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Abstract

Background: Oral health-related quality of life is a concepttheveals how problems occurring in the social,
physical, psychological, and orofacial areas affieet well-being of the person.

Obijectives: In this study was aimed to determine the relatignbetween dental anxiety and oral health-related
quality of life of patients.

Methods: In a descriptive study, a quantitative researchi@ggh was used. We reached 258 patients who came to
the Endodontics and Prosthodontics clinic. Dateevadatained by using the “dental anxiety (M-DAS) ayulity of
life (OHIP-14) scale together withthe demograpiuestionnaire.

Results: The mean score the patients got from M-DAS was8. 1.8.41; the average score of OHIP-14 was
determined as 16.72 + 10.89. It was determinedtheaet is a strong negative correlation betweeal MdtDAS and
total OHIP-14 scores. The patients stated that thest frequently experiencedproblems in termshgklogical
limitation in OHIP-14 questions.

Conclusions:The quality of life associated with oral health i&ses for individuals with high levels of dental
anxiety. In order to increase the quality of litdated to oral health, it is necessary to reduedetel of anxiety
about the teeth and improve oral health at regldatal visits

Keywords: Dental Anxiety, Endodontics and Prosthodontics,| @ealth-related qualityof life, Oral health effec
profile, OHIP-14, M-DAS

Introduction friends and family. Personality related causes:

Triggered by the person's own psychological state.

Dental anxiety is a psychological and physiologic - -
variation of the non-pathological fear responsa toaa).r S|mp_ly theability of a persons to handle anplco
ith their own stressors.

dentist's appointment or treatment (Abdul elf
al.,2015). There are many factors contributing tbhe concept of quality of life refers to a person’s
the development of dental anxiety in a persosatisfaction with his/her own life. Overtime, this
These factors include: Direct, Indirect, anderm started to be associated with people's haalth
Personallyrelated causes (Eli et al.,1997). Direatell (Cummins,2005) and by the time the quality of
causes: Refer to anxiety stemming from a previolife developed to include the oral health.ls a
traumatic dental experience. It couldsevere pain multidimensional construct that includes a
previous visits or untrusted behaviors from theubjective assessment of the individual's oraltheal

dentist.Indirect causes: As the name may implftinctional well-being, emotional well-being,

stem from hearing about unpleasant dentakpectations and satisfaction with care, andsehse
experiences from individuals social circles likeself (Santos, et al.,2013). To put in simpler terins
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refers to the effects of an individuals’ oral headh the first four questions evaluating general dental
his/her psychological state and social life.Dentanxiety and the fifth asking specifically about
anxiety is associated with what is known as thanxiety of dental injections. Each one of the five
vicious cycles in which anxiety encourages peoplguestions has five answer choices ranging from 1 “I
to avoid dental treatments leading to théon't worry at all” to 5 “I am extremely worried.”
deterioration of dental health which feeds intdaloc The total score ranges from 5-25, each number
embarrassment and leads to more and more anxigtglicates a specific level of anxiety (Akarslan &
reflecting on poorer qualityof life (Armfield,1995 Erten, 2009).
So, regulating dental anxiety could be an effectivEhe second scale was Oral health impact profile-14
way to regulate the quality of life onthe patients or OHIP-14. The scale assesses the impact oforal
we could really understand why the patients ateealth on the quality of life. The number 14
anxious and if we could communicate with themepresents the number of questions in this specific
properly and focus on their social and emotionalersion of the survey, which was derived from the
experience, we could have safer and moreeffectieeiginal 49 question OHIP (Slade,1997).
encounters. The scale is divided into 7 dimensions which are
This study stemmed from the idea of achievin .nctional Iim!tationg, physical _pai_n, mental
patient beneficence during a dental visit b Istress, physical disability, soqal inadequacy,
ental inadequacy and handicap. Each two

understanding and defining the causes a ; - .
outcomes of dental anxiety on the quality of life 0questlons cover a specific area. Each question has

the patients. Hypothesizing that there is a sigaift five answers, range from 0-4 with 0 representing
never and 4 is always. The score could range

correlation between the demographics of thbetween 0 and 56 with higher scoresrepresenting

patients, their dental anxiety, and their oral ﬁealh. . -~
. . . .~ higher impact of the oral health on the qualityifef
related quality of life. Concluding a negative asol et al.,2014: Mumcu et al.,2006).

correlation between dental anxiety and oral heal hics: Ethics committee approval for the study was
related quality of life, which signals worse quglit obtained  from  Non-Interventional  Ethics

of life associated with higher levels of anxiety, ; )
Knowing the prevalence of dental anxiety and it gmgw;’;’g&%g/é%slg())%53—050.99—E.15003 /2019-
effects on the patients could inspire dentists ata colléction' Prior to the data collection e
incorporate new technigues to control the patient . PISE;

anxiety during the dental treatment in order tg‘:t;%gsliitﬁiriog?w;?g r?a:]ntdheeda:nlmgms r?;?ggs
increase the overall beneficence and oral heal

related quality of life of the patients. In'the sarr_lple. Th_e data was coIIect_ed via the paper
and-pencil technique. Data collection was carried
Methods out within the working hours of the nurses (between

Design: This cross-sectional study were madg am. and 4 p.m.). It took about 15 minutes to

between July and December 2019, Turkey's in t gmplete aI_I the data forms. .
central Anatolian region. ata collection: Before the data collection process,

; e ) : the patients were informed about the purpose of the
Sampling and participants. The study include 258 . o
participants who accepted to fill the survey atIOraStuqy' D"%‘a collection tools were distributed te th
: npatients in the sample. The data were collected
},&jng the paper-pencil technique. Data collection
as carried out during the hours when patients came

8"f treatment (8:00-16:00). It took approximateby 1

Research Center In endodontics and prosthodont
clinics. The sample based on six factors: gend
age, educational status, marital status, reason

o o tes to fill out all the data forms.
dentalvisit, frequency of dental visits. For tleke minu . .
of the study we distributed two surveys: the M—D ata analyss T_he (_jata on this study based on th_e
DAS and the OHIP-14 frequency distribution of the seven demographic

Data collection instruments: The M-DAS stands factors (gender, age, educational status, marital
for Modified Dental Anxiety Scale, which status, reason of dental visit, frequency of dental

specifically questions dental anxiety (Humphris e\fiSitS’ and the frequency of tooth brushing). The

al.,1995). The scale consists of five question$ wifneasurements of the M-DAS and OHIP-14 scales
were evaluated through observing themean and the
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standard deviation taking into consideration thshowedthat 76% of the patients came to the clinic
demographic frequency. Each scale was evaluatdde to various types of oral health related issues
individually at first and then the correlation beem  while only 22% came in for a regular checkup. Also,
the two scales were evaluated. T-test, one-wdlye frequency of dental visits showed that about
ANOVA, chronbach alpha, Kolmogorov—Smirnov33% of patients visited their doctor within six
and Shapiro—Wilk, LSD multiple comparison testsnonths, while 26% for one year and 23% for two
and Pearson’s Correlation Analysis were used {@ars ago. Last but not least, there reliabilitpath
evaluate the statistical significance of the cadldc scales where calculated in this study, the numbers
data. All data was analyzed using the SPSS 220 Cronbach Alpha values for each scales in the
statisticsprogram. ranking were M-DAS= 0.83and QGP-14= 0.91
which is considered the threshold of high relidpili
(Table 1). The average of M-DAS score was 11.67
The social demographic characteristics of 25@presenting a moderate dental anxiety in the study
participants in the study are evaluated at finst, isample. The numbers in table 4.8 represent the
order to find the relationship between the dentalverage answer for all participants and the stahdar
anxiety and oral health related quality of life.€Th deviation. the highest dental anxiety recorded was
most represented age group was 28-37 followed by question 5 “How would you feel if you were

a close presence of 18-27 and 38-47 groups with tjeing to have a local anesthetic injection in your
majority of 134 (52%) were male and 124 (48%g@ums on the upper back tooth?” And the least on the
were female. In terms of marital status, marrieglcale was the first question “How would you feel if
participants’ overrepresented singles in this sygveyou were sitting in the waiting room (waiting for
by 64% to 35% respectively. The results showegleatment)?” This answer trends indicate that peopl
that 55% of the participants have a college degrget most anxiouswhen they encounter needles or
and around 30% are high school graduates.As ceomplicated treatments why simple encounters
be seen in table 4.5 the reason for the dentél vidon't represent a threat for most people. (Table 2)

Results

Table 1 Frequency and percentage of the demographiariables

Demographic Variables
Age N) | ()
18-27 53 20.5
28-37 104 40.3
38-47 47 18.2
48-57 34 132
58 anc above 20 7.8
Gender
Female 124 48.1
Male 134 51.9
Marital Status
Single 91 35.3
Married 167 64.7
Educational status
Primary schoo 18 7.0
High schoo 76 29.5
University 142 55.0
Maste degre: 22 85
Reason of dental visit
Gingival problen 24 9.3
Denta problen 142 55.0
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Prosthodontic problem 32 12.4
Contro 58 22.5
Frequency of dental visit
6 month«agc 86 33.3
A year ago 69 26.7
2 years ago 60 23.3
5 years ago 38 14.7
Nevel 4 1,6

Table 2 Arithmetic Average (x) and Standard Deviatbon (DF) Values of the M-DAS.

M-DAS (x) (SD)
1 | How would you feel if you went to your dentistti@atment 2.12 1.05
tomorrow?
2 | How would you feel if you were sitting in the wagroom 2.17 1.11
(waiting for treatment)?
3 | How would you feel if you were going to have ket 2.43 1.15
4 | How would you feel if you were to scale and pojisur 2.16 1.08
teeth?
How would you feel if you were going to have a laceesthetic
5 | injection in your gums on the upper back 2.79 1.27
tooth?

The other scale used in study sample was OHIPstdtistically significant difference in this scotessed
with average of 16.72. As can be seen in tablee3 tin the education status of the individuals. (Ta)le
highest on the scale is 1.17 for the third questidhe study also showed that people who came for a
“Have you had painful aching inyour mouth?” and thdental visit for control scored, on average, thhbst
questions 10 and 14 about embarrassment of tedth@m all OHIP-14 dimensions. While no significant
handicap due tooral health issues tied as thedbwdifference was observed on the M-DASscale. (Table
score. These numbers point that the participabjs Our research shows the correlation of persanal
suffered most of physical pain while the domains bf/giene and dental care on the dental anxiety eald o
handicap and psychological limitations where thsfie health related quality of life. It turned out that
affected by poor oral health. (Table 3) The gendatatistically significant effect for tooth brushing
related breakdown of the OHIP-14 and M-DAgeflected on OHIP-14 and M-DAS scales. The
scores. Sex differences did not prove to haveparticipants who brushed their teeth once a daresico
significant effect on the different dimension of ®- highest on OHIP-14 while those who brush twice
14 scale. The gender did not correlate with betterdaily scored the highest on M-DAS.<(@00). We
worse oral health related quality of life. Whilefoalso evaluated the correlation of the frequency of
dental anxiety, females scored higher levels ofeipx dental visits on dental anxiety andoral healtiatezl

on the M-DAS in comparison to males. (t=4.28uality of life. The results showed that patientsow
df=256 p=0.00). No statistically significant changkave not visit the dentistin the past five yeasrad
was observed on this course of either scales the highest average score in functional limitation
different agegroups. Educational status on therotkwhile for the rest of the dimensions people whoenev
hand showed some effect on four of the seven OHilsited a dentist took the lead. No statistically
14 dimensions which are (functional limitationsignificant difference for the M-DAS scale but a
physical pain, psychological disability and limitat) higher trend of anxiety was noticed in people who
higher score were associated with people with mastever visited the dentist. €£0.00) Lastly, we
degrees. Reflecting more effectof the oral heafth performed a Pearson correlation test on both scales
the quality of life in these dimensions in peopithw and found a negative correlation, reflecting lomwex
higher education. However, physical limitation,isbc health related quality of life associated with tégh
limitation, handicap, and M-DAS didn't show anievels ofdental anxiety. (Table 6).
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Table 3 Arithmetic Average (x) and Standard Deviatn (DF) Values of the of the OHIP-14

OHIP-14 (x) | (SD)

1 Have you had trouble pronouncing any words 1.20| 1.20
because of problems with your teeth or mouth?

2 Have you felt that your sense of taste has wexsen1.30| 1.15
because of problems with your teeth or mouth?

3 | Have you had painful aching in your mouth? 1.miv

Have you found it uncomfortable to eat any foods 1.46| 1.08
because of problems with your teeth or mouth?

5 | Have you been self-conscious because of your | 1.03| 1.07
teeth or mouth?

6 | Have you felt tense because of problems with yourl.31| 1.19
teeth or mouth?

7 | Has been your diet been unsatisfactory because pfL..05| 1.03
problems with your teeth of mouth?

8 | Have you had to interrupt meals because of 1.25| 1.09
problems with your teeth or mouth?

9 | Have you found it difficult to relax because of 1.28| 1.12
problems with your teeth or mouth?

10 | Have you been a bit embarrassed because of 0.94| 1.05
problems with your teeth or mouth?

11 | Have you been a bit irritable with other people 1.05| 1.13
because of problems with your teeth or mouth?

12 | Have you had difficulty doing your usual jobs 1.06| 1.11
because of problems with your teeth or mouth?
13 | Have you felt that life in general was lessségitng | 1.08| 1.10
because of problems with your teeth or mouth?

14 | Have you been totally unable to function becaidsg 0.94| 1.16

problems with your teeth or mouth?
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Table 4 The Difference Between educational statusaviable in both M-DAS and OHIP-14

scales.

Educational | (N) | (xxSD)
Dimensions status F P | Difference
Functional limit| 1-Primary schoo] 18 | 1.50+0.97
*
2Highschoo | 76| 1.3821.06] > 00| 003 jz%
3-University | 142 | 1.24+1.0€ 4>3
4-Maste degre | 22 | 0.68+C.6¢
Physical pain | 1-Primaryschoo| 18 |1.77+(.64 | 3.92| 0.00*
2-High school 76| 1.74£1.0% 4>1
3-University | 142 |1.57+C.93 4>2
4-Master degree 22 0.97+0.90 4>3
Psychological | 1-Primaryschoo| 18 [1.47+1.15
Discomfort 2-Highschoo | 76| 1.30+C.9€ | 3.03| 0.03* 4>1
3-University | 142 |1.13+(.85 4>2
4-Maste degre: | 22 |0.72+(.71 4<3
1-Primaryschoo| 18 |1.38+(C.79
2-Highschoo | 76 |1.32+1.01 | 1.99| 0.11
Physical 3-University | 142 |1.07+(.88
Disability | 4-Maste degre | 22 [0.93+C.95
Psychological | 1-Primaryschoo| 18 |1.33+(.82 | 4.27| 0.00*
Disability 2-Highschoo | 76 |1.38+1.02 4>1
3-University | 142| 0.99+C.9C 4>2
4-Maste degre | 22 [0.77+C.64 4>3
1-Primary schoo] 18 |1.41+0.91
2-Highschoo | 76 |1.14+1.02 |1.73| 0.16
. _ 3-University | 142 |1.01+1.02
Social Handicap 4-\aste degre | 22 |0.752C.85
1-Primaryschoo| 18 |1.11+1.03
2-Highschoo | 76 |1.21+1.11 |1.73| 0.16
Handicap 3-University | 142 |0.93+(.93
4-Maste degre | 22 |0.79+1.03
1-Primaryschoo| 18 |2.23+C.98 | 0.83| 0.47
Total avarage gf 2-Highschoo | 76 |2.28+(.77
M-DAS 3-University | 142 |2.40+C.91
4-Maste degrei | 22 |2.13+C.97
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Table 5 Evaluation of the Difference Between the eson of dental visit variable, M-DAS

and OHIP-14
Dimensions Reason of dental visit (N) | (xtSD) (F) (p) Difference
Fonksiyonel 1-Gingival problen 24 1.35+1.09 4>1
Limit 2-Dental problem 142 1.26%1.07 4.06 | 0.00 4>2
3-Prosthodontiproblen 32 1.78+(.92 4>3
4-Control 58|  0.88+0.91 2>1
2>3
Fiziksel Agri 1-Gingival problen 24 1.81+1.04 5.82 | 0.00 4>1
2-Dental problem 142  1.58+0.93 4>2
3-Prosthodontiproblen 32 2.10+(.81 4>3
4-Control 58|  2.100.93 2>1
2<3
Psikolojik 1-Gingival problem 24 1.70+0.87 4>1
Rahatsizlik 5.68 | 0.00 4>2
2-Dental problem 142 1.10+0.92 4>3
3-Prosthodonticproblem 3P 1.56+0.73 2>1
4-Contro 58 | 0.88%(85 2>3
Fiziksel 1-Gingival problem 24 1.45+1.03 5.9% 0.00 4>1
vetersizlik 2-Dental problem 142  1.1440.95 i:g
3-Prosthodontiproblen 32|  1.68+C7C 1>2
4-Contro 58 | 0.79:C.77 3>2
Psikolojik 1-Gingival problem 24 1.39+0.94 5.99 0.00 4>1
vetersizlik 2-Dental problem 142 1.070.91 i:g
3-Prosthodontiproblen 32|  1.70+102 2>1
4-Contro 58 | 079076 2>3
Sosyal 1-Gingival problem 24 1.41+1.08 4>1
Yetersizlik 2-Dental problem 14p 1.06x1.04 | 258 | 0.03|  4>2
3-Prosthodonticproblem 3P 1.31+0.95 izg
4-Contro 58 0.76+(.85 3>2
Handikap 1-Gingival problen 24 1.43+C.97 2.63 | 0.03 4>1
2-Denta problen 14z 1.02+1.05 4>2
3-Prosthodontic problem 3P 1.21+1.05 4>3
4-Control 58|  0.72+0.81 2>1
3>2
1-Gingival problen 24 2.404C.95
M-DAS 2-Denta problen 142 2.25+(.84
Toplam 3-Prosthodontic problem 3p 2.46+0.7¢ 1.40 | 0.23
Ortalama 4-Control 58|  2.38+0.99

Table 6 Pearson Correlation Analysis Results to Detmine the Relationship Between M-

DAS Scale Scores and OHIP-14 Scale Scores

Variable N r p
M-DAS Scale 258 -.208%* 0.000
OHIP-14 Scale
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Discussion of this test were 0,83 which implies high reliatyili

With the great technical enlargement in the field Eom analyzing the results of the arithmetic mean |

modern dental science, so far, the problem ofayxi ercentage of dental anxiety was in the fifth doest
over visiting the dentist and performing dentélf ou Wgere to have a Iocgl anesthetic in'ecgtiam i
treatments is still widespread until today (Freema y J

1999). Dental anxiety is one of the most concernlﬁgﬁiaﬁn;#;;hgg\i’; i\g%li]lgoi‘/?#ef?nﬂét 'Ctl)r:g'rﬁ?r']ngag;?s
problems. It impacts a large number of individual

from different social groups of all ages. Demgnmety among many dental patients. Another study

anxiety negatively affects the oral health of mar\év(‘;is done |n_|sta|:1bul university by_Dngar et al. to
aluate patients’ anxiety and pain experience to

eople since it prevents many of them from visitin S .
fheifdentists AFI)so the prolor)mlgation of skippitg g?gnta_l Injection found that even when cha_mglng the
X ' r#|a|ect|on technique the level of anxiety in dental

dentists’ visits, leads to poor communication az tients does not change significantly (Dulgerlet a

e MDAS questionnaire, we find that the  highest

cooperation between both doctors and patie . AT
(Kamel,2019). Therefore, in order to increase ofago’): FUMther siggesting that mouth injections are
’ ' ' (j2e main source of dental anxiety (Donate-Bartfield

health care, dentists must evaluate their patie al., 2010). Fear of anesthesia is a major olestac
anxiety before doing any dental treatments by usi étw.(’aen deﬁtal atients and their oral Wéll-beln
appropriate and helpful technical methods to red P 9-

dental anxiety and relieve pain during the treatme
In addition, doctors must keep monitoring th
patient's physical signs and facial expressionsgur
dental treatment and after performing dent%i
anesthesia (Freeman, 1999).These measures

followed by dentists to help anxious dental paﬁen? o ;
reduce their anxiety under two important e,[hiclr]flltratlon of anesthetic substances from the el

obligations: promoting beneficence which is defin %e grsssiixi\g{[hlcgodr::i%?nr:}];ogt?hi;nagﬁq P dagggtr“; f;d
as duty to promote the patient's welfare a Y Y. pain,

supporting apatient's autonomy. The ADA Principl%fe topical anesthetic agents before dental-iojecti

of Ethics and Code of Professional ConduREcause numbing caused by this a nesthetic reduces

(American Dental Association, 2008).There are - '° pain of the neede insertion into the softsand
several measures used to assess the level of (mnafhus can lessen the degree of anxiety. Anothetisalu

and anxiety such as CDAS, MDAS, Weiner's Feé?%ommende(:] bydLlpp Ietl?': tobm|n|m||zg Fh|s anmetgl/
Questionnaire, and short Dental Anxiety Index D nd pain in tbe egta Cl'n.'c. Yy exp alnrl1ng enoug
DFS, State-Trait Anxiety Inventory (Freeman, 1999 .formatloln about entha Imjectlon LOJ eh pz&ents
11 Although multiple scales are developed and beihigP” et al., 1991). In the latter method, the dsant
relies on building a good relationship and good

used, none of them can serve as a gold standarel si L - . . . .
each has its own limitations. Nevertheless. theee 5ommun|cat|on with his/her patient instead of using
: ' harmacological methods such as sedation and

two types of measures that are frequently usecbﬂ;tmo eral anesthesia. Trust between dentists and thei

research studies by dentists are the MDAS and ) . , ) .
CDAS (Freeman, 1999: Kamel, 2019). The )d ients enhances the patients’ confidence duhiag t
measures are simp’>le and éasyto us’e to assesgdhe |reatment, which reflects on the overall treatment
of dental anxiety in patients. Although both scales experience. According to the ADA code of ethics, th

very similar, the former has an additional questié]lr(?mIStS duty is to promote the well-being of the

from the latter. Thatthe MDAS puts into considienat patient (ADA’ 20.18)1'7 This_requi_res the dentiststo_
the effects of dental injections on the level dfiaty. manage their patlent_s_’ anxiety since the r_esulﬂs W
In this study, we used the MDAS scale as a reltiv robably have a positive effect on the patientisglo

. S . . . erm overall health and provide the most possible
high credibility scale in many of the previous sasd . ;
ingTurkey, Er>1/gland, Saudi ),g\rabia, Iis)md Ireland. eneficence (ADA, 2018; Taani,2011). Among the

. . ! : . 258 participants, 51.9% were males and 48.1% were
;Sr:Ud%agg 2d568n?alfesgl?:]’:22|resﬁ)tehpa;rt)rigi?ts ;am'fig(b: iemales with the majorityof the respondents ot@7

. . age group. The total arithmetic mean for the
Prosthodontics and Endodontic. The results hay, . - A
shown that MDAS has a high-reliability rate AS was 11.68 with an SD=4.41, which indicates

Accordingto the Cronbach Alpha Analysis, the ssor%hat. most Of. the participants have moderate dc_antal
anxiety. A similar observation was also stated in a

gan trigger individuals to delay their visit to ttentist
ntil their oral hygiene deteriorates significantly
nesthetic needles and drills were the main fear
imulus among adults of Saudian population (Dulger
al.,2007). The pain felt by patients during
nesthesia is due to the needle insertion and the
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previous study in Turkey published in 2014 at titeward the inevitable elder individuals exposure to
University of Baskent, where the total MDAS wadisease and treatment are much more than younger
(Freeman, 1999; Lipp et al.,1991). Another stud$aatchi et al.,2015). In previous reports whicé ar
about dental anxiety among ethnic Tamilian adults¢ompatible with our results, some researchers
South India found that between 1.148 participams reported that age was strongly associated withatlent
total mean of MDAS were 10.4 (Appukuttan enxiety and younger subjects were more anxious than
al.,2015). It was observed that the total meariis tolder ones (Humphris et al.,1995; Do Nascimento et
study was fewer than the score of Dou et el. rebeaal.,2011; Stabholz & Peretz, 1999). However, other
total MDAS 14.17 (Dou et al.,2018). This variatiostudies have observed similar results to our study
between scores can be due to a few reasons ingludanegane et al.,2009; Erten et al.,2006). Inrthei
poor oral hygiene, cultural difference, ignorande ceport, Kanegane et al. explained their findinghwit
regular dentist visit,and the effects of painfasp the small number of patients over 50 years of age
experience at a dentist's. Those people coylade,1997). Furthermore, the majority of subjécts
negatively affect other people’s opinions about the studies conducted by Arslan et al. and Ertexh. et
dentist’s visit. We also assessed the incidencemtad  were young (Erten et al.,2006). For the presenesur
anxiety between genders; the analysis of resulte youngest age of patients was 18 with the aeerag
showed that female participants were generally mage being 32.5 + 11. This, therefore, may be a
anxious than males. Ozlek et al. studies’ assatiateasonable explanation why anxiety levels for tpe a
the higher anxiety levels in females to the faett thgroups showed no difference.

fem_ales, In gen_eral, aré more susceptible to saress e also assessed the role of relationships in Henta
social phobia in comparison to males (Ozlek V\ﬁ

. xiety. Our findings showed no significant
al._,2019). Other studies have shown t_hat WOmMEN Giference in the levels of anxiety between sirayie
twice more likely to have an anxiety disorde

tharried participants (p=0.26). Other studies that
;?rggig—;d t.?_rz?segé's‘lfemgjeeislHi?riﬁh‘;?lg%%ggﬁga%sessed the role of marital status reported \&riou

v . . fesults. A study by Egbor etal. in 2014 showed tha
between females and males, which make wome

) ) . Hgle participants had higher M-DAS mean than
more susceptible to higher levels of stress aniganx married participants. Egbor et al. explained that

Me_aning that the reproductive hormones in_femal 3 ily/ partner has a major impact in supporting
malnl_y estrogen a’?‘?' progesterone, play an import rEents and making them adapt to their health
role in predisposition to anxiety (Jalnapurkar nditions (Egbor & Akpata, 2014). On the other

al.,2018). Anpthertheor_y suggests that_womenmam nd, one study’'s analysis observed totallydiffere
confess or discuss their fears and pain more waqgasults the anxiety rate among married/in a

2{: gs(;p?/\r/]ilt% Igtﬁ(;?straas;, dm;rlljgr?:]eer tohr;?/tesgaeﬁit%elationship participants was higher than single
threshold tolerance for pain (A uk%ttan et al Rgil%ividuals. This is because espoused people have
P pp . lmore responsibilities so the stress level becomes

:\rllaégire?l'ig\cl)glz)i.nl\él(i)ﬁselgenrﬁlgagt Srtgltjlsg(\:/?;:lmer much more than singles (Yuzlgdlli et al.,2014). The
y ge group observed variation in the level of dental anxiety

But, by looking at each score of MDAS individually, etween married and single couples suggest that oth

we can find a pattern that suggests higher de o :
anxiety levels in younger participants 18-27:12.(;} tors could affect the dental anxiety in patiesush

28-37=2.34 ). With increasing age, the level aTsthe lifestyle, responsibilities, and the envinent

anxiety decreases (38-47=2.20, 58 and up = 2_1??)(?3’ belong to.

The statistical dimension of the study could Heducational level was also thought to affect dental
affected by the unequal samples of different agexiety (Saatchi et al.,2015). Many studies obskrve
groups i.e the most frequent age group was 28iBat the majority of patients who had secondary and
(104) compared to (53 participants) 18-27. Marppst-secondary education scored extremely loweat th
studies in Turkey and outside showed that denilxiety scale (DAS<9). They suggest that people wit
anxiety and age factor are related to each otthégher education tend to regularly visittheir dstst
(Saatchi et al.,2015; Do Nascimento et al.,2018Which could be the major player in reduced anxiety
Numerous studies have presented that the reasong3aatchi et al.,, 2015; Lawrence et al., 2008).
decreasing anxiety and fear with increasingage #dditionally, people with higher education can gath
due to many factors like cerebral deterioratiomformation about the issues and processes of denta
extinction or habituation, and adaptive resignatidreatment which makes them more aware about the
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procedures and more trusting towards their dentisténensions (Functional limitation, Physical pain,
However, our study has demonstrated that patieRsychological discomfort, Physical limitation,
with their different educational backgroundsdid n®sychological limitation,social limitation, Handijg)
report any significant difference in anxiety levear (Silveira et al.,2019).

o B e, bl fund ha n Turish version of he OF1P-14 i
Wy highly reliable instrument since the results of
people from uneducated backgrounds. Cronbach alpha test were 0.91, this result is aimbd
Additionally, our study assessed the associatiorany indian studies by deshpande et el and Slade GD
between dental anxiety and oral hygiene habits {iyeshpande & Nawathe, 2015 ; Slade,1997). The
using tooth brushing as an indicator. We found thaean for each question in this scale was analyzed t
dentally anxious patients tend to brush their teaetbtermine the most prevalent problems that dental
twice a day. Therefore, there is a link betweertalerpatients faced. We found that most patientshave a
anxiety and brushing habits (p=0.01). We suggedt tfeeling of embarrassment and their oral problems
correlation between better dental care and demedvent them from performing daily activities (mean
anxiety couldexist because dentally anxious peofibe both questions were equal to 4.05). A consiblera
try to avoid visiting their dentists. Thus, they to number of patients in our study reported feeling
take care of their oral hygiene to prevent isshes tanxious about dental injections and avoided dental
would force them to visit a dentist. One outcome oére, which can lead them to experience pain as wel
dental anxiety is avoiding dental treatment in as social embarrassment.
attempt to avoid the extreme anxiety and feﬁr

associated with it. Ofter, dentally anxious pa’senéCPre of OHIP-14 between Nepalianpopulations were

tend to not_ seek treatment gnless In cases 1%.19. In our study, we found that the mean rank
emergency (i.e when they experience severe pain

Ores of OHIP-14 were 53.27, which indicates high
dental abscess) (Armfield, 2010). Thus, it is quiie. - e
common that patients lose teeth that could ggative effects of poor oral health on the quadity

otherwise saved in routine dental check up ap - The results are much higher than the prewjous

treatment. But because of delayed checks, thepaa mentioned study. Meaning that the oral health statu

. ) . At the the Nepalian population is more awardeirt
longer be restored. Many studies aimed to II"Vetﬁng%ral health. Another reason could be that ourstady

the association between dental anxiety a_nd ordiih_ugqi ited to dental clinics patients where Agrawabkt
One research reported that dental anxiety posjtiv [n

. . udy includes a representative sample of the apal
correlated with poorer dental health (Armfield . i : . .
al.,2007)* Another study observed that people Wi%opulatlon. OHIP-14 might be perceived differently

. ; different people and can vary depending on the
higher levels of dental anxiety tended to r(aposf%/verity of the oral problems (Agrawal et al.,2017)

missing teeth and/or decayed teeth (Armfield &
al.,2009). Health problems and disease are highlyhas been found that there is no significant
related to the quality of life of affected indivials. differences between OHRQoL and sex based
Health does not only mean the absence of disealfierences. The gender differences in qualityiief |
other aspects including the qualityof life (QOl3a@ cannot be clarified only by measuring oral health
have an impact on the person’s well-being. QOL hstitus. Other factors come into play when consideri
been developed to include the effects of dentatiy the quality of life between genders like mentalltiea
oral health on patients. Many researches have beamk status, and societal roles of males and fesnale

dong to Stl.de oral health and its relationship i A reported study in NewZealand had shown that
quality of life( OHRQOL). females have a more severe impact of oral disaase o
Several different scales have been used to stulyttieir QOL compared to male. It should be noted that
OHRQOL, the most important scales are the Othis study followed different strategies like refieg
health Impact profile (OHIP-14) and Oral Healtthe assessment over time, which contributed ta thei
Related Quality of life United Kingdom (OHRQoL-indings (Lawrence, 2008). Also it was observed tha
UK) (Bennadi & Reddy,2013). single participants have experienced effects of ora
health on QoL in many dimensions (Functional limits
EL, Physical Pain PP, Psychological DiscomfortPD,
VPhysicaI Limitation PL, Social Limitation SL, and
ﬁ%ndicap H.). Many of these problems may be

study done by Agrawal et el reported that themmea

In this Study we used OHIP-14 since it is consider
a highly reliable scale to evaluate individual€lfiegs
and to determine the type of oral problems in se
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associated with their marital status. Teixeira let #he quality of life related of oral problems in hay
explained that married individuals have more seHducational group may have different variances in
confidence, and suggested that mate presenuny regions (Peacock & Patel,2008).

emphasizes the importance of healthy lifestyles apd :
enhpances positive Ft))ehaviors (Teixeirg et aI.B,/ 201 research by Oyapero et al, Husain et al found tha
Another study showed that changes inmarital sta
especially from married to single could increase t
prevalence of developing diseases (Wu et al., 200

e degree of education and income rate is retated
aher oral health-related quality of life in diféant
ocioeconomic status (Oyapero et al.,2015; Husain &
atengkeng,2017). This study suggested that tise les
We also looked at the effects of age on the OHRQaducated individuals may have a superior risk of
The results showed no significant differences having a poororal health. But have the least effac
OHIP-14 quality of life related to age differenc@sir their quality of life.

surveys indicated a generally poor oral healthteela

quality of life amongst different groups. Mos HRQoL. The respondents’ mouth care attitudes

participants report_ed poor oral hea_lth, which ginrt, differed between brushing once or twice per day. We
causes them pain, limited functioned as well E’Su
&

embarrassment. This observation demonstrates Pd that the OHIP-14 dimensions of handicap and
. : . ial limitation were the biggest driver of low
oral disease or poor oral hygiene affects all agap OH

almost equally, the only variation is the aspedtfef RQoL even though patients are brushing their
qually, y SPEAeT o 6th twice a day. Many other studies reached aimil
affected between could be dueto the wide range ;

e found that tooth-brushing was related to low

. ) r8 ults.
variance between age groups in our sample.Mo3s

studies performed, to date, assess the OHRQolein e account this observation to the fact that oovesu
elderly population. A study published in 201%as a self-assessment and that patients’ outcomes
demonstrated that participants with poor oral hygiefrom the OHRQoL term can differ from the dentist
have a higher degree of oral disease, which hagiewpoint. Meaning that patients who take good care
significant effect on their quality of life (Santi& of their oral health tend to underestimate the iual
Attard,2015). Another study reported thatoldergleo of their care andits effects on their oral hea@r

have a good self-awareness and can evaluate thkir@bservation may be related to dental anxiety since
health status in a positive manner. This studytalsk dentally anxious patients tend to take care of thril

into consideration the effects of disease comanpidhealth to avoid doctor’s visits. Their self-assessn

on oral health since some illnesses can be assdciatight underestimate their actual oral health status

W'I:: Oralllﬁis?tisﬁ like %ry motutg. The dis.efilesﬁlaThe study showed that the number of visits to the
withoral hea ave shown 1o be associated WHh Oyoniq) clinic and how regular thesecheckups age ar

embarrassment and influence the QoL (Saintrain % e : :
. significantly associated with oral health related
al.,2016). We also assessed the effects of edncatio uality of life. The patients whose dental visite

OHIP-14 results. The poorer quality of life was frequent or only at emergencies have poor

observed in the respondents with a post-second Y :
) i . RQoL. A reported study in 2006 also showed that
education. We attribute this to the fact that peo ?{e low OHRQF())L are ass)(/)ciated with inappropriate

from higher educational groups usually interactwi ‘o -
people who are from a higher level of the hieramhyﬁqergjrl \gtsl;tdglNﬂ a?/eK ﬁ oLdeeurg?ézggﬁ%J2?12;?;,0'pmtch
socioeconomic status and educational status. leads them to avoid dental visits and séek the
Thus, they are affected by the lifestyles of tHeeatment only if they have severe pain. The laick o
interaction group. When experiencing an oral disegwofessional dental care negatively affects the
people with higher educational level could beatients’ oral health as well as their qualityits.|
embarrassed of their oral health, which affecté thlﬁ1
ret

QoL who are more susceptible to FL, PP, PD, and accordance with the present study a negative

ation between both scales were observed. OHIP-14
More educated individuals have greater pressure das been associated with M-DAS, thus the higher the
stressful life. Even if they have goodoral headthy percentage of dentalanxiety, the lower the oralthe
littte pain may exceed their pain tolerance whicind quality of life. Many previous research fouhaltt
influences their quality of life highlighting thahe high degree of dental anxiety had significant negat
acceptance of pain between different educatiomdlects on the OHRQoL (Levin et al.,2018; Boman et
individuals and cultural groups may differ and thua.,2012).
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The results of this study provide an auxiliary grmo =en

the relation between both scales. The individuakgrawal, S. K., Dahal, S., Shrestha, A., & BhadatK.
with higher DA tends to avoid visiting the dentéisen ~ (2017). Assessment of Oral Health Impact Profile
they have suffered from FL,PP, SD, PL, SL, and H . (Ohip-14) Among Villagers of Jyamirgadi Vdc,
Averting dental visit due of DA termed by Berggren gfegi%l;n Qicglao(sgifig%tﬁggl Studguropean Journal

in 1984 as a vicious cycle; which is a negativéeser X '

. . . .Akarslan, Z., Erten, H. (2009). ®hekimligi korkusu ve
of feeling manifest as dental anxiety and confusing kaygisl.  Hacettepe Dihekimlgi Fakiiltesi

oral health with continuously avoiding dental care perg.(Clinical Dentistry and ResearcBB(1):62-68.
(Berggren,1984). After a period of time the oradltie  Altemus, M., Sarvaiya, N., & Epperson, C. N. (20138x

of DA patients became more poorer, thus the feelingdifferences in anxiety and depression clinical
of embarrassment and shame may exacerbated. Thiperspectives. Frontiers in  neuroendocrinology
model was supported by an Australian study found 35(3):320-330.

that 39% of patients with moderate tohigh dergal f APPukuttan, D., Subramanian, S., Tadepall, A, &
DF are included in this theory in comparison with 1 ~ Pamodaran, L. K. (2015). Dental anxiety among

. adults: an epidemiological study in South Indiarth
\évlhcz)occ)jg?) not have dental fear 38 (Armfield et American Journal of Medical Scienced):13.

Armfield JM, Stewart JF, Spencer AJ.(2007). Theéotis
This study performed on an adult participants, tbun cycle of dental fear: exploring the interplay beéwe
that low OHRQoL, irregular dental care, female oral health, service utilization and dental f&ivic Oral
i : ' ehi Health7:1— 15.

gender, level of education, and teeth brushing all "\ .
predicted moderate DA . Also thisstudy gives felrthgrmf'eIOI JM.(2010). Development and psychometric

{ to the associations between moderate DA evaluation of the index of Dental anxiety and Fear
Suppor '(IDAF-4C+). Psych Assesz2:279-287.

avoidance of dental care, and health-related o0 field, J. M. (2013). What goes around comes adou
(Armfield et al.,20007). revisiting the hypothesized viciouscycle of derfiéar

Conclusion: Oral Health-Related Quality of Life has Err])? de%g:gg&?&g%ﬁggg? Dentistry and Oral
many app_llcatlons in the flelds_ Of. medicine, d(—:t_rms Armfield, JM. , Slade, D Spen(.:er, AJ.(2009). éfear
and medical researches. Linking the relationship and adult oral health in australtmmmunity Dentistry

between oral health and quality of life enablesoisc  5ng Oral Epidemiolog7:220-230.
and scientific research workers to measUgsol, M. E., Karaagaclioglu, L., Yilmaz, B. (2014)
individuals’ needs for treatment and the effecte®1  Development of the Turkish Oral Health Impact Scale
of the health care provided to them. The resulthisf OHIP-14-TR. Turkey Clinics. Journal of Dentistry
study enhance the understanding of the relationshipSciences 20(2).Bennadi, D., & Reddy, C. V. K.
between dental anxietyand oral health in genaral, ~ (2013). Oral health related quality of life. Journa
it has been proven to practicing dentists, anchtitie of dental anxiety in patients scheduled for_ intra-
researchworkers that oral health cannot be imptove gl\ieolzasr 43%"”““0”“'33’3” Journal of Medicine
or increased by treating the teeth only, but rath'é“ (1), : . ,

. . . ) erggren, U. (1984). Dental fear and avoidanceudys
consideration should be given for knowing oth

. . of etiology, consequences andtreatmé&mm Dent
factors that helped and caused a declineindividu  ass0c109(2):247-51.

oral health and treatment. Bhalla, A., Singh, S. B., Sujata, C. A., & Choudhah.

Research on oral health and quality of life hasjom ~ (2013). Self-assessment of dental anxiety in patien
o : o visiting comprehensive rural health service projdct
role in increasing the community’s awareness of ora

o2 . . Depress Anxie2(137):2167-1044.
health and eliminating the oral health disparithest Bomarﬁ) U. W. We1|21(nstr('gm A., Stenman, U., & Hakgber

exist between individuals. M. (2012). Oral health-related qualityof life, senof
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