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Aim: The aim of the study was to investigate levels of Dental
Fear (DF) and Dental Anxiety (DA) among individuals awaiting
appointments at the clinics of two courses in dentistry and
determine the impact on oral health status and quality of
life. Methods: An observational study was conducted with
a sample of adult dental patients. Levels of DF and DA
and the perception of quality of life were determined using
guestionnaires and periodontal data. Results: Among the
287 subjects, 71.4% were female, 7.3% were classified as
very anxious and 16% were classified as anxious. Gender
was significantly associated with DA (p = 0.001); 20% of the
female volunteers and 6.1% of the males were classified as
anxious. The frequency of moderate and extreme fear was
42.9% and was not significantly correlated with gender (p =
0.071). The prevalence of a negative impact from oral health
status on quality of life (measured using the OHIP-14 scale)
was 38.3% and income was significantly associated with this
outcome (p = 0.000). Conclusion: Levels of DA and DF were
substantial among the individuals analyzed. Women with a
lower education were susceptible to anxiety. DA and DF were
associated with periodontal status or impact on quality of life.
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Introduction

The term dental fear is conceived as a unigue phobia with special psychosomatic
components that exerts an impact on oral hezalth' Studies conducted in Singapore,
Japan, China, Denmark, Iceland, Australia, the Netherlands and Brazil, demonstrate
that individuals experience high levels of fear with regard to dental procedures, with
respective prevalence rates of 30%, 42.1%, 15%, 10%, 16.1%, 24.3% and 44%%2,

Dental fear and anxiety constitute complications for both the patient and dental
care provider®. Such feelings of anguish often lead to the evasion of dental appoint-
ments'®'2 Indeed, delaying or avoiding appointments is a behavior that is well known
to dentists who have treated patients with high levels of dental fear®™,

Dental anxiety has been associated with previous traumatic experiences during dental
care®’®, This phenomenon is not restricted to a group of individuals, specific popula-
tion or specific place?®. Individuals with high levels of dental fear tend to seek treat-
ment only when they are afflicted with a problem and want only to resolve the specific
symptom that led them to make the appointment®'>'¢,

Depending on the target population and data collection ingtruments employed, 2.5%
10 20% of patients may have high dental anxiety282'7-2, Anxiety has often been asso-
ciated with the female gender'2232* and is reported to diminish with age®. Moreover,
individuals with a higher level of schooling have lower levels of anxiety during dental
procedures®s?3,

Another relevant aspect associated with dental fear and anxiety is the fact that delay-
ing treatment leads to a worse oral health status in comparison to individuals without
dental fear or anxiety®. Oral health exerts a direct influence on quality of life®, affecting
perceptions, feelings and behaviors during activities of daily living?. Mehrstedt et al.#
(2004) found that dental fear was negatively associated with quality of life in terms
of psychological wellbeing, social functioning and vitality. This discovery indicates the
multifaceted link between dental fear and a negative impact on qguality of life’=,

The aim of the present study was to investigate the level of dental anxiety and dental
fear among patients waiting appointments at the clinics of two dentistry courses (one
public and one private) in the city of Maceid, Brazil, as well as determine the impact on
periodontal status and quality of life.

Materials and Methods

The present observational study received approval from the Human Research
Ethics Committee of the Cesmac University Center under process number
54605416.9.0000.0039 and certificate number 1.539.879. The population was a cen-
sus sample composed of two hundred eighty-seven individuals, distributed among
male and female adults aged 18 years or older who received care between July and
October 2016 at the dental clinics of the undergraduate courses in dentistry of the
Cesmac University Center and Federal University of Alagoas, which are located in the
city of Maceid, state of Alagoas, Brazil.
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All individuals who freely agreed to participate were included in the study. Individuals
who were unable to provide information for the questionnaires (e.g., those with panic
syndrome or cognitive impairment that impeded the understanding of the questions)
were excluded from the study.

Data collection

Questionnaires were used to determine levels of fear and anxiety related 1o dental
treatment and investigate associations with demographic and socioeconomic fac-
tors. A clinical periodontal examination was also performed to determine whether
periodontal status exerted an influence on the perception of quality of life. The ques-
tionnaires were administered prior to the dental appointment by a trained researcher.
The training exercise involved the importance of exhibiting a permissive, friendly atti-
tude, following the determined sequence of questions and using a standardized tone
of voice®.

Demographic and socioeconomic characteristics

The demographic-socioeconomic questionnaire was the same employed by Nasci-
mento® (2011) and addressed age (in years), gender, approximate monthly income
in the Brazilian currency (RS), marital status and schooling. Schooling was classified
on a scale of 010 7: 0 = illiterate; 1 = incomplete elementary school; 2 = complete ele-
mentary school; 3 = incomplete high school; 4 = complete high school; 5 = incomplete
university; 6 = complete university; and 7 = postgraduate degree.

Dental anxiety and fear

The Dental Anxiety Scale (DAS) described by Corah® (1969) has been employed and
validated in different studies®®3, The DAS has four items scored on a five-point scale
that address circumstances related to specific dental situations. The patient chooses
the response option that best represents his/her behavior in each situation®. The
original version did not have an item related to local anesthesia, which was added
to the scale by Humphris et al.35 (1995), leading to the scale denominated the modi-
fled Dental Anxiety Scale (MDAS). Level of fear were evaluated based on the Gatchel
scale (Gatchel®, 1989), which enables a quantitative classification of this feeling on
a scale ranging from 1 (absence of fear) to 10 (extreme fear) points. The scores are
interpreted as follows: 1 to 4 points = absence of fear; 5 to 7 points = moderate fear;
and & to 10 points = extreme fear?. Both scales were administered based on the model
validated for Portuguese by Hu et al.37 (2007).

Quality of life

Self-perceived quality of life was evaluated using the Oral Health Impact Profile (OHIP)
(Slade and Spencer?, 1994). The original questionnaire was composed of 49 items
and has been employed in various studies that have confirmed its good psychometric
properties and efficiency®-'. The simplified version of the questionnaire (OHIP-14)%
demaonstrates similar properties 1o those of the original version, but requires less time
1o administer, which favors its use in studies involving large samples and evaluations
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of oral health and quality of life*. The OHIP-14 has been validated for Portuguese by
Silva* (2000) and Oliveira and Nadanovsky* (2005).

The OHIP-14 is composed of 14 items. The respondent is instructed to indicate on a
five-point scale the frequency of occurrence of each problem presented in the previ-
ous 12 months*. In the present study, the items and response options were read to
individuals who were unable to read and write. The results were anzalyzed using the
additive method, which has considerable discriminatory power¥. With this method,
the scores of each item were summed (total ranging from 0 to 56 points). The indi-
vidual totals were then summed to calculate the mean OHIP-14 of the overzall sample.
Subseqguently, individuals with a total score above the mean were classified as having
a self-perception of a negative impact on quality of life and those with a score below
the mean were classified as not having a self-perception of impact®'#.

Periodontal status

Periodontal status was determined based on clinical periodontal examination per-
formed by a periodontist (LAMP) that involved all teeth, except third molars®. Six sites
per tooth were probed (disto-vestibular, medio-vestibular, mesio-vestibular, disto-lin-
gual, medio-lingual and mesio-lingual) for the determination of the gingival margin
position, probing depth, clinical attachment loss, and bleeding on probing. The latter
of which was recorded dichotomously as presence (scored 1) or absence (scored 0)
of bleeding, with a score of 1 recorded when bleeding occurred up to 30 seconds after
the investigation of probing depth™®. Periodontal disease was classified as gingivitis
(25% or more of sites with bleeding on probing and no site with clinical insertion loss
> 2 mm) or periodontitis, following the classification criteria recommended by the
American Academy of Periodontology (AAP®, 2000).

Statistical analysis

The data were expressed as mean, standard deviation, absolute frequency and rela-
tive frequency. Continuous variables demonstrated non-normal distribution and were
compared using the nonparametric Mann-Whitney test. The likelihood ratio test was
used for the comparison of proportions, since the conditions for using the chi-square
test were not met. The level of significance was set to 5% (p-value < 0.05). The SPSS
20.0 program was used for the statistical analysis and the data were entered into the
Microsoft Excel program.

Results

Two hundred eighty-seven individuals participated in the present study. Mean age
was 44.4 + 15.4 years (range: 18 to 86 years) and mean monthly income was RS
1127.28 + 808.82 (range: 0 to RS 6000). The female gender accounted for 71.4% of
the sample; 46% of the individuals were single and 39.7% were married; 46.0% had a
low level of schooling (35.2% with an incomplete elementary school education, 8.4%
with a complete elementary school education and 2.4% illiterate or unable to provide
information). Regarding periodontal status, the prevalence rates of gingivitis and peri-
odontitis were 44.6% and 42.5%, respectively (Table 1).
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Table 1. Distribution of variables of interest

Variables N %
Gender

Male 82 28.6
Female 205 71.4

Marital status

Married/in stable union 114 39.7
Single 132 46.0
Separated/divorced 22 7.7
Widowed 19 6.6
Schooling

llliterate/does not know 7 2.4
Incomplete elementary school 101 35.2
Complete elementary school 24 8.4
Incomplete high school 30 10.5
Complete high school 89 31.0
Incomplete university 15 5.2
Complete university 18 6.3
Postgraduate degree 2 0.7
Not informed 1 0.3

Periodontal status

Not informed/did not authorize B 1.4
Healthy 26 9.1

Gingivitis 128 44.6
Periodontitis 122 42.5
Other (ex.: acute periodontal disease) 7 2.4

On the day of the interview, the specialty with the greatest frequency of appointments
was periodontics (40.4%), followed by dentistry (28.6%), endodontics (12.2%), pros-
thetics (8.7%), surgery (7.3%) and others (2.6%).

Table 2 displays the classification of anxiety using the MDAS. The prevalence of
anxious and very anxious patients was 16% and 7.3%, respectively. Gender was sig-
nificantly associated with dental anxiety (p = 0.001); 20% and 8.8% of the women
were anxious and very anxious, respectively, whereas these rates were 6.1% and 3.7%
among the men. Having a previous traumatic dental experience was significantly
associated with anxiety (p = 0.008); among those with a traumatic experience, 24.7%
were anxious and 11.7% were very anxious, whereas, among those without a trau-
matic experience, only 13% were anxious and 5.8% were very anxious. Neither of the
other variables (marital status and periodontal status) were significantly associated
with dental anxiety (p = 0.357 and p = 0.813, respectively).
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Table 2. Distribution of anxiety (MDAS) according to variables of interest

MDAS
Non- Very Total
Variables - Anxious anxious p-value’
anxious :
(phobia)

N % N % N % N %

Gender

Male 74 90.2 5 6.1 3 3.7 82 100.0 0.001
Female 146 712 41 200 18 8.8 205 100.0

Total 220 767 46 160 21 7.3 287 100.0

Marital status

Married/in stable union 92 807 16 140 6 53 114 100.0 0.357
Single 102 773 21 159 9 6.8 132 100.0
Separated/divorced 15 68.2 5 227 2 9.1 22 100.0
Widowed 11 579 4 211 4 211 19 1000
Total 220 767 46 160 21 7.3 287 100.0

Periodontal status

Healthy 22 846 2 7.7 2 7.7 26 100.0 0.813
Gingivitis 95 742 22 172 1 8.6 128 100.0
Periodontitis 95 779 20 164 7 57 122 100.0

Other (ex.: acute periodontal disease) 5 714 1 14.3 1 14.3 7 100.0

Total 217 767 45 159 21 7.4 283® 100.0
Previous traumatic experience with

dental care

Yes 45 636 19 247 9 1.7 77 100.0 0.008
No 169 813 27 130 12 58 208 100.0

Total 218 765 46 161 21 7.4 285F 100.0

Likelihood ratio test
Four missing periodontal records (listed in Table 1 as “did not authorize”)
Two responses missing (individuals did not want to answer.)

Regarding the Gatchel fear scale, five patients did not answer the guestionnaire;
among the respondents (n = 282), 42.9% exhibited fear (25.2% exhibited moderate
fear and 17.7% exhibited extreme fear. A previous traumatic dental experience was
significantly associated with fear (p = 0.000), as 32.4% of individuals with a traumatic
experience had extreme fear, whereas 12.5% of those with no traumatic experience
had extreme fear. Fear was not significantly associated with gender (p = 0.071), mar-
ital status (p = 0.139) or periodontal status (p = 0.070) (Table 3).

Regarding self-perceptions of the impact on quality of life using the OHIP-14, the prev-
alence of negative impact was 38.3%. A statistically significant difference between
genders was found, with a greater number of women (42.4%) reporting & negative
impact (p = 0.022). No statistically significant associations were found with regard to
marital status (p = 0.141) or periodontal status (p = 0.113) (Table 4).
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Table 3. Distribution of fear (Gatchel scale) according to variables of interest

Fear (Gatchel scale)

Variable Absfence of  Moderate Extreme Total p-value’
ear fear fear
N % N % N % N %
Gender
Male 51 630 22 272 8 9.9 81 1000 0.071
Female 110 547 49 244 42 209 201 100.0
Total 161 571 71 252 50 17.7 282 100.0
Marital status
Married/in stable union 68 618 26 236 16 145 110 100.0 0.139
Single 74 561 34 258 24 182 132 1000
Separated/divorced 11 52.4 8 38.1 2 9.5 21 100.0
Widowed 8 421 3 15.8 8 421 19 1000
Total 161 571 71 252 50 177 282 100.0
Periodontal status
Healthy 18 69.2 5 19.2 3 11.5 26 1000 0.070
Gingivitis 60 476 39 31.0 27 214 126 100.0
Periodontitis 77 642 25 208 18 150 120 100.0
Other (ex.: acute periodontal disease) 5 83.3 1 16.7 - - 6 100.0
Total 160 576 70 252 48 173 278® 100.0
Previous traumatic experience with dental care
Yes 26 351 24 324 24 324 74 100.0 0.000
No 135 649 47 226 26 125 208 100.0
Total 161 571 71 252 50 177 282 100.0
Likelihood ratio test
Four missing periodontal records (listed in Table 1 as “did not authorize")
Table 4. Distribution of impact on quality of life (OHIP-14) according to variables of interest
No in:lpact on quality ImPaci on quality Total
Variables of life (OHIP < 15)  of life (OHIP = 15) p-value!
N % N % N %
Gender
Male 59 72.0 23 28.0 82  100.0 0.022
Female 118 57.6 87 42.4 205  100.0
Total 177 61.7 110 38.3 287 1000
Marital status
Married/in stable union 78 68.4 36 31.6 114 100.0 0141
Single 72 54.5 60 45.5 132 100.0
Separated/divorced 15 68.2 7 31.8 22 100.0
Widowed 12 63.2 7 36.8 19 100.0
Total 177 61.7 110 38.3 287 100.0
Periodontal status
Healthy 18 69.2 8 30.8 26 100.0 0113
Gingivitis 85 66.4 43 33.6 128 100.0
Periodontitis 70 57.4 52 42.6 122 100.0
Other (ex.: acute periodontal disease) 2 28.6 5 7.4 7 100.0
Total 175 61.8 108 38.2  283@ 100.0

Likelihood ratio test
Four missing periodontal records (listed in Table 1 as “did not authorize")
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Table 5 displays the inferential statistics of the continuous variables (age, income and
schooling) according to the OHIP-14, MDAS and Gatchel classifications. A significant
association was found between the OHIP-14 score and income (p = 0.000): mean
monthly income was RS 933.4 + 589.1 among individuals who reported a negative

Table 5. Measures of continuous variables (age, income and schooling) according to impact on quality
of life, fear and anxiety

Variables N Mean g;i?;?;ﬁ p-value’
AGE:
No impact on quality of life (OHIP < 15) 175 43.9 16.1 0.410
Impact on quality of life (OHIP = 15) 110 45.0 14.1
<  MONTHLY INCOME (RS):
é No impact on guality of life (OHIP < 15) 133 1270.2 914.5 0.000
©  Impact on quality of life (OHIP > 15) ag 933.4 589.1
SCHOOLING
No impact on quality of life (OHIP < 15) 176 29 1.7 0.131
Impact on quality of life (OHIP = 15) 110 2.6 1.7
AGE:
Absence of fear 159 439 14.8 0.283
Moderate fear 71 42.4 15.0
. Extreme fear 50 47.4 17.5
é MONTHLY INGOME (RS):
§  Absence of fear 126 1163.8 801.4 0.623
E Moderate fear 59 1090.3 655.1
E Extreme fear 42 948.5 694.8
SCHOOLING
Absence of fear 161 29 1.7 0.375
Moderate fear 71 2.6 1.7
Extreme fear 49 25 14
AGE:
Non-anxious 219 446 15.1 0.097
Anxious 45 40.4 15.5
Very anxious (phobia) 21 49.7 16.3
MONTHLY INCOME (RS):
g Non-anxious 178 1165.6 829.6 0.114
g Anxious 34 1084.4 782.2
Very anxious (phobia) 19 844.7 606.7
SCHOOLING
MNon-anxious 219 29 1.7 0.021
Anxious 46 28 1.6
Very anxious (phobia) 21 1.8 1.3

1- Mann-Whitney nonparametric test
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Table 6. Distribution of impact on quality of life (OHIP-14) according to anxiety (MDAS) and fear
(Gatchel scale)

No impact on Impact on quality
quality of life of life Total
Variables (OHIP < 15) (OHIP > 15) p-value
N % N % N %
Anxiety (MDAS)
Non-anxious 151 68.6 69 31.4 220 100.0 0.000
Anxious 22 47.8 24 52.2 46 100.0
Very anxious (phaobia) - 19.0 17 81.0 21 100.0
Total 177 61.7 110 38.3 287 100.0
Fear (Gatchel scale)
Absence of fear 105 65.2 56 34.8 161 100.0 0.368
Moderate fear 41 57.7 30 42.3 71 100.0
Extreme fear 28 56.0 22 440 50 100.0
Total 174 61.7 108 38.3 282 100.0

1- Pearson's chi-square test

impact on quality of life and 1270.2 + 914.5 among those who reported no impact on
quality of life. A significant association was found between the MDAS classification
and schooling (p = 0.021): mean schooling was 1.8 + 1.3 (on seven-point scale; equal
to nearly complete elementary school education) among those classified as very anx-
ious, 2.8 + 1.6 (incomplete high school education) among those classified as anxious
and 2.9 £+ 1.7 (incomplete high school education) among those classified as non-anx-
ious. No statistically significant associations with fear (Gatchel scale) were found.

A statistically significant association was found between the level of anxiety (MDAS)
and impact on quality of life: 81% of very anxious patients reported a negative impact
of oral/periodontal status on quality of life (OHIP-14) and only 31.4% of non-anxious
individuals reported an impact on quality of life (p < 0.001). In contrast, no statistically
significant associations were found between the classification of fear (Gatchel scale)
and self-perceptions of impact of oral/periodontal status on guality of life (OHIP-14)
(p = 0.368). The findings demonstrate that anxiety exerts an influence on quality of life,
whereas fear does not demonstrate this potential (Table 6).

Discussion

Despite technological and scientific advances that have improved dental procedures
over the years, anxiety with regard to dental treatment still affects the population and
seems o be perpetuated over time. In the present study, 23.3% of the patients inter-
viewed exhibited some degree of dental anxiety.

Previous Brazilian scientific investigations involving male and female adults report sim-
ilar findings to those described herein. Kanegane et al.? (2003) analyzed 252 patients
in the city of Sdo Paulo and found that 28.2% had some degree of dental anxiety. Fer-
reira et al.?" (2004) analyzed 300 individuals in the city of Fortaleza and found an 18%
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prevalence rate of dental anxiety. Nascimento et al.2 (2011) analyzed 400 patients in
the city of Recife and found a 23% prevalence rate of dental anxiety (13.5% of patients
were classified as anxious and 9.5% were classified as very anxious).

In the literature, the female gender is commonly associated with dental anxiety’32%%,
In the present investigation, dental anxiety was significantly higher among the women,
which is agreement with data described in previous studies. Nascimento et al.2(2011)
found anxiety rates of 26.7% for women and 11.3% for men. Kaenagane et al.® (2003)
also found a significantly greater number of women with dental anxiety. One may
pose a probable hypothesis for why anxiety is more associated with the female gen-
der: from the cultural-social standpoint, women in Brazil are more open and honest
about their feelings, including anxiety and fear, than men. Despite the likelihood of this
hypothesis, some studies have found similar frequencies of these feelings in men
and women. Ferreira et al.’ (2004) report dental anxiety prevalence rates of 11.8% for

women and 11.5% for men, which is similar to figures reported in other studies’?%,

Socioeconomic factors, such as schooling and income, have also been investigated
in terms of associations with dental anxiety. While Kanegane et al.® (2003) and Fer-
reira et al.*' (2004) found no such associations, Nascimento et al.f (2011) found that
schooling was significantly associated with dental anxiety, as a greater percentage of
anxious individuals had lower levels of education. In the present study, schooling was
also the only socioeconomic factor associated with dental anxiety.

Theliterature reports that dental anxiety is associated with previous traumatic experiences
during dental procedures®#, This finding was confirmed in the present investigation.

Fear of dental treatment is a phenomenon that has been known for many years and
science has advanced along with technology to reduce the pain and discomfort per-
ceived by patients (Kanegane et al.%, 2003). Nonetheless, this feeling in perpetuated in
diverse populations and it is imperative to continue studying it to gain an increasingly
better understanding of its nuances.

Using the Gatchel Fear Scale, 42.9% of the individuals surveyed exhibited some
level of fear, which is a substantial figure. Considerable variation in this emotion is
found throughout the world, running from 10% in Iceland (Rangnarsson® 1998)
to 42.1% in Japan (Weinstein et al.%, 1992). In previous studies conducted in Brazil,
Nascimento et al.? (2011) found a prevalence rate of 44% in a sample from the same
geographic region as that of the present investigation (northeast). In a study con-
ducted in the southeastern region of the country, Kenagane et al.# (2003) found a rate
of 34.1% using the Gatchel Fear Scale.

Itis interesting to note that frequencies of fear were higher than frequencies of anxiety
in the present investigation as well as the studies conducted by Nascimento et al.®
(2011) and Kenagane et al.?? (2003). Despite being aware of the theoretical difference
between these sensations or emotions, the hypothesis at the onset of the study was
that the prevalence rates of dental anxiety and fear would be similar. This unexpected
behavior may be explained by the type of data collection instrument. Anxiety was
measured based on questions following by structured responses on the modified
Dental Anxiety Scale, whereas fear was measured in a more direct, objective manner
on asingle 10-point scale. Taking into consideration these different assessment tools

10
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and the similar socioeconomic characteristics of the populations in the present inves-
tigation and the study conducted by Nascimento et al.2 (2011), there is the possibility
of anincrease in the detection sensitivity between the MDAS and Gatchel scale.

Considering only the group with extreme fear, similar frequencies were found in
the present investigation (17.7%) and the studies conducted by Kenagane et al.?
(2003) and Nascimento et al.? (2011), who found rates of 14.3% (36/252) and 13.5%,
respectively.

In the present study, no statistically significant association was found between fear
and gender, marital status, age, income or schooling. Kanegane et al.?® (2003) also
found no significant associations between fear and age or schooling. However, Nasci-
mento et al.®(2011) found significant associations between fear and both gender and
schooling; extreme fear was more frequent among women and individuals with a
lower education level.

Individuals with dental anxiety and fear tend to postpone seeking treatment and com-
monly have a worse oral health status than those who do not have this feeling (Esa
et al.%, 2010). Oral health can exert a direct influence on quality of life, affecting per-
ceptions, feelings and behaviors during the performance of activities of daily living
(Alvarenga et al.%, 2011). This indicates the multifaceted link between dental fear and
quality of life (Carter et al.”®, 2014).

In the present study, self-perceptions regarding a negative impact from oral health
status on quality of life (measured using the OHIP-14) were prevalent among just
over 1/3 of the patients analyzed. Moreover, a statistically significant difference was
found between genders regarding the impact on quality of life, with a greater number
of women reporting such an impact.

A full-mouth examination was employed in the present study, but no association was
found between a negative impact on quality of life and periodontal problems, even
with the progression from gingivitis ta periodantitis. An evaluation of the different lev-
els of periodontitis severity, classified based on the criteria of the AAP (2000), also
revealed no association with a greater perception of impact.

Statistically significant results were found with regard to income. Individuals who
reported an impact on quality of life had a lower monthly income than those who did
not perceive an impact.

Considering the socioeconomic and cultural profile of the population studied as well
as the lack of health education offered to this population with regard to periodontal
disease, the individuals in the present study may not perceive the actual impact of
this disease or its evolution on quality of life, especially given its chronic nature and its
slow, silent progression. Thus, the perceptions of negative impact felt by the individ-
uals in the present study may be related to other oral conditions rather than specific
periodontal issues, such as dental caries, missing teeth, filled teeth, temporomandib-
ular disorders, the need for prosthetics, etc.

Our results corroborate those of Lopes et al.** (2009) and Meusel et al.55 (2015), all
of whom reported that periodontal disease severity was inversely associated with
Quality of Life.

11
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In conclusion, levels of dental anxiety and dental fear were substantial among the
individuals analyzed. Women with a lower education level were more susceptible to
anxiety. However, dental anxiety and fear were not associated with periodontal status
or impact on quality of life.
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