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Abstract
Background: Many patients and clinicians consider dental fear to be a major challenge. Knowledge about
dental students’ own experiences with dental anxiety is very important. The present study, therefore,
aimed to examine the levels of dental anxiety and fear among students in relation to their field of study
and gender.
Methods: This cross-sectional study involved 720 (360 women and 360 men) recruited from the College
of Dentistry and the College of the Humanities and Social Sciences at the University of Science and
Technology in Sana'a, Yemen. Corah’s Dental Anxiety Scale (DAS) and Dental Fear Survey (DFS) were
used to measure anxiety and fear among the study population. Spearman's correlation was applied to
analyse the relationships among the anxiety measurements and the relationship between the DAS and
DFS tests. Chi-square tests and linear regression analyses were applied to analyse the associations
between dental anxiety or fear and contextual variables.
Results: Out of the 720 students enrolled, 713 students (354 men and 359 women) completed and
returned the questionnaire, yielding a response rate of 99.03%. The associations among dental anxiety
measurements and the DAS and DFS was statistically significant ( p < 0.01). Students from the dental
colleges had less anxiety and fear than did those from the humanities and social sciences college ( p <
0.05). Men were less anxious and fearful than women ( p < 0.05). Dental anxiety and fear were more
associated with women than were other contextual variables [for fear (OR = 1.14, p = 0.001); for anxiety
(OR = 1.90, p = 0.001)].
Conclusions: Dental anxiety was found to be related to dental fear. Women were more anxious and
fearful than men. Dental students were less anxious and fearful than those from the humanities and
social sciences college. A lack of suitable dental health education may result in higher levels of anxiety
and fear among students from non-dental colleges in Yemen.

Background
Oral health is an important part of general well-being and a substantial public health issue. Despite
increased awareness among dentists as well as patients about preventive methods for oral diseases and
dental equipment revolutions and pain reduction, dental anxiety is still an important problem in clinical
dentistry [1].
Generally, the definition of anxiety is an imaginary threat when we deal with unknown and unfamiliar
processes. Anxiety is also described as a vague, unpleasant feeling that is accompanied by the
premonition that undesirable things are going to happen. Anxiety is a response to a perceived danger that
is unknown to the individual. Fear is a biological reaction to a particular threat and is a reaction to a
known danger or threat [2,3]. Klingberg and Broberg [4] described dental anxiety as a state of
unreasonable and excessive apprehension that something terrible is going to occur in relation to dental
treatment; it is associated with the sense of losing control. Alternatively, Cianetti et al. [1] described dental
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fear as a normal unpleasant emotional reaction in a dental situation to a perceived threat or danger.
Many studies in dentistry frequently reference the concepts of dental anxiety and fear, indicating the
strength of the negative feelings that can accompany dental treatment [1,4, 5].
Dental anxiety associated with dental procedures is a major problem for both patients and dentists
worldwide. Despite the revolutions in dental technologies and materials and improved knowledge, a
significant percentage of patients still suffer from dental anxiety [6]. This anxiety includes apprehension
regarding dentistry and receiving dental care, which normally leads to the avoidance of dental treatment
and poor oral health and may cause the deterioration of oral health-related quality of life [7–9]. Many
investigators have reported that anxious patients have worse periodontal health, fewer filled teeth, and
more decayed and missing teeth than non-anxious patients do [10–12].
Many scales have been used to evaluate the level of anxiety level and dental fear so that appropriate
management strategies can be used. These scales include the Dental Anxiety Scale (DAS), the Modified
Dental Anxiety Scale (MDAS), the Dental Fear Survey (DFS), the Chotta Bheem-Chutki Scale (CBCS), the
General Geer Fear Scale (GGFS), Venham’s Pictorial Scale (VPS), the State-Trait Anxiety Scale (STAI), the
Facial Image Scale (FIS), and the Getz Dental Belief Survey (GDBS) [13–16]. Even though none of these
scales is considered to be the gold standard [11], the DAS [17], MDAS [18], and DFS [19] are the most
frequently used instruments in studies that investigate dental anxiety and fear in populations worldwide
[11, 20, 21].
A widespread literature review reported that the dental anxiety prevalence among different populations
ranged from 2% to 30% depending on the methods applied, the studied individuals, and the cut-off scores
used [1,22–24]. Numerous studies have shown that younger subjects are more likely to have dental
anxiety than are elderly individuals [25,26]. Many researchers have concentrated on studying dental
anxiety in university students [27–37], and the incidence of anxiety ranges from 11% to 27.5% among
students at different universities globally [38–40]. Higher dental anxiety has been reported in non-dental
students than in dental students, which might be because of inadequate dental health education, which
leads to high dental anxiety among undergraduate students from non-dental colleges [27–29], and
additional decreases in dental anxiety have been revealed among dental students during the course of
their dental training [9,41]. Therefore, for these students, it is necessary to study procedures that can
assist them in overcoming such anxiety [28]. Anxiety connected to dental treatment is mystifying for
patients, and treating anxious patients is an important point of concern for dental practitioners. Currently,
there is plenty of evidence of physiological stress indicators that appear during dental treatment, such as
elevated heart rate and increased blood pressure, and thus on which dental experiences provoke similar
responses among patients when procedures are being completed [42]. University students are an
important group to evaluate, as they are upcoming healthcare providers.
“Yemen is still poor developing country, which situated South-West of Arabian Peninsula to Saudi Arabia
Kingdom. For most Yemeni people, dental care does not have the same intuitive quality of life dimension
as health care in general”. Additionally, the patient and/or his or her family members may consider dental
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care to be unimportant. They are already burdened with the medical expenses that come from having
chronic illnesses, and therefore, they are reluctant to spend more on dental care. Additionally, the Yemeni
governorates have been grappling with major health problems, such as malnutrition and tuberculosis,
and have high mortality rates; as a result, oral health is not yet regarded as a high priority by the
governorates [43]. Therefore, dental educational or preventive programmes have not targeted Yemeni
populations, and Yemeni populations do not have primary dental healthcare access. Baseline data on
oral health status in Yemen as a whole are sparse.
The need for dental health care in Yemen is increasing and is paralleled by an increasing number of
dental faculties as well as private dental clinics. Many reports have revealed poor oral health among
populations living in Yemen [44–46]. Therefore, dental anxiety and fear affect not only the general adult
population but also university students who are going to become health professionals. However, at
present, only one study has been performed among the Yemeni population [47]. Hence, the current study
assessed dental anxiety levels among medical undergraduate students at Thamar University in Yemen. At
present, the dental literature has insufficient information, as it lacks examination of the correlation of
students’ gender and field of study with dental anxiety levels. No previous studies about this topic have
been conducted among Yemeni undergraduate university students, which prompted us to conduct this
study. Therefore, the present study aimed to investigate dental anxiety levels among undergraduate
students at the University of Science and Technology (UST) in Yemen. In addition, the study explored
dental anxiety and sources of fear in relation to gender and study field, as well as the latter group’s
impact on perceived dental anxiety and fear.

Methods
Study design and location
This was a cross-sectional study based on a random sample of undergraduate students at the University
of Science and Technology (UST) in Sana’a City, Yemen. The UST was selected because it attracts many
students. These students come from Sana’a City and its surrounding neighbourhoods. Sana’a City is the
largest city in Yemen, with approximately 3 million people. Most of the residents are migrants from all
across the country.
The scientific committee of UST approved this study, and the participants’ anonymity was strictly
respected. Participants had a choice to participate in the survey and gave their agreement to participate
by signing a participation form. Data were kept confidential and were used only for the purposes of this
study. The participants were given an information sheet that explained the aims, objectives and methods
of the present investigation.

Sample size and sampling process
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The sample size was calculated to obtain a representative sample of the undergraduate students in this
municipality. The following formula was used to calculate the sample size:
n = z2 x p (1-p) / e2
where: n = desired sample size and P = estimated proportion of the outcome in the target population. A
previous study by Madfa et al. [47] involving medical undergraduate students at Thamar University
reported that the prevalence of dental anxiety was 63%. Therefore, this figure will be used as a reasonable
estimate for incidence among Yemeni students.
e = maximum size of standard error, set at 5%.
z = number of standard deviations = 1.96 for 95% confidence level.
n = (1.96)2 x (0.63) x (1- 0.63) / (0.05)2 = 358 students.
This study was conducted with 720 undergraduate students (360 men and 360 women) from the College
of Dentistry and the College of the Humanities and Social Sciences at UST. The distribution was 360
women (180 dental and 180 humanities and social sciences students) and 360 men (180 dental and 180
humanities and social sciences students); 359 and 354 complete questionnaires were returned,
respectively. The final sample in this study was 713 students.

Data collection
Data collection was performed between February 2018 and April 2019. After an explanation about the
aims and structure of the investigation, all respondents received an identical blank copy of the
questionnaire. The questionnaires were checked to confirm the understanding of the items by the
students, the simplicity of answering the questions and the time needed to fill out the questionnaire. The
questionnaire distribution to the students was done through college authorities.
The DAS and DFS were used in this study. The present study also recorded data regarding participants’
personal information (e.g., gender and field of the study). A draft questionnaire to evaluate dental anxiety
and fear was created in English and then translated into Arabic, which is the national language of Yemen.
Both English and Arabic versions of the questionnaire were tested by language experts many times to
ensure the clarity of the translated version and then verified for face validity by members of the college.
The Arabic version of the questionnaire was then administered to all students, who were told that they
were free to complete it or not.
The DAS contains 4 questions with 5 choices, measured with scores of 1 to 5:
“If you had to go to the dentist tomorrow, how would you feel about it?”
“When you are waiting in the dentist’s office for your turn in the chair, how do you feel?”
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“When you are in the dentist’s chair waiting while he or she gets the drill ready to begin working on
your teeth, how do you feel?”
“You are in the dentist’s chair to have your teeth cleaned; while you are waiting and the dentist is
getting out the instruments which will be used to scrape your teeth around the gums, how do you
feel?”
The scores for each of the 4 questions were summed to find the level of dental anxiety. The overall
maximum score was 20:
a = 1, b = 2, c = 3, d = 4, e = 5 Total possible = 20
Anxiety rating
“5 - 8 = low anxiety”
“9 - 12 = moderate anxiety”
“13 - 14 = high anxiety”
“15 - 20 = severe anxiety (or phobia)"
The DFS consists of 26 questions with four choices, measured with scores of 0 to 3. The scores for each
of the 26 questions were summed to find the level of dental fear. The maximum score was 78. A score of
less than 26 indicates a low fear concern, a score between 26 and 52 is referred to as a medium fear
concern, and a score of 52 or above indicates a high fear concern.

Statistical analysis
All returned forms were coded by a single operator, and the data were checked and entered into a
personal computer. The collected information was investigated using the Statistical Package for Social
Science (SPSS) program (version 21; IBM Inc., Chicago. IL). Descriptive statistics in terms of central
tendency measures, frequencies and charts were used in the data analysis. Spearman’s correlation was
applied to evaluate associations among the dental anxiety measurements. The interrelationships
between the DAS and DFS were examined with Spearman’s correlation. Chi-squared and Fisher’s exact
tests for independence were utilized to check the significance of differences between the measured
variables. Regression analyses were executed to analyse the relationship between the self-administered
questionnaire variables and the recorded response from participants in this study. The significance
threshold for all tests was set at p < 0.05 with a 95% confidence interval.

Results
The prevalence of dental anxiety and fear among the variables are demonstrated in Fig. 1. For dental
anxiety, 38.0% of participants had moderate anxiety, 33.8% had low anxiety and 16.7% had high anxiety.
A minority of respondents reported severe anxiety (11.5%). With respect to dental fear, the majority of the
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sample (64.2%) reported moderate fear, while 32.6% mentioned that their fear level was high. The small
minority of responses (3.2%) stated that their fear level is low. Local anaesthesia injection was the most
fearful situation of all dental procedures (56.6%), followed by the drilling of teeth (49.1%).
Spearman’s correlation was applied to analyse the interrelationships among the dental anxiety
measurements (Table 1). A positive correlation was found among items (p < 0.01). Spearman’s
correlation was also applied to examine the relationship between the DAS and DFS tests, between which
the interrelationships were statistically significant (p < 0.01), as shown in Table 2.
The effects of gender and field of study on the prevalence of dental anxiety and fear are shown in Tables
3 and 4. Women had higher levels of anxiety and fear than did men. There were significant differences
between men and women regarding dental anxiety and fear (p < 0.01). Humanities and social sciences
students revealed higher levels of anxiety and fear than did dental students. There were statistically
significant differences between students in the different colleges (p < 0.01).
For dental students, students from the clinical class showed low dental fear and anxiety when compared
to those from the preclinical class (Table 5). However, there were no statistically significant differences
regarding the year of study of dental students (p > 0.05).
Table 6 displays the results of the linear regression analyses for the overall sample. According to the
regression model, the prevalence of dental anxiety and fear was significantly associated with contextual
variables. There were statistically significant associations between the occurrence of dental anxiety or
fear and the relative factors (gender and field of study) (p < 0.05). Women were more likely to be effected
by dental fear and anxiety [for fear (OR = 1.14, p = 0.001); for anxiety (OR = 1.90, p = 0.001)].
For dental students, no contextual variables were independently related to the outcome in the final model.
There were no statistically significant associations between the prevalence of dental anxiety or fear and
either gender or level of study (p > 0.05), as revealed in Table 7.

Discussion
Dental anxiety is one of the major worries in repetitive dental practice, and it should be handled and
managed in order to ensure appropriate oral healthcare [48,49]. For this reason, the current study was
carried out to assess dental anxiety and fear among undergraduate students at UST University in Yemen
by utilizing DAS and DFS questionnaires.
Many questionnaires and scales have been established to investigate dental anxiety and fear
[27,28,30,32,35,37]. The DAS is perhaps the most commonly used; it is a four-item, multiple-choice
questionnaire that assesses the degree of anxiety. It is very reliable and has established predictive validity
[50,51]. It is extensively applied for clinical purposes and surveys; however, it has been criticized for not
including all aspects of dental fear and because its response alternatives differ between items [52]. The
MDAS contains one more question about dental injection anxiety, with the other 4 questions being
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identical to those in the DAS. The question on dental injection perhaps also replicates the general phobia
of syringes among participants and thus incorporates that phobia with the total score. As the distribution
of any kind of phobia is as of yet unidentified in the young Yemeni population, the DAS was considered to
be the most appropriate measurement for the current study population of students. This scale has been
used in other recent studies [53]. In addition, adaptation tables can be utilized to compare the present
results with the MDAS findings of other studies [54]. Moreover, the DFS questionnaire is comprehensive,
comprising 26 questions; therefore, we used it in this study. The tool can be routinely used by oral health
care professionals on their patients to measure dental fear. The DFS evaluates more stimuli and its
increased comprehensiveness may be favourable for research purposes [55,56]. In addition, the DFS is
more likely to include items describing specific stimuli that fearful patients may find anxiety-provoking.
The high anxiety levels among students from Yemen might result from a lack of dental health education,
which, in turn, might result in poor attitudes and compliance, or such anxiety could be connected to
personality features, fear of pain, dentally anxious family members or peers, or earlier traumatic dental
experiences, especially in childhood. Highly anxious patients are more difficult to deal with, thus leading
to an increase in dental profession-related stress levels [41, 57].
The prevalence of dental anxiety in this study was 55.1%, which suggests that regardless of the
technological advancements of modern dentistry, dental anxiety accompanying dental treatment was still
widespread in the studied population. These findings are consistent with the results found by Saatchi et
al. [58], who reported that dental anxiety was 58.8%. These figures are still higher than those reported in
another study in which dental anxiety was 23% [6]. This difference could be partly due to differences in
methods or to geographical variations. The incidence of dental fear in the current study was 96.8%.
These findings are consistent with other researchers’ findings, which found the prevalence of dental fear
to be 96% [28].
In the general population and among health care professionals, dental anxiety and fear are considered
major, if not commonly encountered, problems. In the current study, we reported relationships between
dental anxiety and fear. Many previous researchers have found that earlier unpleasant dental experiences
may be the most commonly stated single reason for dental anxiety [59–64]. On the other hand, Davey
[65] suggested that a history of positive or neutral dental experiences may act as a buffer against the
development of traumatic associations or experiences. Van Wijk and Hoogstraten [66] proposed that
individuals are likely to exaggerate their fear of dental pain if they have not experienced the specific pain
itself. When patients have experienced to the feared pain, they find it less painful than they expected, and
this might reduce their anxiety levels.
This study noticed that dental students have less dental anxiety and fear than humanities and social
science students. These results are consistent with other reports that dental anxiety in dental students is
less prevalent [28]. A lack of dental education might be an unfortunate factor in anxiety, and thus, dental
anxiety may be related to the field of study, as dental students have more dental knowledge, education,
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awareness, professional development and acquired clinical experience dental than students in other
fields do [67].
In this study, the dental students who were in their last two years of study (clinical class) had lower dental
anxiety than those in their first three years (preclinical class). These findings support those of other
investigators who argued that dental fear and anxiety are reduced as years of study increase [12, 25, 28].
During university study, dental students begin practical training with artificial teeth models in their third
year. Much later in the same year, students move on doing simple treatment procedures on each other,
such as administering anaesthesia. This gives them a gradual level of experience in dental treatment that
the other student group obviously lacks. Some studies have found that behavioural techniques that
contain exposure for patients are most frequently applied to treat patients with phobias. The treatment
decreases the fear of the frightening stimuli by removing avoidance behaviours, and thereby, recurrent
exposure helps patience experience reduced anxiety in situations they formerly feared [68,69]. This is
significant because avoidance behaviours can be seen as a critical mechanism in maintaining phobias.
As in exposure techniques, dental students are gradually be exposed to a hierarchy of potentially anxietyprovoking situations. This might begin with reading dental anatomy and training with dolls and end with
performing dental examinations and administering anaesthesia on other students (including being
exposed to such events). Other reasons for dental anxiety differences might be that dental students from
the preclinical class are more susceptible to stress and anxiety because they are dealing with unfamiliar
study situations. Students who are just beginning their studies can experience extra stress because of the
transitioning challenge from high school to university. Earlier reports have shown that students in earlier
years of study have been found to have higher stress responses than those in later years [41, 70].
Decreasing stress because of settling into university life could be a nonspecific reason that anxiety is
reduced.
Many investigators have stated that dental anxiety is more common in women [6, 33, 71–73]. Our study
results agree with recent studies showing that women exhibit more dental anxiety than men. Both
faculties’ female students displayed greater DAS scores than did male students. These results are in
agreement with those of previous reports [27, 30–37]. This may be attributed to the fact that women are
less emotionally stable than men [74–76]. It has been suggested that women are more vulnerable to
observed danger or threats and that they might express their fears more openly, but men may be more
emotionally tolerant and may hide their anxieties [77]. Nevertheless, some studies have found no
differences regarding sex [27,34,35] and have mentioned that a possible explanation is cultural
characteristics [35]. The reason behind this difference may be that women are more capable of
expressing their feelings of fear. In addition, physiological conditions such as panic, stress, depression,
social phobia, and fear are more common in women, and dental anxiety may be related to such emotions
[71].
Noticeably, the stimuli for fear vary because every individual has unique fear responses because of
different stimuli during dental treatments. Local anaesthesia injection was found to be the most fearful
situation among all dental events, followed by the drilling of teeth. This study revealed that seeing the
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anaesthetic needle and feeling the needle injection and drilling were the most common fears out of all
dental procedures. In the case of local anaesthesia injections, the incidence of extreme anxiety among
students was 56.6%. For the drilling of teeth, however, 49.1% of all students were extremely anxious.
Normally, the phobia of needles is related to age, but it should be considered a separate phenomenon [78]
that is not particular to dental anxiety and is associated with other painful treatments [79]. The results of
our study are in agreement with previous studies that have reported these two procedures as the most
feared by all respondents worldwide [80–82]. The third and fourth most-feared items in the present study
were pain during dental treatment and having instruments in the mouth, respectively.
Undesirable and unsupportive clinician behaviour has been found to be a substantial issue in anxiety
development [83], and more empathic behaviour has been related to reduced anxiety [84]. Students from
dental colleges with dental anxiety are acquainted with the undesirable concerns of unfortunate clinician
behaviour, which might motivate them to work towards a more patient-centred style [85–87].
There are some limitations of this study that should be considered. The present work is a cross-sectional
study; therefore, no causal relationships in the relationship between dental anxiety or fear and the factors
investigated or trends in the frequency of dental anxiety and fear over time can be determined. However,
the present findings could show that educational programme structure can be an important aspect in
reducing fear and anxiety. Moreover, the study used a self-administered questionnaire study, and thus, the
participants might have hidden their true feelings and underreported their dental anxiety and fear or the
unpleasantness they associate with seeking and receiving dental care. Furthermore, the current study
may be limited by the fact that only university students from the UST contributed in this study, which
makes it challenging to generalize our findings to the young Yemeni population. Therefore, further
research on the subject is needed. Although Arabic versions of the DAS and DFS questionnaires were
tested several times by language experts for clarity in the translated version and then verified for face
validity by the college members, a more thorough testing of the instrument’s reliability and validity is
necessary. In addition, oral diseases are significant public health worries, and their occurrence is
increased due to dental anxiety, thus affecting quality of life. These findings highlight the necessity for
population-based studies to identify the associations of dental and fear anxiety for better dental health in
Yemen. Furthermore, it is suggested that the university syllabus be adjusted to comprise sufficient dental
education for various fields. Additionally, the implication of oral health education at the school level can
be very supportive in this issue.

Conclusions
Within the limitations of the study, it can be concluded that the students from dental college had lower
dental fear and anxiety levels than did students from the humanities and social sciences college. Finalyear dental students showed lower dental anxiety and fear than did those without clinical experience.
Men demonstrated lower anxiety levels than did women. The DAS score was positively related to the DFS.
Major sources of dental fear were local anaesthesia and tooth drilling. The overall fear and anxiety of
dental treatment was high, which indicates the necessity of more prevention protocols and the
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inculcation of dental health in educational syllabi. Additionally, exposure to clinical procedures at earlier
phases of dental training might help to decrease the level of fear and anxiety among dental students.
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DFS: Dental Fear Survey; DAS: Corah’s Dental Anxiety Scale; MDAS: Modified Dental Anxiety Scale; GGFS:
General Geer Fear Scale; CBCS: Chotta Bheem-Chutki Scale; VPS: Venham’s Pictorial Scale; FIS: Facial
Image Scale; STAI: State-Trait Anxiety Scale; GDBS: Getz Dental Belief Survey; UST: University of Science
and Technology; n: desired sample size; P: estimated proportion; e: maximum size of standard error; z:
number of standard deviations; SPSS: Statistical Package for the Social Sciences.
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Tables
Table 1. Spearman's correlation representing interrelationships the dental anxiety measurements among
variables
Variables
Spearman's rho

Item1

Itum2

Item3

Item4

Item1

Correlation Coefficient

----

.501**

.474**

.348**

Itum2

Correlation Coefficient

.501**

----

.493**

.363**

Item3

Correlation Coefficient

.474**

.493**

----

.528**

Item4

Correlation Coefficient

.348**

.363**

.528**

----

**Correlation is significant at the 0.01 level (2-tailed).

Table 2. Spearman's correlation representing interrelationships between dental anxiety and fear for
studied sample
Variables
Spearman's rho

Anxiety

Correlation Coefficient
Sig. (2-tailed)

Anxiety

Fear

-----

.291**
.000

**Correlation is significant at the 0.01 level (2-tailed).
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Table 3. Influence of gender and field of study on the prevalence of dental anxiety
Anxiety rating

Gender

Field of study

Male

Female

Dentistry

Humanities and Social Science

Low

44.6%

23.1%

42.4%

25.3%

Moderate

40.7%

35.4%

36.7%

39.3%

High

11.0%

22.3%

11.9%

21.4%

Severe

3.7%

19.2%

9.0%

13.9%

For gender and field of study, Pearson Chi-Square and Fisher's exact tests (p < 0.001).

Table 4. Influence of gender and field of study on the prevalence of dental fear
Fear concern

Gender

Field of study

Male

Female

Dentistry

Humanities and Social Science

Low

3.7%

2.8%

3.4%

3.1%

Moderate

70.1%

58.5%

67.8%

60.7%

High

26.3%

38.7%

28.8%

36.2%

For gender, Pearson Chi-Square and Fisher's exact tests (p < 0.05).
For field of study, Pearson Chi-Square and Fisher's exact tests (p > 0.05).

Table 5. Influence of study level on the prevalence of dental fear and anxiety among dental students.
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Rating

Anxiety rating

Fear concern

Preclinical students

Clinical students

Preclinical students

Clinical students

Low

37.1%

47.7%

2.8%

4.0%

Moderate

37.6%

35.8%

69.7%

65.9%

High

15.2%

8.5%

27.5%

30.1%

Severe

10.1%

8.0%

For gender and study level, Pearson Chi-Square and Fisher's exact test (p > 0.05).

Table 6. Linear regression analyses results evaluating the effect of gender and field of study on the
prevalence of dental fear and anxiety among studied sample
Variables

Predictors

B

OR

(95% CI)

PValue

Fear

Male vs. Female

0.134

1.143

(0.058,0.210)

0.001

Dental vs. Humanities and social science
students

0.079

1.082

(0.003,0.155)

0.043

Male vs. Female

0.642

1.900

(0.509,0.776)

0.001

Dental vs. Humanities and social science
students

0.370

1.448

(0.236,0.504)

0.001

Anxiety

Table 7. Linear regression analyses results evaluating effect of gender and study level on the prevalence
of dental fear and anxiety among dental students

Figures
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Variables

Predictors

B

OR

(95% CI)

PValue

Fear

Male vs. Female

0.093

1.097

(-0.013,
0.199)

0.087

Level1 vs. Level2 vs. Level3 vs. Level4 vs.
Level5

0.071

1.074

(-0.008,
0.149)

0.077

Preclinical vs. Clinical students

-0.165

0.848

(-0.390,
0.060)

0.150

Male vs. Female

0.571

1.770

(0.387,
0.755)

0.001

Level1 vs. Level2 vs. Level3 vs. Level4 vs.
Level5

-0.062

0.9398

(-0.198,
0.074)

0.370

Preclinical vs. Clinical students

-0.063

0.9389

(-0.453,
0.327)

0.752

Anxiety

Figure 1
Percentages of dental anxiety and fear among variables.
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