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Abstract

Background: Dentine hypersensitivity (DH) is a common problem encountered in clinical practice. The aim of this study 
was to evaluate the professional opinions and understanding of Kuwaiti Dentists for both the treatment and management 
of DH and to assess the prevalence, advice and treatments and their efficiency offered by the dentist to patients experienc-
ing DH.

Material and Methods: A 26-item questionnaire was sent to a representative sample of Kuwaiti Dentists of 318 Kuwaiti 
dentists who were randomly selected using the Kuwait Dental Association membership list and invited to participate in a 
questionnaire-based survey. The questionnaires were distributed in both hard and soft copy formats through individual 
web links.

Results: 318 questionnaires were distributed with 190 (59.7%) qualified Kuwaiti dentists [Male: 151, Female: 36, 3 un-
identified; 32.99 ± 5.5 years of age], completing the questionnaire. Most dentists indicated that up to 25% of their patients 
reported DH with 10% of patients experiencing discomfort from DH which in some cases lasted up to three weeks. Most 
participants (66%; n= 100) indicated that the effect of DH on the QoL of their patients was moderate in nature with 51.9% 
(n=84) indicating that tooth brushing had a major impact on the QoL. ‘Gingival recession’ and ‘periodontal disease’ were 
considered to be implicated as predisposing or aetiological factors of DH. Most dentists indicated that they were confident 
in recommending OTC products for home use. 

Conclusions: In conclusion, the present study reported that the perceived prevalence of DH by Kuwaiti dentists was rel-
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atively lower than previously reported studies. Overall, the 
perception of most of the participating Kuwaiti dentists on 
the aetiology, diagnosis and management of DH, was gener-
ally consistent with the current scientific consensus on DH, 
although there was still confusion concerning some of the 
aspects of the diagnosis and management of the condition. 

Keywords: Dentine Hypersensitivity; Questionnaire; Man-
agement; Professional Opinion

Introduction
 Dentine Hypersensitivity (DH) is a recognized clini-
cal condition that may have a profound impact on the Qual-
ity of life (QoL) of those who suffered from the problem [1]. 
Questionnaire studies that report on the prevalence of DH 
form the patient’s perspective indicate a prevalence of up 
to 57% [2-5] whereas questionnaire studies determining 
the dentists’ (General Dental Practitioners’ [GDP]) perspec-
tive record prevalence values between 10% to 25% [6, 7-9]. 
This clearly illustrates a fundamental difference between 
the perception of DH from both the dentist and patient out-
look, which may have an impact on whether the condition is 
reported by the patient or treated by the dentist. 
 Previous questionnaire studies have also indicat-
ed that Dentists may be uncertain about the aetiology, di-
agnosis and effective management of Dentine Sensitivity/
Dentine Hypersensitivity [DH] [10-17], Furthermore; it was 
also evident that routine clinical screening for DH was not 
conducted by dental professionals, except when prompted 
by patients who were experiencing pain from the condition 
[10]. According to Gillam [16] there are numerous out-
standing issues that need to be resolved when evaluating 
the management of DH such as whether the condition is 
effectively identified, managed and monitored by dentists 
in their dental practices.  The aim of the present study was 
to evaluate the professional opinions and understanding of 
Kuwaiti Dentists for the treatment and management of DH.

Aims & Objectives
 To evaluate the professional opinions and under-
standing of Kuwaiti Dentists for the treatment and manage-
ment of DH, and to determine whether:

1) Screening for DH was routinely conducted by the den-
tist.

2) The dentists considered a differential diagnosis prior to 
treatment.

3) The dentists identified erosion as the primary cause of 
DH.

4) The dentists identified the hydrodynamic theory as the 
accepted theory of DH.

5) Dentists were confident in managing their patients’ 
pain.

Methodology

 A cross-sectional self-administered questionnaire 
was distributed in two phases namely: 1) Pilot Study and 2) 
Main Study.

 The questionnaire design was based on previous-
ly reported global reports relating to DH that included its 
prevalence, the important predisposing factors, the major 
triggers, mechanisms, differential diagnosis, patient man-
agement, dentist management and continuing education 
about the condition.

 The questionnaire design consisted of 26 questions 
including both multiple choice questions and open-ended 
questions. The first section the demographic characteristics 
of the participating dentists including age, gender, year of 
graduation, work status and practice type.

 The questions of the questionnaire focused on the 
dentist’s perspective of patients presenting with DH and its 
causes, triggers and predisposing factors as well as diagno-
sis and management.

 The participants were randomly selected using 
the Kuwait Dental Association membership list and ran-
domly selecting about 300-350 generated numbers from 
them through the website (www.random.org). The ques-
tionnaires were distributed to randomly selected dentists 
practicing in Kuwait. There were 318 dentists from a total 
population of 1802 Kuwaiti dentists, which represents ap-
proximately 17.7% of the dentist population.

Results

Pilot Phase

 Forty-nine questionnaires (both, hard and soft cop-
ies) were distributed to Kuwaiti dentists in April 2016 by 
Naser Dashti (ND) and collected during the months of No-

vember and December 2017.

Main Study

 269 questionnaires were distributed to Kuwaiti 
Dentists in a soft copy format through either by mobile 
phone messages (text) and emails using a Survey Monkey 
link (www.SurveyMonkey.com) or a Whatsapp Application. 
The completed questionnaires were collected during the 
period between September 2018 and March 2019.

Inclusion Criteria

 All qualified dental professionals in Kuwait who 
were willing to give their consent participated in the study. 

Exclusion Criteria: Non-qualified Dentists and Students.

Data Analysis

 The data from the questionnaires was entered into 
a SPSS database version 29 (SPSS, IBM, Portsmouth, UK), 
analyzed and presented in the form of tables and frequency 
distributions.

Ethical Approval for the study was granted by Queen Mary 
University London (QMUL) Ethics Committee on the 21st 
March 2016 (QMREC 1688).

Pilot Study

 49 questionnaires were distributed as part of the pi-
lot study and collected on two separate occasions during the 
period from April 2016 to May 2016, when 35 hard copies 
of the questionnaires were distributed by hand (ND) in Ku-
wait with 33 questionnaires (94.2%) collected at this time. 
On the second occasion, 15 questionnaires were distribut-
ed via mobile phone messages, with 10 responses (66.6%) 
collected. These questionnaires were distributed through a 
web link to the randomly selected Kuwaiti dentists between 
November 2017 and December 2017. Forty-three question-
naires (87.7%) were completed and returned to the inves-
tigator at this time. No changes were required following the 
analysis of the questionnaire used in the pilot study.

Main Study

 The main study was conducted during the period 
September 2018 to March 2019. Only soft copies were dis-

tributed as it was decided following the results from the 
pilot study that this was the more effective way to obtain 
the most responses from dentists in Kuwait. 269 individual 
web links were sent through (40 out of 269 via emails and 
229 out of 269 via mobile phone messages).147 (54.6%) 
out of 269 questionnaires were completed and included in 
the study. 

 The results from the pilot study were combined 
with those results from the main study to include 318 par-
ticipants. 190 Kuwaiti dentists (59.7%) participated in the 
study with the data was inputted into a password-protected 
PC, using SPSS software (v. 29) and subsequently analyzed.

 The demographic data collected from the par-
ticipants is presented in Table 1. The questionnaire was 
completed by 151 (79.5%) males, 36 (18.9) females with 
three (1.6%) unidentified. The mean age average was 32.99 
± 5.5 years of age. The GDPs were [(55.3%), n=105], the 
post-graduate students were [(3.7%), n=7], the specialists’ 
practices were [(39.4%), n=75] and three (1.6%) were un-
known. From the participants considered, most of them had 
experience between six to ten years [(38.9%), n=74].

Table 1: Demographic Data of the Study Population.

Variables Data

Sex

Male 151 (79.5%)

Female 36 (18.9%)

Missing Value 3 (1.6%)

Age
32.99 ± 5.5 years 

(mean)

General or special-
ist practice

Dentist GDP 105 (55.3%)

Post-graduate 
student

7 (3.7%)

Specialist Prac-
tice

75 (39.4%)

Missing Values 3 (1.6%)

Post-graduate 
student

10 (5.3%)
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≤ 5 years 46 (24.3%)

Experience 6-10 years 74 (38.9%)

11-20 years 36 (19%)

20 < years 2 (1%)

Missing Value 22 (11.6%)

≤499 25 (13.2%)

500 7 (3.7%)

Patients per Prac-
tice

1000 10 (5.3%)

1500 5 (2.6%)

2000 6 (3.2%)

>2500 52 (27.4%)

Not known 51 (26.8)

Missing Value 34 (17.9)

 According to these results, the first part of the ques-
tionnaire included three areas with particular reference to 
the prevalence of DH in Kuwait:

1) The percentage of patients reporting the problem of DH.

2) The regularity of patients visiting the practice with DH as 
the chief complaint.

3) The frequency of patients asking questions about DH.

Most participants had more than 2500 patients in their 
practice or in a hospital setting [(27.4%), n=52] (Q1).

 129 (82.2%) of the participants stated that they ex-
amined patients with DH during the fortnight prior to at-
tending their practice (Q2). 58 (30.5%) of the participants 
reporting that only 1% of their patients complained of DH. 
72.5% (n=116) of the participants stated that the preva-
lence of DH was up to 10% with 84.4% (n=135) indicating 
that the prevalence of DH in their patients was up to 15% 
(Q3, Figure 1).

Figure 1: Reported prevalence of DH (n=160; 3 Missing Val-
ues).

 90 participants (61.6%) indicated that their pa-
tients usually initiated the conversation about DH prior to 
a diagnosis (Q4), and in patients who did not initiate the 
conversation, 58 (48.7%) of the dentists tried to initiate the 
conversation (Q5).

 Most of the participants [(65.4%), n=104] stat-
ed that the clinical signs of DH were commonly observed 
during the clinical examination. Most of them [(75.9%), 
n=129] said that air blast (Air syringe) was more likely to 
elicit a response from the patient when testing for DH (Q6, 
Figure 2). 

Figure 2: Diagnostic Techniques that were more likely 
to elicit a response from the patient when testing for DH 
(n=163 participant responses).

 Fifty-two (32.7%) respondents noted that DH was a 
serious problem in less than 5% of the patients (Q7, Figure 
3). 

Figure 3: Participant Responses considering DH as a seri-
ous problem in their patients (n=160; 4 missing values).

 Most of the participants (85%; n=136) indicated 
that DH lasted up to 8 weeks with 29 participants (18.1%) 
reporting that their patients felt discomfort for about two 
weeks. 15% (n=24) indicated that DH lasted >12 weeks 
(Q8, Figure 4). 

Figure 4: Duration of discomfort patient’s complaint 
(n=163; 3 missing values).

 For Q 9, most of the participants [(74.5%), n=120] 
stated that DH affected the quality of life (QoL) of their pa-
tients with 101 (66%) participants considering the impact 
of DH on QOL to be moderate in nature (Q10, Figure 5).

Figure 5: Impact of DH on QoL (n=153; 10 Missing Values).

 Based on the factors that affect the quality of life of 
a patient, tooth brushing technique [(51.9%), n=84] was re-
ported to be the most activity affecting the QoL of patients 
together with professional activities such as teeth whiten-
ing procedures [(37%), n=60], scaling procedures [32.1%; 
n=52 and periodontal surgery [28.4%; n=46] (Q11, Figure 
6). 

Figure 6: Activities affecting the QoL of a patient (n= 163).

 When asked about the frequency of questions from 
patients (Q12) the participants indicated that 71 (43.6%) 
of the participants stated that they were ‘sometimes’ asked 
about the condition with 62 (38%) indicating ‘often’ with 
21 (12.9%) participants stating ‘very often’ and 9 (5.5%) 
participants were seldom’ asked about DH.
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 Regarding the dentists’ knowledge about DH that 
focused on their knowledge in relation to the aetiology, di-
agnostic methods and treatment options for the condition 
(Q13). The respondents indicated that gingival recession 
[n=70 (43.8%)] and periodontal disease [n=33 (20.5%)] 
were the main aetiology factors for DH (Table 2).

 Most of the respondents reported using the Air 
blast syringe [(48.7%), n=73], doing clinical examination 
[(42%), n=63] and taking dental history [(31.3%), n=47] as 
an important diagnosis aid for the detection of DH (Table 2).

Table 2: Aetiological Factors and Diagnostic Aids in identi-
fying DH.

No. Variables Data (n)
Tooth Wear 16

Exposed Dentine 10

Gingival Recession 70

Tooth Surface 
Erosion

19

Bleaching Sensi-
tivity

10

Attrition 3

Abrasion 17

Fractured Resto-
ration

8

Periodontal Dis-
ease

33

Poor OH Educa-
tion

5

1 Aetiology of DH Abfraction 1

Post-Op Sensitivity 8

Acid Drinks 3

Cracked Tooth 10

Dental Caries 8

Leakage Marginal 5

Pulpitis 4

Chipped Tooth 4

Tooth Brushing 
Habits

25

Dental History 47

Medical History 27

Asking Questions 11

Clinical Examina-
tion

63

Assess Recession 7

Vitality Test 25

2 Diagnostic aids
Periodontal Con-

dition
7

Radiograph 16

Hot Test 6

Cold Test 23

Probe 26

Air Water Spray 25

Air Blast Syringe 73

OH Technique 
History

1

Drying Teeth 4

Diet History 5

Differential Diag-
nosis

8

Other 5

 Most participants were aware of the current theory 
and mechanism underpinning DH (Q14). For example, 107 
(66.9%) participants stated that the “Hydrodynamic Theo-
ry” was the most accepted hypothesis for initiating DH. 27 
(16.9%) participants identified the “Odontoblast Theory” 
with 21 (13.1%) participants for the “Nerves in Dentine” 
and four (2.5%) for the “Gate Theory” respectively (Figure 
7).

Figure 7: Name the currently accepted theory to explain 
how DH is initiated (n=160; 3 Missing Values).

 When the participants were asked to outline the 
steps they would take to make their diagnosis of DH, most 
of the responses related to how they would identify the con-
dition (Q15). For example, obtaining a dental (32%; n=47) 
and medical history (18.4%; n=27) from the patient, prior to 
a clinical examination (42.2%; n=62), as well as conducting 
a series of clinical assessments such as probing (non-specif-
ic)(5.6; n=23), thermal testing (Cold)(12.3%; n=18), ther-
mal testing (Air Blast syringe)(48.3%, n=71), thermal test-
ing (Air/Water spray)(16.3%, n=24), thermal testing (Hot)
(5.5%. n=8) and pulp vitality (17%; n=25). A combination 
of assessment methods was also recorded (13.8%; n=22) as 
well as a radiographic evaluation (10.9%; n=16) (Figure 8).

                    
Figure 8: What steps would you take to diagnose the pa-
tient with dentine hypersensitivity ?

 Q16 required the participants to indicate which 
dental conditions would have to be eliminated when mak-
ing a diagnosis of DH. Of the responses (excluding missing 
values) the following dental conditions to be eliminated 
prior to making a diagnosis of DH were identified name-
ly: gingival recession as a result of periodontal disease or 
treatment [(81.5%), n=128], post-operative sensitivity 
[(73.4%), n=116], periodontal disease [(72.8%), n=115], 
bleaching sensitivity [(71.4%), n=115], tooth surface loss 
[(71.5%), n=113], dental caries [(70.9%), n=112], marginal 
leakage [(68.4%), n=108], fractured restorations [(67%), 
n=106], cracked tooth syndrome [(62.7%), n=99], chipped 
teeth [(58.9%), n=93], pulpitis [(55.7%), n=88] (Figure 9). 

Figure 9: Which dental conditions would have to be elimi-
nated when making a diagnosis of DH?

 When asked how confident they were in diagnos-
ing DH (Q17), 76 (47.2%) of the participants reported that 
they were “confident” in their diagnosis of DH, whereas 44 
(27.3%) responded that they were “somewhat confident”; 
36 (22.4%) were “very confident” and only five (3.1%) re-
ported that they were “not very confident” in diagnosing 
DH (Q17; Figure 10). 
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Figure 10: Confidence in diagnosing DH from other Clinical 
Conditions (n=160; missing value =3).

 When asked how they would assess patients com-
plaining of DH in their dental practice (Q18). Most of the 
participants chose the following categories when for as-
sessing the patient’s complaint in the dental practice en-
vironment by namely: 1) sensitivity self-reported by the 
patient [(48.1%), n=77], 2) dental examination [(41.9%), 
n=67], 3) thermal tests [(20%), n=32], 4) measurement 
of recession [(14.4%0, n= 23], 5) combination of assess-
ments [(13.8%), n= 22], 6) medical history [(10%), n= 16], 
7) probing depths [(10%), n=16], 8) pulpal testing [(7.5%), 
n=12], 9) diet analysis [(5.6%), n=9], 10) percussion tests 
[(3.8%), n=6] and 11) taking dental radiographs [(3.1%), 
n=5]. 

Figure 11: Assessment of patients complaining of DH in 
dental practice.

 When asked about the duration of discomfort fol-
lowing non-surgical and surgical periodontal procedures 
(Q19-20), most of the respondents reported that they 
expected discomfort to continue for 3-5 days following 
non-surgical periodontal treatment [(25.6%), n=40] and 
two weeks following periodontal surgery [(35.6%), n=57] 
(Figures 12-13).

Figure 12: The duration of discomfort following non-surgi-
cal periodontal procedures.

Figure 13: The duration of discomfort following surgical 
periodontal procedures.

 With regard to the suggested treatment options for 
treating DH (Q21), 135 (83.9%) of the participants opted 

for using “Education on a correct non-destructive tooth 
brushing technique.” 101 (62.7%) selected a “Restorative 
treatment including surgical management” of the partici-
pants suggesting this option followed by “In-surgery appli-
cation of an anti-sensitivity agent” [n=81 (50.3%)], and the 
least suggested option was “At-home use of a desensitizing 
dentifrice” with only 32 (30.5%)  (Figure 14).

Figure 14: Treatment Options for Treating DH.

 When asked which professionally applied prod-
ucts they would recommend (Q22) the participants mainly 
recommended 1) a Fluoride agent (Varnish/Gel/ Duraphat 
toothpaste) [(54.5%), n=72], and 2) non-specified desensi-
tizing agent [(12.1%), n=16] for treating DH (Figure 15). 

Figure 15: Recommended Professionally applied products 
when treating DH.

 When asked which home use products they would 
recommend (Q22b) the participants mainly recommended 
the following products namely 1) a sensitivity toothpaste 
(non-specific) [(20.5%), n=39] and 2) Sensodyne tooth-
pastes (non- specific) [(23.9%), n=33] (Q22b).

Figure 16: Recommended Home use products when treat-
ing DH.

 When asked how confident they were in recom-
mending appropriate home use products for patients expe-
riencing DH (Q23) the participants indicated the following: 
1) 35.2% (n=56) claimed to be “confident”  2) 30.8% (n=49) 
claimed to be “Somewhat confident”, 3) 25.2% (n=40) 
claimed to be “Very confident”, 4) 6.9% (n=11) claimed to 
be “Not very confident” and 5) 1.3% ( n=2) claimed that 
they were “Not very confident” (Figure 17). 

Figure 17: Confidence in recommending Home use prod-
ucts for DH.
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 When asked whether patients complaining of DH 
may also have non-dental related problems in their daily 
life, which may contribute to the clinical problem (Q24) 
28.1% (n=45) indicated “Yes” and 28.1% (n=45) indicat-
ed “No”. 43.8% (n=70) indicated that they did “not know”. 
Of those participants who indicated “Yes” 15.5% (n=23) 
indicated that the following conditions namely 1) Stress 
(15.5%; n=23), 2) Bruxism (6.8%; n=10), Dietary (5.4%; 
n=8) and 4) habits (non- specified) (4.1%; n=6) (Figure 18).

Figure 18: Non-Dental causes associated with DH. 

 When asked whether they considered that their pa-
tients complied with the professional advice regarding the 
treatment and management of DH (Q25), 56.3% (n=89) in-
dicated that their patients did comply with their advice.

 When asked about whether was a need to provide 
further information to patients in the form of leaflets etc., 
(Q26), 39.5% (n=62) of the participants indicated that there 
was a need to supply this information. Some of the partici-
pants (14.7%; n=24), however reported that there was still 
a need to recommend a patient leaflet/folder which would 
provide information about the condition and how to pre-
vent DH from becoming a problem for the patient as well as 
providing a greater awareness of the problem (2.5%; n=4).

Discussion 

 Previous studies or reviews have indicated that 

Dentists may be uncertain about the aetiology, diagnosis 
and effective management of Dentine Sensitivity/Dentine 
Hypersensitivity [DH] [10, 16]. According to the 2003 Con-
sensus Document on DH [10] there are several concerns re-
lating to the effective diagnosis and management of the con-
dition which may have an impact on the treatment of DHS. 
The questionnaire used in the present study was based on a 
previously validated questionnaire used in the United King-
dom relating to the understanding of DH [8, 12, 13] which 
been recently updated and used in several studies name-
ly in Brazil and India [17, 15]. The response rate from the 
study was 59.7% which compares favourably with previous 
studies [6, 8, 10, 17].

    The advantage of using a self-administered ques-
tionnaire in studies of this nature was that they are rela-
tively easy to utilize and inexpensive to produce. The ques-
tionnaire survey was targeted at dentists and designed to 
capture personalized attitudes and opinions concerning 
the identification and the management of DH. There were 
no major problems with the responses from the dentists 
and as such, the questionnaire will remain the same for 
the main study. It was decided however that the question-
naires should be distributed by e-mail/webmail rather than 
through distribution by hand (hard copy). It was anticipat-
ed that the number of participants (dentists) in the study 
would improve using this method of distribution. The soft 
copies questionnaire showed a lower rate of participating 
in the study and a lower rate of completing page 2 answers 
as it opens in new page. They may have thought that the 
questionnaire is only one page (the demographic ques-
tions). However, a sample size of 10.5% of the population 
was considered adequate in evaluating the opinions of cli-
nician practicing dentistry in Kuwait.

 This was the first study conducted in Kuwait that 
has investigated Dentists’ perceptions regarding DH, al-
though the questionnaire has been validated in several 
previous studies [8, 12, 13]. The present study showed that 
most of the participants had some dental practice experi-
ence up to 10 years and had a patient base of at least 2500. 
Approximately 82.2% of the participants reported that they 
identified at least one patient with DH in a period of a fort-

night leading up to the day of examination in the hospital or 
their practice setting. The prevalence of DH reported in the 
present study was somewhat different to some of the previ-
ously reported prevalence figures and as such may either be 
relatively uncommon or underdiagnosed. Although these 
results were not in general agreement with other studies, 
where the prevalence of DH ranged from 1.3% to 57% [1, 
2, 4, 18-21]. One of the problems when analyzing results of 
this nature was the location of where the dentists practiced 
such as private practice clinics/hospitals as well as general 
and specialist practice. A further problem may be the time 
involved in completing a questionnaire in a busy practice as 
well as accuracy of the data when recalling the number of 
patients examined over a specified time period. 

 74.2% (n=118) of the participants indicated that up 
to 25% of their patients considered a severe problem with 
DH with 37.7% (n-60) indicating that ≤ 5% of their patients 
considered DH a serious problem. These results appear to 
be reasonably consistent with previous studies using this 
questionnaire [6, 8, 12, 13]. Most of the participants stat-
ed that their patients frequently asked questions about the 
condition with 61.6% (n=90) of the participants indicated 
that their patients initiated the conversation on DH. In con-
trast 48.7% (n=58) of the participants indicated that they 
had initiated the relevant conversation which is reasonably 
consistent with the recent study by Pereira et al. [17]. Most 
of the participants indicated that their patients frequent-
ly asked questions about DH although there appears to be 
limited data in the literature to support this observation. 
65.4% (n=104) of the participants claimed to have ob-
served DH during their examination which would indicate 
over 30% failed or did not record that they had observed 
DH which could indicate that the condition was not treated. 
This figure was reasonably comparable with the results of 
the study by Pereira et al. [17] where approximately 79% of 
the participants observed DH.

 41.3% (n=66) of the participants indicated that the 
duration of discomfort lasted for up to three weeks which 
was reasonably consistent with the recent study by Pereira 
et al. [17-21]. 74.8% (n=119) indicated that DH had an im-
pact on their patients’ Quality of Life [QoL] although most 

participants (66%; n= 100) indicated that the effect of DH 
on the QoL of their patients was moderate in nature with 
51.9% (n=84) indicating that tooth brushing had a major 
impact on the QoL. This observation appears to be at vari-
ance with previous studies where ‘tooth brushing’ was not 
considered to influence the individual’s ability to brush 
their teeth without any discomfort as reported by Gillam 
et al. [22] where most of the patients were able to brush 
their teeth without any discomfort with only 8·7% of U.K. 
and 19·3% of Korean patients unable to do so. Most pub-
lished studies indicate that ‘cold’ was the most frequently 
mentioned stimulus for DH [6, 22, 23].

 66.9% (n=107) participants acknowledged that the 
“Hydrodynamic Theory was the underlying mechanism for 
DH which is also supported by previous studies [6, 17].   

 There was some concern regarding the participants 
choices of predisposing factors where ‘Gingival recession’ 
(43.8%; n=70) and ‘periodontal disease’ (20.6%; n=33) 
were considered by the participants to be implicated as a 
predisposing or aetiological factors of DH. This appears to 
be at variance with the previous results for the Canadian 
Consensus on DH where erosion was considered the prima-
ry cause of DH [10] Most of the respondents reported using 
the Air blast syringe during a clinical examination of their 
patients which was in accordance with previous studies [6, 
8] When asked to outline the steps they would take to make 
their diagnosis of DH, most of the responses related to how 
they would identify the condition such as obtaining a dental 
and medical history from the patient, prior to a clinical ex-
amination, as well as conducting a range of clinical assess-
ments which again was fairly consistent with the results 
from previous studies [6, 8, 10, 17].

 Of the factors involved in the differential diagnosis 
of DH, a number of conditions were suggested such as ‘gin-
gival recession’ due to periodontal disease post-operative 
sensitivity, periodontal disease, bleaching sensitivity, tooth 
surface loss, dental caries etc. It was evident that most of 
the participants considered a differential diagnosis when 
diagnosed DH and as such understand the importance of 
differential diagnosis by excluding other dental conditions 
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when diagnosing DH. Most participants reported that they 
were “confident” in their diagnosis of DH, which was con-
sistent with the recent study of Pereira et al. [17]. The par-
ticipants also reported a range of categories for assessing 
the patient’s complaint in the dental practice environment 
which included the self-reported of DH by the patient to-
gether with a range of clinical tests and investigations which 
was in agreement with previous studies [8, 17].

 The majority of dentists were aware that the “hy-
drodynamic theory” was the currently accepted mechanism 
of pain from DHS which was in agreement with previous 
studies [6, 17].

 When asked about the duration of discomfort fol-
lowing non-surgical and surgical periodontal procedures, 
most of the respondents reported that they expected dis-
comfort to continue for 3-5 days following non-surgical 
periodontal treatment and two weeks following periodon-
tal surgery which was consistent with the observations 
from previously published studies and was not considered 
a major concern by the participants [22, 24-25]. 

 Most participants opted for using the category “Ed-
ucation on a correct non-destructive tooth brushing tech-
nique” when asked for how they would treat DH rather 
than using the “At-home use of a desensitizing dentifrice.” 
This was in disagreement with the results from the recent 
Pereira et al. [17] study who suggested that the most com-
mon management strategy employed by dentists was to 
prescribe desensitizing agents for home use. Of these meth-
ods of treatment, the most commonly prescribed method 
at home use by Kuwaiti dentists was the use of desensi-
tizing toothpastes (non-specific) [(20.5%), n=39]. The use 
of fluoride agent (varnish/ gel/ duraphat toothpaste) was 
the most recommend professionally applied product which 
[(54.5%), n=72]. 91.2% (n=145) of dentists indicated that 
they were confident in recommending OTC products for 
home use with Sensodyne brands being the most recom-
mended. When asked how confident they were in recom-
mending appropriate home use products for patients ex-
periencing DH most participants indicated that they were 
reasonably confident in their recommendations although 
compared to other studies their range of selected products 
was somewhat limited [6, 22].

 When asked whether their patients complaining of 
DH may also have non-dental related problems in their dai-
ly life, which may contribute to the clinical problem most 
of the participants indicated ‘No’ or ‘they did not know’. Of 
those participants who indicated “Yes” Stress, Bruxism and 
Dietary concerns were the main responses.

 When asked whether they thought that their pa-
tients complied with the professional advice regarding the 
treatment and management of DH, 56.3% (n=89) indicated 
that their patients did comply with their advice.

 Some of the participants indicated that there was 
a need to provide further information on the condition to 
patients in the form of leaflets etc., in terms of prevention 
and awareness. However, it is evident that both Academia 
and Industry have published or advertised extensively on 
DH and therefore the problem may be one of availability of 
this information or the lack of apparent interest in the prob-
lem since it may be perceived as a minor inconvenience to 
the dentist and the patient.

 In conclusion, the present study observed that the 
perceived prevalence of DH by Kuwaiti dentists was rela-
tively lower than previously reported studies. Overall, the 
perception of most participating Kuwaiti dentists on the 
aetiology, diagnosis and management of DH, was general-
ly consistent with the current scientific consensus on DH, 
although there was still confusion concerning some of the 
aspects of the diagnosis and management of the condition.
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