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Abstract.

Knowledge about the influence of the interaction between child, parent and dentist 
and the referral pattern is very limited. This study intended to assess to what extent 
the pathways of Rachman could clarify why a child is being referred to a specialist in 
paediatric dentistry and if other aspects in the interaction between child, parent and 
dentist play a role in the referral.

Materials and methods:
 The referral letters of 500 children referred to a Special Dental Care Centre in Amsterdam 
were examined. All parents filled out the Children’s Fear Survey Schedule-Dental 
Subscale (CFSS-DS), on behalf of the child. Information about interaction and the referral 
was collected from the referral letter and a semi-structured interview with the parent and 
dentist separately. 

Results:
 Eighty pairs of parents and dentists of referred children participated in a semistructured 
interview. Child factors seem to contribute the most to the referral. For the cause of 
referral the pathways of Rachman and communication were often combined. 

Conclusion:
Apart from fear acquisition, as implied in Rachman’s pathways, the interaction between 
child, dentist and parent also contributes to the referral of a child to a specialist clinic in 
paediatric dentistry. 
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Introduction.

Referral of children to a specialized paediatric dentist or a specialist clinic in paediatric 
dentistry is increasingly accepted, and the number of children referred is subsequently 
growing. Since 1983, the number of Swedish children referred to paediatric dentists 
has increased by 28% [1]. Referral can be necessary for several reasons, the most 
important reasons being behavioural management problems (BMP) and dental fear [1-
5], particularly when BMP cause dental fear rendering at the first sight a child’s dental 
treatment impossible. 
   There is no agreement concerning the reasons underlying a child’s uncooperative 
behaviour at the dentist. While parents tend to blame the previous dental treatment, the 
dentist usually has a different frame of reference and tends to blame other factors, such as 
upbringing [6]. Dental fear, the other important reason for referral, is often mentioned as 
being multifactorial. Such factors include gender, age and cultural background, each of 
which further compounds the situation. The process can, on the other hand, be stabilized 
by latent inhibition. This theory claims that the number of regular positive treatment 
sessions gives a child a certain level of experience which makes him or her better able to 
cope with a more negative, more intrusive treatment session ([7-13]. 
   There are several theories which try to explain the development of dental fear. Rachman’s 
model of fear acquisitioning [14] is one of the most familiar theories, which is supported 
by several studies [15, 16]. This theory has proposed that fear might develop through three 
pathways: direct conditioning (classical conditioning), vicarious conditioning (modelling) 
and information/instruction. The second and third pathways are manifestations of indirect 
fear acquisition.
  Although both BMP and dental fear may contribute to the growing number of referred 
children, the referral pattern is changing. Two factors that are reported to influence this 
pattern are the type of insurance and the number of children in a practice [4]. Further 
influences are a shorter mean treatment time, because of work load, and a higher number 
of children with high caries prevalence in regular dental practices [1]. The referral pattern 
also shows that recently graduated dentists refer most, a trend that may be explained by 
two factors: their relative lack of experience and the increasing acceptance of referral 
[2, 3]. 
   When a child is referred to a specialist clinic in paediatric dentistry, the referring dentist 
is responsible for providing the right information and justification for the referral. In 
specialized clinics and secondary care facilities, a wide range of treatment options may 
be available, including psychological and medication therapies. First, treatment options 
such as behavioural management and pain or anxiety control must be discussed with the 
parents or caretakers, and if such means prove to be unsuccessful or unviable, general 
anaesthesia can be considered. The risks are explained to the parents or caretakers, who 
give their consent prior to the referral. When the referral letter is written it thus includes 
the medical and dental history, the justification for the referral and the informed consent 
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[17]. After successful treatment in a specialist clinic, the child is usually referred back to 
the general practitioner.  
  While referral is sometimes inevitable, it may not be necessary in all cases. It is not 
yet known to what extent referrals are justified. It is of importance to recognize dentist’s 
referral patterns because it is of impact on the dentists work load and access to care 
for children [4]. Since the caries prevalence seems to increase, a large group of senior 
dentists in the Netherlands are retiring in the years to come and the number of paediatric 
dentists is stable, it is now of interest to assess what factors contribute to the referral 
pattern. 
   Therefore, the aim of this study was to test the hypothesis that the pathways of Rachman 
clarify the reasons for referring a child to a specialist clinic in paediatric dentistry and to 
see whether other interactive aspects in the communication between child, parent, and 
dentist also play a role in the referral.

Materials and methods.
Participants. 
The referral letters of 500 children, referred to a specialist in paediatric dentistry in a 
Special Dental Care Centre (Stichting Bijzondere Tandheelkunde, SBT) in Amsterdam, 
were selected. All children were or had been treated by a SBT-specialist in paediatric 
dentistry. To participate in this study the children had to meet the following criteria:
- age between 4 and 11 years, 
- no learning disabilities,
- no siblings were to be treated at SBT,
- and referred by different dentists. 
  After selection 107 children met these criteria. The parents and referring dentists were 
all requested to participate in the study by mail. The letter also informed the participants 
about when the interview was scheduled to take place. Out of the 107 children, 27 
children were not included for several reasons after the interview:
- fourteen dentists could not be reached in the data-collection period,
- seven parents could not be reached in this period, 
- five parents did not speak the language well and,
- one child was too young.
  Eventually, 80 children referred by 80 dentists participated. In this thoroughly selected 
group, both parents and dentists were interviewed separately about the reason for referring 
the child, its previous dental experience and the communication pattern during the last 
treatment session, after which referral took place. Furthermore, the referring dentists were 
asked to go through the dental records of the child to gather as much information as 
possible during the interview. Participation was voluntary and not awarded. Patients were 
told that refusal to participate would not interfere with acceptance of the child at the 
dental clinic or the choice of treatment made.  The study was subjected to the ethical 
rules and guidelines of the Netherlands Institute of Dental Sciences.
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Questionnaire.
To assess dental fear the Dutch version of the Children’s Fear Survey Schedule-Dental 
Subscale (CFSS-DS) was used. The Fear Survey Schedule for Children (FSS-FC)[18] was 
developed by Scherer and Nakamura and the CFSS-DS [19] is a shorter, revised version of 
the FSS-DC, to obtain a specific dental fear questionnaire for children. The scale consists 
of 15 items related to various aspects of dental treatment, such as drilling or injections. 
Each item can be scored on a 5-point scale from 1 (not afraid at all) to 5 (very afraid). Total 
scores thus range from minimal 15 to maximal 75. In this case the parents’ version of the 
CFSS-DS was used, hence the questions were aimed at the parent (e.g. how afraid is your 
child of the dentist drilling). Research has indicated that parental ratings of child dental 
fear have a good correlation with other measures [20-23]. In addition to the CFSS-DS, the 
parent was asked to rate his or her own dental fear on a similar 5-point type scale, from 
1 (not afraid at all) to 5 (very afraid) [5, 24]. Extensive research in several countries has 
indicated the CFSS-DS to be reliable; the internal consistency as well as the test-retest 
reliability proved to be high, and also the validity of the scale was found to be acceptable 
[20, 21, 25, 26]. The CFSS-DS was filled out as a routine part of intake procedure in the 
specialist clinic. The reason for referral to the Special Dental Care Centre was looked up 
in the referral letter. 

Interview.
To collect all data, semistructured interviews were held, following 3 consecutive steps to 
collect information to get to a standardized model of the moment of referral. 
  The first level was asking for the reason for referral. In the interview the child’s dental 
experience before referral was divided in several categories, depending on the child’s 
dental experience, i.e. varying from completely preventive referrals to acute treatment 
need. (Key question: Please describe the moment at which dentist/parent decided to refer 
the child to a paediatric dentist.)
Supportive questions were asked to find out who decided to refer and the child’s dental 
experience level. 
  Next, at the second level information was sought to find the motives for referral. First, 
the parent, dentist and interviewer were asked to describe the last treatment session and 
to give the most important reason for referral. Then, parents and dentists were asked to 
indicate the relative importance of four different factors possibly playing a role in the 
referral. These factors were:
-child factors, e.g. temperament, character,
-dentist factors, e.g. patience, anger, stress, 
-parental factors, e.g. influence of parents, other family,
-and treatment factors, e.g. pain, treatment length. 
The relative importance was scored by dividing 100% over the four factors. In addition, 
the moment at which the treatment was stopped (e.g. during anaesthesia, drilling, or prior 
to or after all this) was asked in relation to the event that mainly caused dental fear in the 
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child. The reasons were classified in terms of Rachman’s pathways (direct conditioning, 
modelling or information). (Key question: What was the main cause for the referral of the 
child. Name the persons involved and the treatment conditions.) Supportive questions 
were asked to describe emotions of the persons involved, satisfaction of the parents 
concerning treatment and the state of the treatment. 
  The third level looked at the communication between child, parent and dentist during 
the last treatment session, leading to the actual referral; hence the communication 
triangle between child, parent and dentist was interpreted. For instance, “Could you 
describe the intensity of the communication pattern during treatment, who did talk to 
whom, and was it extensive?”  As a result for this level six directions were acknowledged: 
dentist to child and/or reverse, dentist to parent and/or reverse, child to parent and/or 
reverse. The interactions were quantitatively indicated by 0. no communication;1. limited 
communication; 2. obvious communication; and 3. a lot of communication, resulting 
in a total communication score  between 0 and 18. (Key question: Please describe the 
direction and amount of communication between the dentist, the parent and the child.)

Procedure.
Four trained advanced psychology students conducted the interviews, which were 
scheduled in a period of fourteen days. Each student approached 25 parents and 25 
dentists from another group via telephone. To prevent bias, the student did not speak 
with the parent as well as the referring dentist of a child. Subsequently the dentist and 
parent interviews were discussed by the two interviewers and paired, the interviews 
were compared and partly combined to come to an overall score of the final treatment 
session to be used for further calculations. Furthermore, it was checked at this stage if the 
explanation for the cause of referral, which was looked up in the dental file and combined 
with the interview, could be fitted into one of the pathways of Rachman or whether an 
explanation was found in one of the other situational factors. Next, the interactive pattern 
between child, parent and dentist was weighted. Based on the interaction level it was 
decided whether the communication was normal (routine) or disturbed. Communication 
was considered normal (routine) when child, parent and dentist equally took part in the 
interaction. The differentiation in disturbed communication (Figure 1) was made when 
communication was classified as:

communication dentist-child and parent-child together equals five or more out of •	
six (too much unilateral arousal, hence too much arousal in one direction) 
and/or the difference between the communication of dentist-child and child-dentist •	
equals two or more (too much unilateral arousal)
and the difference between the communication of dentist-parent and parent-•	
dentist, dentist-child and child-dentist, parent-child and child-parent equals two or 
more (one-sided disturbed communication).
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Data analysis.
Kendall’s tau correlation coefficient was used for the correlation between the parent’s fear 
score and the child’s CFSS-DS score. A Pearson’s correlation coefficient was calculated 
for age and total CFSS-DS scores. Independent samples t-tests were used to determine 
the difference between boys and girls, between the two communication patterns, and 
between male and female dentists in mean total CFSS-DS scores. Analyses of variance 
(ANOVA) were used to assess differences in mean total CFSS-DS scores between who 
decided to refer, between the different stages at which treatment was stopped and 
between parental satisfaction, respectively. Analyses of variance for repeated measures 
were used to determine differences between dentist, parent and interviewer in dividing 
percentages to the four factors and to determine the differences between percentages for 
the four factors given by the dentist, parent, and interviewer.

Figure 1. Examples of disturbed communication models (the arrows indicate the level 
of communication). 

Level of communication

114

Figure 1. Examples of disturbed communication models (the arrows indicate the level of

communication).

Level of communication

A. Too much arousal

B. One-sided disturbed communication

 dentist

 parent child

0. no communication
1. limited communication
2. obvious communication
3. a lot of communication

 dentist

 child  parent
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Results.
In total, 80 children (35 boys) and 80 parent/ dentist dyads participated in the study. At the 
moment of referral children aged from 4 to 11 years ( mean age was 6.06, SD 2.16 years). 
Seventeen of the dentists,were female. An independent samples t-test between male/female 
dentists and the child’s fear did not reach significance (N=66, P>0.05). 
   Unfortunately of the 80 children participating in this study, only 66 CFSS-DS questionnaires 
were filled out completely. The mean CFSS-DS total score of the children was 40.6 (SD 
12.77, n=66) and the median score was 42.0 (range 50.00). The mean fear score of the 
mother rated on a similar Likert-type scale was 2.3 (SD 1.38, n=70), which is 33.8 if plotted 
against a CFSS-DS (22). The Kendall’s tau correlation coefficient for the relation between 
mother’s fear score and the child’s CFSS-DS score was moderate (r=0.31, n=64, p<0.01). 
An independent samples t-test between boys/girls for dental fear did not reach significance 
(N=66, P>0.05).  The child’s dental fear score did not relate to age (n=66, p>0.05).
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Table 2. Main cause for referral to a secondary dental care clinic.

Cause _ Dentist factors Child factors Parental factors Treatment

factors

According to _    %     SD     N    %        SD    N     %     SD    N     %    SD      N

Dentist   7.4    12.3   70 41.5     33.2    70 32.3   34.5    70 18.1    27.6    70

Parent 31.2    33.1   66 34.8     34.3    66 15.5   26.6    66 18.5    27.2    66

Interviewer 26.0    20.4   77 33.4     19.1    77 22.3   22.6    77 17.9    22.0    77

Table 2: Mean percentages of a total of 100% divided over the several contributing causes for

referral according to the parent (mother), dentist and interviewer.

Table 2. Main cause for referral to a secondary dental care clinic. 

Table 2: Mean percentages of a total of 100% divided over the several contributing 
causes for referral according to the parent (mother), dentist and interviewer.
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Table 1. Child´s dental experience in relation to their dental fear.

Child’s dental experience N % Mean

CFSS-DS

SD

No dental visit or restorative treatment

before

11 16.7 38.3 16.5

Earlier dental visit without restorative

treatment

21 31.8 39.0 13.3

Earlier dental visit and restorative treatment 9 13.6 43.6 11.4

Emergency group 25 37.9 42.0 11.2

Total 66 100 40.6 12.8

Table1: Child’s level of personal dental experience and consecutive dental fear measured by

the Child’s Fear Survey Schedule-Dental Subscale (CFSS-DS). In the emergency group the

treatment failed or the parent asked for referral, so the child was treated immediately after

referral.

Table 1. Child´s dental experience in relation to their dental fear. 

Table1: Child’s level of personal dental experience and consecutive dental fear mea-
sured by the Child’s Fear Survey Schedule-Dental Subscale (CFSS-DS). In the emergency 
group the treatment failed or the parent asked for referral, so the child was treated im-
mediately after referral.

g

g
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Reported reason for referral. (The first level)
In most cases the dentist (n= 61, 76.3%) decided to refer, in 7 cases it was the mother 
(8.8%) and in 12 cases it was a mutual agreement between the dentist and the mother 
(15.0%). An ANOVA showed no significant difference in mean fear score of the child 
between dentist, mother and dentist/mother (N=66, p>0.05).
  Table 1 shows the groups based on the child’s dental experience before referral and the 
mean CFSS-DS scores of the referred children. 

The deeper motives for referral. (The second level)
The motives for stopping the treatment at the own general dentist and the decision to 
refer can be seen in Table 2. Motives could be dentist factors, child factors, parental 
factors, or treatment factors. The factors were rated by the dentist, parent and interviewer. 
The child factors (e.g. temperament, character) seem to contribute most to the referral 
in all groups. Statistical analysis (ANOVA) resulted in the following. The dentists scored 
the child and parental factors significantly higher than the treatment factors, and the 
dentist factors lowest (F3,67 = 49.17, p<0.001). Parents scored the dentist factors and child 
factors significantly higher than the treatment factors and parental factors (F3,63 = 5.21, 
p=0.003). For the interviewer the child factors scored significantly higher in percentages, 
than the dentist factors which are higher than the treatment factors. The percentages for 
the treatment factors were lower than the child factors (F3,74 = 5.89, p=0.001). 
It was also found that the dentist factors are scored lowest by the dentist, second lowest 
by the interviewer and highest by the parent (F2,58 = 22.15, p<0.001). The child factors are 
given equal percentages by the dentist, parent and interviewer (F2,56 = 0.87, p=0.425). The 
same was found for the treatment factors (F2,56 = 0.264, p=0.769). The parental factors are 
scored lowest by the interviewer, than the parent and highest by the dentist 
(F2,56 = 5.10, p=0.009)
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Table 3. Stage of stopping dental treatment and the consecutive child’s dental fear.

N  % Mean

CFSS-DS

SD

Remaining, after X-rays  5  7.5 40.2 11.3

After anaesthesia  9 13.6 41.7 12.3

After drilling  6  9.1 39.3 13.4

After extracting  2  3.0 41.0  8.5

After completed treatment  2  3.0 52.5  2.1

No curative treatment 42 63.6 40.0 13.6

Total 66 100 40.6 12.8

Table 3: Stage at which the dental treatment was disrupted and the child’s dental fear scored

with the mean Children’s Fear Survey Schedule-Dental Subscale (CFSS-DS) score at the

consecutive intake session.

Table 3. Main cause for referral to a secondary dental care clinic. 

Table 3: Stage at which the dental treatment was disrupted and the child’s dental fear 
scored with the mean Children’s Fear Survey Schedule-Dental Subscale (CFSS-DS) score 
at the consecutive intake session.
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In 36 % of the cases, the child was referred direct after failure of a (part of) the curative 
treatment. The moment at which the curative treatment was stopped can be divided in 
five groups:
1. after anaesthesia 
2. after drilling 
3. after extracting 
4. remaining, after X-rays 
5. after completed treatment 
The other 42 children (64.0%) were non-curatively treated when they were referred, hence 
mostly after a single check-up visit. Table 3 shows the different stages at which treatment 
was stopped and the mean CFSS-DS scores at the moment of referral. An ANOVA showed 
no significant differences between the different stages at which treatment was stopped in 
mean fear score (N=66, p>0.05) 
  The satisfaction of the parents concerning treatment could be divided into the following: 
satisfied (n=23), somewhat satisfied (n=33) and not satisfied (n=24). There were no 
significant differences in mean CFSS-DS score between satisfied, somewhat satisfied, 
and not satisfied parents (N=66, p>0.05). 
  The pathways of Rachman and communication were often both mentioned as a cause 
for referral, for 38 children direct conditioning as well as communication was assessed 
as a main reason. Overlap with communication occurred frequently. For 58 children 
the Rachman’s pathways were mentioned as a reason. A kind of disturbed interaction 
was mentioned for 71 children. Based on mean percentages, 37 children were referred 
because of Rachman’s pathways and more than half (n=43) because of communication 
(Table 4). 
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Table 4. Causes for the development of dental fear.

% N

Direct (classical) conditioning 32.8 26

Indirect conditioning (modelling) 10.8   9

Information/instruction   2.6   2

Communication only 53.9 43

Total 100 80

Table 4: Mean percentages summed up to of a total of 100% awarded to the pathways of

Rachman (direct conditioning, modelling, information) and communication problems based

on dental chart and the interview evaluation.

Table 4. Causes for the development of dental fear.

Table 4: Mean percentages summed up to of a total of 100% awarded to the pathways 
of Rachman (direct conditioning, modelling, information) and communication prob-
lems based on dental chart and the interview evaluation.
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Communication between dentist, child and parent during the final treatment session. 
(The third level)
In Table 5 the type of communication in relation to the mean CFSS-DS score is shown. 
Based on the division in normal (routine) or disturbed communication, 38 children were 
found to have disturbed communication and 28 did not. These 38 children had a mean 
CFSS-DS score of 43.34 (SD= 11.6) and the 28 who had normal (common) communication 
had an average score of 36.9 (SD= 13.56). After disturbed communication children are 
more fearful than after routine communication (t=-2.09, p=0.04, N=66). 

Discussion.
Our results show that fear acquisition, implied in Rachman’s model, and communication 
are inseparably related; hence both seem to contribute to the referral of a child to a 
specialist clinic in paediatric dentistry. Dental fear should be the most important reason, 
since that is the accepted reason to refer to a specialist clinic in paediatric dentistry. 
However, often other reasons are also mentioned, the explanation could be that a 
combination of problems leads to the actual referral [5]. The mean total fear score of the 
children indicates the importance of dental fear [27]. 
  Most frequently mentioned pathway is the direct conditioning, which is supported by 
earlier studies [13, 14]. The direct conditioning pathway finds its support by the higher 
mean CFSS-DS scores of children referred after anaesthesia, extracting, and after a full 
treatment. These results, however, have to be interpreted with care because of the limited 
number of children in these categories. The two children who were referred after full 
treatment are most likely referred for behavioural therapy to reduce fear or the behavioural 
management problems, since these are the main reasons to refer [1-5]. 
    The interaction between child, parent and dentist is a very complex issue and was therefore 
in this study further specified as disturbed communication and routine communication. 
Most referrals (54%) are made after a disturbance in communication during treatment. 
Based on this study, it is clear that the pathways and communication disturbances overlap 

Table 5. Relation between disturbances in communication and consecutive child’s dental fear

*= significant p<0.05 independent samples t-test

Table 5: The communication pattern during the last session leading to the actual refer-
ral in relation to level of dental fear measured by mean total Children’s Fear Survey 
Schedule-Dental Subscale (CFSS-DS) score 
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Table 5. Relation between disturbances in communication and consecutive child’s dental fear

Group: Mean total CFSS-DS

score

SD N

Routine communication 36.89* 13.57 28

Disturbed

communication

43.37* 11.57 38

Total 40.62 12.77 66

*= significant p<0.05 independent samples t-test

Table 5: The communication pattern during the last session leading to the actual referral in

relation to level of dental fear measured by mean total Children’s Fear Survey Schedule-

Dental Subscale (CFSS-DS) score
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communication
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Total 40.62 12.77 66

*= significant p<0.05 independent samples t-test

Table 5: The communication pattern during the last session leading to the actual referral in

relation to level of dental fear measured by mean total Children’s Fear Survey Schedule-

Dental Subscale (CFSS-DS) score
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Table 5. Relation between disturbances in communication and consecutive child’s dental fear

Group: Mean total CFSS-DS

score

SD N

Routine communication 36.89* 13.57 28

Disturbed

communication

43.37* 11.57 38

Total 40.62 12.77 66

*= significant p<0.05 independent samples t-test

Table 5: The communication pattern during the last session leading to the actual referral in

relation to level of dental fear measured by mean total Children’s Fear Survey Schedule-

Dental Subscale (CFSS-DS) score
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considerably without the possibility to assess a true cause-consequence relationship. The 
results show that after disturbed communication, children are in general more fearful than 
after routine communication. The disturbed interaction could lead to a situation where 
one of the three pathways of Rachman causes dental fear, but at the same time fear might 
be the cause of the interaction effect of the communication disturbance, supporting the 
multifactorial nature of dental fear. The child factors are most often mentioned as the 
reason for referral by the parent, dentist and interviewer, together with parental factors 
by the dentist and dentist factors by the parent. So the disturbed interaction between 
these three factors makes treatment impossible, not necessarily the treatment variables 
themselves. Furthermore the child factors (e.g., temperament, character) seem to be the 
most important motive to refer, implicating again that behavioural management problems 
are important [1-4] and underlining the age-related aspect that an immature individual 
should be guided and supported by his/her environment instead of blaming the child. 
However, children who are referred to a specialist clinic are not only fearful, but also 
show problems in other behavioural and emotional areas. These different problems are 
seen in children with an extrinsic and intrinsic nature. Hence, what is called dental 
fear by the referring dentist might in fact also be the resistance to treatment because of 
other problems like attention problems or aggression [28]. Another interest finding in 
this context is that children of parents with severe dental fear showed more behavioural 
problems [29]. 
  The majority of the cases, however, were referred preventively, indicating that both the 
dentist and parent do know the limitations of the child and dentist respectively. The dentist 
might know that he or she lacks the competence to treat these children. In the United 
States, for instance, there is a lack of young children with extensive treatment needs or 
children with BMP in the predoctoral programs which negatively affects the training, 
practice and the competence of dental students [30]. Therefore, after graduation dentists 
do not feel competent enough to treat these children, because of lack of experience [2-4]. 
  Unfortunately in this study, parent and dentist do not precisely know which factors 
relatively attribute most to those boundaries. The dentist seems to think he or she is of 
minor relevance in contributing to the referral than the other factors, just as the parent 
thinks about her- or himself, illustrating the observation of Mejàre et al. [6] that the dentist 
blames the parent and vice versa. The study shows that, apparently, emotions play an 
important role in interaction increasing bias by the people involved. Furthermore, the 
most likely cause for referral found in this study is the child’s uncooperative behaviour 
according to the parents and the dentists. However, they have limited agreement about 
the main reasons for this uncooperative behaviour. This is perhaps because of the different 
reference frame of dentists and parents where they base their opinions on [6]. For that 
reason, also the interviewer’s opinion is weighted in this study. 
   Although necessary for finding reasons for referral of the child, this study had limitations. 
First of all, the children were or had been treated by a specialist in paediatric dentistry 
thus this might have caused bias. In addition, the semistructured interview might have 
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caused some interviewer bias, since the interviewers rated the cause of the referral based 
on a combination of the dental chart and the story of the dentist and parent. However, 
due to the mutual consent between the interviewers and in combination with the dental 
chart we avoided these problems as much as possible. 
   In conclusion, the pathways of Rachman and interaction both play a role in the referral of 
children to a specialist clinic in paediatric dentistry. More research, however, is necessary 
to recognize the referral pattern, to see if all referrals are justified, to find ways to reduce 
the number of referrals, and to find an answer on the chicken-and-egg problem between 
communication problems and dental fear. And, as already mentioned by Weerheijm et 
al., what the most important reason to refer is, is less significant than the fact that these 
children are often highly fearful and have a high caries risk; therefore more attention from 
specialist clinics is beneficial [5].

Conclusions:
What this paper adds.

Communication seems to be related to the child’s dental anxiety•	
Fear acquisition, implied in Rachman’s model, and communication both contribute •	
to the referral of a child to a specialist clinic in paediatric dentistry. 
Child factors, such as temperament, seem to be an important reason for referral to a •	
specialist in paediatric dentistry. 

Why this paper is important to paediatric dentists.
It is important to recognize the pattern of referral to a specialist in paediatric •	
dentistry. 
Probably not all referrals of general dental practitioners are justified and necessary.•	
Since children who experience a disturbed communication are more fearful, •	
interaction between child, parent and dentist needs more attention.
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