaxation

proéedures to relax dental patients before treatment. For example, Gutwirth (1 965) argued for

relaxation training as a preference, stating:
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Hypnosis, of course, is controlled by the hypnotist. Rather
than cuttivating strength of will, it does the opposite.
Self-reliance is in no manner improved. A patient's fears
cap occasionally be calmed under hypnosis. However, this
rs at the expense of his perception and understanding.
Mojmentarily, to a certain degree, he has lost his emotional
fregdom, since his emotions are at the hypnotist's command.
ddition, he has lost control of his mind.(p. 1 6)

Others have shown that hypnosis can be more effective. McAmmond, Davidson, and
Kovitz (1971) compared the effects of relaxation training and hypnosis on individual's stress
reactibns during dental treatments. The group of subjects who were given hypnotic inductions
for relaxation‘showed more post-treatment approach behavior to dental treatment settings than
did the group who réceived only rélaxation instructions. However, for all patients who dispiayed
low pl;ysiological arousal initially, there were no differences between the two treatments. Some
authors have equated relaxation with hypnosis for the treatment of dental distress (Cook, 197_7).

Weisenberg (1973) described at length the desirability of careful preparation of patients
for dental surgery. He advised that relaxing preparation is an important element of the process
~ that can increase conf}i;ence and trust between pétient and doctor, and hasten recovery. In his
discussion Weisenerg (1973), from a L)ehavioral viewpoint, noted that both relaxation and
hypnosis pr:cedures were effective for pre-treatment preparation. Ever.saul (1976) provided an
account of the use of biofeedback to facilitate the development of relaxation responses in deptal
patiehts who were about to undergo treatment. Also using biofeedback assisted relaxation
therapy, Canistraci (1976) reported on the successful control of bruxism.

UsinQ progressive, deep muscle relaxation methods Cosgrove (1976) reported on the
’reductioﬁ of dental patient's fears, and Eigenbrode and Affalter (1976) and Cook (1977), using

muscle relaxation combined with imagery, claimed to successfully treat a patient with severe

| dental phobia. Applying what they called the dental relaxation method; Sax and Zoeller (1979)
pre-treated dental patients, resulting in signiﬁcani anxiety reductions.’ They called their method

“an American version of meditation whereby patients repeated pléasaht and refaxing words or
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phrases silently in their minds. with their eyes closed. Corah, Gale, and llilig (1979b) found that two
groups glven relaxatlon and distraction treatments respectively, showed a reduction of dental

treatmer:t distress compared with controls. They noted that the distraction procedure havmg the

[

. patients play a video game on t'he ceiling while receiving dental treatment, was preferred by most

patients.

In a study by Lamb and Strand (1980) a 14 minute tape-recording of a relaxation
procedure was played to dental patients. The researchers found that the patients significantly
reduced their state anxiety. In coné!usion. Lamb and Strand (1980) offered that more invoived,

time consuming and costly treatments might not be necessary as taped, retaxation procedures

-can be easily and effectively incorporated just prior to patlent s dental treatment. Mentioned in the

prevnous section on systematic desensitization, Kaplan and Rubin (1984) descnbed treatments
often used at the dental phobia clinic of Mount Sinai Hospital. Among the behavior therapy

methods used,’relaxation procedures were applied alone, orin conjunction with other methods

like SD.

N

Finally, Johnson, Chapman, and Huebner (1984) studied the ‘effects of stress reduction
prior to oral surgery, finding that a group of patients given pre-treatment information about
procedures, along With a relaxation expeﬁence, had more significant mean reductioné in anxiety
than did groups who received eiiher information or the relaxation procedure alone. The
dependent-val_'iables included self-report, electomyogram, and peripheral temperaturé measures
as indices of anxiety.

Examinations of cognitive aspects of human learning and performance now rate highly in
the 5§thological literature of learning theory and treatment. Where 15 years ago mainly
conditioning ..and étrict behavior.al forrﬁulations were accepted in the sphere of behavior therapy,
currently ideas about the rolé of cognition have gained prominenée (eg. Meichenbaum, 1977).

The combining of cognitive and behavioral 'methods developed from a desire on the part of
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researchers to retain the precision and oth'er technical aspects of behavior modification while
meeting 'Arapidly' growingtheoretlcal and practical concems about the important role of cognition.
Cognitive-behavioral methods have since been extensively developed and applied in research,
education, and psychological treatments.

As they have been used to prepare patients and minimize the.distressing sffects of
invasive medical and demal procedures, these cognitive-behavior therapy (CBT) methods have
included cognitive reappraxsal distraction, and stress inocuiation methods (Anderson & Masur,
1983). Inone of the earliest CBT applications with medical patients, Langer, Janis, and Wolfer
(1975) sought to reduce the stress of surgery patients; Their treatment required patients to
reappraise their forthcoming surgery in more positive terms. For example, they were asked to
reframe hospital stay as a welcome vacation. Patients receiving this cognitive treatment
demonstrated more adaptive post-surgery ad]ustment as indicated by thelr reports of less
anxiety, better coplng, and fewer requests for anesthetics and analgesics than either a control or
an information group.

Applying a coping skills strategy, Kendall, Williams, Pechacek, Graham, Sisslak, and -
Herzoff (1979) showed that CBT using stress inoculation and coping strategies could be effective
in reducing anxiety and improving adjustment for patients undergoing a surgical catheterization
procedure. In other studies, coping strategles and stress inoculatlon have lncluded a vanety of
procedures including relaxation, distraction, rmagery, and self-instructional training, in various
degrees and combinations. in a study by Peterson and Shigetomi (1981) where children were
the participants, four groups who were to receive medical surgery were compared: two CBT
groups, one given‘coping skills training, relaxing imagery and practice in seff-instructional training,
and another given coping skills and modelling, a third group who was give'n just a modelling
treatment, and the forth was a no-treatment control. The two CBT groups demonstrated better
post-surgery adjustment on measures of anxiety and cooperation. In another experiment, Tan

~and Poser (1982) compared a CBT skills training group with two. control groups on their stress
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reduction effects on people given a difficult X-ray procedure. The CBT group was given skills - |
training in relaxation, deep breathing, distraction, imagery, and self-instructional training.

Several studies have been conducted with CBT directly applied to treat the distress
caused by dental treatments. Venham (1977) compared a television watching dental patient’
group with a control group, tmdmg after treatment that the TV group had lower average heart rates
and lower self-reported anxiety. Corah, Gale, and lllig (1979b) gave one group of dental patients
taped relaxation instructions and another experimental group was allowed to play video ping-pong
during their dental t'réatment. Both groups faired better than controls on several measures.
Although includéd in adiscussion of ‘CBT research by Anderson and Masur (1983), there appears
to be nothing about the treatment methods in these studies that distinguishes them .from other
treatment methods.

Nocella and Kaplan (1982) used a stress inoculation CBT treatment to prepare children for
d.ental treatment. The CBT procbedure involved an average of 15 minutes in order to give children
skills in identifying stimuli that might trigger arousal, tgach deep breathing excercises, and give
exposure to positive self-talk. The children who reciei?ed thié training uttered fewer verbalizations
and exhibited fewed body movements during subsequent dental treatment than d'id attention-
~anda no-treat_men} comrol's; In a study where an attempt was made to prepare aduits for denfal_
treatment, Akins, Hollandsworth, and O'Conneli (1982) matched visual and verbal énodés‘of |
treatment with respective preferences for patient's learning styles. One treatment gfoup used an
imagéry-based coping style while another group was téught a self-instructional training coping
. ‘strategy. Both treafments were found to be significantly more effective in reducing self-reports of
discomfort, relative to a no-treatment control. However, they falled to show any sngnmcant
interaction between the the preffered mode of learnmg and the treatment effectiveness.

Hypnosis |
The recbrded hiStory of the use of hypnosis in dentistry spans almost 1 1/2 centuries

(Ross, 1981,. Hilgaard and Hilgaard (1983) reported that the first instance of a tooth being
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. extracted with hypnotic anesthesia was performed by Oudet ih 1837, five years before ether was ‘
reportedly used as an anesthetic for an extraction. Prior to the second world war there were only
'spo_radic accounts, typically single case studies; in the literature on the use of hypnosis in
dentistry. For e‘xayrmle, Wallis (1883) discussed a case where suggestion was inadvertenﬂy given
instead of nitrous oxide to successtully produce anesthesia. Langley (1885) discussed the
physiological action involving pain inhibition with hypnosis. Also, Best (1930) discussed the
benefits of using hypnosis with some dental patients.

Aco_ording to Hilgaard anzi Hilgaérd (1983) it wasn't until the second world war that many
dentists began to use hypnosis with larger numbers of patients to produce analgesia. Bgcause
ghemical anesthetics were not available in most locations, hypnosis was applied by many- dé%tists
from necessity. For example, hy‘pnosis was successfully employed with 23 out of 29 patientsin a
prisoner-of-war camp in Singapore in 1945,

The use of hypnosis for analgesia became more common in the 1950's (Petrov, Traikov,
Kalengiev; and Sharankov, 1964). Case histories fo;' a variety of types were reported. For i
example, Heron (1951) used hypnétherapy to induée relaxation with dehtal patientsT He claimed
that training a patient to relax while in the dental chair was more important than inducing
hypnoanalgesia. He argued that the time required to induce hypnoanaigesia and the uncertainty
of its effectiveness are factors contraindicating it's general use. Some of the earlier work where
hypnotherapy was applied to dentistry was done by Burge;;s (1952). He actuélly developed an
elaborate procedure and induct_jon strategy of hypnosis to be used Agenerally in a dental setting.
Moss (1956) was the firét to coin the term hypnodontics. Around the same time Chiappone
++956) reported the successful use fo hypnosns mvolvmg dental surgery for a patient requiring the
construction of dentures, and Marcuse and Phipps (1956) reported on demonstrations of two
extractions performed while patnems were anesthetized through hypnosis. Although the
operations were camed out successfully, the authors claim that "pedagogical” conditions were far’

from ideal and therefore they we‘r,é not entirely supportive of encouraging the general use of



38
ﬁypnosis. Other case reports included,’one by Ameht (1955) Wm used hypnotic anesthesia for a
woman considered hysterical and who had incurred a previous tratmatic experience with
dentistry. Also, a case was reported by Stolzenberg (1955) where hypnosis was successtully -
applied for anésthesia, and hemorrhage and salivation control during oral surgery.

' Probably the most extensive application of hypnosis to dentistry during the 50's decade
was repérted by Jacoby (1955). ‘He tabulated the cases seen in a 2 year period where hypnosis
was used for anesthesia. Jacoby (1955) included a description 197 'casés and 776 appointments.
Anxiety reduction was also a major focus of hypnotherapy for many of these cases. In some
instances pétients were prepared with a recording of relaxation hypnosis. Jocoby ohserved that
only 8 of the 197 subjects could not reach at least a hypnoidal (light) stage of trance.

| By thg 1965'5 hypnosis was an established topic in the literature of dentistry. Sector
(1960) wr‘oié extensively on the removal of symptoms, such as gagging, that interfered with
deﬁtal treatment. Despite a plethora of positive reports, the advanéement of the use of hypnosis
in dentistry didn't procéed without and critics. For example, Borland and Epstéin (1961), in their
evaluation of hypnosis in dentistry) reported that mosf well-adjusted dentlsfs tended not to usé
hypnosis and those who did also tdnded to take holidays often. They insinuated that the use
hypnosis stemmed from some dentist's insecurities. Gutwirth(1965) made the charge that
hypnosis is comrblling and emotionally harmful to the patient. These various claims of the of
deleterious effects of the uses of hypnosis have yet to be substantiéted (Clarke & Jackson,
1983).

In the 1960's, despite some pointed criticism, the use of hypnosis spr'ead in dentistry.

Jacoby (1960) reported on 300 dental patients who were treated with hypnosis. He advocated
the use of tape-recordings for the conditioning of dental patients. Many different
hypnotherapeutic strategies were used by this time. For example, Stolzenberg (1961) had used
an age regression technique to treat two dentally phobic patients. During this period of dental

hypnosis r.search, Polish researchers had also begun to use and acknowledge the beneficial
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effects of hypnotherapy for creating anaigesia for, what they called, stamatolocal treatments
(Petrov, Traikov, Kalengiev, & Sharankov 1964) 5

Also in the 1960's there was more talk about the kinds of hypnotic inductions available to
den_tiéts. Previously only formal inductions' and direct suggestions were used. Owens (1966)
discussed formal inductions like arm Ievit.a-tion as well as more inforrﬁ; hypnotic inductions that
serve to distract or redirect awareness. M. Erickson had, by this time, also discussed the
importance of informal, less direct inductions for use with dental batiems. Moreover, by this time
- there were in-depth descriptions of specific applications of hypnotHerapy for dentistry. For :
example, Moss (1965) outlined the various applicationé of hypnosis in dentistry, including: patient
relaxation for the elimination of tensio‘ns, anxiety, and fear of discomfort, changing maladaptive
dental habits, anesthesia, analgesia, preventing gagging, and controlling bleeding. Also, Moss

A
(1965) gave consideration to the distinction between directive and non-directive applications.

‘Pollack (1966) experfmer]ted on the relative effectiveness of two pain control treatments
for dental patients. One 'group received suggestions that novocame was entenng a particular site
while another group received a real topical anesthetic. The effectlveness of the suggestions led
the author.to conclude that suggestion is a crucial factor in pain control. This finding aiso ¢
coincided with Melzér@/f*%d Wall s (1965) gate theory of pain, discussed in the prevuous section
on the interaction of paln and fear Despite the occasional report of a group companson study,
again, in the 1960's most reports were of smgle cases.

Chastain (1965) reported on the successful elimination of a gagging problem that had
interfered with a patierﬁ receiving dent;I treatment. Similarly, a case of stopping the tongue-thrust
habit of a dental patient was reported by }'<rowder (1965). Some extraordinary repdﬂs of the

v $ucceSSfu| use of hypnutherapy during dental surgery_with hemopbhiliacs was reported by Dufour
- (1960) and Lucas (1965). Also, the successful treatment of facial pe;in was claimed by Kehoe

(1967).
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Case study reports endured into the‘ 1970's. The use of hypnaosis for analgesia'was
extended. Bartlett (1970a) used hypnotherapy with anaigesia suggéstions to allow the >non-
anesthetic treatment of a patje'm who had a novocaine allergy. He commented that frue chemical
anesthetic allergies are extremely rare and that the patient he treated actually had a |
psychosomatic allergy. In another experiment Bartlett (1970b) also recommended the use of
Erickson's (1961) strategies for hypnotherapy, including notions of indirection and
permissiQeness of language.

Tinkler (1971) asserted that 9 out of 10 c‘iemal patients could be helped by hypnosis. He
arguedltﬁat some patients were capable of experiencing deep trance, which can produce
analées_ia, others experiehce medium trance, and some pain, while those who experience light
trance c’an feel more relaxed and comfortable. He outlined many of the same uses for
hypnotherapy as earlier described bv Marcus (1963). Yet another researcher, Kleinschmidt
(1971), stated that 80% of patients could be helped with hypnosis. B‘y this time there were many
reports of . - -0sis used to reduce dentaf patient's fears (Eg. Golan, 1971; McAmmond, 1971).

The interaction of dental patient's fear and pain was well understood and led to more
attempts to reduce patient's fears. The recognition thét hypnosis should be used to reduce
patients fe\ars and not just pain was expressed by Strosberg (1972). Similarly, Neiburger (19735
stated, "Clinically, a relaxed patient will not fee! as much discomfort as an anxious, fearful pétient.“
He reported on the use of a sensory confusion method of suggestion that incorporated thé use
of non-specific, non-anxiety prtsducing language, a strategy resembling the hypnotherapy
strategies of Erickson (1961).

Goldberg (1973) provided a comprehénsive overview on the role of tension in the
development of various dental probiems and specific approaches for eliminating those problems.
H_ypno_therapeutic approaches to the‘ treatment of bruxism was one of the areas dfscussed. A
particular method .mem‘ionved inv’olvéd hypnotizing patients and then giving suggestions ,16

squeeze oi:e fist while simultaneously recalling happy events and allowing the other fist to open, .
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letting unhappy events drop to the floor. It was assumed that Way the patient could leam to |
contain happy events while letting go of unhappy events and gradually feel more comfortable and
relaxed. The uses of hypnosis for reducing dental anxiety were reviewed by Schey (1976). ‘This
author charged that the therapeutic value of hypnosis was difficult to assess as the research had
been limited to mainly case studies, rather than group oompanson studies. He added that there is

"an absolute lack of statistical research in evaluatmg the effects of hypnosis-in dentistry in all of the
reviewed literature.” (p. 119) ln conclusion, Schey (1976) sv;ggested that h;lpn05|s should be.
useﬂ’ mainly for fear reduction.

The challenge for more group outcome studies assessing the effectiveness of
hypnothgrapy in dentistry was soon met by Barber (1976). He reported on the remarkable
success of a hypnotherapeutic procedure he called Rapid Induction Analgesia (RIA), which he
used with dental ,patients in place of chemical anesthetic. He found that RIA could.be effective
with dental patients regardliess of hypnotié spsbeptibility. RIA involved an individuélized method
of hypnotic induction where the patients were given indirect suggestions for relaxation and
analgesia.. Later Barber (1977) conducted a clinical study of 100 dental patients. The critérion for
successful analgesia was to undergo dental treatment without chemical anesthesia. He reported
- the asvtounding success rate of 99 out of 100 having reached the criterion. Again, hypnotic
susceptibility was neither assessed nor considered, and was obviously not a critical factor in the
effectiveness of RIA. Cohen (1977) reported he had received tyvo letters from dentists who had
worked with Barber on the clinical study. They‘had used Barber's RIA method themselves
subsequent to the study and reported experiencing highly positive results.

Barber's (1976, 1977) research seemed to instigate mahy group outcome“ and
cornparison studies. Snow (1979) used the RIA procedure to examine it's effectiveness in
reducing the pain of certain paraplegic subjects, finding a'much less positive ;effect than that |
reported by J. Barber (1977). Similarly, Crowley (1980) found that a low percentage of a sample of

patients undergoing minor podiatric surgery; obtained analgesic benefit from the RIA procedure.

>

wi,
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‘New research on variables affecting the comfort of patients during dental tréatment 4and
on hypnotherapy, generally, was als_o‘undertaken. Katcher, Segal, and Beck (1984) compared.
the effects of five independent variables on the anxiety and discomfort of patients undergoin'g.
dental surgery. Treatment cdnditions included: having one group of subjects contemplate a
nature poster, éridlher group watch an aquarium, a combined boster/aquarium group, a combined
acu. "'Jnl)rTQEJ;osis group, a hypnosis group, and a control group. The standard induction
hypnosis groups and the aquarium contemplation, alone group produced greater reductions of
anxiety than the poster-contemplation and no-treatment control groups. That-aquarium
contemplation would be better treatment than poster contemplation and a no-treatment control
couldnt Be explained by the authors, although they described several delimiting aspects of the
research. Cautions frdm.Katcher. Segal, and Beck £1984) about interpreting the results included
the posgibility that, the various procedures, although not formall;involbing hypnosis, may have |
jnVolved variable suggestion effects across the treatments; Another apparent problem with the
study was the small number of subjects of each group. Only in the abstract of their article did the
authors mention that 42 subjects wére assigned to one of 5 treatment groups, apparently yielding
just about eight subjects per group. ‘

J Barber's (1976, 1977) work stimulated controve sy ahout the efficacy of indirect (often
referred to as Eriéksonian) cofnpared"with direct forms pf inAnictions and suggestions in
hypnotherapy. . Yapko (1983) reviewed the hypnotherapy styles aind considerations of, among
others, Bandler and Grinder (1979), Erickson and Rossi (1981), Haley (1973), and Watzlawick,
(1978}, providing an appraisal of direct and indirect suggestion styleé ,He noted that rather than
being conSIdered all-or-none categories the direct and indirect styles could be consndered ona
continuum, neither one being at the extreme from a practical viewpoint. Direct suggestlons

according to Yapko (1983) were ones having obvious connections with both the problem and the

outcome desired by the clinician. This form of suggestion was considered to appeal more to
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conscious processes, with the advantages that for both the clinician and the cllent there was a’
clear relationship between the treatment plan and problem Some clrents preferred to understan
the reason for their change, and with drrect suggestions they might feel more involved in the
change process Moreover, if change does occur for a given problem then the person might

~ .

keep some of that ablhty to generalize to other problems, to apply a form of problem- -solving ability

‘to other problem situations. Another advantage to the direct method from Yapko's (1983)

analysis was that, wrth the client being more involved, the cltent and clinician share responsibility
for therapeutic outcome. |

Disadvantages of the direct approach were considered advantages of the indirect style.
One |mportant reason for selecting hypnosis as a treatment was to utilize resources from the

-

powerful unconscrous (Watziawick, 1978). Direct suggesttons wouId be less likely to go directly tc

-the unconscious. Suggestions that were indirect consciously were considered to be more

directly connected with unconscious processes, ke those tnvolvin'g the individual's world view

-and self-image.

The more indirect style was: vtewed by Yapko (1983) o havmg an indirect, covert

relationship to the probtem at hand and to the desrred response sought by the clinician.” (p.272)

The assumptlon underlymg the indirect style was that suggestions given indirectly appeal more
readily to the unconécrous mind. Therein lies the main advantage rndtrect suggestlons can

bypaSs conscnous awareness. Suggestlons may be delivered via metaphor, or anecdote thereby

. AL,
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being less threatening, arousrrtg,i,ess res:stance while bemg more tnterestmg and- engagmg
Furthermore the derect style~ot delivering suggestions gave the client opportunlty to pro;ect '
therr own understandlng, and reduced the chances that clinicians imposed their behefs and-
values. | .

Dlsadvantages of the indirect style, from Yapko s (1983) analysis, mcluded the possibility

of altenatrng or distancing the chent bv,oftenng suggestlons which the client mtght consider

unrelated to the problem. The therapist risks being mlstrusted and Iosrng Ieverage in therapy
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The author also mentioned that th_e use of indirect suggestion jeopardizes the client's welfare as
there is an inherent lack of informed consent for the treatment. Moreover, there has been a
poten:al irnbalance of responsibility, leaving the client feeling a lack of control and frustrated, and
the therapist burnt-out. !
Finally, Yapko (1983) suggested, consistent with Zeig (1980) that a clinician can be more
’ f effective with hyp.nosis 'gi\‘/en skills in both d’irect and indirect styles, that an indirect approach is
not necessary for those clients who will follow direct_suggestions. Indirect suggestions should be
offered when clients might be considered resistant or Iess responsive in therapy

To reiterate In"1965 Moss considered the difference between direct and indirect
methods. Shortly thereatter, T. Barber (1969) also argued for the indirect method. He stated that
indirect, permissively worded suggestioins were more effective than those worded authoritatively.
Later, carne the clinical experiments Iike‘those of J. Barber (19786, 1977)“ previously cited.
Continumg the trend, in another expenment comparing direct and indirect hypnotherapy (‘ ~
techniques, Alman and Carney (1980) tested the effectiveness of each for producmg a sp:ec‘rhc
o posthypnotic behavxor They found that a modified version of Barber's (1976) RIA method, an
indirect approach, was more effective in producing a neck scratching response, particularly in
females, than a version that was modified to be direct. They also found that the hypnotic
susceptibility scores were not necessarily predictive of the posthypnotic;responses of the indirect
group, although for males theve vl:as a moderate {r = .SB) correlation between the posthypnotic
behavior and susceptibility scores. They concluded that those with low hypnotic susceptibility
. scores for direct inductions and suggestions can be responsive to hypnotrc treatment and that
therapists might -have more efiectrveness by using both indirect and direct styles - -

Stone and Lundy (1985) employed 96 participants in an experiment to Compare direct
and rncurect hypnotlc suggestions in producrng body movements in those who were either given

a standardlzed inductron or not They iound that the mdtrect wording resulted in more positive

reactions to the body movement suggestions for the hypnosis condition, whereas there ' was
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more response to direct suggestions in the non-hypnotic ‘condition.. The indirect result was
predkted lfro'm an Ericksonian viewpo‘int where the_re would be expected less resistance to
indirect suggestions. However, one woul_d'also expect in the non-hypnotic condition that the
indirect suggestions would more likely have produced superior effects. ' The authors were
puzzied by this result, and offered no explanation.

VanGorp, Meyer, and Dunbar (1985) studied the refative efflcacy of direct compared to
lndrrect hypnotlc induction techniques on pam that was produced expenmentally Between 9 and

13 subjects were assrgned to each of5 groups. Conditions rncluded: standard induction

hypnosis, suggestion without hypnosis, Barber's (1977) rapid induction analgesia, progressive

relaxahon and a no-treatment control. It is rmportant to note that what these authors called an
indirect mducuon with regard to Barber's RIA method was actuc's presented to the SUb]EClS vra

audio tape. The primary pam measure was a simple verbal report of pain on a 10-point scale.

Subject's pulse rates were a' © used as dependent measures. Their results ind'icated that the

greatest average pain red. :li:ns were gained by the group who were given the traditional

i
T

-hypnosis (standard induction) whepetreatrnent groups were compared to the no-treatment

controls. The RIA group apparently did not show significant pain reductions. -

Gillet and Coe (1984) oompared J. Barber's (1977) RIA method with a shonened ﬁlA
procedure, that they called short induction (Sl). They were concerned w.ith the effectiveness of.
the RIA procedures on discomfort. 'They were also interested in the possible effects of both
hypnotic susceptiblitiy levels and dentavl procedure discomfort levels on hyonofic analgesia. Both ‘
the long RIA and shorter S! inductions were delivered to subjects on tape, based on Barber's
(1977), RIA procedure. Like J. Barber's (1977) main dependent‘rneasure, the criterion for
sUccessful treatment was whether the patjent received chemiialj(gsthetic. Their results showed
that 56.7% (17/30) subjects of the full, 23 minute RIA groupﬂdldn't request anesthetlc and 46.7%
(14/30) of the Sl group didn't make the request. Also rmportant there Were no $rgﬁmcant

drfferences in hypnotrc analgesia across hypnotic susceptxbllrty Ievels Even when the data were )
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reduced t01 comparisons of high and low susceptibility with high and low pain procedures, there
was o relationship found betWeen susceptibility and the request for anesthetic. However, the
level of discomfort of a given prdcedure shO\A_)ed an effect on patient's responses to RIA.
Pahicipams experiencing high discomfort pro—cedures requested cherpical analgesia more often
~ than did those who were treated with low discomfort procedures. Not surp—risingly, itlwas also

found that chemical analgesia wals more likely requested as the levels of discomfort of a‘procedgre
increased. | |
Gillett and Coe (1984) conceded that their study was not entirely an accurate replication of
ihe approach taken by J. Barber (1977) mainly because a standardized, tape recorded version of
FHA was administered rather than a more najural approach. They adéed that, "individual clinicians
“with more freedom of wordihg,‘ timing etc... may indeed do befler (or wofse), but that is a question
for future study."ﬂ (p.,'\88)" It should be stressed that the procedure o—f J. Barber‘s (1‘97_7) stuﬁy also.
. differed in that the pati»ents were testgd for analgesia just before the dental treatment by the |
dentist placing the "point of the explorer to the palate”, and during the prt')cedure, if the paﬁent
raised a hand to indicate a deSire ‘for anesthetic, the post-hyprotic cue was reint-oduzed. That is,
if the patient requested anesthetic, tﬁen either the dentist or J. Barber would * :hine patiént on
the shoulder to reactivate the post-hypnotic ng_gesﬁon for comfon; relaxa;tior nd analgesia.
The patient was not automatically given aﬁesthetic. In contrast, with Gillet and Coe's (1984)
procedure the dentist provided the patient with chemicallanesthe'tic after the fi-~ reques't.’ Gillett '

and Coe (1984) surmised that their initial rate of anesthetic request was actually lower than the

approximately 70% rate reported by Barber (1977). Given the same procedure of 'reintrodﬁcing

K]
.

the post-hypnotic cue, Gilie’t and Coe's (1984) rate of successful induction of‘ RIA migﬁt have
been higher. '

As mentioned in the introduction T “ston aﬁd Roth (1985) reported an experime‘nt
comparing the effectiveness of two kinds of hypnotic inductions on subject's pain'th-res,holds fo

/

experimen.ally induced tooth pain. One induction technique was direct, providing an iriduﬁ:fion
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by focusirn each subject's attention on repetitious and direct suggestions. The other was

- indirect, based on Barber's RIA method with concern for naturalistic, permissive language, '

‘communicating with double binds, using symbolism and imagery, and implying that control over

their experignce rests with the individual subjects themselves. They found that the direct
induction hypnosis method was effective in raising the pain thresholds of only highly susceptible
subjects, whereas indirect-induction hypnosis was effective reducing pain thresholds of subjects,
regardless of degree of suggestibility.

Employing 56 volunteer participants Woolson (1986) conducted a study to assess the
differences produced by utilizing an Encksonianf ndirect scale of hypnotic susceptibthty for

participants given lndirect suggestions, and companng those susceptibility levels with those of

participants who were given direct suggestions and a test of direct susceptibility (the Stanford

Hypnotic Clinical Scale). He found that more of the mdirect group partncnpants achiéved medium
: [t
or hlgh -suscepibility leveis and that they tended to be iess aware of their levels of trance. He

e

cited research that revealed that individuals who were assessed té have low hypnotic

,susceptibulity based on direct tests were subsequently more responsrve to indirectly worded than

directly worded sugge ’UOHS Specifically, Woolson ( 1986) cxted Angelos (1978) who found that

subjects given indirect suggestions for analgesia during a coid water immersion test reported less

pain than‘fﬂfd those given directly worded suggestions. Also, Alman (1979) was cited for the

report that a posthypnotic suggestion for neck-scratching was more Iikely successfully carried

1Y
i B3

through if the suggestlon was indirectiy worded. 3.‘

Prevuously mentioned, Jacoby (1960) reported on 300 dental patients who were treated

wrth hypnosis and he advocated‘ﬁ’ie use of tape recordings for most of the presentations of

inductions and suggestrons The issue of the comparative effectiveness of taped as opposed to

live hypnotic presentations has been addressed occasxonaliy in the Iiterature For example,

Svorad ahd Lanc (1963) compared participants’ body sway responses to recorded andlive

¥
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presentation suggestions. They found that, regardless of preseﬁtation modé, the procedures
produced comparable effects in eliciting the behavior. Similarly, T. X. Barber and Calverley (1964),
in two separate experiments determined that the effects of recorded and live presentations of
hypnotic suggestions were similar. In the first experiment they éompared tﬁe ;suggest'ibility 42
. women who w'ere given recorded suggestions with 42 women who were inen suggestions
orally. They found no appregciable differences of scores on 7 out of 8 items of the' Barber
Suggestibility Scale.. One item, the hand-lock suggestion, was superi'or‘for the recorded
suggestion group. Inthe second experiment 33 men in one group and 33 in another were
compared, one 'given orally presented suggestions and the other recorded .ﬁuggestio‘ns.
Although the recorded presentation groub showed some superiority in éugge_sﬁbility on2ot8
items, overall their were no significant differences. They noted that the advéntagé of
administeri.ng hypnosis via l;ecordfngé was the ability to standardize the procedure, and
concluded that there waé sufficient justification to use récorded inductions. énd suggestions.

| .Certainly from an Ericksonian perspective,.at least for developing initial trances, a live
presentation wouldvbe considered preferable. For example, éilligan (1987)wrote extensively on
the imp;)riance of hypnosis being an interpersonal experience and the need to pace -client's
ongoing responses and experiences. A.Iso, Woolsbn (1986) incorpp;ated participants responses
within the indirect/Ericksonian induction in his study, consistent with Erickéqn’s priﬁciple of
utilization. As he stated, "For instance, if eye flutter was observed during thezb(ocedure, the
operator could comment, ‘And asihose eyelids' contiue to flutter you can find yc;ijrself goi,ng even
deeper'.” (p. 24). .

Gillet andACo'e (1984) and VanGorp, Meyer, and Dunbar (1985), as mentioned, replicatéd

Barber's ind?red method, but with audio-taped presentions of hypnosis rather than Iivé, oral |
ﬁresemaﬁons.' Gillet and Coe (1984) ack'nowledged that live presentations might ﬁave improved

the effectiveness of the approach as applied in their study. Crasilneck and Hall (1985)@sseﬂfd "
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that , "recorded suggestions cannot provide the careful attention of a therapist.”(p. 65). They
argued in favor of live hypnosis for clinical treatment.

Unusyal Hypnotic Procedures

Varions other procadures have been empioyed to augment or facilitate hypnotic
inductions and responsiveness. Margolis (1966) used what he,called a brain wave synchronizer, a
device that emits a sound ostensibly atthe same natural frequency of the brain, on an alpha
frequemy, which he claimed can reduce ones resistance to hypnosis. Morosko and Simmons
(1966) used audio-analgesia a method of introducing music with a masking sound simultaneously,
reducing.an‘xiety and positively altering pain thresholds and tolerances. Neiberger (1973, 1976;

11978) has successfully employed a method he labelled-waking hypnosis whereby clients were
encouraged to reinterpret anxiety provoking stimuli as experiences that are relaxing and |
comfortable.” In other novel u‘ses of hypnosis, Morse (1977) has shown the effectiveness of
hypnosis combined with. meditation to reduce fear, tension, and pain, and control salivation during
dental treatment.‘x ;\lso. nitrous oxide administration and hypnosis have been used together to -
provide dental patients with comfort, the nitrous oxide preparing the patient to be more
responsive to hypnotic suggestions (DiBona, 1979).

Many non-intrusive, psychologically based mterventrons have been applied to reduce
patients’ drstress during dental treatrhent. More extreme forms of distress, manrfested by severe
anxrety phobia, and avoidant responses have found some relietf from treatments of rnodellrng,

. systematic desensitization, hypnosis, and cognitive-behavior therapy. Behavior: modrfrcatron
treatments have typically been applied for controlling children, or other so-cailed difficuit-to-
‘manage patients. Preparing dental patients by\early exposure to non-distressing dental visits has
long been kknown to help prevent the development of intense dental‘fearvs. Equally important are
dentists relationships with patients, as dentists have been implicated in both the development

and alleviation of distress respyég%es of patients, depending on their style of interaction.
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Although clinical researchers have provided many non-intrusive proceoures to eradicate -
and prevent dental patient's distress, obstacles have prevented routine applicat'ions. One
criticism consistently grven for procedures has related to the time and expertrse rdqurred for their
administration.(Scott, Hirschman, & Schroder, 1984). Hence the challenge for researchers is to
develop and refine treatments that are reliable yet can be applied ln/shorttlme periods by dentists
. or their staff. The proposed research is partly in response to thiséallenge. to examine brief,
preparatory, hypnotherapeutic treatments that can be applied to mildly and moderately fearful
denal patients, 10 alleviate their distress during dental treatment. The main practical question
relates to the distress reducing effectiveness of brief hypnotherapy with dental patients. The
questions of theoretical import relate to the comparative efficacy on two dimensions, one
involving permissiveness or non-permissiveness, and the other comparing relatively personalized
(live) with relatively non-personalized (taped). This lollows, in part, the line of research begun by
J. Barber (1976, 1977) and his studies on the RIA method. |
Hypotheses
Following are the main hypotheses derived from research reviewed:
1. All experimental hypnotherapy treatment groups will show lower post-intervention
levels of stress and dlscomlort than the no- treatment control group
2 The mdnrectly worded and llve hypnotherapy treatments will show superiority in
effectiveness when compared with the control group. Conversely, the directly-worded
induction, and taped presentation conditions will prove to be inferior to the the indirect
and'live conditions when compared with the control group.
3. Many of the variables will be interrelated so that: (a) early exposure to dental

treatment will correspond with lower dental fear and distress, (b) previous

dental trauma will correspond with higher levels of dental fear and distress; and
(c) dental distress measures of fear and pain will show close correspondence, while

ineasures of comfort will be negatively related to those distress measures.

s
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In the next chapter the method that was used in orderto investigate these hypothesss is

described.



I METHOD
®
The method was selected to be consistent with the primary hypotheses.firsf that
hypnotherapy is effective for preparing dental patients for dental treatment procedures, second, |
that indirect and‘ live hypnotherapy conditions Would be most effective, and, third, that many of
the measures would be interrelated. Four hypnotherépy groups and a control'group were
: compared on s:everal measures of dental distress. 1
, Design L
The main design erﬁployed has been referred to as a randorﬁized group design (Craig
and Metze, 1986). ‘The panjcipants, 100 in number, were randomly assigned to 5 groups, which ’ 3
were compared on several dependent measures. All but one of the measures of the dependent
variables were taken once only, following the par: - '~.ant's dental treatment. One cmcia[ m;easure,
the Corah Dental Anxiety Scale, was taken twice, a repeated measure that couid be coﬁsidered
. both a within-subject (pre-post) arid between-subject (post only) variable. This particular measure
was taken to select participants based on their pre t?eatmeni anxiety levels. ) !
¢
This randomized, group-comparison design is consistent with the designation of a true:
experimental design according to authorities in psychological and educational research (Campbell
and Stanley, 1963).
Participants ) ‘ | ~
“One hundred, three participants took part ir) the experiment. Of the 193. a total of 100,
50 men and 50 w‘omen, were included in ﬁnal analyses. One participant was omitted early in the
' experiment vbecause she was on anxiolytic medication. Another two participants, the first two from
the'éontrol condition, were omitted 2arly in the study because the experimenter spent excessive

time conversing with each person prior to their dental treatmen:. The time was considered to

[ make them feel more relaxed. Therefore, control participants were left to wait on their own.

~ Each participants was recruited from a dentist's appointment list. They were informed of

. the general nature of

v

the experiment and asked to participate if (a) they were at least 18 years .of
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age, (b) had moderate-to high anxiety about dental treatment (measdred as between 8 and 16,
'inch'Jsive, on the Corah Dental Anxiety Scale - CDAS), (c) were not on anxiolytic medications, (d)
‘ , )
ere to have demal treatment involving the filling of one or more cavities, requiring anesthetic and

_drilling of one or more teeth , and (e).they consented to take partin an experirﬁem where either
hypnosis might be used to reduce distress associated with dental treatment, or they would just be
asked a number ot questions and monitored throughout their dental treatment. Each

volunteered to take pan, were introduced to the experiment (See Appendix | fo;' introductions)
and gave informed consent by acknowledging that they were giv:en'a_dequate explanation about

the procedhres (See Appy/dix Il for Consent Form).

— .
Assessment Measures

{ .
The main purpose of the experiment was to assess the effectiveness of preparatory

. hypnotherapy approaches for reducing dental patient's distress during their treatment. The

construct distress was assumed to have dimensions including fear, péin, and discomfort,
therefore corresponding measures had to be selected or devised.. The next specifications relate
to the dependent variables in categories of self-report measures, othérs' ratings, and a
physiological index of distress. .
Self-report Measures

The Corah Dental Anxiety Scale (’CDAS; see Apb}ndlx 1) was utilized as a primary self-
report measure of individual's anxiety for der;fal treatment. The scale, mentioned in chapter | was
described to have excellent reliability Witﬁ a K-R,A intemal consistency correlation of .86 and test-
retest reliability of .82. The CDAS wés adrﬁ'inistered twice togach participant, once prior to their
dental treatment and then immediately following dental procedures. The scréening administration
of the CDAS was done over the phone whereas the dependent measure was done with the
dental patient, |n perso@THis waé the oﬁly repeated measure, administered asva pretestin order
to select mo)derately to highly anxious dental patient_s, and 1o prdvide later control where pretest

score differences might have biased outcome measures.

i
gt
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Participants were also administered the Dental Fear Survey (DFé; see Appendix X) after
their dental treatment, as an additional self-report measure of anxiety. The measure was included
as il provides more sp_ecitic information as td the source of dental patient's anxieties, allowing for
delineating anxiety into‘avoidance. physical, and cognitive dimensions. .As additional measures,
patients were asked to rate their pain, their fear, and tr:eir comfort during dental treatment on 10-
point, likert-type rating scales (See -Appendix IX for Patient's Rating Scale). The self-report
measures discussed to this point, the CDAS, DFS, a‘nd ratings of pain, fear, and comfort,
constitute components of the participant's own reports of dental distress.

Indices of each participant's distress were obtained from ratings by both the dentists and
dental assistants involved (See Appendix VIl and Appendix VIII, respectively, for Dentist's and
Dental Assistant's R_’ating S‘cates). Estimates of levels of participant's pain intensities and comfort
levels were gath'ered from ratings on each variable based on the parttcipant's behtavior while
receiving dental treatment. t’he dentists' and dental_assistantE‘f tatings of pain and comfort were
made on 10-pointv|ikert type scales. As anothef‘f)ali\n_inde;, the amount of anesthetic required by

| each patient was recorded by the dentist. e .
Physiological 1

Galvanic skin response {GSR) meaeures were taken on each dental patlent 5 times

through their dental treatment. The devuce used for this measurement was a biofeedback

mstrument giving simultaneous reciprocal readmgs of conductance and resistance of the skin.

Individuals normally experience higher conductance of the skm dunng times of dlstress as

sympathetic nervous system actlwty is mcreased. Simply stated, most person's hands and flnge,fg
perspire more when‘ they are teelind anxiety, pain, or,'other discomfort.

A 'basetine measure waé taken 5 minviins after each participant was seated in.the dental
chair. Subsequent measures were taken .. '~ the highest level during hypodermic injections of

anesthetic, (b) the level during the first 10 seconds @hen drilling Segan, (c) toward the end of
’ - . = : et .

¥
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'drilling or 3-5 minutes after the.pynset of ddlli_ng, and (d) when the dental procedures were
complete. -
Additional measure

Several additional self- and other's- ratinds were acquired from participants either prior to,
or after, the dental procedure. Prior to their involvement participants were reduested to complete
the A-Trait scale of the Stait-Trait Anxiety Inventory. The Scale consists of 20 questions, yielding
a measure of general, trait anxiety. A brief, dental history questionnaire was also given to each
participant before iheir involvement; questions were asked about the time since their last dental
treatment, their first encounter with a dentist, whéther they experienced trauma in the chair, if ihey
avoided going to the dentist in the past due to fear or lack of money, or wether thei/ had ever
considered any of their previous dentists’ manners poor (See Appendix V).

During hypnotherapy’ interventions the paricipants were rated by the experimenter on
their dféh\of trance, generally-following a 1-4 levels categorization dased ;éniy on the criteriad\
outlined by Crasilneck and Hall (1585) and consistent with considerations made by Eriekson and’
Rossi (1979)0. Cr;teﬁa considered and corresponding levels were :1) Hypnoidal - fluttering of
eyelids, some apparent physical relaxation,:closing the eyes, apparent lethargy, 2) Light Trance -
deep, slow bfeathing, relative motionlessne"és;-deepening of lethargy, 3) Medium Trance - very
slow breathing, face flaccid, deep relaxation, report after of deep relaxation or comfort, and 4)
Deep Trance - lip pallor, passivity, head resting back or slumped, emnesia.

Other additional ratings included dentist and dental aééistant ratings of'cooperation asa
reflection of patient's apparent willingness to follow instructions and directions while receiving ,
dental treatment. As a measure of their enjoyment of the experience, those patients who were
presented with a hypnouc induction were asked to rate their enjoyment on a 10-point scale. They
were also asked to rate how forceful or pushy they considered the iniervention to ;)e and asked

to respond "yes or "no to a question askmg if they would like the hypnotic mtewentlon again

before 'the next tre_atment.
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The dental procedures were rated for their levels of intensity, an indication of the dégree
of distress the dental treatment would 'kely cause the average patient. Finally, dentists were

asked to record the time taken for each client's dental treatment.

Procedure S , e
: | .. ” e 1:’:"&.‘." '
Patients were administered the pre-test scales, including the:consant féafnﬁmg _W'I:‘,. the
: ' . _ : o "-yf?h{""&l‘:}";'\, SfR T
CDAS and Dental History Questionnaire(DHQ) prior to their dental treatment. The 3 .&%ﬁ;the
. L A A O

DHQ were édmin;stered orally whereas the STAl was given to the participant to rgad aﬁd ﬁlllr;
Following this pretesting, }he participants assigned to the control condition were asked tb wait for
their dental treatment. Théy usually waited 15 to 20 minUtés. Participants of the hypnotherapy
‘ treatment conditions, depending on the group, were either presented a recording of a hypnotic
:w"'fnduction, delivered from a portable t"z:a‘:ﬁe-recorder, stereo headsét, or presented with a live
induction. As well as the live-taped differentiatioh, there was also a direct-indirect difference in the

kind of induction. This direct-indirect discrepancy was well described by Fricton and Roth (1985):

The indirect technique includes language that is individualized, natural,
and is intended to be consistent with the needs of the subjects. Suggestions are
constructedfrom close observation and understanding of the subject's
perception of his or her own experience. The language utilizes the subject's
experience and builds on it to create 4n acceptable experience. Characteristics
of this technique include using permissive language, creating double bind
communication (Erickson, 1964), using imagery and symbolic language, and
implying control rests with the subject. An example of an indirect suggestion is "l
wonder if you are surprised to notice that as you take a deep slow breath, you may
notice the heaviness in your chest spread to other areas of vour body. The direct
technique used in this study, as well as in susceptibility tests and earlier studies
by Hilgaard and others, uses the subject's focused attention and provided
repetitive direct suggestions (Weitzenhoffer & Hilgaard, 1959). Frequently these
suggestions imply that the hypnotist control the experience of the subject. An
example of a direct suggestion is "your eyelids are getting heavier and heavier as
you go deeper and deeper asleep.” (p. 227)
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Pilot Study
In order to tleld test the indirect- inductio live hypnotherapy treatment, a case study was

undertaken A thirty-four year old female dental patient requested from her dentist an altemative
to local anesthesia, because she was reported to be allergic to local anesthetic and had abreacted
dunng dentat treatment several yéars prevnously ThIS abreaction included feehng nausea,
- vertigo, rapid breathing, and heart pounding during dental treatment. The patient was

enthusiastic about hypnotherapeutic applications to reduce the distress of pain and anxiety ) J
andconsented to such intervention for dental treatment She had not received any dental

treatment for 2 1/2.years. Eariy exposure to dental treatment was sometimes traumatic and she
reported that both her parents expressed fears of getting dental treatment. This woman had

been particularly upset as a child when dentists would lie to her and tell her that she yvouid feel no
pain.
’ For the pilot study, the patient was seen for four dental appointments over a one month @
period The average d.iration of dentai treatment per appointment was approximately 1 374 hours.
-The longest time was 2 1/4 hours Dental treatment consxsted of muitipie fillings, many of which
requnred drilling teeth well below the gum line. The deﬁtist later commented that the ~fillings' were ~
| among the deepest (one was the deepest) he had seen in at least 14 years of practice The

v

hypnotic intervention followed Barber's (1977) Rapid Induction Anaigesua (RIAY method. This

‘

mcluded a live hypnotherapy induction using most of the language and suggestions contained in -

X
!

Barber's (1977) sample procedure. Care was taken tti‘ensure permis'si\;e ianguage correct timing
* of suggestions, use of imagery, and implying that control rested w:th the participant.

The patient was not given local anesthetic during the dentat treatment Toward the end of
the Iast appointment part of one of her teeth collapsed within a clamp. As a result there was not
, enough tooth on WhiCh to secure the clamp and it was necessary to fasten it directly to the gum.
The dentist then suggested a small amount of topical anesthetic and | agreed. Throughout the

four dental appomtments the patient did not ue_quest anesthetic, and, with the exception of the
-~ ) . 1 w . «
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collapsing tooth during the last sesgion, she appeared comfortable, relaxed, and paih free. The
deﬁtist repdrted that, along witH the analgesic benefits of the hypnosis, he noticed that the ‘
~patient swallowed less often, there app'earéd to be less salivaiion, and he was able to compiete :
proéedufes more efficiently, \_Nithout interference. The patient r;ported that’.b although she had
felt the pain during treatment, "it really didn't mattér‘. After each appointment the paﬁent was )
comfortable and relatively pain 1ree‘ for at least a'f.ew hours. It should be noted that folloyi'/ing the

first appointment the patient felt slightly drowsy and euphoric as though she had consumed a few

C e alcoholic drinks. Her drive home was delayed and she was later accompanied home. During

) subsequent sessions this problem was remedied by giving suggestions for alertness immediately

following the dental treatment.

This case study supported the claims of effec‘}iv.eness of Barher's (1'977) RIA method and
confirmed the impoﬁance of live presentatién apd close replication of therﬁethod. For example, it
appeared critical that the therapist offer, from time to time, the cue for the reinstitution of the post-
hyphotic suggestion by.placing a hand on the patient's right st;qmder, or having the dentist t -iefly
place a hand on the patient's shoulder. . |

As in the Fricton and Roth (1985) study, both hypnoﬁtic induction methods ir}dluded .
suggestions for relaxation and eye closure, progressing thrbugh the numbgrs 1 to 20 with <
-qeeper 1g suggestions, ﬁuggestioné for analgésia, and suggestions for returning to a more alert

state. The groups and corresponding instructions were as 1ollows:. (See appendix |l for verbatim
instructions; The lndifect Live presentation was not identical for ea;:h participant in 1hat group)
Group 1: Indirect Induction and Suggestion. Taped Presentation (IT) - This group was |

given a tape-recorded hypnotic ihtervention based on Bérbérs (1977) RIA method in\;olvin:;
pefmissive language, double bind communigation, symbolism and imagery, and implying that the
participant controlled their own experience. o

 Group 2: Direct Induction and Suggestion, Live Preseritation (DL - This group was given
a live h"ypnotic intervention of a standard hypnotic induction‘with direct suggestioqs to experience

relaxation and comfort, analgesia, amnesia for the induction, and direct, post-hypnotic



suggestions to respond to the dentist's cue of putting a hand on the patlent's shoulider, to then
feel comfortable and relaxed The standard induction was taken and adapted from one published
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by Hilgaard and Hilgaard (1983) as the Stanford Hypnotic Clinical Scale (SHCS) R

wﬂmﬂuﬂmmummmm Partrcrpants of this
_group were given the lndlrect induction descnbed for the IT group, but presented in- person
dlrectly with the mdrvrdual as done in-the original RIA method by Barbet (1977). The in-person
delrvery allowed for better pacmg by watching for signs of relaxation and eye closure so these
| reactlons could be more accurately commented upon Also the timing of the induction was more
consrstent wuth the patrent and each patient's responsrveness to the suggestions was observed

ot
AT Lo
and addressed if necessary Ettorts were made, where possibie, to follow personal preferences , .

5

ry, or kinesthetic predlcates)

ﬁmup;{.ﬁ_gmmug_ dental patrents from thls condrtlon were asked questrons and

language style, and apparent representational channels (whether the patlent used visual, fﬂ

admmrstered scales prior to angd atter thelr dehtal treatment. They were aoked to.wait 15to 20

“minutes for their dental treatment after pre-testlng v
R;

Group 5: Direct lnductlon and Suqoestlon Taped Presentation ( DT) These partrcrpants

. '.
e

/
o : were grven the identical hypnotsc lnterventnon as the DL group except 1t' was presented by tape
: : e -
recorder : # e

1

et The expenment was undertaken wrth three dentlsts n two locations, although just one

dentist wad‘!responsrble lor the tréatment of 90% of the cases and 95 of 100 of the partrcrpants
" were treated in the selize office. During the hypnosis procedures steps were taken to minimize
t‘&;"lsensory strrﬂulatron The rooms were {it with smgle lamps with one bulb The participarits were

seated ina cornfortable seat and could rest their heads back” Occasionally outside sounds could
- ;/ ,

be detected although attefr’npts were made to reduce -any possibly distracting noise.

R .- )'

R " Time for the lntewentwnswere'ao to 23 mrnutes for each partlcrpant The same
expe@enter presented all treatﬁﬁent condrtlons Care was taken to ensuresdemrsts and dental

assrstantswere blmd’tb the expermental condmons After the preparatory treatments, within 5

- »

Q . : . o ,,_.:'."“t.‘



minutes, each participant was led to the dental 6pekatory and seated comfortably in the démal

chair. After being seéted, each participant was fitted on twc} fingers with velcro fastened sensors
of the Galvanic Skin ﬁesponse device, and then given verbal cues to again become. comfortable. .

The dentist and assistant then appeared so as to begin dental treatment. Each participant was

observed by the experimenter through critical stages of dentél treétment, including anesthetic

injection, initial drilling, and later filling procedures, Dentists were instructed as io how and where
| to provicd- physical (shoulder touching) and ve‘rbal post-hypnotic cues io -reintroduce comfort and

relaxation, and were encouraged to use them throughout the dental treatment. Dentists were

requested to place their hand on the patients' shoulder at least three times in the course of dental
~ treatment and to encou‘rage relaxation with concommittant statements like "and you can just feel
comfortable”, especially at more critical times during the dental treatments, as when the' p‘atient
reacted with a grimace bor s_howed other signs of pain or fear. The dentists had no férmal training in
hypnotherapy. The hypnotist had graduate level training in hypnotherapy, including igtermediate
level training in Ericksonian apbroaches with practicum anduinterriship exposure and experience.

| Dental assistants and dentists were asked to complete brief rating scales on each deniél
patient as soon after the dental procedure as was convenient for them. The CDAS, the DFS, and
patient rating scale were administered immediately following the dema}vtreatment. Efforts were
made to ensure each patieni was alert and fully awake before Ieaying the offi’ce. ‘Th‘ey were
informed that d_ip“rjng subsequent visits, if they desired they would l.1ave éccess to a tape-recorded
inductio:. prior tc;htheir dentél treatment.

Analyses ' .
initial a‘nalyse's involved descriptive statistics of all participants taken together and each of

the five groups separately. Groups were then compared on various pretest measures and
observations using analysis of variance (ANQVA) and Chi-square statistical tests. :rhese
preliminéry analyses were carried outto ensure that the groups did not ditfer on any critical

measures before the pré~dental treatment preparation. The entire sample was described by

averages, ranges, and standard deviations with respect to age, pre-treatment anxiety measured

4



by the CDAS and STAI and time since their last dental treatment. Then the lndivldual groups
_ware compared on the same measures along wrth responses taken lrom the demal history
questionnaire. Also, to ensure that the participants of the various groups were experiencing

&
comparable intensities and durations of dental treatment, analyses were carried out companng

groups with rated intensrties and times taken for dental treatment.

Subsequent analyses were consistent with questions from hypotheses of the _
experiment. Nextis a specrflcation of those questions with a description of the analysis employed
to answer each.

1. Were the five groups comparable in th_eir responses to questions of dental hist_ry?
Analys_gs: Crosstabulations and _Chi-Squared analyses were carried out on the yes and no
respo’nses ot each group of participants to four questions of dental history. "The groups were
compared on the respon'ses

2. Were the flve groups comparable on other critical pre- m?ervention measures?
Analys_e_s Oneway analyses of variance were computed oompanng the five groups on five.
separate continuous variables.

3. What were the relationships among bgth independent and dependent variables? For
example, how did patient, dentist, and dental assistant ratings correspond?, did age at first visit
correspong highly with any of the distress melasures?, and yvere the various distress measures
interrelated? Analyses: Pearson Product—Mornent Correlation Coefficients of dependent and
independent variables were carried out. ,
| 4. Do brief hypnotherapy interventions reduce the overall distress of dental patients?
Anajyﬂs Muttivariate Analysis of Variance (MANOVA) - The four hypnotherapy treatment groups
and the control group were compared simultaneously on multrple dependent measures that made .
up the distress construct. The measures included the CDAS, DFS (avoidance, physncal .qand
cognitive components) an overall, global estimate of their fear of dentistry, dentist and dental .

assnstants ratlngs of pain and comfort participants' ratings of paln fear, and comfort, amount of

GSR increase, and amount of anesth_etic requrred. The groups will be later compared on these



measures keeping dentist's ratings of intensity of the procedure, and time for the appointment
constant, thereby a covariate (MANCOVA) designation in the analysis. Multivariate analyses have
been suggested where multiple measures are incorporated so that interrelationships between ‘

dependent measures are included. Where several individual analyses are executed, thereis '+ ",

0 gy
. "’J\)“?‘
greater probability ‘of detecting significant differences among the groups by chance alone. N

5. It the MANOVA reaches significance then the next question beéomes, how do the four
hypnotherapy treatment interventions compare on the individual measures of distress? Analyses:
One-way analyses of Variance (ANOVA's) - Groups were compared on each dependent variable,
and where significance levels were found appropriate, a priori contrast tests were also to be
computed to contrast the means on the groups on each variable.

6. Combined, did the two direct hypnosis groups and the two indirect hypnosis_ groupAs
differ from the control group on the distre‘ss measures? Analyses: identical MANOVA, ANOVA
and contra§t tests will be applied for this comparison as were applied to the comparison of fhe five
groups. in qﬁestion 4,

7 Compared, did the two taped hypnosis groups and the two live hypnosns groups d:ffer
from the control group on the distress measures? Analyses: identical MANOVA, ANOVA and .
contrast tests were applied for this comparison as were applied to the cdmparison of the five
groups in question 4.

8. Was there an interaction of sex With treatrhent. Analysis: ANOVA, and ANCOVA --

testing the effects of sex and group on the dependent variables making up the distress construct,

as univariate eftects.

9. What were th;differential effects of the treatmenfs on levels ofvtrance a“rid whefher the
participants would like thé.treatment égain. Anglyses: Chi-Squared analyses were computed
cbmparing the four experimental groups wiih the control on the two measures. Ailso-Chi-SqQared
tests were apblied to compare combined groups on the two me_ésures. _The combinéd groups

included the two direct and the two live, in comparison, and then the two combined live and }.he

- two combined fecorded groups.
/
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10. What were the effects of the- hypnotherapy treatments on both (a) panlcipams
enjoyment of the procedyre and (b) how forced or "pushy"” they considered the procedure to be.
Apalyses: Oneway ANOVA's were performed to compare the four hypnotherapy groups on these
measures. | _ 2 »

In the comparative analyses the probability (alpha) level of .05 was designated. In this
sense the comparisons were considered significant if, from the statistical tests, it was calculated
that less than 5 out of one-hundred times the results would be achieved by chance. For
correlatlonal analyses the level, .01 was deemed the critical sxgnmcance level, because the

correlation tests were more powerful and the .05 levels would have allowed many, exceedingly

low correlations to be considered within significance parameters.



IV RESULTS AND DISCUSSION
Description of Participants
The 100 participants were selected on the basis of CDAS scores, including only those

rately to highly dentally anxious subjects.

who scored from 8 to 16, inclusive, representing r(?gd

The average CDAS score for all participants was & s Andiher restriction was imposed so that

&-(;"' L
there were an equal number of males and females in é?t group. The age range was 18 to 80

" .years, the mean being 36.5 a' Of 156 people approached, 53 either declined to become
: xj : _

participants, or were outside the CDAS score ¢riteria for inclusion. As previously mentioned, 103

dent‘al patients were participants but only 1) re included in the flnal analyses Three were
excluded for reasons of treatment contamination.

The tive groups were compared on several dimensions to ensure that they were equal
before the pre-dental treatment preparations. -First, Chi-Square tests were performed to examine
the possibility that any of the groups ditfered inirially on questions related to dental history. "Yes"
or "No" responses were made to the following four questions relevant to history of dental anxiety:

1. Did you receive dental.’treatment on ydur first visit to the dentist?
2. Have you had any previous awful experiences while reeeiving dental treatment?

3. Have you previously avoided dental treatment due to fear ?

4. Have you ever received dental treatment from a dentist whose manner you considered
poor? .

The responses are summarized in Table 1 (See Appendix VI). None of the groups
differed significantly in response to any of the four questions related to dental hietory. The largeet '
discrepancy, observed between indirect live and control groups in response to question #3,
indicated that there were many more pa: t'zipants of the indirect live group than the control group

who had previously avoided dental treatment due to fear (12 compared with 6). However, again

- this difference was not found to be statistically significant.
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Oneway analyses of variance (ANOVA's) were executed onvseveral variables rneasured
before the preparatory treatment: age, age when the individual first visited a dentist, time since
their last appointment, trait anxiety (STAIl)-and pﬁ-meawred CDAS (Corah Dental Anxiety Scale)
scores were analyzed hy comparing the five groups of participants on the measures. The
analyses, summariied in fables 2,3,4, 5; and 6 (see Appendix VII) failed to show any significant
differences with respect to age, E(4,78) = .803, p = .659; age at first visit, E(4,78) = .8028,p =
.527; Time since last dental visit, E(4,95) = 1.277, p = .285; pre-CDAS, E(4,95) = 1.857,p = .124;

/ and the trait anxiety measure (STAI), E(4,95) = 1.857. Comparability on these pre-intervention
measures decreased the chances that any observed differences during and after dental
treatment resplted from a factor other than the varying group preparatory conditions.

Hypnotherapy Treatment Main Effects

The five groups, including a-eontrol and four hypnotherapy groups, were compared to
determine if they differed on 14 measures of distress. A multivariate analysis of variance
(MANOVA) was employed for this purpose. Box's F test, the most versatile test of homogeneity
of dispersion matrices, yielded an E value of 1.38, that, with 420 and 15778 degrees of freedom
was srgnmcant at less that the .01 level. Thrs indicates a lack of homogener‘y of the variance-

gﬁa’é\ovanance matnces which are pooled to form the error term used in MANOVA. Examining the
\ detennlnants of the error sources mdrcate{d in Table 7 showed that the control group was an
outlier. An:, outlier error source serves to bias the error term in the direction of the outlier group,

therefore a _ponservative MANOVA was suggested (Barker and Barker, 1984).

“able 7. Logs of Determinants from Within-Groups Error Sources
Y Group Log of Determinant
& o Taped — 1.129
Jirect Live . 4.989
'ndirect Live : 5.776
Sontrofl - ) 11.057
Direct Taped ' - ~ 5.693
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A one-way multivariate analysis of vériance (MANOVA) produced four test cntena (see
Table 8) All four tndlcated significance at less than the .05 level. This level of agreement on all
four test criteria suggested that the five groups of dental patients differed significantly in their
levels of distress resulting from the dental treatment. ‘

Table 8. Group Effect: Multivariate Tests of Significance (S = 4, M =4, N = 40)

‘TestName  Value Approximate F___ Hypothesis DE__Emor DF  Significance of E

Pillais .7432 ©  1.3854 . 56.00 340.00 <.05.
Hotellings 9904 * 1.4237 ' 56.00 322.00 <.05
Wilks .4263 1.4056 56.00 321.14 | <.05
Roys .3376 ‘ <.05

Because the preliminary MANOVA results were signiticant, it was consndered 1ustmable to
test each separate dependent variable with unlvarlate analyses Table 9 summanzed the

ANOVA's.carried out separately on the 14 variables measurlng components of the distress

construct.

Table 9. Summary of Univariate Analyses.of Variance on 14 Dependent Variables
Variable Treatment MS - Eror MS . F Significance of F
Post-CDAS 28.5100 ’ 6.1242 4.6553 .001
DACom 7.2350 6.6574 1.0868 .184
DAPain 4.2000 4.1890 1.0026 205
DFSav 3.4750Q 1.5037 2.3110 .032
DFSphys . 64.6400 : 14.7811 4.3732 .002

DFSfq 2.5500 .9874 2.5826 .021
DFScog 492.4850 105.7253 4.6582 : .001

Meds , 1.1799 1.5829 7454 ©.282
DentCom 5.9650 2.8663 2.0811 ~.045 s
DentPa - 5.3750 3.4026 1.5797 .093
PaComf 8.8850 4.6595 1.9069 . :058 .
PaPain ‘ 5.5850 3.5990 1.5518 ‘ .087 .
PaFear 4.9100 5.6732 .8655 244 - ¥

GSRD _ 96.7350 28. 3947 3.4068 .006
! S _ *one- tatJed

ot the 14 ANOVAs 7 were found to be Slgnmcant at less than the .05 level. Multlple
‘comparisons of means tests mvolvmg a priori contrasts were then performed on each of the

4
varigbles that were found to be significant. Table 10a summarized the means and standard Ri:d C’, 3
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deviations of the Post-CDAS measures for ench group. The indirect live group had the lowest
Post-CDAS scores. Table 10b sunimarized the contrasts &or the post-CDAS measure. It can be
seen that all four hypnotherapy groups ditfered significantfy from the control group on the after

treatment CDAS scores.

Table 10a.  Summary of Means and .andard Deviations of ..~ 29st Corah Dental
: Anxiety Scale Measu- .t Each Group

Group . N Mean Standa-: Jeviation
Indirect Taped 20 8 100 2.15:
Direct Live 20 7.750 273
Indirect Live 20 £.650 2.301
Control Group 20 -.950 2.481
Direct Taped 20 : 850 . 2.661

Table 10b. Summéry of :ntrasts (t-tests) oi Control Group witr  eatment Groups
on Post Corz ™ :ntal Anxiety Scale Scores :

Contrast{(Control with) _.arcar” Emror T Value T Probability
Indirect Taped 7344 2.655 .3 0.012
Direct Live .8251 AN 37.7 0.011
Indirect Live C7856 S 37.8 . 0.000
Direct Taped .8135 Lol 37.8 0.014

Table 11a and 11b summarized the same information for the Dental Fear Survey,
~ Avoidance measure. Only the two indirect groups differed significantly from the control group on
this variable.

Table "11a.  Summary of Means and Standard Deviations of the Dental Fear Survey,
Avoidance Measure of Each Group ' '

- Group N Mean ’ - Standard Deviation
Indirect Taped 20 2.350 .9333
Direct Live 20 2.500 ‘ .7609
Indirect Live .20 2.250 .8105
Control Group . 20 3.250 1.6182
Direct Taped 20 2.900 1.6190 .

i o ‘
Table 11b. '-?33_Summary of Contrasts (-tests) of Control Group with Treatment Groups
on Dental Fear Survey, Avoidance

Contrast(Control with) Standard Emor T Value DF T Probability
Indirect Taped - 4177 2.155 30.4 0.039
Direct Live . . .3998 © . 1.876. 27.0 0.072
Indirect Live .4152 ‘ 2.409 29.9 0.022

Direct Taped 5118 .684 38.0 0.498
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All four groups differed signiﬁcantl‘y from the control on the Dental Fear Survey ph)isical
measure as mdncated by Tables 12a and 12b The two indirect groups, again fared best showmg

the lowest physacal responsiveness scores on the DFS scale.

&

Table 12a.  Summary of Means and Standard Deviations of the Dental Fear Survey, ooy

Physical Measure of Each Group Rk
Group N Mean Standard Devnatlon ’
Indirect Taped. 20 . 9.850 2.961 oy
Direct Live . 20 10.400 , 4.032 : "
Indirect Live 20 9.450 ‘ -3.663°
Control Group 20 13.850 4513 .
Direct Taped 20 10:450 3. 886 L

eﬁ? R

Table 12b. Summary of Contrasts (t-tests) of Control Group with Treatment Groups !

on Dental Fear Survey, Physical
Contrast{Control with) Standard Error T Value DF T Probability
indirect Taped .1.2068 3.397.# 32.8 . 0.002
Direct Live 1.3531 2 6 8“ 37.5 0.013
Indirect Live 1.2997 36.5 0.001
Direct Taped 1.3317 @Ls 37.2 0.012

L

Thé hypnotherapy prebaration groups also differed on the singular, main fear question of .

the Dental Fear Survey as seen from the summary of statistics in Tables 13a and b. All.but the

‘ direct taped hypnotherapy group contrasted with the control group.

Tabile 13a. Summary of Means and Standard Deviations of the ,
Dental Fear Survey, Fear Question Measure of Each Group

Group \, N Mean ‘Standard Deviation

Indirect Taped 20 1.650 e .6708 '
Direct Live 20 1.850 1.0501

Indirect Live 20 1.850 .9881

Control Group 20 - 2.600 . .8403

Direct Taped 20 1 950 - 1.2344

Table 13b.  Summary of Contrastsﬁests) of Control Group with Treatment Groups
on Dental Fear Survey, Fear Question

Contrast(Control with) Standard Error T Value DF T Probability
Indirect Taped .2583 3.678 34.4 0.001
Direct Live .3152 2.062 37.5 0.046
Indirect Live .3050 2.459 37.9 0.019

Direct Taped .3470 1.873 35.5 0.069




L
-, Table 14 a and b show the means, standard deviations, and contrast summartes tgr the o
Dental Fear Survey. Cognitive responsiveness portion. Three of the groups, exc!udlng the direqt - \‘
live group, contrasted srgnmcantly with the control group.

Table 14a. Summary of Means and Standard Deviations of the Dental Fear Survey,
WWQ Measure of Each Group :

- Group¢ . N _Mean Standard Deviation %
Indirect Taped 20 23.80 7696  alw
Direct Live ©20 29.00 11.526 A
Indirect Live 20 24.40 : 9.660- )’

Control Group 20 36.05 10.817 N
Direct Taped 20 26.55 ~11.237 S

P

Table 14b. Summary of Contrasts (t-tests) of Control Group with Treatmem Groups
on Dental Fear Survey, Cognitive Measure '

Contrast(Control with) Standard Error TValue. DF T Probability
Indirect Taped . 2.9683 4127 34.3 0.000
Direct Live . -+ 3.5344 1.995 37.8 - 0.053
Indirect Live 3.2427 . . 3.5983 37.5. 0.001
Direct Taped ) 3.4875 2.724 37.9 0.010

On the Dentists’ ratings of patient's comfort level during dental treatment ( DentCom), one
group was rated significantly hugher in comfort than the control group. In thls case it was the

indirect taped hypnotherapy group. Statrsncs were summarlzed in Tables 15a and b.

Table 15a  Summary of Means and Standard Dev:atnons of the Dentist's Ratings of Comfort
: Measure of Each Group .

~ Group N __Mean . = Standard Deviation
~ Indirect Taped 20 8.55 . .9445
Direct Live 20 : 7.70 . 1.5252
Indirect Live ' 20 7.85 1.4609
Contro! Group § 20 7.10 . 2.2688

Direct Taped . 20 - 7.40 - 1.9574
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" Table 15b.

Summary of Contrasts (t-tests) of Control Gm(yp with Treatment Gmups

on Dentist's Rati Comjort
Contrast(Control with) Standard Emor TValue ' DF T P Probability
indirect Taped .5459 -2.639 25.4 9.014
Direct Live - .86113 -0.982 33.3 -0.333
Indirect Live .6034 -1.243 32.4 0.223
Direct Taped .8700 -0.448 37.2 0.657

The final measure from the univariate analyses of variance that reached statistical
‘signiﬁcance when comparing the five groups was skin conductance increase (GS_RD). Table 16a
and b provide summary information showing that the direct live and the indirect live groups

contrasted significantly from the control group.

Table 16a. Summary of Means and Standard Devnatlons of the GSR Difference
Measure of Each Group °
Group N Mean Standard Deviation
Indirect Taped . 20/ 5.050 4.6166
Direct Live 20 4.100 3.8375
Indirect Live 20 - 3.250 « 3.0758
.- Control Group - 20 7.600 4.6837
Direct Taped 20 8.300 8.6335
Table 16b.

Summary of Contrasts (t-tests) of Control Group with Treatment Groups
~on GSR Difference

Contrast(Control with) Standard Emor T Value DF T Probability

Indirect Taped 1.4705 1.734 38.0 0.081

Direct Live 1.3539 2.585 = 36.6 0.014"

Indirect Live . - 1.2529 3.472 32.8 0.001**
" Direct Taped 2.1963 -0.319 29.3 0.752

To sumrhariz'e,‘the MANOVA showed that when the 14 dependent variables comprising

the distress construct were combined, the four hypn:t-erapy treatment groups differed

significantly from the control group at a level ot less than .05. Uhivariate analyses revealed that the

groups were significantly different oh 7 of 14 variables.

Covariates

i

Two measures, time for appointment (APTime) and dentists’ ratmgs of the intensity oj/-\—m)

dental treatment (DentRI) were included to ensure that the five groups had similar dental <,

‘treat_me'nt. The measures were moderately correlated (r_= .60), presumably because more intense
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’ these measures to covary lead to the means of__%trhg depengent variables being adjusted for the

" “individual variables were the same.

procedures tend to take more time. For exarrtplé. deep fillings or muttiple fillings would naturally

require more time fo ireat than small or single tillings. Measures of dentists' ratings of the intensity

of the dental treatrrtents (DentRI) were toupd to be significantly discrepant across the five groups

with F(4,95) = 3.32, p = .013. (tv«./o-.tai!ed). As well, the tlmé for appointment measures (APTime)
were found to di.tter;‘among the five groups, although not quite reaching two-tailed statistical
signitiqance at the .05 level., with E(;t', 85) = 2.09, p = .088. Both these measures were used.as
covariates, first the APTime alone and then simultaneously with DentRl, in both muttivariate
analyses of =c:oyariance (M'ANCOVA) and univariate analysgsdof covértance. (ANCOVA) Allowing
etfécts of the covariate rheasure(s); In this sense, statistically, the effects of group membership
were anaiyzed on the dependent variables while the effects of the covariate factors were held

constant.
S A

s

. The MANCOVA with APTime as a covariate, conducted on the same 14 dependent

‘vanables that were included in the MANOVA, resulted in significant muitivariate group effects

Al

summanzed in Table 17 (See Appendix XI). The univariate, ANCOVA, effects were summanzed in
Table 18 (See Appendlx Xll).v It can be seen in Table 17 and 18 that the inclusion of the covariate

enhanced the statistical stgniﬁcance of the muitivariate and univariate tests, although the particular

i 3

There was some advantage to adding dentists’ ratings of intensity as another covariate,

‘The extra covariate resulted in all multivariate tests reaching-significance atless than .01 and- -

¥
. added sngnmcance to the univariate tests of variables previously found to differ among the

. groups. The most lmportant additional change was that patien: - r1 1gs of their own pain dunng

the dental treatment reached stahstxcat 51gnmcance with the double covarlate ANCOVA
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The MANOVA showed that when the 14 dependent variables comprising the distress
construct were combined, the four hypnotherapy treatment groups differed significantly from the
control group at an alpha level of less than .05. Univariate analyses revealed that the groups were

significantly ditferent on 7 of 14 variables. Table 19 illustrated the significant ANOVA's and a priori -

contrasts.

.Table 19. ANOVA's, Probabilities, and Srgnmcant Contrasts of Seven Sugnmcant ‘

Variables
Variable Qverall F Significant Contrasts
Post - CDAS : 4.6553 . Control > Indirect Taped
: p =.0009 Control > Direct Live -
Control > Indirect Live
Control > Direct Taped
DFSavoidance - 2.3110 Control > 4ndirect Taped
o p =.0317 » Control > Indirect Live
DFSphysical 4.3732 : Control > Indirect Taped
- p =.0014 Control > Birect Live
' Control > Indirect Live
’ Control > Direct Taped
DFStear question ¥ 2.5826 Control > Indirect Taped
. . p =.0210 Control > Direct Live
' - Control > Indirect Live: .
DFScognitive 4.6582 _ Control > indirect Taped
p = .0009 Control > Indirect Live
) ' Control > Direct Taped
Dent Rating of Comfort 2.0811 , Control < Indirect Taped
.- b=.0447 Indirect Taped > Direct Live
GSR rise 3.4068 _ Control > Direct Live
: ‘ p =.0060 " . Control > Indirect Live

Direct Taped > Indirect Live

o
<>

The main 'group differences were based on measures of anxiety and fear rather than
' anxiety, fear and pain, as.the univariate analyses showed that none ofrthe pain ratings was

affected at this pornt The indirect groups outnumbered the drrect groups 13 to 7in accountmg

/

for contrasts, whereas there was no apprecuable difference between live and taped groups,”

numberlng nine and ten respectlvelﬁwhen the number of trmes the groups were significantly

contrasted with the control group were summed.

»
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When the covariate time for appointment was introduced to the 'MANOVA and ANOVA
i , - . i . ,,’42},‘ p

results, the effect was to decrease élpha levels, making the hypothe'gis of signicant differences

even more tenable. Allowing two variables to covary not.only contributed more to the group

differences on the multivariate and 7 previously noted signiﬁcaht univariate differences, but the

5

‘ 1 .’(:‘Jv"

combined taped and combined live groups comparison with the control group yere reported. ¢ AS
. e

two covariates resultgfyn an additional variable gaining'statistical significance. Next, the

well, comparisons between combined direct and combined indirect groups and controls were

provided. .
Combined Group Analyses

Combined taped-presentation groups and combined live-presentation groups compared with

VA .
r?‘\a ’)

A MANCOVA was ungertaken compaﬁng tﬁeééﬁfi}'ﬁree groups while allc;wing Appointment
Time and Dentists' Ratings of Comfon to covéry. Multiva’riate tests of significance were
summarized in Tabl~e 20 and univariate results in Table 21. It can be seen that the differences
wére highly significaﬁt favbn'ng the treatment groups and that 7 variables reached significance in
the univariate case. Agaiﬁ, these variables reflected primarily anxiety measures. Table 22

summarized the contrasts of groups on the ‘significant univariate results.

+

Table 20. Group Effect: Multivariate Tests of Significance on-€6mbined Presentation

Modes' Groupg and Control Group With Appointment Time and Dentist's
Ratings of Intensity as Covariates (S = 2, M =51/2 N = 41)

Test Name Value Approximate F Hypothesis DF Erfor DF Significance of F

Pillais 4684  1.857 28.00 170.00 <01
Hotellings  .6600 1.956 28.00 166.00 T <01
Wilks 5758 1.907 28.00 168.00 <.01

Roys _:3374 . <.01




Table 21.

Summary of Univariate Analyses of Covariance on 14 Dependent Variables

With Appointment Time and Dentist's Raitings of Intensity as Covariates
Variable Treatment MS ~ Emor MS F Significance of F*
Post-CDAS 50.8575 6.1250 8.3033 .000
DACom 7.6200 6.6613 1.1439 .162
~ DAPain 6.1500 4.1490 1.4823 116
DFSav 5.1250 1.5103 3.3933 .019
DFSphys 122.9675 14.6064 8.4187 .000
DFSfq 4.6000 9773 4.7068 .006
DFScog 841.3575 106.5064 7.8996 .001
Meds 7.6391 1.5858 4030 .335
DentCom 5.2050 2.9459 1.7669 .088
DentPa 6.7875 3.4142 1.9880 .072
PaComt 15.4575 4.6111 3.3523 .020
JPaPain 10.1450 3.5459 2.8611 .031
PaFear 8.5575 5.5822 1.5330 111
GSRD *37.0450 28.9727 4.7302 .006
“one-tailed
Table 22 ANOVA's, Probabilities, and Significant Contrasts of Eight Significant
Variables 4 )
Variable Overall F Significant Contrasts
- Post - CDAS 8.3033 Control > Combined Taped
| Y p=.0005 Control > Combined Live
DFSavoidance / 3.3933 Control > Combined Live
p=.019
DFSphysical 2.4187 Control > Combined Taped
L =.0002 Control > Combined Live
DF Stear question 4.7068 Control > Combined Taped
p = .0056 Control > Combined Live
DFScognitive 7.2996 Control > Combined Taped
v =.0004 Control > Combined Live
Pa rating of Comfort 3.3522 Control < Combined Live
_ - =.0200 ) L
Pa rating of Pain 2.3611 Control > Combined Taped
p =.0310 '
GSRrise 3 4068 Control > Combined Live ;!
r =.0060 Combined Taped > Combined Live




v Wilh thé'cpmbined groups' analyses the two variables, Patient's rating of theirown
- comfort and patient's ratings of their own pain were found to be significant, whereas with the
. 'mdivldual analyses dentists' ratings of comfort (DentCom) were found to dlffer across groups

' Table 22 also showed that comblned live groups were supenor on three vanables con?‘pared to

the. combmed-taped group's superiority on just one.

As with the previous analysis a MANCOVA was undertaken companng these three
groups while allowmg APTme and DentR! to covary. Mumvanate tests of sxgnmcance were
summanzed in Table 23 and univariate results in Table 24. It can be seen that the differences
were‘hlghly significant favoring the treatment groups and that 10 variables reached significance in
the univariate case. Consistent with individual groups and combined presentation groups, these
difference variables reflected primarily anxiety rneasures, although two of the three pain indiceé,
dantal assistants (DAPain) and patient's ratings (EaPain) réached significance at the .05 level. .

Table 25 summarized the contrasts of groups on the significant univariate results and revealed

relative superiority of the Combined Indirect Group which contributed-to all 10 ‘(oontrasts,

exclusiVely responsible for 6 of them.

Table‘ 23.

Group Effect: Muttivariate Tests of Slgnmcance on Combined Direct,

Indirect and Control Groups With Appointment Time and Dentist's
Ratlngg)f Intensity as Covariates (S =2, M:= 5 1/2, N = 41)
Test Name Value Approximate F_ Hypothesis DF  Error DF Significance of F
Pillais 4447  1.695 28.00 166.00 <.05
. Hotellings .6354 1.838 28.00 162.00 . <.05
Wilks 5902 1.767 28.00 164.00 " <.05 |
Roys .3431 : T -<.05

‘:y
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Table 24. Summary of Univariate Analyses of Covariance on 14 Dependent
Variables With APTime and DentRI as Covariates: »
Direct, Indirect, and Control Groups

Variable Treatment MS Error MS F Significance of F*
Post-CDAS : 55.5329 6.0215 g9.2225 ; .000
DACom 13.8648 6.5966 2.1018 .060
DAPain 10.9785 3.8987 2.8159 , .033
DFSav 6.5297 1.4954 4.3666 .008
DFSphys . 157.7117 13.7347 11.4827 .000
DFStq : 6.4032 .8996 7.1177 - .001
DFScog 1172.0206 94.4335 - 12.4111 .000
Meds 2.5602 -1.3709 1.8676 .080
DentCom 10.5018 , 2.8841 3.6413 © .015
DentPa \ 6.0294 3.4976 1.7238 - . .092
PaComt " 14.8758 4.6024 3.2322 - .022
PaPain 10.6361 3.4445 3.0879 - .025
PaFear 9.3312 5.6481 1.6521 .099
GSRD 75.6910 30.4513 2.4856 - .045 .
. ' . *one-tailed

Table 25 ANOVA's, Probabilities, and Significant Contrasts of Nine Significant

Variables
Variabie Qverall F Significant Contrasts
Post - CDAS 7.7354 . » Control > Combined Indirect
. p = .0008 Control > Combined Direct .
DAPain 2.8159 Control > Combined Indirect
) p =.033 '
DFSavoid . 4.0934 ~ Control > Combined indirect’
o p = .009 & ' 4
DFSphys - 8.8641. ‘ Control > Combined Indirect
o . p=.0002 Control > Combined Direct
3  DFStear question - 5.0456 Control > Contbined Indirect
o D = .0041 . Control-> Combined Direct -
, DFScog ’ ' 9.1473 : Control > Combined Indirect
s . p = .0001 Control > Combined Direct
e Dent Comfort . 3.6413 ‘Control’ < Combined Indirect
. - p=.015 ) {
Pa rating of comfort 3.3522 Control < Combined Indirect
p =.020 - .
-Pa rating of Pain 2.779 Control > Combined Indirect

GSR rise 2.4856 - -~ Control > Combined indirect
. : p = .045 : . .




The degree of correspondence among ‘depehde‘ﬁt variables was measured using the
Pearson Product Moment Correlation method. Each continuous dependent variable was

correlated with each other to produce a correlation coefficient and a significance level for the

calcuiation of correspondence. The correlation coefficients were considered in relation to various

predictions about the interrelationships among the variables, to check the validity of

. measurefnems, a}d to ensure that the van'ablés that seemed to comprise the construct distress

were, in fact, intercorrelated thereby justifying the need for multivariate analyses. ,Tables 26 a, b,

‘ c,andd cgntain the Pearson correlation coefficients of each variable with each othe variable.

Significaht coefficients are depicted in bold print. Next, just after table 26a, is alist of the

abbreviations for the correlated variables and their meanings.

Table 26a. . Pearson Correlation Coefficients of All Variables

Age Age First Pre-CDAS Post-CDAS - DACom DAPain
Age . 30" -.09 .03 -.12 .08
Age First o -.03 -.10 -17 .06
Pre-CDAS . . o 57 -.37*" 27
Post-CDAS . : . L -, -.45*" .29"
- TimeSLV . -.00 .18 : 17 .09 .01 -.12
DACo-op  -.10. Co-27 . -.13 -.26* .56*" -17
DFSav -09 -.02 .34 .45"* -17 .15
DFSphys -.18 -.15 .30" 61" -.35*" .22
DFScog -.16. -.15 .48*" .74** - 47" :35**
DFSfq -12 -.11 41 .63** -.42*" .36*"
®entRl -~ -.01 -.01, .06 - .01 -.04 .12
AptTime -.01 .00 10 11 -.10 .23
Meds . .10 .02 19 .15 -.32"* .56**
DentCo-op .05 -.04 -.27° -.46*" s, 587" -.55""
PaEnjoy -.33" -.26" 21 -.02 -.08 - .15
PaComi .03 12 -.35** -.60** .48*" -.19
~ ‘PaFear -1 . =20 .36** .63*" -.37** .23
PaPain -.01 -.04 .16 37 -.44** .54**
TRARX - -.16 .00 .29* .07 -.18 .15
GSR1 -.42"" -.21 , .05 .00 -.06 -.04
GGSR3 -.40** -.20 13 .22 -.20 .06
GSR4 -.43** -.20 150 .25* - .09
GSR5 . =.43*"* -.21 .21 .22 -%5 .06
GSRD -.18 -.01 .18" .38"" -.32** .19
DentCom -.10 -.01 -.24° -.36"" 57" -.58"*
DentPa .14 .04 .24 .32 -.64"* .63""
Tranlev -.12 -.14 .10 -.05 .04 = .08
s *p<.01



_Abbreviation Meanings

Age - Age'in years at the time of dental appointment. L
Age First - Age when the participant first visited a dentist. AR

- Pre-CDAS - CDAS scores prior to intervention and dental treatment.

Post-CDAS - CDAS scores taken after dental treatment. . : :

TimeSLYV - Time since dental patient last visited a dentist or hygienist. - “

DACo-op - Dental Assistants' ratings of patients' co-operation dunng treatment '

DFSav - Avoidance portion of DFS (dental fear survey).

DFSphsy - Physical symptoms portion of DFS.

DFScog - Cognitive portion of DFS.

DFSfq - Question of DFS rating patients’ overall fear of dentlstry

DentR} - Dentists' ratings of the intensity of the procedurs.

AptTime - Time required for the appointment: from srttmg in chair to gettlng up.

Meds - Amount of anesthetic required.

DentCo-op - Dentists' ratings of patients' co-operation dunng treatment

PaEnjoy - Patients' ratings of their enjoyment of hypnotic intervention.

PaComf - Patients' ratings of their comfort levels during dental treatment.

PaFear - Patients' ratings of their fear levels during treatment.

PaPain - Patients’ ratings of the intensity of pain expenenced during treatment

TRAnNx - Trait anxiety portion of the Stai measured prior to any intervention. .

GSR1 - Baseline GSR measure taken 5 to 10 minutes after patient seated in chair.

GSR2 - GSR measure taken during anesthetic injection.

GSR3 - GSR measure taken at onset of drilling tooth.

GSR4 - GSR measure taken.5 minutes after drilling onset.

GSR5- GSR measure taken when dental treatment.just completed.

~ GSRD - A measure of any increase in GSR from baseline to highest rise in GSR.
DACom - Dental assistants’ ratings of patients’ comfort level during treatment.

DAPain - Dental assistants' ratings of patients' highest pain intensity level.

DentCom - Dentists' ratings of patients' comfort level during treatment.

DentPa - Dentists' ratings of patients’ highest pain intensity level.

TranlLev - Experimenters estrmatlons of patients' trance levels after inductions.




Table 26b. Pearson Comelation Coefficients of All Variables '
: TimeSLV DACo-op .DFSav DFSphys DFScog DFSfg DentRI

[¥4

TimeSLV . -.04 .09 .09 17 .15 “-.14
DACo-op . . -.07 =20 -.30" -.35** -.05 -
DFSav . .. p . .43** S10r .47** .05
DFSphys . T . . 75" 58** .06
DFScog . . . . .. 82" .00
DFSftq . . . . ; . .03 .
AptTime -.13 . -.06 .04 .15 .19 .20 .60**
Meds .00 -.05 .22 .24* 27 .28* .25*
DentCo-op , .00 .32 -.33"* -.41*" -.48** -.4Q** . -.08
PaEnjoy -.10 .01 09 | .02 .19 .18 -.05
PaComt -.11 .33*" -.28° -.57"* -.62** -.59*" .10
PaFear .24+ -.28* .38*" .65"* .68** .59** .07
PaPain -.01 -.10 - .18 - .45*" .45** 34"  -.09
TRANX .07 .06 .13 .02 12 11 -.01
GSR1 .03 -.04 .01 .12 .08 .04 .03
SR2 02 -.07 .1 .23 .22 14 - -01
GSR3 .01 -.01 .16 .25* 2,23 - .13 -.03
GSR4 .02 -L2 .19 27" - 26" 15 -.02
GSR5 .01 .02 .18 .25* .24" .13 -.10
GSRD -.00 -.0c .26" 27" 230" A7 -.09
DentCom -.01 28" -.31" -.34""" . -.45** -.34"" -04
DentPa -.01 -.36%* 12 .31* T .43 .38*" .02
TranLev 06 -01 -06 .07 - .05 .08 . .03
: *p<.01 ;
**p<.001

Table 26c. Pearson Correlation Coefficients of All Variables
: Apt Time Meds - DentCo-op PaEnjoy PaComf PaFear TRANX

Apt ) .35°" -.10 .01 -.03 .06 -.02
Meds - . . -.53**. .18 -.11 .18 -.04
. DentCo-op - . : - . -.11 . .40 234" .01
" PaEnjoy - . . R . . .02 .06 .04
PaComt . . : : . . © -.59** .07
PaFear . T . . ' . . .03
PaPain .09 .44** -.51** .13 - -.40"" .44 .05
GSR1 .10 -3 .08 .30 -.07 02 10
GSR2 .03 -.02 -.07 .27* -.18 14 07
- GSR3 07 -.02 -.07 ' .22 -.22 .15 .11
GSR4 - .04 .01 -.11 .26 -.21 17 .14
GSR5 .01 .00 -.09 .32 -.22 .12 16
GSRD -1 .01 -.28* .03 -.23 .19 .07
DentCom -.06 -.51** 81" -17 277 -.32* -07
. DentPa - .03 .47 -.66*" .13 -.26° .40** 06
-~ TranLev -.07 16 -.02: .23 .01 .07 -.16
: - *p<.01 ' o

**D<.001

Ta
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Table 26d. Pearson Correlation Coefficients of All Variables .
, PaPain __ GSR1 _ GSR2 ___GSR3 __GSR4 __GSR5 __GSRD TranLev

PaPain _ .02 .08 .09 - 12 .14 - A1 -.09
GSR1 .. . 87" .86** .85%* 84" 19 -.07
GSR2 . . . .94** 92" .87** .61""* .06
GSR3 . . . ' 97" .92 .62** -.03
GSR4 . . : ) . . "94** .60  -.02
GSR5 . . L . ; . " .46 .01
- GSRD . . L . ; L . -.00
DentCom -. , .08 -.05 -.05 -.10 .08 .25 -1
DentPa . . -11 -.05 -.06 -.03 -.08 - .05 -.11

- DACom with DAPain = -.57** DentCom with DentPa = -.77**

DentPa with PaPain = .64** DentCom with PaPain = -.50**

- Tpe.O1 :
~ : **p<.001

Table 26 revealed that there was a low but signiticant correlation between age and age at.
first visit (p <.01) This indicaied that the greater the age the later the participants reported having
visited a dentist for the first time. There was a low but significant negative correlation found
between age and level of enjoyment of the hypnotic intervention (p < .001) across the individuals

who underwent the preparatory hypnotic intervention. Youhger.people tended to report higher

levels of enjoyment of the preparatofy procedure. There were generally higher and more

significant inverse relationships found between each of the five GSR measures and age (p < .Obp)
Lower age Was associated with higher conductance, éSR measures.

Age at the first visitto a den:ist was found to be related negatively to the dental assistant's
ratings‘;gf the patienté’ cooperation. Here again'tﬁe relationship was low but significant (p‘< .01)
and indicated that the dental éssistants tended to see as more cooperétive those participants .
whosé first dental t‘i;e‘at(mehts were at earlier ages. On the other hand, pre-intervention dental
anxiety (CDAS) écores did not Cdﬁelate signiﬁéantly with age at first visit to a dentist (p > ‘,1 ).
Another low but significant correlation was found between the amount of time since their last
app9intment ahd their owﬁ ratings of fear during the dental treétment {p <.01).

Pre-intervention and post-intervention déntal anxiety (CDAS) scores were ‘moderately

and significangly correlated (p < .000) and there were low to mode'rat'e_correlations found between

R '}i.:"»’»'.:-.'f"‘?’*‘(rf’



the pre-lntervention CDAS scores and dental assistants’ ratings ul patlems comfort (negatlvely

related; p < .000), dental assistants' ratings of patients’ pain (p < 01) demal fear survey (DFS)
avondance scores (p < .000), DFS physiological responsiveness scores (p <.001), DFS cognitive

| scores (p < .000), the DFS question rating overall fear experienced due to dental treatment (p <
-000), dentists’ ratings of cooperation (P < .01), dentists’ ratings of comfort (negatively; p < .01).
dentists' raiings ot pain (p < .01), the trait anxiety measure (p = .002), and patients’ ratings of
comfort (negative; p < .000), fear (p < ‘L’OOO), and pain (p < .000). Howe\_/er; correlations of post
intervention CDAS scores were moderate to high when considered in relationship to dental
assistant's and dentist's ratings of pain, eo-operation, and (negati\"/e with) comfort (all p's < .001),

| patients’ ratings of fear, pain, and (negative with) comfort (all p's < .000), all DFS scoree {p < .000),
with the GSR4 measure (p < .01), and highest rises in GSR conductance measures (GSRD; p <
.000). v |

Measures eorﬁprising the dis'ress construct were highly interrelated. These measures
iricluded pest;CDAS scores, dental assistants’ ratings of patients' comfort and pain, all DFS
measures, dentists' ratings of patients’ comfort and pain, patients’ ratings of their own -comfort,
pain, and fear levels, medications (anesthetics) used, and increases in measured skin |
cenductance (GSRD). That the variables were'highly interrelated was supported by the fact that of
the 91 Pearson correlation coefficients revealing the degree of corresponden'ce of all variables
with each other (not including a:\‘/ariable \;vith itself) 75 were significant with alpha levels of .01 or
less. ' 3 | _ o .

The highést,"’;qr}elations were found among the five GSR measures. Table 7& revealed
that these relatiens“'h'ips' rang‘.ed frofn [=84tor= 97. However, the coneletions between the five
d:rect GSR measures and the greatest levels of i increase in GSR measures (GSRD) were more ‘
moderate raﬁgmg fromi=.46to = .62. The correlation coefficient showing the degree of

relationship of the the baseline GSR méasure (GSR1) with the hvghest rise of GSR (GSRD) was

“not significant. @
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. Estimated depth or level of trance was not found to be significantly related to any other
measure. For example, neither the patients' ratings of comfort and pain nor other indices of
bdistress were related substantially with patients’ rated levels of tranca.
Effects of Gender

Post hbc analyses were done to examine the effects of gender. None of the 14 variables
measured as aspects of the distress construct were found to be significantly aftected by séx. In
other words, there Were no main sex effects observed on the 14 variables after ANOVA's were
computed. However, all DFS measures, including DFSavoidance, DFSphyisical, DFS{d, and
DFScognitive, showed interaction effects within the groups. The DFS avoidance averages were
summérized in Table 27. Most of the interactive effects were the result of women reportihg more

avoidance of dental appointments and more cancellations than men in the control group.

TABLE 27. Summary of Means and Analysis of Variance of Dental Fear Survey,
. Avoidance scores by Group and Sex .

Group Men Women
indirect Taped 2.70 ‘ 2.00 LN
. Direct Live 2.70 : 2.30 _
 Indirect Live 2.00 .2.50 ‘ -
*.Control 2.30 ' 4.20
“Direct Taped 3.00 2.80
:s"ri' otal 2.54 2.76
i —

Analysis of Varlance

. Source D.F.. Sum of Squares Mean Squares F Ratio F Prob.
Main Effects 5 15.11 3.022 2.265 * .055 S
Group 4 13.90 3.475 2.604 .041 C
Sex ™, 1 1.21 1.21 907 344
2-waydnteraction - _ '
Groupfy, sex 4 21.54 5.385  4.035  .005
Explained, g 36.65 i 4.072 3.052 .003
Residual . 90 120.10 = 1.334
Total "3y 99 156.75 - 7tk 1.58

o B O
Bt B . . : »

Similarlf‘"?@ble 28 revealed how women in the control group were more likely to have

experienced physical exﬁ?essio,ns of fear than men, but males repéned much less physical fear
. ST P S :

experience after the indirect live prepa"‘r;a'tid'ﬁ:-’t_haﬂ the women In other words, the indirect live

approach was more effective for men than for women.

\
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TABLE 28  Summary of Means and Analysis of Variance of Dental Fear Survey,
Physical scores by Group and Sex

Group Men Women
Indirect Taped 10.50 9.20
Direct Live 11.60 9.20
Indirect Live 7.60 11.30 A
Control 11.80 16.10
Direct Taped 11.60 9.30
Total 11.02

_10.62

Analysis of Variance

Source D.F. Sum of Squares - Mean Squares  F Ratio F Prob.
Main Effects 5 262.560 ~. b2.512 4.007 .003
Group 4 258.560 64.640 . 4.932 .001
Sex 1 4.000 4.000 .305 .582
2-way interaction ,
Group by sex 4 220.60 55.150 4.208 .004
Explained 9 ~ 483.160 53.684 4.096 .000
Residual g0 1179.600 13.107
Total 99 1662.760 16.796

Table 29 summarized the saqe'results for the DFS cognitive measure. Again women

reported higher cognmve fear than men in the control and indirect live groups However, in this

case women showed lower cognmve feari in the direct live group

Summary of Means and Analysis of Variance of Dental Fear Survey%

TABLE 29.
) Cognitive scores by-Group and Sex -
Group Men Women
Indirect Taped 23.90 23.70
Direct Live 33.10 24.90
Indirect Live £19.90 28.90
Control £28.90 43.20
~Direct Taped 27.00 26.10
Total 26.56 29.36
, Analysis of Varlance
Source D.F. Sum of Squares Mean Squares F Ratio F Prob.
Main Effects 5 2165.940 433.188. 4.711 .001
~G@roup 4 1969.640 492.485 5.356 .001
Sex 1 196.000 196.000 2.131 148
~2-way interaction
Group by sex 4 1571.900 392.975 ‘4,274 .003
Explained 9 3737.840 415.316 4516 - .000
Residual 90 8276.000 91.956
Total 99 12013.840 121.352
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On the DFS fear question, men exp}essed higher feﬁ?‘ in the direct livg groub than

women, and women expressed more overall fear in the indirect live group than men.’ The results

were summarized in Table 30.

TABLE 30. Summary of Means and Analysis of Variance of Dental Fear Survey,
Fear question Scores by Group and Sex

Group Men : Wofnen
Indirect Taped ' 1.70 : 1.60
Direct Live 2.50 1.40
Indirect Live 1.40 ‘ 2.30 *
Control 2.20 3.00
Direct Taped 1.80 2.10
Total ’ 26.56 . 29.36

Analysis of Variance

. Source: _ D.

F. Sum of Squares Mean Squares F Ratio F Prob.
Main Effects’ 5 10.840 ' 2.168 2.439 .040
Group 4 10.200 . 2.550 2.869 ~  .027
Sex 1 .640 640 .720 .398
2-way interaction ‘
Group by sex 4 13.160 3.290 3.701.  .008
Explained 9 124.000 . 2.667 »3.000- © .004
Residual 90 80.000 .889
Total 99 104.000 1.051 A

A

Participants’ Perceptioné of Forcefulness of Direct versus Indirect Intervention

Panfgﬁaantg who were assigned to the four hypnotherapy groups were asked, ona10-

¢point scale, how forced or pushy they experienced the intervention to be. A T-test, comparing

3

the means of the combined-direct and combined-indirect groups.was computed. Results
a' N

indicated that the combined-direct groups (mean =~5.?0) and the combined-indirect groups

(mean = 2.40) differed significantly on the measure; {(78) = 6.00, p = .000, with the combined

- direct groups being more forced or pushy. “ .

?\)
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- Effect of Hypnothe.tap‘} Procedure on Whether Partlctpant Would Like ll'I‘he Preparation Again in .

Future _
Partlcipants were askeid if they 1éit they would like to re-expenence the preparatory
mterventron pnor to thelr next dental appomtmem Particrpants of the mdtrect groups mdicated
. they would like to expenence the procedure agam sngnmcantly more often than did particupams of
)

the direct groups. Nmety-hve percent ot the indirect groups would hke to have ‘fhe intervention

again, compared to 72.5 percent for.the direct groups The counts'were summanzed in Table 31

Table 31. Summary of Frequencues of Yes and No and Chi Square Analysis
of Responses to Question of Receiving Preparatory intervention Agarn 3
Drrect and Indirect Groups . v
. Response . Directiveness
‘9 | Indirect . Direct
YES. 38(95%) : 29(72.5%)
NO 2(5%) © 11{27.5%)

Qm_Sguar_e_(1)=5878 p = .0153; MlmmumEF =6.5

AN

r \, ;

IS

An identical analysis was performed comparing the eftects of modes of preséntation on
whether participants would like the preparatory treatment again. The results indicated no *

_ differences on the frequencies of the two groups responses to the question. A summary was .

provided in Table 32.

Table 32. Summary of Frequencies of Yes and No and Chi Square Analysis

of Responses to Question of Receiving Preparatory Intervention Again:
Live and Taped Groups

Response - Mode of Presentation
LIVE TAPED
YES 34(85%) 33(82.5%)
NO 6(15%) ’ 7(17.5%)

- Chi-Square(1) = 1 p = 1.00; Mininum E.F. = 6.5

»

-




Level of Trance '

£

L . 4

The estimated Iével of trance was analyzed for the four grodps recelving hypnotherapy .

interventions. Us'ing Chi-square tests of sigqmcance oompgring combined dil;ect and combined
liv;ﬁgroups; there were no significant differences in frequencies of trance le\)els of eaoﬁ group; ¢«
' Qmﬁguam =252,p= .47é‘. Neither was there an effect detected when the combined live
p;'esem'ation groups and the combined taped presentation groups compared; Chi-Squared =
7.15, p = .067.
°
: . ! .
Participants Ratings of Level of Enjoyment of the Hypnotherapy Treatment
- The partichant;’ ratings of their levels of enjoyment of tﬁe hypnotherapy were analyzed .
with a dnéWay analysis of variahce comparing the 4 treatment groups on the measure. The results -
| xwere summarized in Table 33. Ratings of enjoyment on the 10-pon scale were generally high,

" averaging 8.30 for the entire group. However, there were no significant differences between

groups.
' %

TABLE 33. Summéry of Means, Standard Deviations, Minimums and Maximums, and
: Analysis of Variance of Level of Enjoyment by Hypnotherapy Group

Group N Mean SD Minimum Maximum
Indirect Taped 20 8.70 1.22 6 ’ 10
DirectLive - 20 8.20 1.96;, ° 5 10 .
Indirect Live 20 - 8.45 . 1.32 5 10 :
- Direct Taped 20 7.85 1.60 5 10
Total 80 9.84 1.55 5 10
- - -
‘o ~__Analysis of Variance . :
. Source D.F. Sum of Squares Mean Squares F Ratio F Prob.
Between Groups 3 . ~7.90 7 ' 2.863 1.09 357

Within Groups 76 182.90 C2.41
~ Total _ - - 79 ' 190.80 j
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Participant's Comments

- Participants were asked if they would comment on their expenence and
particxpatlon inthe expenmem The the comments'were favorable generally, for the two Iwe and
the tabed-indirect groups. They were somewhat less favorable for the dlrect-taped-greups.

- (Comments Were Summarized in Appendix XV)

. C - Discussion

This sectiori providés a diséussion and interpretation of resuits, with references to related
findings. In addition, methddological consideratiéns and'possible Iimitation.s. were addressed.
Discussion begins with what have been cansidered the most critical and primary main-effects
results and proceeds to the consideration of secondary findings.

. . { the Five G ith Multivari | Univariate Anal
~The finding @hat participants of the four hypnotherapy treatment 'grmllps experienced
significantly less distress than the control group participants is consistent with most_previous
research demonstratiné thé e}fectiveness of various fénné of hypnotherapy as: effective
, preparatioﬁs for dental treatment (Egs. Barber; 1976; Goldberg; 1973; Jacoby, 1955{ Katcher,v
.'Segal, and Beck, ~1984; Kleinshmidt, 1571; Marcus, 1963; Moss, 1965; Neiburger, 1973; and
Strosberg, 1972). The results also help to-allay past criticisms (Schey, 1976) that there has been
a lack of"proof from group outcome experiments that hypnotherapy can be effective to prevent
and reduce the distress of patients undergoingkdental treatméht. The resulits prove that dental
vbatients’ distress éan be~éffectively reduced by a brief, prepe;rétory,‘hypnoth'erapeutic

1 3

~ All hypnotherapy groups showed some degree of superiority over the control group in

intervemion.

reducing aental treatmeni distress, although the indirect live group’ was responsible for most of

the difference among the five groups. This finding -supporis the theoretical contentions of



: va'dvovcates of lhewlndlrect. 'pe'rmlssive. ap_proach to hyp‘notherap’y (Egs Alman and Carnyly, 1980;

Barber, 1976; and Fricton and Roth, 1985). Univariate analyses of variance of the five groups
revealed that 7 ol the 14 distress measures aeccunted for the groups’ differences. These
measures included post-Corar_.i Dental Anxlety‘Sc‘ale scores, the avoidance portion of the Dental
. Fear Survey, the physical indicatars-of the Dental Fear éurvey, the cognitive portion of the Dental
Fear SUr'vey. the general fear question of the Dental Fear Survey. dentist’s ralinss of their -
patient's comfert. and increases in skin conductance measured by a GSR monitor throughout the
' clenlal lleatment. Tile results suggest that behavioral, physiological, and cognitive aspect_s of fear
and anxiety were mainly affected by the hypnetherapeulic interve.ritions.‘ When the f0ur)
' experimental groups were compgred with the control group, pain measures were not significantly
affected. N
A recenl experiment conducted b3; Price ancl Barber (1987) appears relevant in light of
current resiJlts. Ti'ley analyzed those factors they considered to enhance theeflicacy of hypnotic
analgesia. it was forrherly noted that Joy and Barber (1977) claimed a resounding success with.
‘ lhe Rapid Induction Analgesia method with 99 of 106 dental patients. Replications by other
.expeﬁmeme}s“weie l‘ess impressive. For exan_iple. Gillen and Coe (1984) were able to produce a
painless dentalexperience fo; only slightly more than 52% of their patients. These kinds of
discrepancies were t‘he foeus of Price and Barber's (1587) report. They analyzed four‘_lactors that
have possibly influenced the efficacy of hypnotic analgesia with other studies, including:
1. Hypnoiic susceptibility after providing direct suggestions
2. Repeated presentations of sUggestiens‘rather than once only provided
posthypnotic suggestions l'éranesthe“sia
3. Affective compared with sensory aspects of pain, and

4. Degree of intensity of the painful stimulation

Regarding hypnotic susceplibility,.Price and Barber (1987) foted that previous studies

where suscesptibility was correlated with analgesia used experimentally produced, supra-

3
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. threshold pain levels ln Price and Barbers(1987) experiment, they found that hypnotic
susceptibnlity observed after giving participants direct suggestlons was only: oorrelated with
~analgesia when hlgher levels of pain were introduced. Funhermore they tound that a a group of
adult particnpants who were given continuous suggestions and cues mamtained hypnotic
analgesla during nociceptive heat stlmulatlon longer and made srgnmcantly lower sensory and
affective visual analogue (VAS) scale responses than did a group who was given only one
instance of suggestions -- particularly lower VAS affective responses to pain. The authors.
cohceded that the RIA method corttained many fewer suggestions for analgesia than for fear

- reduction. | '

These;(;t:servations and@nclusiens from Price and Barber's (1987) report are critical to
interpreting results of the current study. First, there was the tinding from the current study that.
‘when the flve groups were compared there were no sngnmcant differences detected on the three
pain mtensrty measures However, it must be oonsndered the pain that was reported either by the
contro! or by the hypnotherapy groups was minimal, a fact that wasn't surprising given that all
subjects recelved anesthet|c The actual pain' measure averages reported for participants of each |

group and in total were as follows:

TABLE 34. Summary of Means and Standard Deviations on Measure of Dental
Assistants' Ratings of Participants' Pain Intensrty Rated on
10-pomt scales

Group : ) Mean SD

Indirect Taped 2.350 ' 2.033

Direct Live 2.450 -2.438

Indirect Live : 1.850 \ : 1.226 °
Control » 3:050 2.282 '
Direct Taped 2.050 2.038

Total 2.350 ' 2.047




"TABLE 3S..

f
Dentists’ Ratlngs of Parttctp Pain Intensity Rated on 9“
} _ 10-goint scales
Group Mean [ SD
Iindirect Taped 2.250 - [ 966
Direct Live - 3.600 / . 088 _
Indirect Live 3.050 ; 1.959
Control £ 3.400 \ 2113
Direct Taped * - 2.950 1.849
Total 3.050 \ © 1.866
b
TABLE 36. Symmary of Means and Standafd Deviations on Measure of
' Patients' Ratings of Their Own Pain Intensity: Rated on
10-point scales
Group Mean T SD
Indirect Taped 1.850 1.309
Direct Live 2.400 2.011°
Indirect Live 1.950 1.099 .
Control - ~8.100 2.532
Direct Taped - - 1.900 2.150
Total” 2.240 1.918

It can be seen from.tables 34, 35, and 36 that none ot the averaged pain ratings of any of
the groups or of all participants taken.together_reaéhed 4 out of possible 10. That there was 50
little pain reported by any of the groups reduced the possibility that there might be diﬁerences in
pain ratings among thevm. Considering th‘e low pain intensities involved, it would have been
interesting to compare high and low hypnotic susceptibility panicipants on the pain measures.

Ancther factor that could have contributed to the minimal detected anélgesic effect of the
'hypnotic interventions, particularly the tndirect-ﬁve hypnotherapy, was that the proceduré of the
current experiment followed Barber's (1977) RIA methoct where he reported that the particibants
in that experiment were gtven the cue of bemg touched on the shoulder asa post-hypnotnc
suggestton for comfort and relaxatnon ln thetr later r __gport Price and Barber (1987) emphasnzed

the importance of actually remtroducmg trance on several occasions to enhance the analgesnc

effectiveness of the RIA method

;



| Finally, another critical ditference betﬁee;l thé earllervrepon‘_ on RIA'by. Barber (1977). and
| thelater report on thé method by Pﬁce apd Barber(1 Qfﬂ relates to the number of éctual . |
>sug'gestions made Ir; réjefence to analgesia com_pareé with relaxation énd anxiety reduction. n
their later study they increased the number of suggesgbnélimendeq 9 producé analgesia.
‘Moreover, they.found thét the RIA method would moré likely result in lower VAS affective
responses to pain rathe} than VAS sensory redUction's& More ‘actu"al sugg'estions\for anaigesia
and separate measures of affective and sepsory aspe’éts of bain might have produced differences
in"reported pain levels among groups in the curfent éthy.
it could be argued that a glacebo-contrgl qrqup:} should have been added to control for
expectancy effects. One could say that, because the h;ypnotherapy group panicipan_ts expected
" distress reduction effects, then the the effects were reaf.lized. A placebo-control or attentioh-
cont_ro‘l group was not includéd in this e,,xpesrirﬁvent becat":se'artention ‘is inextricably involved as
part‘ of the preparation for hypnos_isv. Recognizing} the c‘rupial nature of client's expectations .
I Erickson and Roési (1979) .
stated: C ' *
. We agree and emphasize that effective trance work is usually preceded by a
preparatory phase during which we help patients create an optimal attitude and
belief system for therapeutic responses. A singularly important aspect of this
optimal attitude is expectancy. Patients' expectations of therapeutic change

permits them to suspend the learned limitations and negative life experiences
that are the source of their problems. (p.2-3) = -

" it may be arguéd that changing a person's expectations about their own responding or

‘other aspects of a typically distressing.situation is important to any psychological intervention

strategy. For this reason mainly, an additionat control group was not employed.

—

Memioned in the results section was the fact that some dependent variablés of the
'MANOVA andvANOVA analysis were not normally distributed and the groups had unequal

variances on $ome measures (a condition referred-to as heterogeneity of variance). Barker and




Barker (1 984) cited a dassic study done by Norton(1952) who vlolated the two assumptlons

systematically and found that even gross violations of the nonnall%gf distribution and
homogeneity df variance assumpﬂons had no appreciable aﬁect on the F distriT.nion Ban(er and
Barker (1984) added that MANOVA and ANQVA_ are robust with regard to the two noted yiolatiens,/ :
parﬂcularly when the numbers within each cell are equal, as in the current study where group - ;-
numbers were equal.

Nevertheless, 10 gudrd against possible inaccurate conclusions, two steps were taken.
First, with MANOVA all test criteria were included, with even the most conservative ones indicating

sngnmcance With ANOVASs, data analyses were cro& validated using an approach that accounts

sér unequal vanances The procedure involves weighing averages wnh estimated variances to
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produce the "K statistic” (Krutchkoff, 1987). Measures of each variable of the 14 mcluded in the

" distress construct were analyzed with the K statistic, a test much like ANOVA but with the

Post-CDAS, p =.00; DAComt, p = .40: DAPain, p = .34; DFSav,p=.14; DFSphys\p = .02; DFSfq,

PaPain, p = .34; PaFear, p = .49, GSRD, p = .00. The analysis resulted in incregsing the DFSav
alpha Ieveliand decreasing the Dentlsa_ ratings te a level of significance of .03 (two-tailed). In all
other cases the variables that differed among the‘ five groups were the same as for the 'ANOVA.
Signiﬁcance Iievels.varied slightly from F to K stat?stics. |
Covariance Analyses

With the exception of time required for appointment (APTime) and dentiets' ratings of
intensny (DentR1I) _of the procedure, twe measures wnich were highly correla’ged, the groups were
__comparable on ail the non- dependent measures, the ones not intended to aﬁeet or be aﬁeeted by
the preparatory hypnotherapeutlc intervention. Allowing these measures to covary during both
multlvanate and univariate analyses the effect was to increase group differences on the dlstress

 measures. When both variables were included as covariates, alpha levels were reduced

.




substantlally to less than "01 for alt MANCOVA test criteria, As well, an addmonal variable
pamclpants ratings of thelr own pain (PaPain), galned signiﬂéance Considenng that some of the
hypnotherapy groups were the oneg who tended to have higher average times for appointments

and intensity ratings, the covariate analyses results were in the expected direction.

The combined taped and live groups showed differences from the control group on the

distress measures using MANCOVA, with 7 of 14 ur_1i'variaté differences. Of these, the corribined
live p.resentation group was exclusively responsible f‘or diffe: ences on three variables and t"e
combined taped groups responsible for differences >n one variable. Respdnsibility for
discrepancies with the control group on the other four variables that reach/ed significance wzs
shared between both combined groups. |

The relative sﬁperiority of live versus taped hypnotherapy presentation modes is contrary
to some‘previous research on the topic( Eg. T. Barber, 1964) yet provides informatic 1 on an
important question about the relative efficacy of taped hypnotherapy. Proviously mentioned was
Gillett and Coe's (1985) expefimenf that failed to dembnstrate thé same level of success using‘
taped presentations of the RIA method. Given the timing and pacing allowed with the live
presentation mode they might have.had shown more effectiveness with a live RIA approach.
, Indeed.. in the current study there were several occasions when é persdn obviously needed more
time for eye closure or some other response that would not necessarily have been allowed via
tape. On the other hand, there were a few instances where a participant expre'sséd their
preferences for a taped presentation because, as they stated, "l wouldn1 have .been able to relax
like that in froht of another person.” ,lr_1 this case the othef pe}son was also a stranger.

Combined Direct and Combined Indirect Presentation Groups Compared With the Control Group ‘

~
'—\'ﬁ:.




The MmCOVA resutfs ware also‘_consl‘stent:with the expérlmentat Wmesis in this case.
Both contbined groups were superior to the control group and the combined indirect group was
exclustvely responsible for6 ot 10 slgmﬂcant variable differences. The 10 variables included the
same 7 as the five groups comparison reported earlier, as well as the demal assistants" ratings of -

"‘ parﬂclpants pain, the particrpants ratings of thelr own pain, and-participants ratings of their own ‘
: comfort. The combmed dtrect and indirect groups contrasted sugmﬁcanﬂy with the control group
1or the significant differences on the other 4 vanables
| The finding that the combined indirect group showed superior effects relati\re to the

y,‘ combinqd'direct group is contrary to recent findings of Lynn, Neufeld, and Matyi (1987). These
authors compared the effects of direct and indirect wordings of hypnotic inductions.and
suggestions on the behavioral and subjective responses of 235 college students. They found
thatwarying the wording of inductions had no differential effect on responding, out particinants
who:experienced direct worded suggestions responded with more involumari‘ness and produced

~ more effects eompared to participants given indirect worded suggestions. They also reported no
_interactions between wording of inducti'ons and wording of suggestion types. In tnis experiment
the participants were asked to rate the degree of voluntariness to suggestions and to rate their\
responsiveness to suggestions. |
In my opinton, a possible‘explanation for the relatively high reported res;l)onsiveness' to
‘ suggeAstions in the Lynn, Neufeld, and-Matyi (1987) study might simply t;e attributed to memory
- effects. Given direct suggestions to produce behat/ioral effec.s, participants in this condition were
cued »in?tially to produce the effect. Participants given indirect suggestions were given the choicg
_' J how to respond. The direct suggestion participants were then aware that.they produced the ‘
response and tater asked to remember if the} indeed produced the response. The indirect
suggestion group may not nave produced the response, or may have p_roduced another resoonse
if a-choice was given, would later perhaps forget if they did or did not produce the respo'nse and

would nattjrally have trouble recalling if they had responded. For the direct group the suggestions
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‘were identical to the measure of respoﬁding. resulting in‘an aiready cued niémory 'of at least tﬁ@
expéctation. :

That the direct subjeéis reported more involuntariness might have resulted from the
hypnotist having made the choice. For example, if one were to direct, "close your eyes” then a
person might feel compelled to close them and Iater report that the event was falriy involuntary. |
given the possublhty as in "in a short time you might feel like closmg your eyes", would one then
report later that they did so involuntarily? .'

The finding of more extensive effectiveness of the indirect approach is contrary to éome
studies that have failed either to replicate J. Barber's (1977) work or haye other_wisé been
unsucce;sfdl demonstrating the advantages of more indirect and permissive suggestions. (Eg.

" VanGorp, Meyer, and Dunbar, 1985). I-t is intereéting to note that in the current research there |
were those who comrqgnted about their pqsitive, comfortable responses to the direct, movre
authoritarian s-qggestions, either presénted live or on tape. However, from the frequencies bf
those who WOuId like to have the procedure repeated again before their next appointment, there

' was a clear advantage for the corhbined indirect groupi. ]

Consiéteﬁf with postulates from the permissive viewpoint, the argument isn't generated
from a premise that direct hypnotherapeutic suggestions can't be effective. Rather, those who
advocate the use of permisSively and attractively worded suggestion‘s m:;ke the assumption that
thbse indirect suggestions would be more automatically accc_epted.. Part of the rationale for the
assumpiion is that there WOuld be less ghénce bf conscious opposition when choices are given.
Anéther important assumptioh, consisteht with Ericksonian thought, is that individusl's
orientations,‘langda.ge, and other aspects of thejr world vie\;v are validategj and utilized, wheréby
suggestions are embedded within an,offeriné of that world view. This doesn't negate the
possibility that a pérson might be receptive to 4direct, relétively_ authoritarian suggestions. On the
contréry, ihe approach expects and incorporates those occurrences. Cdnsist_ent with Yapko's

(1983) and Alman and Camey's (1985) suggestions, a hypnotherapist would be best equipped "
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~ with'skills in the use of both indirect and direct styles. Also, suggestions aren't exclusively direct or

Qir

indirect but fall on a continuum with polar extremes.‘ From more extreme; indirect perspectives J.
Barber's (1976; 1977) RIA method is,not considered all that indirect. For example, Lankion and .
Lankton's (1983) metaphorical suggestion atppmaches are much less obyiously-'connecte'd to that
which they Intend to influence. o '

Eni  Forceful Lovels of T ™ ion Pref ‘

~Levels of enjoyment reported by participants of each group were generally'high'. averaging

near8outof a possible 10 for all groups. The generally high ratings likely oontributed to a‘lack of

difference among the four hypnotherapy condjtions. The high en;oyment levels were also

reported despite the fact that the groups dtftered substantlally in-their.reports of the direct

interventions' forcefulness, or pushlness . However, the preference tor the indirect style was
supported by the significantly higher frequency of yes responses to the questlon “would you like
the same preparation for treatment again before your next dental appomtment?" That they didn't -
indicate hlgher enjoyment levels, yet indicated that they would like the treatment again, suggests
that the indirect groupsv considered the interventions to be more etfectiVe than did the direct
groups.

!

Estimated levels of trance were not found to discriminate the four treatment groups. |

' ‘Perhaps a more refined measure of trance.or an indication of estimated trance level by the

participants would have contnbuted to a more accurate estimation. - Havmg to estimate ievels of

trance by observable behavuor alone was dlftlcutt
Limitations of the Experiment
The conelusion's ot the experiment were drewn primarily from comparisons made between
the experimenteigroupe and a no-treatment oomrot group. As noted previously, because

expectancy plays a crucial role in hypnosis the decision was made not to attempt to control for _

participants’ expectations of treatment effectiven'ess. This may be considered a limitation in that




differences might not have béen as significant it experimental groups were compared with an

" attention or a placebo control group.’ I
Two of the scales used as &ependent measures, thé CDAS and DFS, have proven -
reliability and validity thfough prc;vious independent verificagﬁons. A few of ihe other measures
used in tﬁe experiment were based on ratings vﬁth_dut indebendent ctlecks on their measurement
properties. Cohsequently,”potential for measurement errbr was sometimes high. This was
obsewed in relation to questioh;s, about pbain. where, on a singular dimension of inten§ity,
Ny participants, dental assistanfé, and dentists were asked to give a ratihg on a ten point scale. The
. d'rstributions_bf scores of the measures were skewed in the direction of a prep;nnderance of low
scores, reduéing the chance for detecting group differences on the maasures. A degree of‘
reliability and concurrent validity was gained by the féct that many of the dist/réss measures were
intergorrelated. |
Although attempts were made to utilixe panicipant's idiosyncratic representati’or;al

chan lls"(visual, auditory, or kinesthetic), ih ' ny cases, without time for adequate assessments
of thesgi::tind' ies, théy were: minimally uéed. Only when a participant clearly used a predicate in
conversation, or .alludqd to an éppar’ently favored channel were they included as ways of lorrhing
suggestions. Therefor{, it isn't clear the extent to which this practice had on the effectiveness of .
the indirect live condition. |

| With any research, biases of tﬁe researcher, intentional or not, can affect outcomes.
Although steps were takeh to ensljre that the dentists and dental assiétams were ignorant of each
participant's grouvp membership‘,tl';e experimenter wés aware of participants’ group affiliations.
Possible biases wére partially controlled with the use of measures from different sources.
~ Nevertheless there wés the posg’ibility for inadvertently inﬂuencing outcomes, as the experiment
was not blind to the experimenter. Furthermore, the experimenter delivered all of the

hypnotherapy treatments.




'V SUMMARY, CONCLUSIONS, AND IMPLICATIONS'

Surnmary . '

Histoncalty anxiety and pain-have been common complaints addressed by psychologists,
physrcians, and dentists occupymg much of there treatment time. These forms of distress :
emerge often as mherpnt aspeg¢ts of the invasive nature ot medlcal and dentai treatment

' procedures. Otherwise, fear and pain are expenenced oonoomrtant wrth rnjuryzend dlsease _ ’
processes. '»New forms of treatment for such distress have been enco’uraged as the drawbacks and
disadvantages of conventional. often intrusive methods. Itke medications. have been exposed.
Partly to address this need. and partly to examine theoretical issues within the area of |

’ hypnotherapy, the current study was undertaken. \

Early hypnosrs procedures emphasrzed the responses of mdtvrduals 1o a tairly

standardlzed set of mstmctlons called an /nductlon More recently, |t has been observed and

postulated that mductlons that are more personalrzed and tba I fer a wider choice of respondmg
will lead to more posrttve hypnotherapeutic effects. In this-efpetffment an hypottfesis was

* formulated, consistent with the aforementioned po_stulate, that indirectly worded suggestions;

' - those offering more choice of responding, and live-presentation suggestions those that are more

personahzed would be more ettectuve than drrect and tape-recorded presentations in reducing
“the dlstress of dental patients during their dental treatment

A review of the hterature revealed that for many dental patients pain is a trequent concern,
“as fear of pam has been rdentmed as a primary anxiety provoking aspect of the dental vrsrt The
_Corah Dental Anxiety Scale (CDAS) and the Dental Fear Survey (DFS) have been most often cited
in. the Iiterature as measurement instruments of dental anxiety and fear. Although estimates vary,
depending,on.the poputation sample, approximately 5-15% of the population may be considered |
.'dental phobics, whereas some- researchers have put the percentage of those who experience at
least some degree of dental anxiety at 80%. M'en tend to less frequently repo'rt_'anxiety about their

dental treatment than women, aithough the difference might be attribute to the reluctance of men



ORISR

to admit to their tear The relationship between both age and socioeconomic status and Qental fear
is unclear So far results ot studies focussing on these possible correlations hav been equrvocal P
Pain and fear seem to be inextricably connected, as ‘considerable work has been
undertaken to look at how emotional respo‘nding affects pain perception. Early traurnatlc dental
history, dentist's attitudes and manners,- the patient's psychological history. and long waiting times
have all been linked to higher anxiety levels of dental patients.
The main intrusive methods of alleviating dental treatment distress have involved the

introductlon of drugs. Drugs have been used variously for sedatlon anxiety management local

and general anesthesua ngn-intrusive methods besldes hypnosis have included: enhancmg the
dentist-patient relationship,’\exposmg children to non-stressful dental vnsrts at an early age,
providing exposure to a model, applying beha\rior modification, providing systematic
desensitization treatmeﬁt. give relaiation_training, and provide other.forms of cognitive-behavior
therapy. Among hypnotherapeutic interventions have included J. Barber's (1877) Rapid Induction
Analgesia (RIA) technique. This particular preuzse @ has become a model ot an indirectly worded
.method for preparing patients for dental treatment. Barber (1977) claimed highly impressive
success with the RIA method, ostensibiy producing analgesia in 99 out of 100 dental patients who
“were not given anesthetic for their dental treatment. Subsequent replications showed less
evidence to support the previou's exceptional results. However, these replications were only
-partial because they provuded hypnosrs via audio-tape recordings rather than live presentations
To examine the comparative effects of the two different kmq.‘of wording of inductions and
. the two differentSodes of presentation agroup oompanson experiment was undertaken One-
hundred dental patients, 50 men and 50 women, were randomly assigned to five groups One
group was a no-treatment chtroi group whose participants were q_bserved as they experienced
their dental treatment. Each of 'the other’groups was an ex.perimental group who received
. treatment in the.form of hyphotherapy, within which the inductions and suggestions were either:
indirect and taped, direot and live, indirect and live, or direct and taped. The dentists but not the

\
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operator wena btlnd che group aﬂiliation ot each dental patient Patiems dlstress was measured
primarily on 14 dependent variables. lncludlng the CDAS the DFS demal asslstants ratlngs of the
patient’s pain and comtort denttst's ratlngs of the patient's paln and comfort the patiant’s own A
V \ : ratings of pam comfort, and fear, the amount of anesthettc medicatlon used and a physiologlcal
measure. - | E ' B
Pric?(to the experiment, a pilot study was conducted. The jHilnt took the form ofz‘a c.a_se;
| study where é 34 year old wbman was taken through som+ .- = . L:ve dental treatment v;/ith |
just hypnotherapy, based o,r%the RlA/method, for aneéthes" “he piiot ~as carried out to field test
‘the indirect, live method. -
Results of the éxperiment were positive for hypnosis across all groups. _A Multivériavte“
Analysis of Variancé (MANQVA) carriéd out on 14 variables, concurrently, showed signi_ﬁcaoce on
toqr test criteria. A subsequent uhit/ariate analysis revea'ted 7 of 14 of the depe.n_dent van'ables
: were signiﬁcaht. These significant variablés included méinly feét( and anx'iew me\a:_smes. Of thew
four experimental groups the indirect hypnotherapy groups accounted f_dr most of the diﬂerehées o
with the control group. | B
The same ariélyses were p_erfottned with the addition of two variables made to covary', Time
for Appointment and Dentlst s Ratings of Intensxty of the Procedure. This statistical strategy
\\jded in lowering alpha levels in the case of the MANOVA and addmg an ﬁdmoncn significant
univariate resuft. The patients' ratings of their own paln- gamedysngnmcance with the analys:s of.
convariance (ANCOVA). | o |
Further analysés were undertaken by combining the four expgrimental groups. First, the
combined taped-preserttation groups, the combined Iive:presentation groups and the control
group wete combined us'in:g the same MANOVA and ANO,VA statistical tests that‘were used for the
five groups comparison. Then, in_the same way, the combine :’xrect-st):le group, the c'om‘b’inevd
indirect-style group, and the control .g'roup were compared. In the first set of analyses, 8 of the 14

dependent variables were found to differ significantly among the groups. The combined-taped



and c%mbined-liye groups"were fairly evenly spit in accounting tor-signillcant dltterences wlth the
control group. Inthe second set o analyses 10.0of 14 ot the variables were found to differ among
the combined indirect, dlrect and control groups in this case the indirect group accounted ior
most oi the group dtfl‘erences The results indicated that the degree of directness had a strong |

_lmpact of the ettecttveness of the hypnotherapy. to the pornt ot centnbuting to reductions in pain
- of dental patients undergomg treatment Whether the lnductton was dellvered live or in-person
V__was somewhat less consequentral The comblnatlon of mdrrect wrth a itve presehtation was most
e_itectrve in reducing distress. B EIE ,"- “ f’ |

E ‘Other anaiyses showed that many of the distress measures were rnterrelated In this

sense 75 out of 91 possivle sxgnmcant correlations were produced when each dependent vanable .

was correlated wrth each other dependent variable.

i _
_versions, and more ol those patients. who received indirect hypnotherapy indicated that they
would like the intervention again in the future. Estimated¥evel of trance was not sigolﬁ{antly,‘

Dental patients rated the direct lnductron\\:re forced or pushy than the mdlrect

dtiterentlally atfected when the two sets of COmblned groul s were compared Al of the
hypnotherapy groups tended to rate their en;oyment of th preparatory procedure htghly A

treatment by gender interaction was detected showmg,that men had more eftectiveness wrth the

lndtreci approach than women, and w /r;r) Y
cancellations otg,entakeppﬁ‘ ntments

ere m2 likely than men to report avoidance and

The results were dlscussed in terms ol the general ettectiveness of hypnotherapy for
reducing dental distress, and the specific, superior ettecttveness of the llve-presentation indirect
method. The effectiveness of the procedure&@ght have been turther enhanced if hypnotrc
'7 suggestions and cuesavere provided more frequently,-if affective as well as sensory aspects of

R Y,pai‘n were measured a-nd}ii the degree* of-intensity of the painful stimulation were increased.
Methodological hmrtatlons that were noted mcluded a no-treatment control rather than an
attentron group was utlllzed pain intensities durmg dental treatment were generally low mdrrect

n
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live presentatlons were not as personalized as they could have been and the experlmerrter carried. -
out ail of the tré‘atrnent An identification ot the specific conditions that would be most tavorable to -
elther a direct or an indirect approach would be a worthwhile direction for future research. Applying
the method to other settlngs and circumstances of distress in the form of fear and pain, and

developing indirect hypnotlc procedures for chlldren were also suggested as usefdl areas for =

further study

’ Conclusions
‘Dental patlents expenenCe an allevration ot dlstress and enloy hypnotherapy presented
betore their dental treatmdm regardless ot therr degree ot hypnotrc SUSCBptlblllty Hypnotherapy
with suggesttons tor developmg comtort and relaxatron helps to prevent much ot the anxrety
-distress often assocrated wrth dental treatment Dental patients tend to show more posmve
: _'\ dlstress reducmg reacttons to mdrrectly worded suggestrons, especnally when those suggestions

V

are comblned wrth lrve presgntatlons lndlrectly worded suggestlons can also be effective in

o -

! alleviating the parn aspects of the distress experiences ot patients during dentali treatment. The
results are supportive of J. Barber's (1977) earlier work.
. The term d/stress is a useful construct for enoompassmg the combination of discomfort,

fear, anxiety and paln endured by patients during dental treatment Dlrect inductions are seen by

" patients as being rnore forced or pushy than indirect mductlons. Direct, less permlssr:/:ly worded
- hypnotherapy styles can be effective for: reducmg anxlety aspects of distress, whereas more
| extensrve allevratlon or preventlon of anxrety and paln are shown with more permlsswely worded,
.vmdrrect styles Men mlght be more responsrve to mdnrect suggestxons and women might tend to
| -:‘be‘-more responslvo to direct suggestions according to a gender by treatment interaction

) ',Patlent's estimated level of trance was tound not to be drfterentlally atfected by hypnotherapy

' treatments nc:was the measul'e found to correlate wrth any of the dlstress measures.
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Follovving are suggested implications of these conclusions for dentistry, hyprﬁisis. and
implications for applying the approach in other settings where distress is typically experienced.

lmplications )

Applications oi the current research ‘pertain to assessment and intervention for reduclng :
mild to moderate distress of dental patients. .Both the Corah Dental Anxiety Scale (CDAS) and the
Dental Fear Survey (DFS) were found to be reliable lor identilying those with high degrees of
anxiety and those with speciﬁc fears of particular aspects of the dental treatment experience. All
.interventio'ns showed eilectiveness in reducing behavioral, physical, and cognitive components of
an'xiety and fear. Although the’:‘ indirect and live conditions proved superior, the indirect taped‘

- group showed impressive effects that approached those of the live mode.

'Researchers have already generaliy identiiied the level at which the CDAS discriminates

-

i e thOSe who are phoblc of-dental treatment For example Corah Gale, and illig (1 978) found that -

L

: dental phobics averaged 17.8 on the CDAS ln the“' urrent expenment 16 was desngnated as the‘_"-‘

e ,,‘

upper cutoff score. Those who scored’* above that werent«mciuded in the expenment but were
given indirect |lV8 inductions, and in two cases for more than one appomtment Also, through the
course of the expenment | happened to have been referred a 16 year old boy, too young and too
" phobic to be involved in the experiment, but with whom | worked for five seSSIons using a
combination ol hypnosis and coping skills training, with some succéﬁ The ponnt is that there are
those dental ;/)‘alients who require more in-depth, longer duration treatment beyond a single, 20
minute preparatory session. The CDAS was very-useful for identifying those highly anxious and
.phobic patlents ' ‘ V | . |

While the CDAS was accurate for identrtying and predlctlng those who would react with
high levels of anxiety during dental treatment lhe DFS was useful for |dentiiy|ng. more specifically,
aspects oi the dental treatment that a patient responded to ieariully Patients tended to react with

-most trepldatnn to, first, the anesthetic injection, second the drilling and, occasionally, worries




about gagging, or sutfocating from the rubber dam placement.  From an analysis of patients'

responses to individual questions of the DES, it was obvious that of the six possible fear-related
physiological reactions during dental treatment, muscle tension was most frequently reported.
Forty-five percent of all patients, regardless of group, reported high scores (between 3 and 5

inclusively) on the muscle tension item of the DFS. The second highest percentage was 39 :

reported for. the response salivation, where 30°/a of the dental patients reported high levels off v :
salivafion. Since nausea was reported by only one,séatient, its inclusion as an item of the DFS is
questionable. o ' = : -
The hiﬁhest.coéniti\;related fear expedancies were reported by participants in relatioh to
seeing and feeling th.e needle, 30% and 45% scoring the item high, respectively. l-;learing and
feeling_the.q;ill were items scored high by 33% and 37% of_the participants. The item,-”When, pain
persists eve‘n aﬂeHhe anesthetic”, wés_ also scored highly by a relatively high percentage of tvhe
: ’vparticipam‘s (36%). These cognitive itenis of the DFS appea'r. c’lo_sely rela_ted to potential pain
experiences within the dental treatment, suggesting that fear actually is clo‘sﬁely tied to pain. '
Using the CDAS in combinati'on with the DFS a dentist could quickly predict the intensﬁy of
‘ anxnous requndmg and the dental treatmentfacuvmes that would be most fear provokmg for that
*  patient. In addmon the dentist would have ihe opportunity to kncxw rf me patlem’s Iocus offear. . :
responsiveness was maunly behavioral, as wnh high DFS avoidance scores physxcal wrth high DFS'
“physical scores, cognitive with hlgh DFS cognitive scores, or affecung some combination thereof.
The information could be gathered on the two scales in 10 minutes or less, possibly in additidn to

v
medlcal information requested of the patient during their first visit.

. With the information from the two scales a dennst could ideritify thiee groups of patients
' based on anxiety measures. The first group would ‘be the non- to mildly anxious individuals who
dont require preparation. The next group might be those who are moderately to highly anxious,

‘and perhaps particularly sensitive to a specific set of fear provoking stimuli, for example, related to

. Y ~
the syringe. With skill training in the area of hypnosis the.dentist might give these patients indirect
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lndt]ctlon/suggestlon tapes prior to their dental treatment and use posthypnotic cues (touching
" _their shoulder, and/or verbal suggestions) more often around the times the patients are likely to be
' most tearful. The hypnosns would likely be even more eftactive if the suggestions were aimed at
| particular problem areas and spec:ﬁc suggestlons could be made. For example, with pr&lems
v dnrectly related to mjec . more specific suggestions for comfort, relaxation, and analgesia
| during injections could be made. The final group would be those who are hlghly anxious and
phobic of dental treatment and whom the’ oentlst could consider sending for more specuallzed
anxiety reductfon treatment
Implications for * . mms_ELas:nce_and_'Dle.Qa
A maijor review article by Kihlstrom (1985) described what he considered to be the
predominant psychological theories of hypnosis. He described the Edmonston (14981) position
that hypnosis is the same process as relaxation, cnticlzed the altered state explanation of hypnosis
put forward by Hilgaard (1978) considered the neodissocietion conoeptions as described, for
' example by Ne'miah (1984), and failed to mention anywhere the extensive, practical work of M.
. Enckson thlstroms {1985) theoretical posmon wrth hypnosns a common paosition in the |

theoretical lrterature is clearly stated by, 'Fle.!ponse to sﬁggesuons is. central to hypnosts and

- most thedretlcal oontmversy surrounds them
Like many authors, Kihistrom's (1985) focus was mainly on person's responses to
standardized, directly worded suggestions that were measured on hypnotic susceptibility scales.

He held the assumption that the hypnosis inductlon wae a relatively stable, standard"set of
instructions for everyone. Although he mentioned the future possibility of integrating the
disperate theoretical positions, of constuing hypnosis as relaxation, an altered state ot
consciousness, dissociatlon.and eocial behavior, Kihistrom (1985) argued that a rapproachement
of these theories was premature and that a primary, singular theory must be decided upon.

’ Work‘ing from an Ericksenian viewpoint;'Gilligan (1987) has emphasized the interaction

between hypnotherapist and participant, and that there have been three main approaches to
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: vlewlng the relationship, that the lnteraction can be seen as authoritarian standardized,

or. cooperative The authoritarian approach holds the power ot the hypnotist to be critlcal the
‘standardized approach emphasizes the partlcnpant's susceptibility, and the cooperative approachj
stresses the hypnotist and participant interactions. Gilliagan (1987) cited research that identified
difficulties with the standardi7ed approach. First Gilligan (1985) noted that those who advocated
the standardized-ap@_a;h’have assumed that a standardized induction is "a valid way of assessing
. hypnotic abliity"f (p. 7)bu‘t neglects to take into account that people experience hypnosis in
| difterent ways and rules out the possibility that people have drtferent prelerences in styles.
Secondly, GI /Lgan (1987) observed that the approach was based soley on only obsen/able
behavioral responses, leaving out critical, experiential aspects hypnosis and, consequently,
aspects of participants experiential responses. A third point made by @illigan (1987) was that the

| standardized.approach fails to account for repeated findings that susceptibility scores of individuals
mav be significantly modified. Gilligan (1987) added that assumptions of the standardized
approaches lead to relative inflexibility in interactions with participants.

| The current research results supported the SUggestion'tovremain flexibie, that the flexibility
orferedby'a Iess'ciirective approach especlally' when delivered live offered a wider range of
»chovces of expenence and that individuals will less likely resist suggestions when the suggestions
are given as choices, and when the suggestions are consistent with the person's ongoing
experience. The experiment also showed that direct forms ot hypnotherapy can produce
beneficial distress reducing efiects for dental patients. :

\mplications for The Use of Hypnosis in Other Di Setti
The importance of being flexible with hypnosis in other settings where people experience

distress in thfe form of anxiety and pain is underined by findings of this clinical experiment. Direct,
tape-recorded hypnotherapy may be effective with some people, but more extensive distress
alleviation will be acheived if hypnotherapy is indirectly worded and presented live. Especially

i

wnen pain is the most critical part of the complex of distress experienced by a particular patient



group, it becomes more lmponani that anaigesia suggestions are presehtedblnd_lrer:tly. 1lrequemly.
and with the possibility of reintroducing post-hypnotic cues. ' -

The latter can only be acheived with live presentations, affording close interactions between the
hypnotherapist and patient.

Suggestions for Future Research - o

e}

Anhough the results of this siudy_ have corroborated Barber's (1976, 1977) results, more
research needs to be undertaken tg identify the conditions that would be most favoreble for the |
success of a given style of hypnotherapy. What factors contnbute most to the success of either .
_indirect and dlrect methods" What charactenshcs of the pammpams would determine a style

preference? Yapko (1983), for example, has suggested that hypnotherapists would be best
prepared by having skills with both direct and indirect methods. More 'exp‘erimentation needs to be
done to assess with whom each would be most appropriate. —
A ch‘ucal expenment where the eﬁectlveness of the indirect method was enhanced by, as
_ suggested recently by Price and Barber (1987), (a) mcreasmg the number of suggestions related
to analgesra, {b) more frequently relntroduc_:mg trance and using more posthypnotic cues , as well
as involving higher pain intensity procedures, would 'g'o fuhher than the current experiment to test
the analgesic effectiveness of the ihdirect{, hypnoiherepy method. Furthermore, the 'use‘ of both
_sensory and affective measures of pain}ywo,uld be preferabie to a sinfular, intensity meesure.
The applicationé of this approach _to other clinicél settihgs whare distress is experienced
" as part of the dis-ease process or as e result ofjthe invasive nature of medical treatments shoulq
be undertaken. Indirect, live hygnotherpy procedures should be evaluated in such settings as
hospital burn-patient wards, cancer patient wards and hosptials, and cardiology wards, where
anxie_ty and pain distress are commonplace. Further testing of hypnotherapy procedures should.
include the effectiveness‘ of approaches after more extensive exposure to the treatment methed
and some practice. The current experiment examined effectiveness after only one briet

b
exposure.
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it would be lnter_esting to develop a similar hypnotherapy approach tg apply to children's

fears of dental and, perﬁaps. medical invasive procedures. Adultshéve been the usual

-

participants in research on this topic}
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APPENDIX I: Introductions

I‘ani cz\:ndUcting an experimevnt toc ~raine the effectiveness of a procedure that is

inteh.cied to make peap[e' feel more comfortable and relaxed during their dental treatmdht. The

procédﬁre involves a kind of hypnosis and requires about 20 minutes before your dental

~ treatment. | undersiand that you have a dental appointment on at and | would
. appreciate you involvement if you can. Would you be willing to take part? %

I am conducting an experiment to determine the effectiveness of a procedure that is
. intended to ake people feel more comfortable and relaxed during their dental treatment. The
' procedure involves a kind of hypnosis and requires about 20 minutes before your dental

treatment. The procedure is p!éye'd to you on a tape. |tnderstand that you have a dental

appointment on at gnd I'would - sreciate you involvement _if you can. Would

you. be>wi\lling to take pa’rt? ‘ » |

| | am conducting a.n experiment to determine the effécti\;eness of procadures that are

' inténded to make people feel more comfortgblé and ’refaxéd du_ring their dental treatment. I'm
" requesting several of the dentist's patient's to fill out some brief questionnairgs about-their.

‘ éx’_perieﬁceé before.and duri'né; dental treatment. | would appreciate your involvement by

r

g anxwering some questions for me. Would you be willing to answer some quéstj,'ons for me?
_ ‘ , , : T,
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APPENDIX II: Consent Form

I , _freely and voluntarily and without undue inducement

or any element of coercion consent to be a participant in this research préject. The procedures to
be follbwéd, ana their purposes have been explained to me. As | undé?stand it, the study is '
concerned yvith the prevention and relief of discomfort normally caused by dental treatment. In
order to assist in obiainihg information | m‘a;' be requested to complete questionnaires.
i und‘erstand that this consent and data collected on rﬁe hay be withdrawn at any time

without prejudice. 1 also realize that ail infdnnation is strictly confidential. Although findings may
. be published in scentific journals, there will be no identification of me personally in these papers.
Al information will remain strictly anonymous.

L i have béen gi\)en»the right to ask and have received answers on any inquiry concerning
the research. Questions, if any, have been answered to my satisfaction. | have read and

understobd the fdregoing.

Witness . o ‘ Research Participant

I, R. P. Hainés, certify that | have explained to the above mentioned patient the nature of

the research study, and that the patient has the.option of withdrawing from the study at any time.

.

(signature)
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APPENDIX Ill: The CDAS
Please circle a letter designating your answer to the following four questions.
If you had to go to the dentist tomorrow, how would you feel about it?

a) | would look forward to it as a reasonably enjoyg'ble experienbé. 7 £
b) | wouldn't care one way or the other.
‘c) I would be a little unéasy’about it.
d) | would be afraid that it would bé unpleasant and painful.
d) | would be very frightened of what the dentist might do.
When you afe waiting in the dentist's office for your tl?m in the chair, how do you feel?
a) Relaxed
. 'b) A little uneasy.
c) Tense.

d) Anxious.

e) So anxious that | sometimes break out in a sweat or aimost feel physically sick.

.When you are in the dentist's chair waiting while he or she gets the drill ready to begin working on
your teeth, how do you feel? ,

a) Relaxed

b) A little uneasy.

¢) Tense. |

d) A;_nkious. : -

e) So anxious that | sometimes break out in a sweat or almost feel physically sick.

, . You are in the dentist's chair to have your teeth cleaned. Wh' .2 you are waiting and the-dentist is
getting out the instuments that will be use to scrape your tee'* round the gums, how do you
feel?. . .

é) helaxed
b) A little uneasy.
c) Tense.
d) Anxious.

e) So anxious that | sometimes break dut in a sWé’at or almost feel physically sick.
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APPENDIX 1V: Dental History Questionairre

-

Name ~ Age SEX M or F (Please Circle)

Have you been to dentist, dental specialist, or dental hygienist for treatment before?

How old were you when you first visited a déntal office? . years old. Don't remember __.

On your first visit did you receive dental treatment? Don't remember .
Do you have any memories of awful experiences while receiving dental treatment? If so,
when? and please describe briefly on the line below.

When was the last time that you visited a dentist or hygienist for treatment?

Have you ever avoided or delayed visiting the. dentist due to fear or the anticipation of discomfort?
financial reasons? ?

Have any dentists caused you to feel uncomfortable, anxious, or more uncomfaitable . an you

would have felt otherwise? lfso, how?

Other comments? |f so, pleasem write on the line below.
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APPENDIX V: Chi-Square Stastistics on Dental History Questions

TABLE 1 Summary of "YES" and "NO" Responses, Cii-Squares, and Significance

Levels of Four Dental History Questions of the Five Groups

Question
1 2 3 4

Group YES NO YES NO | YES NO YES NO
Indirect Taped 11 5 14 6 7 13 11 9
Direct Live 11 2 12 8 8 12 9 11
Indirect Live 11 5 12 7 12 8 9 11
Control 12 5 14 6 6 14 12 8
Direct Taped 9 2 12 8 9 11 10 10
Chi-Squared= . 1.87 0.90 4.35 1.36

Significance(p)= 0.80 0.92 0.36 0.85
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APPENDIX Vi: Summary and ANOVA Statistics on Pre-Experimental Measures

TABLE 2. Summafy of Means, Standard Deviations, Minimums and Maximums of Age

by Group
Group N Mean SD Minimum Maximum
Indirect Taped 20 35.05 8.27 _ 22 : . 56
- Direct Live 20 39.20 11.51 24 65
Indirect Live 20 34.20 13.51 18 55
Control 20 36.00 14.41 20 80
Direct Taped 20 38.05 10.96 24 66
Total 100 36.50 11.83 18 ' 80
e — .
Analysis of Variance
Source D.F. Sum of Squares Mean Squares __F Ratio _F Prob.
Between Groups 4 346.70 86.67 .610 657
Within Groups ' 95 13510.30 142.21
Total - 99 13857.00 ‘

/

TABLE 3. Sumhaw of Means, Standard Deviations, Minimums and Maximums, and
Analysis of Variance of Age at First Dental Visit by Group

Group N Mean SD Minimum Maximum
Indirect Taped 20 8.30 3.85 4 18
Direct Live 17 8.82 3.78 5 18
Indirect Live 14 9.71 5.37 ‘5 © 23
Control : 17 8.35 4.40 3 22
Direct Taped 15 11.27 9.25 4 39
Total 83 2,19 5.51 3 39
Analysis of Variance
Source D.F. Sum of Squares Mean Squares _F Ratio_F Prob.
Between Groups .4 98.57 24.64 - .8083 527 -
Within Groups 78 2394.34 - 30.70
Total ' 82 "~ 2492.92

TABLE 4. Summary of Means, Standard Deviations, Minimums and Maximums,
and Analysis of Variance of Time Since Last Visit by Group

‘ “Group N Mean SD Minimum Maximum
‘indirect Taped 20 .36 . .89 .02 4
Qirgct Live 20 53 .82 .02 . 3
Indirect Live 20 ) 1.08 2.23 .02 8
_Cdntrol 20 1 07 1.65 .02 6
- Direct Taped 20 .43 77 .02 3
~ Total . 100 - .69 1.41 02 8"
Analysis of Variance
Source - D.F. Sum of Squares Mean Squares  F Ratio  F Prob.
Between Groups 4 ) .~ 10.01 ‘ 2.50 ~1.28 .285

Within Groups 85 186.15 1.96
Total 98 - - 196.15 :
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APPENDIX VI(CONTINUED)

TABLE 5. Summary of Means, Standard Deviations, Minimums and Maximums, and
Analysis ofVariance of Pre-Treatment CDAS Scores by Group '

Group N Mean SD Minimum Maximum "~
Indirect Taped 20 10.25 2.38 8 16
Direct Live 20 10.00 1.84 8 13
Indirect Live 20 9.75 - 2.12 8 16
Control 20 9.90 ©2.24 - 8 15
Direct Taped 20 : 9.30 1.89 8 ‘ 15
Total ' 100 9.84 2.09 8 16
Analysis of Variance
Source D.F. Sum of Squares Mean Squares F Ratio F Prob.
Between Groups 4 9.94 2.49 .560 .682
Within Groups 95 421.50 4.44
Total 99 - 431.44

TABLE 6. Summary of Means, Standard Deviations, Minimums and Maximums, and

Analysis of Variance of.Trait Anxiety(STAI) by Group

©

Group : N 'Mean SD Minimum Maximum

Indirect Taped 20 35.00 7.57 23 55
Direct Live 20 37.75 7.65 25 53
. Indirect Live 20 32.75 6.07 20 - 49
Control 20 36.35 6.89 24 48
Direct Taped 20 32.95 7.13 ' 20 48 .
Total 100 34.96 7.21 20 55
Analysis of Varlance
- Source D.F. Sum of Squares Mean Squares F Ratio F Prob.
Between Groups 4 372.84 93.21 1.857 .1244
Within Groups 95 4769.00 50.20 :

Total 89 . 5141.84
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APPENDIX VII: Dentist's Questionairre and Rating Scale

Date: ___ _ « Patient's Name:

Sex:M or F
Dental treatment undertaken during this appointment | '
~
Duration of appointment
Medications Used: Anesthetics? Others?
low comfort high

How comfortable was your patient during the session?:1 2 3 4 5 6 7 8 9 10

How much pain do you think your patient experienced?: 12 3 4 5 6 7 8 9 10

How cooperative was your patient during the session?:1 2 3 4 5 6 7 8 9 10

Comments?

Thank;You
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APPENDIX ViiI: Dental Assistant’s Rating Scale

¢

Patient's Name: Date:

Duration of Appointment ' .

low comfort high
How comfortable was this patient during treatment? 1 2 3 4 5 6 7 8 9 1 0
' - N,
low pain - / high

-

‘How much pain do you think this patient experienced? 1.2 3 4 5 6 7 8 9 10
low cooperativeness highy
How cooperative was this patient during treatment? 1 2 3 4 5 6 7 8 9 10

Comments?.

Thank-Yasu
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* APPENDIX IX: Patient's Rating Scale

Patient's Name: Date:
Please’ circle one number for each question
How much did you enjoy didn't enjoy enjoyed
the preperation before treatment? 1 2 3 4 5 6 7 8 9 10
How forced or pushy was the | forced not forced
message to feel comfortable? 1 ' '.2 3 4.5 6 7 8 9 10
‘How comfortable were - comfortable not comfortable.
you during the dentistry? 1 2 3 4 5‘ 6 7 8 9 10
How much pain did you - low ‘pain high
ex.perience during treatment? 1 2 3 4 5 6 7 8 9 10
How much fear did you low ‘ fear high
éxperience during treatment? 1 2 3 4 5 6 7 8 9 10

Would you like such preparafon.for dental treatment again before your next appointment?
Yes or No (Circle On

Comments? .~

Thank you
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APPENDIX X: Dental Fear Survey

1. | would avoid calling for a dental. appointment
2. 1 would cancel or not appeared

During dertal | xperi |

3. Muscle tension

4. Increased breathing

5. Increased perspiration

6. Nausea

7. Increased Heart Rate

. 8. Increased salivation from the mouth

Lwould feel fear:

9. Making an appointment
10. Approaching the office
11. In the waiting room
12. In the dental chair
13. When | smell the office
14. When [ see the dentist
15. When | see the needle
16. When | feel the needle
17 When | see the drill
18. When | hear the drill
© 19. When | feel the drill
- 20. When | feel I'm going to gag -
"21. While having my teeth cleaned

22. Whenm\;%._is pain even after the anesthetic

24. How fearful was your mother

25. How fearful was your father -

26. How fearful were your brothers and sisters
27. How fearful were your childhood friends
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APPENDIX XI: MANCOVA Summary

.Table 17. Group Effects: Multivariate Tests of Slgnmcance with Apponnipﬁent Tme as
a Covanate(S 4 M =4, N = 40) e

v P |
Test Name Value Approximate F Hypothesis DF  Error DF Significance of Fi
Pillais .8141 1.533 56.00 336.00 <.05
Hotellings 1.1271 1.600 56.00 318.00 <.01
Wiks %3866 1.568 56.00 317.25 <.01
Roys .3730 S <.01
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APPENDIX Xil: ANCOVA Summaries

\

Table 18. Summary of Univariate Analyses of Covariance on 14 Dependent Variables
With Appointment Time as a Covariate
Variable Treatment MS Emor MS __F Significance of F
Post-CDAS 31.6365 5.9622 5.3062 .001: .
DACom 8.7590 A 6.5918 1.3288 138 3
DAPain 5.8440 - 3.9274 1.4880 .126 .
DFSav 3.8573 1.5010 2.5697 .022
DFSphys 79.8052 13.8723 5.7529 .000
DFStq 3.7192 .9020 4.1232 .002
DFScog 637.2905 95.8381 6.6497 .000
Meds 1.8382° 1.3661 1.3456 - .130
DentCom 7.2153 - 2.8315 2.5482 .022
DentPa 5.8960 3.4124 1.7278 .075
PaComf 9.3708 4.6832 - 2.0009 .051
PaPain 6.7861 3.5523 1.9104 .058
PaFear 5.7661 5.6757 1.0159 .202
GSRD

90.4708 28.5538 3.1684 .009
- *one-tailed
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APPENDIX X!ii: Direct Induction

Introductory Remarks
In a moment | shall hypriotize you and suggest to you a number of experiences which you
" may or may not have, and a number of effects which you may or may not produce. Not everyone

can have the‘same experiences or produce the same effects when hypnotized. People vary

greatly. Wg/ need to make you as comfortable and refaxed as you can feel.
/ .

[

Induction

0. K., to begin now, sit comfortablyf Take time to find a comfortable position ... And now,
take a deep, relaxing breath and start expen‘éncing warmth in your ﬁeck and shoulders. Take
four more deep, relaxing breaths and realize how relaxed your shoulders are. Now, please close
your eyes and listen carefully to what | say. Aswe go on, ygSu will find yourself becoming more and
more lrelaxed, more and more comfortable ._Begin to let/&our whole body retax. . . NO\:, let ali theg
muscles go limfp . . . and in a moment you will be able to f;éel special muscle groups reléxing even
mc_»fe. i want you topay attention to your right toot, you één feel the m’uscles intrelax .. .feelthe
muscles in the rig:t\lower leg relaxing. . . in the right upper leg relaxing . . . and then tocus on the
left side, on the left side concentrate on the way that the left foot is relaxing . . . and the left leg,
how the lower part and the upper part are both relaxing more . . . Next, you'll be able to feel the
rﬁuscles of the right hand relaxing, the right lower arm and the right upper arm relaxing'. .. and
then 1 want you to direct your attention to ybur left hand. Let your left hand relax, and letthe
Jower arm and the upper arm relax ... Asyou become rela _d, your body begins to feel rather
heavy. Just think of the‘ chair as being strong, sink into it, and let it hold you ... Your shouldeﬁ ..

. neck... andv head, more and mcre relaxed ... The muscles of your scalp and forehead, just let

them relax even more .. .. and all of this time you héve been settling more deeply and more

1

comfortably into the chair. Just allow yourselif to settle more comfortably into the chair.
And your mind has relaxed, too, along with your body. it is possible to set all worries

aside. Just don't worry. Your mind is calm and peaceful. You are getting more and more



comfortable ... And Ayou"ll‘éontinue to feelﬂpleasantl‘y relaxed as .you_ continue to listen to my
voice . .. Just kee_b you.r co‘r‘léen_tr"ation and keep )"our thoughts on%vha( lam saying ... more and
mqre deeply relaied and‘ve.ry droWsy, but at no time will you have any trouble hearing me. You'll
continue in this stéte of great reiaxation until | suggest that it lis time'for you to become more alert . .
.‘Noyv I want ;lou to imagine a pathway, a pathﬁay with twenty steps and yéd at the'beginnfﬁg |
looking down 4along the path. Soon I'm.going to count frém one to twenty. And as | count you will
- find yoursélf going down furthg_er and fufthér, into this deebly relaxed, hypnotic state, as you take -
each step. You will ivmagipe‘ yourself taking one step along the pathway W‘rth eéch nun;ber that |
count. You will see yourself and féél yourself stepping along the pathway. L:;ter, you'll be able fo
- do all sorts of_things that | suggest. things that will be intereéting and acceptable to you. And you |
will be able to-do them without breaking the ‘pa.tter;x of complete relaxation that's grédually' coming
ov'er. you. You'll be able to retain that focus. . . Now get ready to go along the pathway . . . Take
one step along the pathwa);‘-- you_'re becdming more deeply, deeply relaxed . . . two, two steps
- along the pathway now -- down in{o a more tranquil, deeper, tra_nquil state qf rpind ...Three, three -
steps along tﬁe'pathv‘;ay .. and now you can realize that you are *’eelirig more relaxed . . . fieling
relaxed in youf shoplders and your neck . . . feeling relaxed in Y(;l?f arms and your legs . . . Just
Ieni_ng yourée’lf feel cquortablle in‘all those: muscles. '/-;\nd then take a fourth step along the
pathway . . . and you can'begin to feel more relaxation'in ybur body . .. you experiencé a deep
relaxing, restful heavines.s in your forehead . . . aﬁd just let that sprea;d to your eye, across your
face, into your mouthdati:c'f‘jayv ."down through your Heck . . . feel the deep, heavy, dnd restful
relaxation. 'I.'henvgo tm:tm: fifth step along the pathway -- and | warjt you to really begin to
enjoyyour relaxation and comfort. Six, six steps along the pathway - teel more and more relaxed
’aAnd con‘ifortable as you go. }zl"ake the seventh step now, a‘l'ong the pathway . . . and experie\hce a
| }Héaw, reléxing, comfortable feeling spread into your shoulders and your arms.’ Let your arms
become very heavy, very comfortable and héavy . . . and bbecome more aware of that heaviness.

Focus on that heaviness - Go on to the eighth stepfélong the pathway and continue to experience

deep relaxation as you get farther along. Take t_he ninth step along the pathway and'breathe

i
”
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oeeply, comfonably, and slowly. Feel restful, and allow heaviness to sink in and become even
more deeply relaxed. Ten, on to the tenth step.along the pathway, the hatfway point . . . and just
let yourself become'more deeply relaxed and comfortable. Focus on how you feel . ..
comfortable and reiaxed. Then take the eleventh step along the pathway ... feel heavier, feel
more comfortablé, and don't let anything bother you or olsturb you. Just become more deeply
and deeply relaxed. And go on to the twelfth step.along the pathway . . . and just focus your
attention on?my voice. | want youto notioe how easily you can easily understand me and not let
anythir{g pother you. Andtake a thirteenth step along the pathway. Thirteen steps along now.
‘Begin to enjoy the sensations of relaxation and comfort. Take the fourteenth step . and let

' 1 yoursetf sink down deeply into the chair. Sink deeply into the chair and allow nothing to bother or

disturb you Let that.chair hold you comfortably and warm|y And then go on to the fifteenth step

-,

1
.. feel rnore deeply relaied .. ."and enjoy those senSatlons of relaxatron . Take sixteen steps

a!ong the pathway . .. and be prepared to feel more deeply and deeply relaxed ~. . feel more and
more comfortable . . . don't let anything bother you or disturb you . . .And then go on to the
seventeenth step along the pathway. ...seventeen steps . .. and as you are getting closer to the
end, just let your arms aod legs get heavier, more comfortable, as.you get closer to the end of that
pathway. Fully enjoy the experiences of heaviness.b comfort, and relaxation. And now take the
gighteenth step along the parhway . and feel even heayier. . . heavier and more comfortable.
Begin to feel very restful and relaxed. Let yourself become as heavy as possrble . really relaxed
and heavy. Your entire body now is becoming heavier and more comfor’(able Take the
nineteenth step along the pathway. And don't let anything bother you or disturb you as you make
you:r way along, arrd feel more and more cornfortable ... more and more relaxed .- . more and |
more rested. Then go to twenty, the end of the pathway. Feel more deeply and deeply relaxed
with every breath that you take You are completely relaxed now. ' @
Yru can change your posmon any time that you wish. Just rpake sure you're comfortable
and relaxeo Just make sure that you stay cornfortable and relaxed. You are very re|axed and |

pleasantly hypnouzed While you remain comfortably listening to my words, | am going to tell you

\



‘some things 10 do Some things that will be aoceptable to you. Pay close attenticn to what | tell
you, and think about the thnngs I suggest. Then just let happen whatever you find is ‘happening.

First of all, | want you to forget something. | wam you to have trouble digging up certain
memorles of something in the future. | want you.to forget some the things we talked about today
and_let thosa things stay quistly in the back of your mind . . . just lil<e you'd forget vwha‘.t yoe had for
lunch a month ago today and just let that stay quietly in‘ the back of your mind. | want you to forget
some of the things that we talked about todey, and just let some of those things be recalled some
other time. You might rernember the things you heard today in a few days,or maybe next week or
a month from now, but for now I'd fike you to forget what we talked about. -

Seoonoly, today Ikwant you to be surprised that your visit here today is pleasant and
comfortable. 1 wani you to be pleased end surprised that your visit here is more cornlortable than ,
you thought it v ..ilci pe, that you'll notice how pleased and surprieed you are when your head
rests back agaln§ the I-_pﬁdresl ... you'll be pleased and surprised, when your head rests back
against the h‘eadrest ce YOu will feel surprised and be reminded about how very comfortable Iyou
are feeling right now . . . | want you to feel comfortable and relaxed and not let anything bother or
dieturb you; The experience of relaxation and comfort will come back to you when yotu are about
to sit down in the dentalioheir. When you're abou‘_‘t‘to sit oown ivn the chair, you'll notice how
pleased or surprised you'll feel, how ver}; comlortable you feel whenb you sit down in the dental
chair. You'll be pleased at how pleasant, comfortable, and restful you fee’l at that time. You won't
-Iet anythlng bother or disturb you . . . You won't feel anything . . . .you will let yourself become
?@»ﬂy gl;xed totally cornfonable and restful. ilyﬁenever the dentist touches your right
shoulder or whenever | touch your nght shoulder. you will feel like closirig your eyes, and you will
feel more comfortable and relaxed Whenever lor the dent;st louches yogr right shoulder, you'll
be readflo*feel more comfortable and relaxed Then you won't let a:nythmg bother you or dBturb

you. You will just become more heavy and relaxed, and not allow anything to disturb you when

either | or the dentist touches your right shoulder. Then you'll just feel more comfortable and
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;elaxed. You'll lfeel deeply comfortable and relaxed. You'l feel at least as comfortable and lrelaxed
as you do row. | _ . : ' L
And L.want you to realize again how very nice it feels to be as relaxed and oomfdrtable as
you are right now. Soon I'm going to begin from twenty tq one, to count down. When | do 1 want
you to become more alert as you go back ailong the pathway, one step at a ﬁme. You will feel
yourself g;)ing back along the pathway slowly and comfortably . . . and you will become more alert
with each step | count. When | reach three your eyes will be ready to open . . . when | reach two,
they will open . . . and, when | reach}bone. you'll become alert, awake, and refreshed, and feelin_g
very well. Just take your time going back along that pathway. Also, | don't want you to experience
this totally rélax”ed and restful, comfortable feeling when yéu need to be alert, like lf you drive or
you have td be totally on top of things . . . then you won't feel totalfy restfuyl ahd relaxed. You'll be
alert and feelih'g very well. O. K., now you'ill begin to get ready to go back along the'pathWay.
Twenty . . . Nineteen# .. Eighteen .. . feel yourself going back along the nzthway . . . Seventsan.
.. Sixteen ... Fifteen...a qﬁaﬁer of the'Way back along now, becomirg .. -2 and more alert, feel
yourself becoming more and more alert . . . Fourteen . . . Thiteen'.. . velve .. .Eleven .. .Ten. ..
now you're halfway back along the pathway . . . bécoming more and more :ziert . . .comfortable, but

more and more alert . . .Nine . . . that's right, feel yourself becaming mc.¢ and more alert . .. Eight .

¢

...Seven....Six....Five....Four.......... Three....thatsrgh ....Two........ and...

.One... that's right, open your eyes, become wide awake, alert, relaxed, and refreshed’. . ..

that's fine, - . o Sy

\



APPENDIX XIV: Indirect Induction

Elicitation of cooperation

Since you're here | presume you'd like to feel more comfortable than you do right now?
Well, I'm quite sure that, as you listen to this tape it will seem to you that I've really done nothing,
that nothing.has happened at ail. You might feel a bit more relaxed in a moment, but | doubt that
you'll notice any other changes. I'd like you to notice though, if you're surprised.by anything else
you might notice. , | . \
. OK, then . . . the really best way to begin feeling more comfortable is to just begin by

sitting as oomfortably as you can n'ght now . .. go ahead and adjust yourself to the most

‘ comfortable position you like . . fine. Now, I'd lrke you.to notrce how much more comfortable you

can feel by just takrng one very big, satrstymg, deep breath Go anead . big,deep, satisfying

breath ... that's fine. You may already notice how good that feels . how warm your neck and

* shoulders can feel . . . Now, then . . . I'd like you to take) four more very deep, very comfortable .
X

: bréaths, and, as you exhale,ndtice . . . just notice how comfortable your eyes can feel when they '

c_lose .and when they close just letthem stay closed . . . that's right, just notice that. . . and
‘f}/‘
notrce, too, how, whe,n you exhale, you can just feel that relaxation beginning to sink in . . . Good,

that's fine . . . now, as you contlnue breathing, comfortably and Qeeply and rhythmically, all I'd like .

~ you to do is to picture in your mind . . . just imagine a patlﬁvay. any krnd you like, any place you like

.. justa pathway wrth 20 steps and you at the begrnnmg Now you don't need to see ail 20

- steps at once, you can see any. or aII of the pathway. a:ny way that you llke You may experience

it by, seerng it, orfeelmg it, or hearmg it. Howeever, you notrce that it's fine. Now, in a moment,

“but not yet, I'm gorng to begin to count, out loud, from dne to 20, and . as 'you may have already

guessed ...as] count each number {'d like you to take a step along that pathway . . . one step for
each numberthat l'cou’nt . .the larger the number the tarther along the pathway .the farther

along the pathway, the more comfortable you can feel .. .one step for each number . . . alright,

you can beginto get ready . .. one . .. one step along the pathway . .. two steps along the
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pathway . . . that's fine . ; THREE ... three steps alpng the pathway . . . and maybe you already
notice how much more relaxed you can feel . . . | wonder if there arelpl'aces in your body that feel
more relaxed thajn others . . . perhaps your shoulders feel rnore~relaxed than your neck . . .

' perhaps your legs feel more relaxed than your arms . . . i don't know and it really doesnt matter . ..
all that matters is that you feel comfortable .that'sall...FOUR... fop_r steps along the pathway,
perhaps feeling already places in your body begrnmng to relax .1 wonder if the deep relaxing,
restful heaviness of your forehead is already begmnlng to spread and flow . . . down. across your
eyes, dpwn across your face, into your mouth and jaw . d_own thropgh your neck, deep, resttul,
.heavy ...FIVE ... aquarterof the w.ay along, anc; already beginning, perhaps, to really, really
enjoy your relaxation andl comfort . . .SIX. . .six steps along the pathway . . . perhaps beginning to

" notice that the sounds which were distracting become less so . . .that all the sounds you can hear
become a part of your experience of comfort and relaxation . . . anything you can notice becomes
a part of your experience of comfort and relvaxation ...SEVEN. .. seven steps along the pathway

. maybe noticing the heavy. restful, comfortably relaxing feeling spreading down into your
shoulders, into your arms . I wonder if you notice one arm.feeling heavier than the other . ..
perhaps your left arm feels heavier than your right . . . perhaps your right arm feels heavier than
your left . . . | don't know, perhaps they both feel equally, conﬂonably heavy ... Itreally doesn'{
matter . . . just letting yourself become more and more aware of that comfortable heavmess oris it

a feeling of lightness? . . I really don't know, and it really doesn't matter .EIGHT ... eight along

the pathway ... perhaps notlcmg that, evén as you relax, your heart seems to beat much faster
and harder than you might expect, perhaps noticing the tingling in yourﬁngers . perhaps
wondering about the fluttering of your heavy eyelids . . . NINE . . . nine steps along the pathway,

-breathing comfortably, 'slowly. and deeply. . restfupl noticing that heavinese really beginning to
sink in, as you continue to notice the pleasant, restful, comfortable, relaxatiog 1ust@read through
your body ... TEN ... halfway to the end of the path wondenng perhaps what %ﬁrgm be

happenin;J, perhaps wondering if anything at all is happening ... and yet, knowing that it really@

 doesn't matter, feeling so pleasantly restful, just continuing to notice the growing, spreadmg,

g
.
-
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comtortable relaxation . . . ELEVEN .. -eleven steps along the.'p_athway. . . hoticing maybe that as
you feel increasingly heavy, more and more c'omfortaibié, there's nothing to bother you, nothing -
to disturb you, as you become deeper aﬂd deeper relaxed . . . TWELVE . . . | wonder if you notice
how easily you can hear the sound of my voice . . . how easily you can understand the words | say .
.. witi:n nothing to bother, nothing to disturb . . . THIRTEEN . . thirteen steps along the ;pathway,
fgpling more and more the real enjoyment of this relaxation and comfort . . . FOURTEEN .. .
fourteen steps along the pathway. . . noticing perhaps the sinking, restful pleasantness as your
body seems to just sink down, deeper and deeper into the chair, with nothing to bother, nothing

tb disturb . . . as though the chair holds you, coqurtably andwarmly . . . FIFTEEN . . . three-
quarters of the way along the pathway now . .. deeper and deeper relaxec;, absolutely nothing at
alltodo . .. but just enjoy yoﬁself ... SIXTEEN ... .wondering perhaps what to exberience at the
end of the pathway . . . and yet knowing how much more ready you feel to become deeper and
deeper relaied ... more and more comfortable, with nothing to bother, nothing to disturb . . .
SEVENTEEN. .. séventeeh steps.along the pathwa‘y ... closer and closer to the end, perhap‘s
feeling your heart beatingharder,perhaps feeling the heaviness in your arms and legs become
even moré élearly comfortable . . . kn‘owinig that 'nothing ’really matters except );our enjoyment and
your experience of comfortable relaxation, with nothing to bother, nothing to disturb . . . :
EIGHTEEN . .. eighteén steps alo:ng the pathway e almosf to the end, with nothing to bother,
nothing to disturb, as you continue to go deeper and deeber relaxed . . . heai/y. ... comfortable,
restful, relaxed . . . nothing really to do, nc; one to please, no oﬁe to satisfy . = just to noticeﬂhow,
very comfortable and heavy you can feel, and cor;tinué to feel as you continue to breathe, sIowlyA
and comfortably . . . restfuily . . . NINETEEN‘. . .inineteen _stéps . . ..nothing to bother, nothing to
disturb you as you continue to feel more and more comfortable, more and more 'relaxéd, rhore and -
more résted, more and more comfortable .. just ho_ticing ...and now ... TWENTY . .. end of thel
 pathway . .. deeply, dee&y relaxed . . . deeper withv every breath you take . . . as | talk to you for a
moment about’somethih'g you already know a Tot about . . . remembering and forgetting . . . you
 know a lot about it, because we all do a;lot of it ... every moment of every day you re)mémber e

1y

o
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and theh you forgét. SO you can r;amember son"lethilng el¥e . . . you can't remember everything, all
at once, so you let some memories move quitely back in yourmind .. . | wo_ndér, for instance, if
you remember what you’ had for lunch yesterday . . . | would guess that, without too much effort,
you cah remember what you had for lunch yesterday . . . and yet . . . | wonder if you remember

. what you had fo'r funch a month ago today . . . 1 would guess that the effort is really too‘gr’eat to dig(
up that memory, though of course it is there . . . somewhere,/déép in the back of yourmind . . . no
need to remember, so you don't . . . and | wonder if you'll be pleésed to notice that the things we
talk about today, with 'your eyes closed, are the things which.you'll remember tomogrow, or the
next day . . . or next week . . . | wonder if you'll decide to let the memory of these things rest quietly
in the back of your mind .i .. orif you'll remember gradually, a bit at atime . .. or perhaps all at once,
to be again resting in the back of your mind . . . perhaps you'll be surprised to notice that it is more
coqurtable to remember on another day altogether . . . it really doesn't matter . . . doesn't matter
at all . . . whatever you do, however you éhoo'se to remember‘. ..isjustfine .. .abs;alutely natural . .
.doesn't matter at all . . . whethe.r you remember tombrro_w or the next day'. whether you remember
all at oﬁce, or gradually . . .completely or only partially . . . whether you let thé memoq} rest quietly
and comfonably in the back of your mind . . . really doegn% matter at afl ... and, too, | wonder if . |
you'll notice that you'll feel surprised that your visit here today is'so much more pleasant and
corﬁfonablé than you might have expected . . . | wonder if you'll notice that surprise . . . that there
are no other feelings ... . perhaps you'll feel Cuﬁous about the surpﬁse . .. surprise, curiosity . . .|
wonder if you'lt be please:d to notice that today -. . and any day . . . whenever you feel your head
resﬁng back against'the headrest". . . when you feel youf head resting back . . . you'll feel |
remindé‘d of how very comfortable ybu are feel.ing right now . . . even more comfortable than you

feel even now . . . comfortable, relaxed . . . nothing to bother, nothing to disturb I wonder if you'll

be reminded of this comfort, too, and this relaxation, by just noticing the brightness of the light up

(

above . . . perhaps this comfort and relaxation will come flooding back, quickly and automatically,
whenever you find yourself beginning to sit down in the dental chair .| don't know exactly how it

will seem .. . | only know, as perhaps you also know . . . that your experience will seem surprisingly

)
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more pleasant, surprisingly more comfortable, surprisingly more restful than you might expect .

withknothing to bother. nothing to disturb . . . whatever you are able to notice . . . everything can.

be a part of your comfortableness, restfulness and restfuilness‘and relaxation . . . everything you_'

notice ean be a part of being absolutely comfortable . . . and | want to remino you that whenever

- the dentist touches your right shoulder, ... you'll experience afeeling . . .a feeling of being ready
to do something - whenever | touch your ri_ght shoulder, like this, or whenever the dentist
touches your right shoulder, you'll experience a feeling of being ready to do something . . .
perhaps a feeling of being-ready to close your eyes . ... perhaps a feeling of being ready to be
even more comfortable . pemaps ready to know even more clearly that there's nothing fo
bother, nothing to disturb . . . perhapsready to become hea\ry andtired .. .| doh't know ...but
whenever | touch your right shoulder, like this . . . you'll experience a feeling . . . a feeling of being
ready to do something . . it really doesn't matter . . . perhaps just a feeling of being ready to be
er/en more surprised . . . it doesn't really matter . . . nothing really matters but your experience of
comfort and relaxation . . . with nothing to bother and norhing to disturb .. that's fihe ... and now,
as you ,cogtj{hue to enjoy your comfortable relexation, l:d like you to notice how very nice it feels to
be this way . . . to really enjoy your own experrence to really enjoy the feelings that your body -
can.give you . .. and in a moment, but not yet . . . not uhtil you're ready . . . in a moment, I'm going
to count from 20 to 1 .. . and as you probably know, I'd like you to feel yourself going back along
that pathway . . . one step for each number . . . you'll have all the time you need ... after arl, time is

- relative . . . feel yourself slowly and comfortably gorng back alohg thepathway, one steﬁp for each

number | count . . . when | reach three, your eyes will be almost ready to open . . . when | reach

two, they will have opened . and, when | reach one, you'll be alert, awake, refreghed . . . perhaps

as though you'd had a nice nap . aIert, refresheo, andﬂcomfort,able .+ . and even though you'll

4

still be very com_fonable and relaxed, you'll be alert and feeling very well . . . perhaps surprised, but

7

feeling very well . . . and | don't want you to feel too comfortable and too relaxed if you need to do ﬁ

something like drive. Then you'll be very alert indeed! But for now, perhaps ready to be surpnsed

. no hurry, you ‘Il have all the trme you need, as you begin to go back up the pathway . .

R

ﬁ:ﬁ*‘ .
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TWENTY ... NINETEEN . EIGHTEEN . . . that's right, feel yourself going back . .v . ready to be
_ sumﬁsed, knowing what you had for lunch yesterday, anﬁ yet... SEVENTEEN .. .SIXTEEN. ..
FIFTEEN...a cjuarter of the way back now, more and more alett . . . no rush, plenty of time . . . feel -
yourself becoming more and more alert. .. FOURTEEN ... THIRTEEN ... TWELVE. .. ELEVEN

.. TEN. .. halfway back along the pathway . . . becoming more and more alert . . -comfortable, ‘
but ﬁbrf and more alert .. NINE . .. that's rigﬁt, feel yourself becoming more and more alert . . .

EIGHT...SEVEN....SIX....FIVE...... FOUR......... THREE ... .thatsright...... TWO.

DI and ONE.. .. . that's right, wide awake, alert, relaxed, refreshed . . . . there, that's tine.
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APPENDIX XV: Summary of Participant's, Dentist's, and Dental Assistant's Comments

Following are cOmments’ regarding the preparatory intervention and dental treatment supplied by

S

panipiéams. dental assistants, and dentists regarding the four preparatory groups.

Indirect Taped Hypnotherapy Group Participants' Comments About Experience

: Pa%pant #

Own Comments

Dentist's Comments Dental Assistant's

#1 /) - Great! Seemed very relaxed Very relaxed
! ' and pleasant
#4 Very relaxed and helpful
. #13 Never as relaxed as today  95% bétter
-than other
appointments
#1.7 Overreacted to loud Very nervous
) noises and movenients
#20 Was a good time Relaxed compared to other
Not rushed appointments
#23 Distracted by bell Dome discomfort during
during tape "injection (mandibular block)
#28 Had a different state Very relaxed and alert Seemed relaxed
Like discoordination :
#32 Couldn't visualize
#39 Good; music would be Appointment went well
good too
#37 : < Thought he did well
#42 Uneventful Didn't fidget as much
A as usual
#48 Seemed to go well, although
some discomfort
#51 Uneventful, calm and reiaxed
: He normally isn't
#52 Thought the roomwas ~ Went well, some apprehension
relaxing to start but relaxed
#55 Really enjoyed W%l very well, norally Said he feit very
and felt relaxed - pervous relaxed
#57 Found relaxing my ‘Went very well considering T
jaw helpful - History of delivering poor
; -_anesthesia in this area .
#66 Didn't seem to experience discomfort
#70 Did well in all aspects
Stated prior that thought self
a "bad"” patient
#76 There was good Some discomfort
. rapport
#78 | really enjoyed it

J@ Lthink it's a realy good idea
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Direct Live Hypnotherapy Group Participants’ Comments Abouy Experience

Participant # Own Comments Dentist's Comments Dental Assistant's
#2 Nervous at some stages Very aware of noise
' Interpreted movements as
pain. More anesthetic needed

#10 My mind wandered Seemed fairly relaxed A wee bit uptight
Didn't feel you were with me

#14 Frouble with anesthesna Hard to freeze

But more relaxed than
previousl‘/r : °
#19 Had to wait for anesthetic
- otherwise comfortable
#29 No discomfort Was comfortable
#34 Experienced pain
— during anesthetic

#35 Appointment went well

#40 Worked out really well Some discomfort when
Concentrated on clamp was placed
relaxing
Gave me something to
think about

#49 i dont really need it Some discomfort with drilling
o Normally very anxious

#50 S Went very well

#58 Very good Very smooth appomtment

B - Very relaxed
#62 Every time | was toid Appoiniment went
to relax | fett a little - very well
- knot like | was bemg ‘
forced . - -
#63 Too time consumlng . Some discomfort with injection
. "~ and drilling
#71 Tolerated well
: Some slight discomfort
#81 S - Some discomfort with
. _ injection, otherwise went well
. #87 Suggestlon was. good Some:discomfort wrth injection
More interaction. would be good -

#92 | was surprised Some discomfort '
I actually felt sor'ne Tense, but not so much as v
of the suggestions - ._in previous appointments

#94 Some pain with injection Didn't appear in pain

Rubber dam caused _ .
some discomfort ‘ : =

#95 No signs of discomfort -

#39

- Went very weil

Very relaxed
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Indirect Live Hypnotherapy Group Participants' Commems About Experience

Parﬂcipam # Own Commems Dentist's Comments Dental Assistam'
#3 I was qyite comfortable  Very relaxed and helpful  Appoinment went
. very smoothly
#6 Appointment went smoothlyVery relaxed
Normally nervous but nat
: this time
#15 Needed more anesthetic = Extremely hyper and
somewhat nervous and tense
tense ,
#21 By tar the most relaxed she
: has been with us
#22 Definately thought was - Did exceptionally well
great. Neverknew | Is usually apprehensive
could relax so much
#25 I seemed to hold back Seemed quite comfortable ~——
v during the hypnosis . o
#26 .Flinched during injection . Talked alot
Otherwise went well
#31 A+ ‘
#43 Did not seem to experience pam
#54 1 thought it really Experienced pain during
helped. More relaxed  mandibular block injection~
_than ever '
#60 Very relaxed Tolerated wetl, shgm
My hands didn't even sensitivity at one pomt
sweat this time &
#64 Surprising that the Nervous, some discomfort ..
e technique works
#65 : Pain with drilling
#69 -~ Gould probably read a Normally nervous More worried about
book and get as much but did well the nature of work
#72 Really surprised | Slight pain during anesthetic
could be hypnetized otherwise went well
| couldn't before
#83 Did very well
#85 | wouldn't be against Tolerated ali treatment -~
having it again well
#93 All treatment went well
Slight discomfort during
palliative injection
#96 . It worked! No obvious discomfort -
it relaxed me! '
#98 Pain during injection

Otherwise went well




Direct Taped Hypnotherapy Group Panicipants' Comments About E)g)éﬂence

Participant #

Own AComments

Dental Assistant's

Dentist's Comments
#7 ' Hyper before
/ Calmed down
#8 Difficult patient Very, very hyper
_ but severe decay and in much pain
#16 Dentist could have Some discomfort . - Very relaxed
" touched shoulder initially, otherwise - , i
more often relaxed I 0
#18 Couldn't stay with SRR TN
#24 - - ‘ Dule retgand
#38 Waste of time Discomfort with TR
’ : the injection A g
#45 No pain or discomfort Very good:
#46 Didn't need it :
#47 Sounded like the sea Some discomfort
behind during drilling
#56 Quite relaxed
#61 Some pain and discomfort
#6867 Seemed to slow : Patient very
and qo relaxed
#68 Felt it helped alot Reacts to noises Very comfortable
. through procedure
#73 Felt relaxed More relaxed than }
. » usual
#74 < Tolerated all treatment
4 . well -
#77 I'm really surprised Patient seemed
your technique works relaxed
#79 » Discomfort during
‘ injection and drilling
#86 ® Some discomfort
during drilling
#89 Some pain
with injection
#30 It was like a student Didn't show much
assignment discomfort




Control Group Participants' Comments About Experience -
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Participant # Dental Assistant,s Comments Dentist's Comments
#5 - o Very easy patient
, to work-on
#9 Somewhat uncomfortable
during drilling -
#11 Still some anxiety as she
. ~ is a very nervous patient
#12 Was very claustrophobic and Quite sensitive on j)ne
'conscious of time : occasion '
#27 : ’ : 4 - Seemed quite relaxed
#30 ' ‘ L P Seemed very relaxed =
#33 ' , ‘ Couldn't complete
treatment '
#36 Experienced moderate
pain .
#41 Experienced pain during
_ this appointment
#44 Pain during injection and
drilling
#53 Somewhat tense at
times. Pain and )
. discomfort during drilling. ::
#59 Some discormfort when
placing band on tooth.
#75° -
#80 Very nervous to begin
with
#82 Tolerated treatment wel!
#83 Slight discomfort during
: clamp placement.
#88 Some discomfort during
- injection.

#91 - Discomfort during drilling
#97 Discomfort with injection
: Did well otherwise .,

“#100

Discomfort during
injection. Otherwise
relaxed '




