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معلومات المقال

ABSTRCAT:
Aim: Dental  anxiety  is  a  subjective  state  of  feelings  that  is  associated  with 
impending danger even when the stimulus or threat is not immediately present or 
readily identifiable. It has been  ranked  fifth among  commonly  feared situations.  
In Nigeria however, limited studies have been conducted in this field thus far with 
only one identified study using the Modified Dental Anxiety Scale. The aim of this 
study  therefore  was  to  assess  the  level  of  dental  anxiety  in  dental  patients 
attending  the  Lagos  State  University Teaching Hospital, Ikeja (LASUTH) using 
the Modified Dental Anxiety Scale (MDAS).
Materials and Methods: This cross-sectional study was conducted at LASUTH. 
A structured interviewer administered  questionnaire was used for data collection. 
Results: The  prevalence  of  dental  anxiety  was 20.5% while the prevalence of 
extreme  anxiety  of  4.1%.  Having  a  local anaesthetic (MDAS≥15 =24.6%) and 
having  a  tooth  drilled  (MDAS≥15=21.3%)  were  most   associated  with  dental 
anxiety.   The   best   predictors   for   dental   anxiety   from   this  study  were,  in 
descending order, age, education, marital status and gender. 
Conclusion: A  rapid  screening   tool   such  as  the  MDAS  could  be  routinely 
applied   on   prospective   dental   patients  to  determine  their  level  of  anxiety. 
Appropriate  non-pharmacologic  and  pharmacologic  strategies  could  then  be 
targeted at  vulnerable  respondents to make their dental experience as pleasant 
as possible.

:الملخص العربي

ارتباط العوامل الاجتماعیة والدیموغرافیة والقلق من علاج الأسنان بین المرضى 
الذین یراجعون عیادة الأسنان العامة في لاغوس، نیجیریا 

أفولابي أویابیرو1، أوجونبانجو2
1) قسم طب الاسنان الوقائي، المستشفى التعلیمي لجامعة ولایة لاغوس 
2) قسم طب أسنان الاطفال، المستشفى التعلیمي لجامعة ولایة لاغوس 

الھدف: قلق الأسنان ھو حالة ذاتیة من المشاعر التي ترتبط  مع  خطر وشیك حتى عندما یكون المحفز أو التھدید غیر 
موجود فعلیا أویمكن التعرف علیھ بسھولة. وقد صنفت ھده الحالة بالخامسة بین حالات الخوف في نیجیریا. ومع ذلك، 
فقد أجریت دراسات محدودة في  ھذا المجال حتى الآن وقد وجدنا دراسة واحدة فقط  باستخدام مقیاس معدل القلق. لذا 
كان الھدف  من ھذه  الدراسة  ھو  تقییم  مستوى  القلق  لدى  مرضى  الأسنان  الذین  حضروا  للمستشفى  التعلیمي 

 . (SADM) لجامعة ولایة لاغوس باستخدام  مقیاس معدل القلق
المواد و الطرق: أجریت  ھذه  الدراسة  المستعرضة  في  لیسوتو  وقد  تم  استخدام  المقابلة التي تدار بإستبیان لجمع 

البیانات. 
النتائج: انتشار القلق من علاج الأسنان5.02%، في  حین  انتشار القلق  الشدید.  أخذ المخدر الموضعي (%6.42) 
حفر الأسنان ( 3.12٪) كانت الأكثر ارتباطا بالقلق. وكانت أفضل تنبؤ للقلق من علاج الأسنان من ھذه الدراسة، في 

ترتیب تنازلي، العمر والتعلیم والحالة الاجتماعیة مع المساواة بین الجنسین. 
الخلاصة الفرز السریع ان یمكن أن نطبق ھدا المقیاس   بشكل روتیني على مرضى الأسنان المحتملین لتحدید مستوى 
القلق. ویمكن  بعد  ذلك  أن یستھدف  ھؤلاء المرضى باستراتیجیات غیر دوائیة أو دوائیة مناسبة لجعل تجربتھم اثناء 

العلاج ممتعة قدر الإمكان.
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INTRODUCTION
Dental anxiety is the abnormal fear of receiving dental 
care and also a subjective state of feelings that is 
associated with impending danger even when the 
stimulus or threat is not immediately present or readily 
identifiable.1 Anxiety is a physiological and 
psychological state characterized by cognitive, 
physiological and behavioral components.2  Dental 
anxiety  has been ranked fifth among commonly 
feared situations.3  Factors that  have  been 
consistently  linked with a greater incidence of dental 
anxiety  include personality characteristics, fear of 
pain, past traumatic dental experiences and the 
influence of dentally anxious family members.4,5

The fear of pain has been strongly linked to the 
development of dental anxiety and to the avoidance of 
dental treatment. Despite the technological advances 
made in modern dentistry, anxiety about dental 
treatment and the fear of pain associated with it 
remain widespread .6 Dental anxiety has an impact on 
the burden oral diseases and oral health seeking 
behaviour. It is the most common  reason for not 
attending the dental clinic.7 Dentally anxious 
individuals tend to avoid regular and conventional 
care, and thus rely on self-care, emergency services 
and traditional or alternative  remedies to relieve 
dental pain .8 It  partially limits or completely prevents 
the utilization of oral healthcare services and it 
increases the prevalence of dental diseases .9 

There is a general agreement that dental anxiety is 
acquired at a young age especially during 
adolescence.10  Locker et al.11 found that prevalence 
of dental anxiety  increased only marginally between 
the ages of 15 and 18 years. Many cross-sectional 
studies have documented that the prevalence of 
dental anxiety reduces with age.12-14  Similar declines 
in other general and specific phobias with age were 
also found in this study.  There are higher prevalence 
rates for dental anxiety in females and15 poorly 
educated people from lower socio-economic 
backgrounds .16 

A wide range of validated questionnaires have been 
used to assess dental anxiety. These include the 
Modified Dental Anxiety Scale (MDAS), the Dental 
Concerns Assessment (DCA)  and the Index of Dental  
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Anxiety and Fear (IDAF-4C+). The MDAS is 
considered to be a simple method for quantitative 
assessment and it is a valid and reliable instrument.17 
Dental anxiety  has a high prevalence in many 
western countries.18,19  In Nigeria however , limited 
studies20,21  have been conducted in this field thus to 
determine the prevalence of dental anxiety with its 
socio-demographic correlates. Only one study was 
identified that used the MDAS as a screening tool. 
The aim of this study therefore was to assess the level 
of dental anxiety in dental patients attending the 
Lagos State University Teaching Hospital, Ikeja using 
the MDAS.

MATERIALS AND METHODS
This cross-sectional study was conducted at the 
Lagos State University Teaching Hospital,  Ikeja.  

Sample size
The sample size was calculated using a formula for 
cross sectional studies:   N= Z pq/ d2. Using a 
prevalence value of 7.3% from a similar Nigerian 
study,21 a sample size of 53  was determined. One 
hundred and twenty two subjects were however 
recruited for the study to increase the power of the 
study.

Sample selection
The subjects for the study were recruited from patients 
on treatment appointment at the Dental clinic of 
LASUTH.  A simple random sampling technique was 
utilized to recruit the respondents. The sampling frame 
was the attendance register for each day and the 
balloting method was utilized in selecting the study 
subjects. A total of 122 questionnaires were 
administered during the study on subjects who met 
the informed criteria and gave their informed consent.

Inclusion and exclusion criteria
Included in the study were patients who were 18 years 
old and above and were willing to give their informed 
consent. Those who were unwilling to give their 
informed consent, patients who had obvious anxiety 
disorders and those who were debilitated were 
excluded from the study.

Data collection
A  structured  interviewer  administered  questionnaire 
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with the mean MDAS scores. A 95% confidence 
interval and a 5% level of significance were adopted.

RESULTS

Socio-demographic characteristics
Female respondents made up 50.8% in the study 
while male respondents made up 49.2%. The 
highest percentage of respondents was in the 31-40 
years age group making up 29.5% of the 
respondents, while those aged 21-30 years were 
27.9% making up the second largest category.  
Majority of the respondents (59%) had a university 
education while single subjects (54.1%) made up the 
largest percentage. 

Prevalence of dental anxiety in the studied 
population using MDAS
The prevalence of dental anxiety was 20.5% while the 
prevalence of extreme dental anxiety was 4.1%.  For 
the responses to the 5 questions in the MDAS, having 
a local anaesthetic (MDAS≥15 =24.6%) and having a 
tooth drilled (MDAS≥15= 21.3%) were most 
associated with dental anxiety while sitting in the 
waiting room (MDAS≥15= 11.5%) and having scaling 
and polishing done (MDAS≥15=8.2%) were least 
associated with dental anxiety (Table 1).

was used for data collection. 
The questionnaire consisted of questions on 
socio-demographic items including sex, age, and 
level of education, as well as the level of anxiety 
using the MDAS.

Anxiety questionnaire
The MDAS is a  5-item questionnaire which measures 
dental anxiety on a 5 scale standardized answer 
scheme with  responses ranging from 1(Not anxious) 
to 5 (Extremely anxious), with 25 being the maximum 
obtainable score by a respondent. The first 2 
questions focused on the anticipation of dental 
treatment while the last 3 focused on aspects of dental 
treatment. These subjects were further divided as 
being dentally anxious and extremely anxious about 
going to see the dentist based on the MDAS scores of   
≥15 and ≥19 respectively.

Data analysis
Data analysis was performed using 
SPSS (version 20 ,SPSS, Chicago Ill.). Descriptive 
statistics such as mean and standard deviation 
(SD) for continuous variables and frequency and 
percentage for categorical variables were 
determined. The Anova test was used to 
compare the socio-demographicvariables of 
patients such as gender, age and education levels 
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DISCUSSION
Dental anxiety have been reported to be 
similar, irrespective of country, culture and 
other living conditions of patients.22 The  
prevalence of dental anxiety has been shown to 
range between 4 and 23.4%.23 This study found a 
prevalence of dental anxiety of 20.5%  and a 
prevalence of extreme anxiety of 4.1%. The mean 
MDAS in this study was 11.5±5.8. This mean value 
was lower than that of a previous Nigerian study 
with a mean MDAS of 12.03±4.3.21 This could be 
due to a higher proportion of tertiary educated 
respondents in our sample.
There were more female respondents (50.8%) in 
this study. Female respondents in this study had 
higher MDAS scores  than males and were more 
severely anxious even though the association 
was not statistically significant. This was generally 
in agreement with previous studies. 
Epidemiological investigations have consistently 
revealed that a greater proportion of females have 
specific phobias more than males. Some studies 
have even shown a prevalence of dental anxiety 
approximately twice as high for females as 
for males.24,25 Women  have lower pain thresholds 
and less tolerance for pain and may be more open to 
expressing fears than men. Similarly, females tend to

Relationship between Socioeconomic 
demographics of patients and mean 
MDAS scores

The gender of the respondents was associated 
with dental anxiety with female respondents 
exhibiting more anxiety than males. This association 
was however not statistically significant. (P =0.054). 
The level of education of the respondents was 
significantly associated with dental anxiety 
(P=0.001) with respondents with primary education 
having the greatest level of dental anxiety. The 
age of the subjects was also significantly associated 
with dental anxiety =0.000. Respondents in the 
21-30 years age category had the highest level of
anxiety. Single respondents also had the highest level
of anxiety (P= 0.036)(Table 2).

Frequency breakdown of mean MDAS 
scores and percentage with MDAS ≥19
The mean MDAS score was higher in females (11.6± 
6.2) than males (11.31 ±5.1). About 4.83% of females 
had MDAS ≥ 19 the highest mean MDAS score (12.3 
± 5.2) was in the 21-30 age category. Single 
respondents had the highest mean MDAS scores 
(12.3±5.3) Subjects with primary educational 
qualification also had the highest mean MDAS 
scores (13.0 ±6.6)(Table 3). 
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dental anxiety. This was also consistent with the 
findings of Hallstrom and Halling30 who reported a 
higher prevalence of dental anxiety among individuals 
of lower education level and social class. Moore et al.  
similarly found both low education and low income to 
be risk factors for moderate dental anxiety. People 
from lower socio-economic backgrounds experience 
poorer physical health, more psychological problems 
and have reduced access to resources.30 These 
variables were however not significantly related to 
extreme dental anxiety.
The most common stimuli associated with dental 
anxiety are typically injections, the sound/sight/smell 
of the drill or hand piece, and pain associated with 
dental treatment. Individuals who are fearful of specific 
stimuli can readily identify the aspect(s) of dentistry 
they find most aversive.31 Having a tooth drilled and 
anticipating a local anaesthetic injection elicited the 
highest mean MDAS scores in this study while sitting 
in the waiting room and having scaling and polishing 
done elicited the least scores. A  possible explanation 

seek dental care more often compared to males and 
thus may have more frequent dental visits and 
experience more stressful events during their 
treatment which may make them more susceptible to 
dental fear.
Age was significantly associated with dental anxiety 
and this was most significant in the 21-30 age bracket. 
Younger people have generally been found to be 
more anxious than older people individuals.26-28 This 
could be due to the fear of the unknown since many 
may not have had a previous dental experience. 
Single respondents in this study who were generally 
younger also had higher mean MDAS scores. A 
population-based study by Milgrom et al.29 found that 
33.3% became anxious during adolescence or 
adulthood.
This study demonstrated a high level of dental anxiety 
in respondents with low educational status. This was 
in agreement with  Peretz & Moshonov 28  who found 
that patients  with higher education  levels  had lower 
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for this is that the drill and anesthetic needle are 
associated with anticipation of pain. Local 
anaesthesia is often identified as the major reason for 
pain during dental treatment.32

CONCLUSION
The findings of this study are not 
significantly different from those conducted in 
other climes. It also validates the findings of a 
previous study conducted in Nigeria.21 The best 
predictors for dental anxiety from this study were, 
in descending order, age, education, marital 
status and gender. A rapid screening tool such as 
the MDAS could be routinely applied on 
prospective dental patients to determine their 
level of anxiety. Appropriate non-pharmacologic 
and pharmacologic strategies could then  be 
targeted at vulnerable respondents to make their 
dental experience as pleasant as possible. 
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