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Abstract: The main topic of this paper is primary school children’s comforting attitude towards 

the white medical clothing, taking into consideration that this existing phenomenon has a strong 

psychological and emotional impact on a child’s life and even later on his/her life as an adult.  

Bearing this goal in mind, an attempt to form a teaching outline was made with a view to 

confronting this phobic syndrome in the context of the teaching process effortlessly and actively on 

behalf of the students. This teaching intervention was conducted as a pilot project in primary 

schools, where all the relevant corrections were included and as such, the teaching outline can be 

implemented in a large scale. It is to be understood that in this article all teaching initiatives are 

clarified and justified, so that every teacher can adjust his/her involvement in the context of the 

suggested teaching procedure.  
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The “White coat syndrome” affects both adults and children. It is the fear of the upcoming 

visit at the doctor’s. The most significant manifestation of this syndrome is hypertension. Actually, 

the blood pressure of the patient rises during his examination by the doctor and becomes 

pathological, whereas in fact the blood pressure is normal. This happens due to the patient’s stress 

resulting in stimulating the sympathetic nervous system. It is important to diagnose the “white 

coat’s” hypertension so as to avoid conducting further diagnostic testing for the secondary 

hypertension investigation. Two researches showed an increased. Left ventricular mass index in 

obese children with “white coat” hypertension similar to that shown in hypertensive children. 

The current publication attempts to approach a significant matter, that is, the primary school 

children’s comforting attitude towards the white medical clothing, taking into consideration that this 

existing phenomenon has a strong psychological and emotional impact on a child’s life and even 

later on at his/her life as an adult. The particular case is referred in the medical terminology as the 

“White coat syndrome”. The current teaching intervention is based on the idea of the unity and 

complexity of the whole teaching process, according to which every initiative is geared towards the 

dynamic and all-round development of each students’ personality. It is, actually, a differentiated 

view of the teaching perspective, which focuses rather in the knowledge itself than in the 

knowledge of one or more subjects of study, in order children to accomplish a rational and realistic 

perception of their surrounding reality. This is of particular interest to children of preschool and first 

school age due to the fact that their misconceptions lead to subjective misunderstandings, 

ambiguities and thus, anxiety, frustration and fear. For this reason, the currently presented teaching 

intervention concerns students of the aforementioned age-group, so as they will be able to 

understand the background of their visit at the doctor’s, to rationalize it and lastly, to adopt a 
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comforting attitude towards it. Bearing this goal in mind, this paper is structured in three levels:      

1. Theoretical foundation of the matter; 2. Theoretical documentation of the presented proposal; and 

3. Formation of the teaching proposal based on valuation data from the pilot implementation.  

1.  Primary School Child’s Perception of Fear 

Child development undergoes a series of biological, psychological and social interactions and 

actions, whose understanding contributes in the investigation of intercultural, socio-cultural, but 

mostly, psycho-emotional experiences, which are combined with various socio-emotional 

manifestations and behavioral expressions of each person (Elliot, et al., 2008). These experiences 

are correlated with the kind and content of the stimuli each child receives from its immediate or 

wider socio-cultural environment, which has multidimensional effect upon him/her. In any case, the 

goal is to be understood as the smooth handling of those stimuli by the child through their 

recognition, understanding and abstracted satisfaction. However, it seems to be, most of the times, a 

conflicting or confusing feeling between the understanding of those stimuli and the primary 

perception that the children hold for the reality leading them, in most cases, at unreasonable 

estimations of what is happening around them. These irrational ideas of children are often 

characterized by exaggeration, oversimplification or overgeneralization (King, et al., 2001). They 

refer mainly at absolute perceptions on events, which are created by children through their 

functioning in a both normative family context and social environment, which is defined by a set of 

significant applications, which are perceived by children as necessary “musts” to be followed 

obligatorily whether s/he likes it or not, so as to avoid any possible consequences of their denial and 

often are set without justification (Slavin, et al., 2001). Thus, for example, the child has to get the 

doctor, despite his/her will or fear for the doctor.  

Geared towards understanding this situation, the Rationalist-Emotional approach perceives that 

a child’s behavior is determined by cognitive procedures, which refer to his/her basic personal 

beliefs (B-Beliefs) that intercede between the events-stimuli (A-Activating Events) and the 

emotional and behavioral reactions-consequences (C-Consequences) (King, et al., 2001). Piaget 

claims that children, throughout their development, need a carefully structured consequence of 

materials and experiences, whereas Vygotsky puts emphasis on the role of the child’s cultural 

context for his/her development (Elliot, et al., 2008). However, both of them, in their own way, 

support that nonexistent or depressed socio-emotional stimuli in the first years of a child’s life 

create psycho-emotional insecurity and anxiety in children that is being expressed via negative 

psychological manifestations, among which are considered to be fears and phobias. One of these 

cases is the necessity of visiting the doctor and the consequent, in many cases, anxiety and fear of 

children for the doctor, whose image creates a series of multileveled, negative, internal and external 

behavioral manifestations resulting in registering this situation as the “White coat syndrome”. The 

current project focuses on a teaching attempt of comforting children from the aforementioned 

syndrome.   

2. Fear for the Doctor and Behavioral-teaching 
Comforting Interventions  

Throughout childhood, especially at preschool and first school age, having fears seems to be a 

frequent phenomenon, without obtaining any concerning pathological dimensions and consequences 

for the majority of the cases, considering that fear is body’s physical reaction when exhibited to 

dangerous situations and as such, it is perceived as an adaptive and useful reaction (Mussen, et al., 

1999). Both fear for school and fear of separation from parents and especially the mother are 
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considered to be the most frequently observed fears of that age (Mussen, et al., 1999). It is the 

second type of fear that directly correlates with the fear for the doctor and the fear of visiting the 

doctor’s. However, children of that age are concerned with trivial and harmless matters. But they 

think of them as such, because they don’t possess that psycho- mental ability to differentiate “big” 

problems from “small ones and as such, even “small” problems are perceived by the child as “big 

and dangerous” (Haber and Glatzer, 2007). 

As applies generally for all fears and their pathological development, that is, phobias, the same 

happens in the case of fear produced by the doctor’s white clothing and by the anxiety for visiting 

him/her, which, according to the behavioral theories, is created either through the classic dependent 

learning, that is, the simultaneous presence of a “neutral” and an “independent” phobic stimulus, or 

through the observation and imitation of someone else’s behavior by the child, as Bandura claims in 

the context of his social theory (Bandura, 1977). Herbert (1998) supports that through the study of 

children’s pathological behaviors, it is to be understood that children’s manifested psychological 

matters are manifestations of spatial-temporal substitution of stimuli, of differentiated 

reinforcement via rewards and punishments as well as of the imitation of role-models. Moreover, he 

highlights that children’s psychological behavior consists not only in the presence of undesirable 

behavioral modes but also, in the absence of the desirable ones. In order to face this situation, 

rational analysis and rearrangement of the surrounding people and existing incidents and reactions, 

that children might experience, is needed. 

In this context the necessary opportunities are shaped, so that children will exhibit appropriate 

and fair behaviors by avoiding the negative and undesirable ones. Bearing this goal in mind any 

learning intervention should aim at the same time both at the elimination of the undesirable 

behavior and at the highlighting of the desirable one. This general perspective includes children’s 

fear for people and situations but exceeding that boundary leads to negative behavioral 

manifestations. More specifically, fear has a positive function when activates a person’s dynamic so 

that he/she is in standby mode to tackle a threat of his/her personal safety. Actually, fear is a healthy 

adaptive reaction which is triggered to avoid dangers (Harris, et al., 2001). 

Fear as sentiment of safety from at threatening situation is innate both in humans and animals 

and at the latter preserves its dependent reaction at a relatively fixed level throughout the animal’s 

life. As regards humans, fear can be differentiated evolutionarily due to a series of facts that are 

mainly outcomes of a teaching intervention of both the standardized and systematic educational 

procedure and the spontaneous and natural learning. Thus, for example, it is claimed that a 6-7 

months infant is not worried when surrounded by unfamiliar people but after that period, the infant 

changes attitude as s/he begins to discern familiar and unfamiliar persons and at the same time, the 

negative feeling of separation is manifested. This emotional burdening causes fear to child, and 

mainly to that of a preschool age, which is connected with the feeling of insecurity and anxiety as 

regards something unknown and sudden. Typical factors that trigger fear to children are things, 

situations and faces that are beyond his/her control. In this way, fear for the mystery, the darkness, 

death of beloved ones or even his/her death, ridicule, personal failure, disease or medical treatment 

is increased. On the other hand, fear constitutes a common child tendency and a significant number 

of children overcome it smoothly and often without any other intervention. However, if the beloved 

ones treat falsely the child’s primary fears, they will lead him/her towards phobic reactions and 

intense stress, which will serve as an already learnt response. In this way they are rendered more 

vulnerable in expressing various types of fears (Harris, et al., 2001). In this context, a child’s 

concern when seeing the doctor holding an injection needle is an already learnt behavior, in the 

sense that the child has learnt to correlate the injection needle with pain and as such, reacts psycho-

emotionally every time s/he sees it. This could be an unconscious or involuntary reaction but still is 

an already learnt behavior. However, the whole attempt should aim in self-controlling learning of 

both emotions and behavior as a way of teaching students to think in a more rational and realistic 
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manner. This aim is to be successfully realized through repetition, in order to establish information 

or skills in memory. Moreover, it seems that when newly obtained information is repeated, until it 

becomes completely understood, it results in more productive outcomes. For this reason, having the 

first teaching intervention completed, a repetition of the whole teaching procedure is considered 

valuable and a gradual implementation of it should take place periodically, as the essential 

information, the main perception of the occasion and its empathy are gradually established within a 

child’s memory.  

Phobic reactions and anxiety are learnt by the child, mainly through his/her parents’ reaction 

on relevant behavioral occasions, as the child connects an unpleasant experience with a particular 

neutral situation. The most import ant thing is that all children and specially, those with an innate 

predisposition for intense stress are more vulnerable to consequences of shifting emotions that their 

parents experience and pass them on to their children directly or indirectly.  To face such negative 

consequences the role of the school and of the educational intervention is rendered of critical 

importance. A teacher has a crucial role, so that the child that has experienced preconceptions of 

fears and concerns will react with the source of his/her fears and will eliminate them. To this end, 

all teaching methods and techniques proposed by Arthur Jersild (Bereiter, 2005) seem to 

successfully contribute and are summarized as follows:  

• The child is helped to develop skills with which s/he can successfully face the object of 

his/her fear or the phobic situation. This is considered to be very critical, as it is the intense 

fear that propels the person that undergoes this phobic situation to employ any means to 

avoid either the phobic situation itself or the persons that cause it.  

• The circumstances are shaped so that the child can gradually face and react with the object 

of his/her fear or the phobic situation or the person that causes fear.  

• Opportunities are given to him/her in order to get gradually familiar with the object of 

his/her fear or the phobic situation or the person that causes fear, but within a context that 

creates safety and calmness to the child. This context can be achieved through a virtual or 

assimilating environment that recreates the phobic incident. 

• Both verbal explanation and actual demonstration follows, so that the child will realize that 

what s/he fears is not that dangerous as first believed. 

• Role-models that courageously faced children’s fear are demonstrated to children.  

• The child is led to believe, via the spatial-temporal co-dependence, that what s/he fears is a 

situation that can help him/her “defend” against it and finally, protect from it.  

 
Points of Piaget’s cognitive theory are traced in the above techniques and the whole attempt is 

based on the idea that stimuli come from the environment and are filtered through the functionalist 

procedures, that is the adaptation and organization. These procedures use the environmental stimuli 

in order to form either new cognitive structures or to reshape the already existing ones, via 

obtaining new cognitive and social experiences, aiming at converting the content of a person’s 

behavior. According to Piaget, there are two types of experiences. The first refers to energy on 

things to be learnt by person and the second one refers to anything learnt by the person via the use 

of items. The particular dimensions are vastly implemented to primary school and especially, first 

primary school students (First and Second class of primary school) and then, to children of the 

Piaget a level of the particular cognitive acts. At this level children, among other things, begin to 

overcome the limitations of pre-rational thinking, which gradually becomes more realistic, focusing 

on concrete-tangible- things and events (Elliot, et al., 2008). In any case, a teaching intervention is 

very important for the cognitive restructure, through which is intended the replacement of cognitive 

ambiguities with more adaptable ways of thinking. It is, also, to be mentioned that cognitive 

mechanisms affect child’s emotions and behavior, especially those of preschool and first school age, 

correlating them with the “irrational” ideas that holds for them (Reinecke, et al., 1996).  In this 
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context it can be, also, placed the child’s anxiety of visiting the doctor and the relevant reaction of 

fear and stress for this situation. Fear for the doctor centralizes in the intense, yet blur, fear of the 

child for the doctor and the visit to him/her, which is accompanied with intense stress reactions. To 

be able one to interpret this situation has to take into consideration the “Cognitive-behaviorist” 

approach, according to which child’s anxiety and intense stress stems from the anxiety caused by 

the cognitive process of waiting, during which are manifested repeated thoughts regarding the 

possible negative outcome of the existing situation (Beckand Emery, 1995). Especially, visiting the 

doctor often constitutes the cause of fear and generally, negative feelings to children of preschool 

and first school age, as Reinecke, et al. (1996) has claimed, mainly due to the following factors: 

• The feeling of separation. Children fear that they will lose their parents, which are the 

source of their safety. This fear becomes more intense at the age of 4-7 years.  

• The feeling of pain. Children fear that the doctor will hurt them. This is partly true, as 

the doctor intervenes in the point where the patient hurts causing even more intense pain. 

• Doctor’s handling and behavior. Doctor’s possible austere tone and behavior often 

frighten children causing more anxiety and stress. 

• Fear for the unknown. Many children fear that their issue is more serious that their 

parents tell them and as such, they think that visiting the doctor’s will result in the surgery 

or even death. 

In order to face the above behaviors and “irrational” interpretations, that are formed by the 

children, it is rendered as important, for the objective reality of the visit at the doctor’s and for the 

doctor’s image itself, as the Rational-Emotional theory claims, to search and investigate the 

malfunctioning beliefs of the child as regards the existing situation and to replace them with more 

flexible ways of thinking.  A suggestive way of thinking towards this goal is the use of a guided 

dialogue, so that the child will express his/her fear and the adult will clarify to the child that his 

anxiety can be overcome. This approach is more effective when accompanied by the use of 

audiovisual and tangible material (King, et al., 2001). In any case, a calm handling is needed by the 

adults, that is, the parents and teaches of the child. These adults should convince him/her, via their 

manners and behavior, that they themselves are not worried for what s/he fears and that they are 

certain of a successful confrontation of this fear, without the child having particularly to suffer 

(Miller, 2002). A plausible manifestation of the adult’s attitude should take place, despite their own 

concerns. They should next explain to him/her that they understand his/her fear and that all people 

have fears, claiming that they as children had other fears.   

A growing sense of safety, a reinforcement or formation of the child’s self-confidence and 

trust are set as a goal. To this end, the adults should support and encourage the child, without 

pressing him/her to overcome his/her feelings (Miller, 2002). In this way, the goal is to bring back 

the feeling of safety and serenity, so that a positive emotional dependence is created and a repetition 

of this sense should take place at a relevant occasion. Thorndike claims in his relevant theory that a 

positive behavior is reinforced on one hand, through the clarification of the type of this behavior 

and on the other hand, through the behavior’s reinforcement every time it takes place (Harris, et al., 

2001). In the particular case, it is clarified to the child that visiting the doctor is not negative but 

helpful for a quicker disease treatment and then, it is explained that visiting the doctor always 

contributes in the positive outcome of health issues. Moreover, an attempt is made as regards 

children’s consciousness of their visit at the doctor instead of their impulsive reaction. This can be 

gradually achieved on the basis of various factors, as suggested by Brausford, et al. (1999): 

• Children should understand their occasional visit at the doctor’s and just rationalize it. 

• They should be aware and correct on their own their false thoughts concerning the 

doctor and the subsequent visit.  
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• They should be able to predict what is going to happen at the doctor’s.  

These factors are not obvious: instead, they are the outcome of the teaching and learning 

process aiming at creating a spontaneous and automatic internal dialogue at the child. Thus, it is 

attempted to create a “mnemonic event”, in the sense that children will remember some aspects of 

previous experiences at the doctor’s, without completely forgetting them, and to form a 

standardized idea of the doctor, as a cognitive structure, that will be cognitively and emotionally 

self-activated at any relevant occasion. So, this ambition entails, at the same time, cognitive, 

emotional and social elements (Brausford, et al., 1999). To achieve this, a development of a positive 

mental predisposition is needed, via stimulating both the interest and curiosity for what is going to 

happen, and also, the transferring of learning from one level to another depends on the level at 

which the data or skills learning has taken place at an authentic environment and also, on the level 

of similarity of the situations during which the skill or the term was acknowledged with the one that 

is applied (Brausford, et al., 1999). 

In any case, it is to be understood that learning is not a mere expansion of the mnemonic skill 

of the child but the deeper understanding of the reality data, so that s/he will be able to understand 

and implement thoroughly his/her knowledge. In this view, it is of none importance to simply pass 

on knowledge to students and in this case, the knowledge why s/he should not be afraid of the 

doctor: instead, it is important to construct cognitively knowledge, that is, the self-perception of 

who is the doctor and why one visits him/her. To this end, it is critical to form the teaching process 

in that way so that the uprising knowledge will have a personal meaning and interest for the 

students, providing opportunities to discover or apply new provided data (Waxman, et al., 2001). 

Especially, on the basis of the constructivist theory one can trace the idea that students, in order to 

possess a relatively complex knowledge, need to discover it and reform it according to their own 

way of thinking and perceiving all the confronted data and situations. To accomplish this goal, 

students must reach at that level where they will be able to control new knowledge, bearing in mind 

existing rules, and gradually to ameliorate these rules when no longer being efficient (Anderson, et 

al., 2000). Its seems that the confrontation of the above difficulty can be achieved via three (3) 

evolutionary stages, as registered by DeVoreand Ginsburg (2005) and Haber and Glatzer (2007) and 

are as follows:  

1
rst

Stage of “recognition” 

Firstly, the child must recognize the problem or the difficulty, so that s/he can realize what is 

actually happening. The process of recognizing the issue can effectively be brought about through 

detailed discussions with him/her or among peers, in order to highlight and achieve not only the 

cognitive goals but also the emotional ones that contribute in shaping their attitudes and values. 

These conversations taking place either in school class or during the teaching process can take two 

forms: a) an all student participation having the teacher as coordinator and b) within small project 

groups. At the stage of “recognition”, the right timing of the intervention must be considered, 

having each conversation started with a positive stimulus (DeVore and Ginsburg, 2005). At every 

moment of this stage the teacher maintains a rather smooth than enforced manner of intervening as 

well as approaching the student, even in the cases when the child expresses refusal to participate 

and also, acceptance, when s/he desires again to participate in the whole process. The teacher 

should take into consideration that boys, more than girls, are sensitive in revealing their weaknesses 

and in some cases, they use anger or some other undesirable behavior to cover their possible 

feelings of frustration or weakness (DeVore and Ginsburg, 2005). In order to avoid this, the teacher 

needs to create a safe environment of expression. This can be created when the teacher as well as 

the other significant adults and mostly, the parents, “listen” to their child with attention and interest, 

while encouraging him/her with the belief that “everything will turn out well”. This belief calms the 
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child instead of frightening him/her or making the child believe that s/he will be blamed for his 

manifested fear. Moreover, in any case, the teacher must be conscious of what s/he says and also, of 

the way s/he addresses to the students.  

2
nd

Stage of “organized action”  

In the context of this stage, an organized intervention is needed, when the child is frustrated 

and thus, less or not at all able to face the emerging situation, which cannot handle.  At this moment, 

s/he experiences intense feelings, anxiety and stress. This internal intension is smoothed, when the 

child feels safety and satisfying rates. The teaching or parental intervention must exhibit the 

characteristics of a well-organized rolling diagram that will start with the simplest and most direct 

solutions, which gradually will differentiate depending on the course of the current situation (De 

Voreand Ginsburg, 2005). 

3
rd

Stage of “maintenance” 

As regards the handling of a child’s fear, maintenance is regarded as the continuous 

communication of the significant adult with the child with a view to expressing the negative 

feelings, so as s/he will realize that what s/he feels or thinks is not at the end that important or 

mysterious (Haber and Glatzer, 2007). 

3. Teaching Intervention for Tackling First School Age 
Children’s Syndrome of White Medical Clothing  

In this text a teaching design is presented through which is attempted to comfort first school 

age students via the teaching intervention from the fear for the doctor’s image and the subsequent 

visit. It is to be clarifies that the design is addressed to the particular age group students for the 

following reasons (Mayer and Wittrock, 1996,  Bereiter, 2005):   

• The main reason why children manifest this phobic feeling is the stress of being separated 

from their parents. Children think that their parents will abandon them in the unknown 

doctor’s office.  

• The pain: More specifically, they fear of needles, ejections and vaccines. It is known as 

“triple-phobia”, which was registered in 1994 in the American Psychiatric Association’s list 

of phobias (Litwin, et al., 2009). 

• The unknown of the disease: Often, they take their situation more serious than they should 

and fear for the worse.  

• The doctor as an image and behavior. The doctor is an unknown and unfamiliar face to the 

child, a fact correlated by the child with the pain, as the doctor intervenes in the hurting 

point. At the same time, the child feels insecure about what is going to happen during the 

visit at the doctor’s. Thus, the unfamiliar is combined with the unknown resulting in the 

associated manifestation of fear for the doctor’s image and behavior, due to the uprising 

insecurity and uncertainty.  

• In preschool and early school age, children have vague and confused ideas about reality, 

without being able to control the consequences, thereby increasing anxiety and manifesting 

fear, usually without pathological justification, mainly with the sense of intense anxiety. 

However, through such socio-instructional interventions, it is the right age to acquire 

appropriate knowledge of the various situations and to understand the real dimensions. It is 

that period during which children construct systems of meaning and ways of understanding 

http://www.ashjournal.com/article/S1933-1711(09)00137-5/abstract
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reality in an active way through experiences gained and interactions succeeded with 

emotional engagement with characters and situations (De Vries, 1997). In this view, 

children actively construct knowledge responding constantly to new information through 

assimilation and conformity, as argued by Piaget (Anderson, 1999). As triking feature is 

that the child is gradually differentiating his/her concerns, altering its original fears from 

tangible and concrete into invisible and undefined. This increases the fear of the mysterious, 

the darkness, the death of beloved persons or even his/her own death, the ridicule, the 

personal failure, the illness and medical treatment. If, therefore, s/he is unable to manage 

the original valid fears, then s/he will have a clear difficulty in dealing with vague fears that 

subconsciously create the tensions that can occur with uncontrolled dimension in an 

unpredicted time and by random cause during his/her life. For this reason, direct 

intervention and reinforcing of his psychological potentials of the child at the appropriate 

time and in a relevant occasion is a necessary condition for a fundamental treatment of this 

condition. As appropriate age, as will be shown below, for an intervention is the early 

childhood and, especially, the early school age, that is, children who attend the First and 

Second grade of primary school (Elliot, et al., 2000).  

3.1 Theoretical Justification of the Teaching  

On the basis of this background, the particular teaching intervention is structured according to 

the theoretical basis of the principles of the constructivist approach, as formulated by Piaget, 

Vygotsky, Dewey and Bruner. 

The constructivist views of learning focus on how people form cognitive structures, and 

interpret their experiences in specific situations with which are faced. Therefore, each case should 

be taken seriously by previous experiences of children and exploited respectively, in order to 

formulate these new cognitive patterns, solve problems and imaginatively confront various 

problematic situations or events that emerge (Young, 1999). 

More specifically, Piaget was interested in the psychological dimension of the constructivist 

theoretical principles and, in particular, about the meaning of specific cognitive and emotional 

occasion, as evolutionarily built by man. He was interested mainly in the idea of structuring 

universal knowledge, which cannot be acquired by the person directly and spontaneously from its 

environment (Miller, 2002). This knowledge is acquired by a person through the development of 

his/her reasoning ability, but also, through the coordination of individual thinking and not simply 

through mental mapping of external reality (Driscoll, 2000). 

From his side, Vygotsky indicates that achievement in learning and deeper understanding of 

the socio-cultural knowledge of any circumstance and deep understanding requires social 

interaction and social negotiation (Driscoll, 2000). To be able to achieve this it is necessary that the 

perception of symbols and their internalization of the child precede combined with the extraction of 

information and knowledge from others. The combinatorial association of these parameters helps 

shape the ability of the individual self. The first step in this direction is the child to understand and 

realize the meaning of the status quo. The best way to achieve this is the active participation in the 

learning process and gradually decreasing support in the effort to understand the current situation 

and, ultimately, the entrenching of it (John-Steiner, 1997). In any case, at this point, it is noted that 

young children need reasonable guidance on behalf of the adults, which means that the steering 

intervention must have the characteristics of the adaptive response, of the recognition of the 

particularities of each child and of respect for the child’s entity and dynamics. An respective formed 

situation creates a sense of emotional safety to the child, which involves structuring the framework 

of the required confidence and motivation, which in turn pushes the child into action, sovereignty 

over himself and his environment, thus contributing to their autonomy (Elliot, et al., 2000). 
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According to Bruner, the factors that contribute to satisfactory learning mainly focus on: the 

challenge of teaching "surprise", in sufficient intercourse with the issue, as well as identification 

with reality. The approach of these points serves as the starting point for activation of students 

utilizing and highlighting: past experiences, behavioral manifestations of themselves and their 

family members in the preparatory phase of the visit to the doctor, but also in its implementation 

(Anderson, et al., 2000). 

The use of the Constructivist view correlates with the basic objectives of this teaching 

intervention, given that the main target is geared towards the mental and emotional balance of the 

child as regards the meaning and reason for the visit to the doctor and disengagement from any 

stressful charge, through the teaching process. 

3.2 Aims and Objectives of Teaching Intervention 

The main aim of the teaching intervention is to strengthen the student's ability in dealing with 

stressful situation that is correlated with the visit to the doctor. The aim, therefore, is the social-

emotional change of the child in relation to the image and the feeling created for the doctor. 

Ultimately, the aim is a new learning about the functionality of the doctor and the child's 

relationship with him, so as to change the ways/he thinks and reacts. 

Specific objectives are: 

- To highlight the already learnt stressful symptoms through a systematic desensitization and 

classical or operant process of learning. 

- To strengthen the positive stimuli that students have from their visit to the doctor. 

- To actively engage students in a differentiated process of approaching the doctor. 

- To provide a positive perception of the doctor: this will not frighten the child but will create 

positive conditions for visiting him when necessary. 

- To exercise a better behavioral control by the students themselves as regards both the opinion 

they hold for the doctor, and their manifested reactions about him or while visiting him. 

Last but not least, the aim is not only the elimination of unwanted behaviors from students in 

relation to the perception of the doctor and of the visit to him/her, but the teaching-learning of new 

desired behavior as regards him/her, while understanding the utilitarian value and ability, which can 

provide the doctor in every diseased person. 

3.3 Methods Used in the Teaching Intervention 

For the functionality of the teaching intervention are used active teaching styles and learning 

methods, which are listed as follows: 

• Dialogue 

• Experiential activation 

• Role-playing 

• Interactivity and Collective approach, by exploiting the activity in small working groups, in 

order to emerge personal feelings and emotional involvement of the students. 

• Investigation through the formulation and clarification of the issue, the reflection and 

functional interaction of different experiences and experiences. 
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Important points to be highlighted for the operational implementation of the teaching 

intervention are: 

a) Upon application of the teaching intervention the internal consistency of the sequence of 

instructional activities and actions should not break, in order to remain undiminished both 

the students’ interest and their participation in them. 

b) The effectiveness will be judged after the repeated implementation in the same class for at 

least 4 to 5 times and at regular intervals. The behavioral psychology confirms and 

substantiates that this number of iterations is sufficient to produce the desired results in 

the formation or differentiation of the behavior of children of the related aged (Driscoll, 

2000). Moreover, social psychology indicates that the shift in the behavior of a strong 

team member can entrain the other members. On the other hand, the shift of most 

members of the group can entrain to a respective group behavior remote team member, 

too, who do not align themselves with the collective behavior (Aronson, et al., 1999, 

Ajzen, 2001). 

3.4 Teaching Techniques Utilized in the Teaching Intervention 

The teaching intervention is structured on the basis of a sequence of teaching techniques that 

work coherently together, going from one evolutionary procedural level to the next, from one 

learning situation to the next until the final result, which is the teaching "surprise" of students of 

realizing that after all the doctor is not "bad", but rather "good"! 

The main teaching techniques, that are utilized in sequential order, so each one to give 

substantive content to every teaching energy and, moreover, to contribute constructively to move 

from one teaching action to the next, until finally to achieve effectively the desired objective, are: 

• To develop a positive atmosphere and emotional preconceptions, through listening a 

relative song which will meet the requirements of the character structures of the respective age 

group. The main objective of this technique is to create a learning environment with the features of 

intimacy and trust, where students will feel comfortable to express themselves and reveal their 

feelings and ideas. This atmosphere occurs when there is respect for students and acceptance of 

their views. To achieve this, it is necessary to know that the formation of such an atmosphere 

cannot be done directly or in an automated way, because students need the time both to adapt and to 

become familiar with each occasion. For this reason, teachers should be alert to distinguish students 

who find it painful to discuss, for any reason (Elliot, et al., 2000). 

• Creating a framework for students in which they can express their feelings in their own way 

and their own terms, but also have the option to organize information, can contribute constructively 

towards this achievement. 

• Emotional engagement using pantomime. 

• Functional activation of students through role playing, with their simultaneous simulating 

identification with the doctor’s image, taking his/her role within the group context. Children of this 

age group need opportunities to do things for themselves, to able to dominate over themselves and 

their environment, thus contributing to their autonomy (Slavin, et al., 2001). Simultaneously, it is 

necessary every time to support and encourage the expected and desired behavior, but also, to have 

children protected from unreasonable perception of reality, which leads to fear. Furthermore, the 

relative rationalizing weakness of children, combined with uncontrolled activation of their 

imagination leads to the development of anxiety and irrational fear. Often the wrong intervention 

pushes children to fear their parents or teachers and, even more, all adults, and thus, the doctor. To 

avoid this situation, the best response to the concerned adult child is to develop a framework of trust, 

explanation and identification with the positive outcome of his/her functionality (Elliot, et al., 2000). 
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To this end, contributes the child's participation in a corresponding simulation process, through the 

technique of role play as part of the teaching process, so that the student is enabled to identify with 

the persons who cause stress and becoming "like them", to subconsciously realize how these 

"fearful" for him/her "others" work, devaluing the subconscious fear (Slavin, et al., 2001).  

• Through a playful engagement throughout the process the students are given the 

opportunity to feel satisfaction from their involvement, while creating the opportunity for further 

cognitive development, social participation, and processing emotionally situations, events or 

persons that cause them fear or anxiety. 

• Direct contact with reality, with the selective and safe use of realistic objects and tools of a 

doctor. 

• Exchange of experiences acquired from their involvement in the teaching intervention with 

a debate in the plenary of the class. 

• Emergence of positive lived experience through the whole process. 

• Acceptance of the positive function of the doctor, which is the evaluation of the overall 

instructional intervention as regards the teaching.  

The use of these teaching techniques, according to Jersild (in Herbert, 1998: 118-123), 

contributes in helping the student to develop skills, with which s/he can effectively face the fearful 

phobic object or situation and also, in gradually coming into contact and interaction with the fearful 

phobic object or situation or person that causes fear. Moreover, the student is given opportunities to 

gradually learn the fearful phobic object or situation or the person who causes fear, but in 

conditions that create a framework of safety and calmness to the child. This framework conditions 

are promoted within a virtual environment or simulator, which emerges the fearful event. 

Eventually, the student is guided to realize that what s/he fears is a condition which can ultimately 

help the child to "defend" against it and ultimately be protected. 

In any case the teaching functionality of the game is crucial, which can be used both to modify 

emotional aspects of development, and to enhance cognition and improve social skills (Slavin, 

2003). In addition, through the game situations can become more realistic and the communicative 

process with the doctor can be explained in practice, perhaps in the best way, and, simultaneously, 

to emerge any possible concerns, which most times the child finds difficult to express with words 

(Klein and Schnackenberg, 2000). 

3.5 Implementation Period and Realization Place 

(1) The application period is considered to last 70 instructional minutes. 

(2) The classroom, with no special requirements in material and technical infrastructure, only 

the possibility of easy and safe removal of students’ desks and chairs. 

3.6 Materials 

• Computer and projector for the slide show in Power Point program. 

• White paper with measure which will form the medical simulating white blouses. The 

design of any medical coat will require about 70 to 80 cm paper. 

• Paper thermometers. 

• Band-Aids and hand-bandages. 

• At least one genuine stethoscope. 
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3.7 Brief Presentation of the Teaching Intervention 

Schematically the instructional intervention is as follows: 

1
st
 Phase: "Communicative preconceptions" 

The students are informed on what is going to take place in the teaching process, and is 

attempted to create an appropriate learning environment. 

2
nd

  Phase: "Clarification" 

 The objectives of the teaching intervention are communicated to students. The communication 

should be clear and the initial emergence of related experiences and the experiences of children 

should be sought. 

 

3
rd

 Phase:"Activate experiences and experiences" 

The existing experience, knowledge, skills and feelings of students are emerged and analyzed 

to serve as background for the possession of new knowledge and understanding of the 

circumstances. 

 

4
th

 Phase:"Connecting with reality" 

Awareness of the current situation of fear for the doctor, through active participation in 

activities that are structured in a logical and organized manner. The process of this phase includes 

the following specific actions entitled as follows: 

A) "I'm learning about myself and why I am afraid the doctor." 

B) "I am incorporated in a large group and share with others thoughts and feelings." 

C) "I go to a smaller group, where I actively and directly contribute to the effectiveness of its work. 

At the same time, I "unwrap" most of the aspects of my character, but also, of my experience 

and abilities. Through my active participation, I acquire more knowledge and skills, trying to 

get over my fear of the doctor and my visit to him/her. " 

D) "I share in a more active manner my thoughts in the larger group of my classmates." 

The data of the teaching intervention are associated with realistic situations, objects and events. 

5
th

 Phase: "Emotional Expression" 

Students express their feelings and, most importantly, how they felt through their engagement 

in the teaching intervention. 

6
th

 Phase: "Evaluation" 

3.8 Detailed Presentation of the Teaching Intervention 

Title: "I'm not afraid of the doctor" 

1
st
 Phase: "Functional and Communicative preconceptions" 

• If the intervention is implemented by the class teacher, in the first phase operational 

preconceptions take place. 

•   If the intervention is carried out by another teacher education besides the class teacher, in the first 

phase an acquaintance is made with the students, where the teacher is introduced and every kid 
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says his name. Then the teacher presents to the students his/her personal information in order to 

enhance mutual understanding and build trust and reciprocity. 

The layout of the class takes a circular form, with students sitting next to each other. The 

teacher integrates in the class and plays the role of the implicit leader of the teaching process.  

2
nd

 Phase: "Clarification" 

After the general briefing and initial preconceiving of students, the meaning of the following 

teaching process is clarified and is attempted to create a pleasant atmosphere, and also, emotional 

activation of students with the listening of a cheerful child song: "Roulis, the sick boy", whose 

lyrics are the following: 

“I have a sore throat 

I think I have fever 

My ears are tickling me 

I constantly want my mom 

I'm dizzy I’m pale, 

I'm Roulis the sick boy! 

Ah! Ah! Ah! I’m in great pain..! 

Bring me the doctor right now (2). 

Mommy, I’m in pain, I have fever. 

With a terrible headache 

and a terrible cold 

I can’t go to school 

I must go to sleep. 

I am dizzy, I'm pale, 

 

I'm Roulis the sick boy! 

Ah! Ah! Ah! I’m in great pain..! 

Bring me the doctor right now (2). 

I'm allergic to everything 

But everyone tells me “that’s 

nonsense: 

there is nothing wrong, 

you better realize it! 

But I am dizzy, I'm pale, 

I'm Roulis the sick boy! 

Ah! Ah! Ah! I’m in pain..! 

Bring me a doctor right now (2). 

Aaapsouuuuuuuuuuuuuu!” 

 

When children listen to the song, they laugh and a pleasant mood and atmosphere is created. 

At this point, however, there is a risk of loss of control of the students because of their excessive 

retention of their attention to the lyrics of the song. To avoid this negative situation the teacher 

wanders around children, animating them and activating the content of the song, with phrases such 

as "Oh! What happened to Roulis? He got sick?" and likewise.  After the song finishes, a 

commentary about the story of "Roulis" is followed in order to emerge respective experiences of 

students in similar experienced situations. 

3
rd

 Phase: "Activation" 

At this phase the experiences of all students are submitted to the plenary of the class and a 

discussion follows where students express in detail their experiences, which they share with their 

classmates about when visiting the doctor, why, what medications they were prescribed or if a 

known to them person was suffering from something that needed to visit the doctor. The intended 

outcome of the discussion is that, eventually, every time we are moody and we visit the doctor, after 

his/her guidelines, we get better.  

After the discussion, the teacher tells the students the following story concerning an incident 

that led him to visit the doctor. During the narration, which is characterized by the element of drama, 

s/he applies the teaching technique of "pantomime". The content of the story is as follows: 



Journal of Contemporary Management 

~ 59 ~ 
 

"Listen, everybody, what happened to me one day! While I was asleep, I woke up because my 

tummy started to hurt! It hurt a lot, really! That much so I could not get out of bed. I went to my 

mom and I said "Mom, what can I do? My tummy hurts a lot!" My mom said we would go to the 

doctor. I was shocked! I did not want to go to the doctor. 

When we arrived, I did not want to go inside. Ouch! The doctor ... Dear God! Now what will 

happen? He told me to lie down and he examined me. He looked serious. I was scared! He gave a 

paper to my mom. "Tomorrow you will become absolutely fine" s/he said and smiled. "Take a 

candy." 

At home my mom gave me syrup, a very sweet one in flavor, like my favorite cream. I loved it! 

My tummy stopped hurting. Eventually, the doctor was right. "S/he might as well be good," I 

thought and smiled. I should not fear him. 

After two days I went to the doctor to tell him that I was fine! I think I’m not afraid of him/her 

anymore! And I'm happy about it! ". 

In the first stage of the narrative, the teacher tells the story, making himself/herself relating 

gestures that express emotions (stomach ache, fear for visiting the doctor, happiness when s/he 

recovered. In the second stage, students get up and while the teacher repeats the same story, 

everyone is involved in the game of pantomime. Some of the gestures that make these children 

express pain, fear, terror, joy. Through the representation of these feelings students are expected to 

express their fear when they first confronted the doctor at some visit made to him/her. Narrative is 

accompanied by a projection of a corresponding power point slides, so that there is visual 

perception of students. The visible document helps children of the particular age, as they need 

immediate and tangible stimuli. 

This phase ends with the assumption that the doctor makes us well and we must not fear 

him/her. With this conclusion, the story of pantomime ends, "I think that I’m not afraid of him/her 

anymore! And I'm happy about it! ". 

 
4

th
 Phase: "Connection with reality" 

In the fourth phase role-play is conducted. The transition from the pantomime in this phase is 

achieved with the introductory question: "Have you played at some time the doctor?" The majority 

of students say that they have played the game of doctor and, at the same time, they express their 

experiences of when they played, what role they played, and how they felt. 

Then the students are divided into groups of 4 or 5 people who impersonate a family. The 

teacher passes from each group and explains to students the "script" that will be performed. In each 

group, one student represents the doctor and another one the child in the family that suffers and has 

to visit the doctor. The teacher, while passing by every group, has the role of a relative, who 

suggests taking the sick child to the doctor. 

Then the doctor (the kid who has this role) examines the little patient and encourages him/her 

by saying that "everything will be fine." 

The teams play as many stories as it is needs, so that all children go through the role of the doctor. 

Every time the little patient is perceived as a different "incident." For example: 

• S/He fell from his/her bike and hit his/her hand / foot. 

• His/her tummy hurts. 

• S/he has a fever. 

• S/he hit while playing and broke his/her arm. 
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This gives an opportunity to the student-doctor to use different means to treat his patient 

(dressings, band-aids, stethoscope, paper thermometer, etc). 

The duration of each story is about 5 minutes. 

It is stressed that children who impersonate the doctor are wearing white paper creations 

symbolic images of the white medical clothing. 

Students participate with great joy and don’t refuse to play the role of the patient or the doctor. 

A positive activation of the students in groups is observed. They show great interest in the role and 

get into the role. 

During the game, the teacher tries to reinforce and encourage students to act out their roles. 

This is achieved through questions like: "Oh! S/he hit! And now what can we do about it? "," What 

do you think mom? What should we do now? "The students themselves suggest solutions without 

hesitating. Instead, they participate willingly and use the medical materials, such as gauze for tying 

the hurting hand or foot, plasters, stethoscope to examine the patient, thermometer to see if the little 

patient has fever, etc. 

It is to be mentioned that at the end of the story, when the little patient recovers from the little 

doctor, the teacher, impersonating some relative, thanks the little doctor who did well the patient. 

Then students of each team are given a genuine stethoscope and children are encouraged to 

listen all to the beating of their heart. The justification of this action lies on the theory of Piaget, 

according to which there are two types of experiences. The first is the energy on the items to be 

learned by the person, while the second type relates to what the person learns through the use of 

objects (Slavin, et Al., 2001).Students know the stethoscope from personal experience. Now each 

child puts the headphones of the stethoscope in his/her ears and with the help of the teacher s/he 

listens to the heart of himself/herself or of his/her classmates. On listening the heartbeat, it is 

showed that pupils become quiet and come together to listen to their heart. Once this happens, they 

smile with satisfaction. 

Then students are asked to answer to the question: "How does the heartbeat sound?". What 

makes impression is that their answers are varied and they are like: "The heart makes us tick - tock", 

"it sounds like the wind", "it sounds like the sea", "it sounds like a clock." 

When all the students go through the role of the doctor, then this phase is completed and the 

students returned to their position in the circle of the large group all dressed as doctors with their 

simulation attire. 

5
th

 Phase: "Emotional Expression" 

After the above process all students are invited to sit round their positions and they are asked if 

they liked the game they played and how they felt. Students are expected to express their 

enthusiasm for the game that they liked and that they had a nice time. Mainly they are expected to 

declare that they liked the role of a doctor. It is possible, of course, that some students be reluctant 

from their participation in the process, mainly because of negative personal experiences. It is 

expected that boys are more reluctant than girls to express this denial. To avoid this case, the 

teacher in advance and discreetly should inform all students that they can speak freely and all 

opinions will be heard with respect. Usually it is expected that everything related to their fear of 

injections will be considered as negative experiences of student, because they cause pain and scare 

children. In the expression of such experiences, the teacher tries to explain to students that the 

doctor does not always make injections, except when necessary to have patients recovered. 

Having this process completed all students are asked the question "Do we love the doctor?" 

And the answer to be given by young students is positive. 
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Finally, students report other experiences as well, from their visits to the doctor, and that they 

have done vaccines and they did not hurt much. Besides vaccines are "for the children’s sake," as 

expected to be claimed. 

Before the completion of the intervention, students are asked to express how they felt through 

their participation in this learning process. They are expected to speak positively stating that "when 

we will go back to the doctor we will not be scared fear because we go for our own sake." 

 

6
th

 Phase: "Evaluation" 

All the efforts and the level of both participation and response of the students in the teaching 

intervention are evaluated, seeking evidence of behavior change of the students regarding their 

perception of the doctor and the visit to him/her.  

4. Evaluation of the Pilot Implementation of Teaching 
Process in Primary Schools of Ioannina 

The pilot teaching intervention involved female and male students of the Department of 

Primary Education and the Medical School of the University of Ioannina. The students that 

participated reported that they liked this experience very much, they were impressed on how easily 

children of this age express their feelings, they felt the enthusiasm of the children, as all children at 

the end of the teaching intervention wanted to become doctors and most importantly all of them 

wanted to repeat what they had done in the teaching intervention, even including those children who 

had some reservations or immediate fears, due to their negative personal experiences.  

Furthermore, it was found that children fear the doctor and claim it through their testimonies at 

the beginning of the teaching intervention. A general, however, estimation is that the program 

objectives were achieved and the program worked very well without any interruptions of its smooth 

flow throughout the implementation process. The kids felt comfortable and pleasant. A pleasant 

mood was created, so they felt that they were playing instead of having lesson. And mostly the new 

transferred concept was realized in an indirect, playful, and emotionally intense manner. 

From the pilot implementation it was demonstrated that the structured teaching intervention 

has a strong potential to contribute to the effort of comforting children from the white medical 

clothing and the visit at doctor. However, it highlights the need to reapply at regular intervals, at 

least 4 or 5 times. It is further stressed that, although the specific teaching intervention is not a 

teaching panacea for addressing this issue, it may, however, act constructively in this effort. It lies 

at the discretion of each teacher to give life to this teaching plan, with stochastic dynamics and 

alternative adaptability. 
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