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Evaluation of anxiety in a group of adult 2
patients attending a dental surgery unit
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Abstract

Background Dental visits can cause anxiety and fear in some patients. Dental anxiety is considered a state of
apprehension tied to a sensation of a loss of control and linked to a feeling that something “terrible” might happen
during the dental treatment, this generates discomfort in the patient promoting that some of them avoid the dental
visit, which in turns delays seeking treatment thus worsening the prognosis of oral diseases, for this reason the
objective of this study is to determine the prevalence of anxiety among individuals attending an initial consultation at
a dental surgery unit.

Methods The selection of patients was performed during the initial consultation carried out in the Medicine, Surgery
and Oral Implantology unit and the following data was registered: hemodynamic parameters (blood pressure, heart
rate and oxygen saturation), weight, pain associated to the patient’s reason for consultation, past dental experience,
also State-Trait Anxiety Inventory/State-scale (STAI-S) and the modified dental anxiety scale (MDAS) questionnaire was
applied to determine the level of anxiety. A descriptive analysis, Mann Whitney test, one way ANOVA, and two-way
ANOVA were executed for the statistical analysis.

Results The sample consisted in 143 patients, 81 women and 62 men, the average age was 27.37 years old, a
statistically significant difference was found in the average scores of anxiety between the group of men and women
(p <0.05); being the average of anxiety (STAI-S and MDAS) higher in women. A statistically significant difference was
found between the values of STAI-S and the pain characteristic, finding that anxiety was higher when the patient had
pain at the time of consultation (p=0.001), although this was not found with the values of MDAS.

Conclusion The results of this study show that dental anxiety remains a significant issue for almost one third of the
sample studied, anxiety is higher in women and may not be linked to previous negative dental experiences.
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Background

Dental visits can generate anxiety and fear in some
patients. Dental anxiety is considered a state of appre-
hension tied to a sensation of loss of control that is linked
to feelings that something terrible might happen during
the dental treatment, conversely, dental fear is consid-
ered a normal emotional reaction to one or more specific
threatening stimuli related to the dental practice [1]. A
recent meta-analysis estimates the global prevalence of
dental fear in adults to be 15.3% for any level of fear and
12.4% for high levels of dental fear [2]. The prevalence of
dental anxiety is between 4 and 42.1% [3—7]. Sometimes
the epidemiologic studies where the prevalence of den-
tal anxiety is evaluated might use the terms anxiety and
dental fear in an interchangeable manner [1], therefore
obtaining the exact prevalence of each one is difficult
[1, 2, 7, 8]. Different instruments have been designed to
evaluate a patient’s level of anxiety and fear, these vary
from a simple question to scales more complex, the most
commonly used instruments include the modified den-
tal anxiety scale (MDAS), the dental anxiety scale (DAS),
the dental fear scale (DFS), the state trait anxiety inven-
tory (STAI), among others [1, 2, 7, 8]. This variability in
instruments could also explain the differences in anxiety/
fear prevalence observed across various studies [2].

The etiology of dental anxiety is multifactorial and
among them are: negative experiences in previous dental
treatments, socioeconomic factors, the attitude and pre-
vious anxiety of the patient’s parents, the character and
personality of the patient such as shyness and/or tenden-
cies to negative emotions and other psychological disor-
ders [9].

Anxiety triggers the autonomic nervous system, lead-
ing to an increase in involuntary bodily functions such
as blood pressure, heart rate, gastrointestinal hypermo-
tility, and cardiac expenditure [10]. All these symptoms
generate discomfort in patients, contributing to the
avoidance of dental consultations for some individuals.
Consequently, this avoidance may delay seeking dental
treatment, worsening the prognosis of oral diseases, and
creating a vicious cycle [11]. Not obtaining dental treat-
ment at the appropriate time may lead to an increase in
disease severity, requiring more complex treatment, and
consequently heightening the patient’s anxiety [12]. Addi-
tionally, a patient with dental anxiety that is not properly
managed may have other types of inconveniences such
as a decline in the threshold of pain, an increase in treat-
ment complications, decrease in the time of recuperation
and a heightening in post operatory pain [10].

Dental anxiety not only concerns patients but also
generates challenges on dentist causing a decrease in
patient’s collaboration, increase in treatment’s time and
the potential to make an incorrect diagnosis and/or
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treatment for instance an erroneous pulp vitality assess-
ment or mistakes in treatment planning [11].

Given the importance of assessing levels of dental anxi-
ety in patients, the objective of this study is to determine
the prevalence of anxiety among individuals attending an
initial consultation at a dental surgery unit.

Methods

Study sample

A descriptive cross-sectional study was carried out in
the Medicine, Surgery and Oral Implantology unit at the
Dental Hospital University of Barcelona (Hospital Odon-
tologic Universitat de Barcelona), during January 2022
to July 2023, with the previous approval of the Hospi-
tal’s ethical committee (CEIm HOUB- approval number
18/2018, Acta 26-6-2018) and according with principles
established in the Helsinki declaration. The sample size
was calculated to determine the prevalence of den-
tal anxiety in patients attending an initial consultation.
Assuming an estimated anxiety prevalence of 10% [13],
a 95% confidence level, and a 0.05 precision, the sample
size was determined using the formula for proportions:
n=Z7%p-(1-p)/d*® [14]. The minimum required sample
size was calculated to be 138 participants.

Inclusion criteria: Individuals 18 years old or older,
from both genders that wished to voluntarily participate
in the study and that required the extraction of third
molars.

Exclusion criteria: Individuals with systemic diseases
classified as ASA III or IV that contraindicate the proce-
dure, pregnant women, individuals who did not under-
stand or could not respond to the questionnaire, patients
needing extraction of a tooth other than a third molar or
more than two third molars simultaneously, and those
who have had a third molar extraction within the past
twelve months.

Study design

The process of patient selection was performed dur-
ing the initial consultations in the Medicine, Surgery
and Oral Implantology unit applying the inclusion and
exclusion criteria. The individuals who met the general
requirements were carefully informed about the study’s
details and procedure; they were also given an informa-
tion sheet about the study. The patients who agreed to
participate in the investigation signed an informed con-
sent. The same day, once the patient's anamnesis was
completed, hemodynamic parameters were taken (blood
pressure, heart rate and oxygen saturation) using a vital
signs monitor (Welch Allyn Spot Vital Signs LXi, Welch
Allyn, NY, USA), the patient’s weight was registered, pre-
vious dental experience was determined with a question-
naire and assessment of pain associated with the reason
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for consultation was recorded using a visual analogue
scale (VAS).

During oral exploration the Simplified Oral Higiene
Index (OHI-S) and the decayed, missing and filled teeth
index (DMFT) were evaluated and registered. Addition-
ally, a STAI-S and MDAS questionnaires were provided
to determine the level of anxiety. In this initial consulta-
tion, only anamnesis and examination were conducted;
no other treatments were administered.

Questionnaires
The state-trait anxiety inventory (STAI)
The State-Trait Anxiety Inventory [15] is used to mea-
sure through an auto evaluation the presence and sever-
ity of the actual symptoms of anxiety and the generalized
tendency to be anxious, the inventory is composed of
two scales: a state and a trait questionnaire, the Anxi-
ety State scale (S-Anxiety) assesses the current state of
anxiety, asking how the evaluated individual feels “in this
moment’, using items that measure subjective feelings of
apprehension, tension, nervousness, worry and activa-
tion/excitement of the autonomic nervous system [16].
The Anxiety Trait scale (T-Anxiety) evaluates relatively
stable aspects of “anxiety tendency” that includes general
states of calmness, confidence and security. Each inven-
tory consists of 20 questions with 4 possible answers and
a score from 0 (nothing) to 3 (a lot) and the total scores
can go from 20 to 80 points [15], the present investiga-
tion only used the Anxiety State scale. A cut point value
of 39 to 40 points has been suggested to detect clinically
significant symptoms in the Anxiety State scale; however,
other studies have suggested a higher cut point value, of
54 to 55 for older adults. The Spanish version of the STAI
has been validated, achieving a Cronbach’s alpha reliabil-
ity of 0.90 [17].

The modified dental anxiety scale (MDAS)

The modified dental anxiety scale (MDAS) is an auto
evaluation questionnaire about dental anxiety that con-
tains 5 items, each one with 5 possible answers that
reflects in order an increase of anxiety (no anxiety to
extremely anxious), the total score can go from 5 points
to a maximum of 25 points. The lower limit to define an
individual with extreme anxiety is 19 points and to define
the presence of anxiety the score must be higher than
10 points [2, 18]. The internal reliability of the spanish
MDAS ranges between 0.80 and 0.85 [19].

Visual analogous scale (VAS)

A visual analogous scale was used where 0 represents no
presence of pain and 10 the presence of the worst imag-
inable pain [20], the patient marked on the line the level
of pain perceived at the time of consultation. The marked
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position on the line was measured in mm and a value was
assigned that ranged from 0 mm to 10 mm.

Previous dental experience

The following question was asked: “What would you say
has been your previous experience at the dentist?” with
three possible answers Good, Average or Bad. The patient
classified the experience as “Good” when the reason for
consultation was resolved satisfactorily and no complica-
tion or unpleasantness was perceived during treatment/
evaluation; “Average” when the treatment was performed
but certain inconvenience was felt due to the unpleasant
sensation perceived during treatment/evaluation; and
“Bad” when the patient experienced significant pain dur-
ing treatment/evaluation or when the reason for consul-
tation remained unresolved.

Statistical analysis

The results are presented as frequencies, percentages,
mean, and standard deviation. Differences in means
between groups were assessed using one-way ANOVA.
In cases where the data did not follow a normal distri-
bution, the Mann-Whitney test was employed. Interac-
tion between variables was analyzed using a two-way
ANOVA. A significance level of a=5% was applied to
all analyses. The Statistical Package for Social Sciences
(SPSS) version 28.0 (IBM corporation, Armonk, NY,
USA) was used for data analyses.

Results

The sample consisted of 143 patients, 81 (56.64%) women
and 62 (43.36%) men, no statistical difference was found
between the proportion of men and women (p=0.112),
the mean age was 27.37 years old, 124 (86.71%) individu-
als referred that their previous experience at the dentist
was “good” and 92 (64.34%) patients of the total sample
went to the dentist less than 6 months previous to the
current consultation, the most common type of last treat-
ment received by 78 (54.55%) patients was an evaluation
or a regular check-up, the characteristics of the sample
are shown in Table 1; Fig. 1.

The mean score of anxiety STAI-S of the sample was
35.07, 43 (30%) of the patients had a score greater or
equal to 39 which is indicative of anxiety. The mean
MDAS score was 10.95, with scores between 10 and 18
points (mild anxiety) in 80 (55.94%) of the individuals
and scores greater or equal to 19 points (extreme anxiety)
in 7 (4.90%) individuals.

The outcome of anxiety STAI-S for women was 36.7
and 32.9 points for men, finding a statistically significant
difference between the groups (p=0.006; Z=-2.742); the
level of anxiety (STAIL-S) being higher in women. The
average score of anxiety MDAS in women was 11.8 and
in men was 9.7, a statistically significant difference was
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Table 1 Characteristics of the sample
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Gender Age Total
Women Men 18-27 28-37 38-47 >48
n 81 62 40 10 5 143
Age 2700+£874 27.85+958 NA NA NA 2737 £9.09
Weight (Kg) 61.01£1208 87.74+11506 7538+97.79 6740+1369 7240+16.16 6580+ 1397 6647 +13.37
Systolic Blood pressure (mmHg) 114+9 123+13 118 £11 11612 11718 126 + 25 118+12
Diastolic Blood pressure (mmHg) 75+6 78 +8 76+8 75+6 78 +5 80+7 76+8
Heart rate (bpm) 79+ 11 72+13 76+13 76+ 14 74+9 83+ 11 76+13
Oxygen Saturation (%) 98 +2 98 +£2 98 + 2 98 +2 98 +1 97 £2 98
OHI-S 0.65+0.78 0.76 +0.84 0.63+0.80 0.78 +£0.80 063+0.72 1.19+0.98 0.71+£0.82
DMFT 2 2 3 2 5 1
VAS 1.31+£233 124 £247 135+242 1.25+2.56 0.75+147 138+234 127 £2.39
High Blood Pressure* 7 [8.64%) 19 [30.64%] 17 [19.3%] 5[12.5%] 2 [20%)] 2 [40%)] 26 [18.2%)
Previous Diagnosis of Hypertension* 1 [1.23%)] 2 [3.22%]) 111.13%] 0 [0%)] 0 [0%)] 2 [40%)] 3[2.09%)]

*Data presented as frequency and percentage

found between the groups (p<0.001, Z=-3.370), women
had a higher level of anxiety (MDAS) than men (Table 2).
The age variable was distributed in ranges of 10 years,
as follows: 18 to 27 years old, 28 to 37 years old, 38 to
47 years old and 48 years and older (Table 2), no signifi-
cant difference was found when analyzing the variables
age and values of STAI-S and MDAS (p=0.48, F=0.825;
p=0.536; F=0.729 respectively). When evaluating the
variable anxiety and level of education no significant dif-
ferences were found for STAI-S (p=0.858; F=0.255) and
for MDAS (p=0.655; F=0.541), values can be found in
Table 2. The results of oral hygiene and anxiety were eval-
uated (Table 2) and no significant differences were found
between them; considering that only one individual had
a poor hygiene score, the analysis was solely performed
with the categories good and fair STAI-S (p=0.519;
Z=-0.644) and MDAS (p=0.256; Z=-1.136). When con-
ducting the factorial analysis of STAI-S, MDAS, gender,
and OHI-S categories (as shown in Table 3), no signifi-
cant interactions were observed among them as indi-
cated by the global results (STAI-S p=0.061; MDAS
p=0.220), however, when performing multiple pairwise
comparison a significant difference was found between a
higher STAI-S score in women and a OHI-S good classi-
fication (p=0.001), also a significant difference was found
between a higher MDAS score in women and an OHI-S
good classification (p=0.003) and an OHI-S fair classifi-
cation (p=0.026).

Heart rate was classified as normal and high (Table 2),
no difference was found between the anxiety scores and
the heart rate classification STAI-S (p=0.361; Z= -0.914)
and MDAS (p=0.168; Z= -1.379), also not significant dif-
ference was found between the anxiety values and the
classification of high-normal blood pressure and opti-
mal-normal blood pressure (STAI p=0.270 Z= -1.103;
MDAS p=0.08 Z= -1.750) Table 2; the classification
used is based on the most recent international guidelines

for hypertension (high-normal blood pressure: systolic
>130mmHg and or diastolic 285mmHg) [21, 22].

A significant difference was found between the values
of STAI-S and the pain variable, being anxiety higher
when the patient had pain at the time of consultation
(p=0.001; Z=-3.248), although this was not found with
MDAS values (p=0.144; Z=-1.460) Table 2. However,
upon conducting multiple pairwise comparisons involv-
ing the variables gender and pain (Table 3), a statistically
significant difference was observed. Specifically, there
was a significant difference between anxiety levels (STAI-
S and MDAS) and the absence of pain in women, indicat-
ing that anxiety is significantly higher in women without
pain (STAI-S p=0.012; MDAS p=0.008). It was also ana-
lyzed if there was any interaction between the variables
anxiety, time passed since the last dental consultation
and treatment received at the last dental visit and no stat-
ically significant interaction was found (Table 4).

Discussion

The results of the present study indicate that 30% of the
sampled population exhibited anxiety, as measured by
the STAI-S scale. Among them, 55.94% experienced
mild anxiety, while only 4.9% reported extreme anxiety,
as assessed by the MDAS scale. This finding is consis-
tent with studies conducted in India [6] and the United
States [3] where 4% and 7% of their sample had MDAS
scores > 19 points. It is important to note that 86% of the
individuals in the current study reported that their past
dental appointment was rated as “good’, furthermore,
most of these individuals only underwent an evalua-
tion or check-up during their last dental visit, therefore
it can be interpreted that the anxiety showed at the time
of the present study was not related to recent past nega-
tive dental experiences. Another finding of this investiga-
tion is the difference in anxiety scores between men and
women, with women exhibiting higher levels of anxiety.
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Previous dental experience

1%

m  Good m Average mBad

Last dental visit

m <6months m 6a 11 months = 12months ormore

Fig. 1 Sample characteristics regarding the dental consultation

This observation aligns with results from other studies [3,
7, 12, 23, 24]. In the literature, various theories explain
the difference in anxiety disorder prevalence between
men and women, typically categorized into psychoso-
cial and biological factors; a recent systematic review
[25] highlights that psychosocial factors, such as gender
socialization, may partly influence psychosocial traits,
making them risk factors for women and protective fac-
tors for men, with higher adherence to femininity linked
to increased anxiety in women; however, it’s important
to consider that research may be biased towards men,
as many men adhering to gender norms may prefer self-
sufficiency and avoid seeking help, potentially resulting
in a lower reported proportion of men with anxiety in
scientific studies [25]. Within the biological factors, the

m Evaluation/Check-up
m Surgery
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Last dental treatment

1% 1%

m Hygiene m Restorative

m Orthodontic m Endodontic

m Prosthodontic

Reason for exodontia

1%
83%

m Orthodontic =

= Pain Carieslesion =  Others

studies show that anxiety is determined by genetic fac-
tors (methylation of the SLC6A4 gen is higher in women
when compared to men, which could be the base of a dif-
ferential expression in the serotonin transporter SERT
in women, this generates a greater prevalence of somatic
disorders, since the serotonin pathway helps in mood
regulation [26]), hormonal factors ( hormonal fluctuation
in progesterone, estrogen and oxytocin [25]) and/or neu-
roanatomic factors (in women the central left amygdala is
activated with stimuli and negative emotion in contrast
on men is activated with positive emotion, which could
have implications in emotional regulation [27]).

In the present investigation no significative difference
was found between the variables anxiety and age, which
is consistent with other studies [4, 12, 28]. However,
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Table 2 Distribution of STAI-S and MDAS results by gender, age, level of education, OHI-S category, heart rate, blood pressure and

pain
n % STAI-S Pvalue MDAS P value
Gender*
Women 81 56.64 36.7 (20-58) 0.006 11.8 (5-22) <0.001
Men 62 43.36 32.9(20-62) 9.7 (5-23)
Age**
18-27 88 61.54 3594+ 962 048 10.60 £ 3.84 0.536
28-37 40 2797 34.00 +9.08 11.70 £ 3.85
38-47 10 6.99 3370+ 828 11.00 £ 3.80
>48 5 3.50 31.00 +6.28 11.00£533
Level of education**
Primary 5 3.50 3540 + 6.66 0.858 11.60 £5.22 0.655
Secundary 79 55.24 3563+9.96 10.58 +3.73
Universitary 37 25.88 3405717 1146 £343
Vocational education and training 22 15.38 34.68 + 10.06 11.27 +4.84
OHI-S*
Good (0-1.2) 107 74.82 35 (20-62) 0519 10 (5-22) 0.256
Fair (1.3-3.0) 35 2448 33(20-51) 11 (5-22)
Poor (3.1-6.0) 1 0.70 54 (54) 23(23)
Heart rate (bpm)*
Normal (<80 bpm) 88 6154 34 (20-58) 061 10 (5-23) 0.168
High (>80 ppm) 55 3846 36 (20-62) 11(5-22)
Blood Pressure (mmHg)*
Optimal-Normal 117 81.82 35.0 (20-58) 0.270 9.0 (5-20) 0.08
<129/84
High-Normal >130/85 26 18.18 31.5(20-62) 11.0(5-23)
Pain*
Absence (0 EVA) 99 69.23 33.5(20-57) 0.001 10 (5-23) 0.144
Presence (>0 EVA) 44 30.77 38.5(20-62) 11 (5-22)
Total 143 100 35.07£929 10.95 + 3.88 (5-23)
(20-62)

*Data presented as median (range)
**Data presented as mean + standard deviation

Table 3 STAI-S and MDAS distribution by OHI-S category- gender and pain- gender

Gender n STAI-S p value* MDAS p value*
OHI-S Category
Good Women 61 37.74+£9.18 0.001 1156 £3.63 0.003
Men 46 3193+9.19 946 +3.29
Fair Women 20 33.65+£832 0.789 1270 £4.52 0.026
Men 15 3447 +7.51 9.93+298
Total 142 3494 +£9.18 10.87 £3.76
Pain
Absence (0 VAS) Women 54 3557 +9.04 0.012 1161 +3.66 0.008
Men 45 31.02+£834 9.58 +3.75
Presence (>0 VAS) Women 27 39.04 + 894 0.675 12.30+£4.30 0.098
Men 17 37.88+959 10.35 £ 3.20
Total Total 143 35.07£9.29 10.95+£3.88

*Multiple pairwise comparison

there was a tendency to lower scores of anxiety as age
increased. It is worth noting that the number of individu-
als above 37 years old in this study is lower due to the type
of intervention that the participants sought. The aver-
age age of patients experiencing discomfort generated

by the eruption of third molars and/or are interested in
the extraction of third molars generally falls between 25
and 34 years old [29-31]. Similarly, no significant dif-
ference was found between the variables anxiety and
oral hygiene, this could be attributed to the fact that the
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Table 4 STAI-S and MDAS distribution by type of treatment received in the last dental visit and time passed since the last dental

consultation

Type of treatment Time passed since the last dental consultation n STAI-S p value* MDAS p value*
Evaluation/Check-up <6 months 58 37.14 +£10.34 0.66 11.36+4.52 0.233
6to 11 months 13 37.08+8.17 0.270 12.00+ 3.24 0.133
> 12 months 7 32.57+10.84 0.958 11.14+ 296 0.882
Treatment** <6 months 34 3344+ 828 0.66 10.35+ 3.51 0.233
6to 11 months 14 33.14+ 1048 0.270 9.71£3.29 0.133
> 12 months 17 3235+4.74 0.958 10.88+ 3.44 0.882
Total 143 35.07+9.29 10.95+ 3.88

*Multiple pairwise comparison

**Treatment (includes Hygiene, Restorative, Surgery, Orthodontic, Endodontic, Prosthodontic)

sample mainly comprised young patients with good oral
hygiene, also 28% of the sample had a hygiene treatment
as their last treatment resulting in minimal fluctuations
in values. This finding does not align with the study by
Hofer et al., which found a correlation between plaque-
induced gingivitis and higher levels of anxiety. They
attributed this to the patients’ ambivalence toward main-
taining optimal oral hygiene, despite adhering to regular
dental hygiene recall appointments [32]. It is important
to mention that when a multiple analysis comparison
was performed a statistically significant difference was
found between a higher MDAS score, female gender, and
a good and fair oral hygiene status, which points out once
more the orientation of a higher anxiety level in women.
No significant difference was found between groups with
high heart rates, normal heart rates, and anxiety scores.
The average heart rate was 76 bpm, which is lower than
reported in other studies [33—35]. This may be because
the patients only had a consultation and no other dental
treatments on the same day, which probably minimized
their stress and prevented activation of the autonomic
nervous system. In contrast, other studies involved den-
tal treatments on the same day as data collection, which
could have influenced their results. When evaluating the
variables blood pressure and anxiety, no significant dif-
ferences was found between the patients with high blood
pressure, optimal blood pressure and anxiety scores.
It is important to highlight that the amount of patients
with high-normal blood pressure is an 18.2% of the total
sample and only 3% was previously diagnosed with high
blood pressure. According to the International Society
of Hypertension, 10 to 30% of individuals who visit a
clinic for high blood pressure have white coat hyperten-
sion, while 10 to 15% have masked hypertension [21], this
could coincide with the finding in the present investiga-
tion. Nonetheless, the European Society of Hypertension
[22] in their latest hypertension management guide, rec-
ommend the performance of an opportunistic screening
in all adults for the early detection of hypertension since
many individuals are not aware of having this condition,
furthermore to confirm hypertension they recommend

doing the measurement in the clinic in at least 3 differ-
ent visits and these data can be combined with house
measurements to help determine if the changes in mea-
surement are due to the white coat phenomenon, in the
present study the patient was informed when they pre-
sented higher values of blood pressure and they were
advised to attend their primary health care center for fur-
ther assessment and following.

Statistically significant difference was found between
a higher STAI-S score and the presence of pain, this can
be related with the results obtained by Kankaanpad y col
[36]., they observed that pain’s threshold and tolerance is
lower in patients with dental anxiety or dental fear, they
also concluded that women had lower tolerance to pres-
sure pain and a lower pressure pain threshold compare to
men when this was associated to dental anxiety or dental
fear as well as fear of anticipation and treatment, whereas
for men lower tolerance for pain was associated to dental
anxiety or dental fear. Additionally, in the present study
higher scores of anxiety were found in the women group
with absence of pain, which can be explained by the gen-
eral tendency of women to present higher anxiety scores
as a whole.

The limitations of the present investigation are the
sample size and the small representation of individuals
in the 38 years and older age range, which can gener-
ate less information to analyze and correlate with anxi-
ety scores, since previous dental experience and hygiene
status tend to change as age increases. Additionally, only
patients undergoing third molar extraction were included
to ensure consistency in the type of treatment across the
sample, standardizing patients’ expectations of the pro-
cedure. Third molar extraction is also the most common
procedure in oral surgery and is frequently more com-
plex, involving a flap, coronectomy, bone removal, or root
separation. Given its complexity, it is often a new experi-
ence for patients, which may affect their anxiety levels.
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Conclusion

The results of the investigation reveal that one-third of
the sample experienced anxiety according to the STAI-S
scale, while half of the sample had mild anxiety based on
MDAS scores. Anxiety levels were higher among women,
but this was not associated with prior negative dental
experiences. Additionally, patients with anxiety reported
higher levels of pain, although their heart rates were not
affected by anxiety scores.
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