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Purpose: The purpose of the study was to investigate dental anxiety (DA) screening and management practices among dental professionals 
in Saudi Arabia. The study also evaluated correlation between patients’ self-reported DA and dentists’ ratings of patients’ DA.
Participants and Methods: This cross-sectional observational study included dentist/patient pairs (N = 279) from the Eastern 
Province of Saudi Arabia. The dentists responded to a questionnaire about their DA screening and management practices and they 
evaluated patients’ DA using the visual analogue scale (VAS). In addition, patients responded to the Modified Dental Anxiety Scale 
(MDAS) to measure their DA.
Results: About 15.1% of dentists reported using a published scale for screening DA in dental practice and Corah’s Dental Anxiety 
Scale and Dental Fear Survey were their main scales. However, 69.2% reported directly asking their patients about DA. The use of DA 
management technique was reported by 89.6% of the dentists. Approximately half of the participants (53%) reported receiving DA 
training in their undergraduate dentistry programs and 65.2% expressed their interest in continuing education courses related to DA. In 
multiple logistic regression analysis, statistically significant factors associated with DA screening practice included gender (AOR = 
0.46, P = 0.037), place of work (AOR = 3.68, P = 0.039), and interest in continuing education courses (AOR = 3.21, P = 0.015). 
Monthly income (AOR = 0.20, P = 0.029) and directly asking patient about DA (AOR = 6.15, P = 0.025) were significant factors 
associated with management of patients with DA. The study also showed a significant but weak correlation between DA evaluated by 
the dentists and DA reported by the patients (rho = 0.185, P = 0.002).
Conclusion: The present study showed a low prevalence of DA screening practices among dentists. Dentists’ rating of patients’ DA 
weakly correlated with patients’ self-reported DA.
Keywords: dental anxiety, dental practice, anxiety screening, visual analog scale, modified dental anxiety scale

Introduction
Dental anxiety (DA) is one of the common problems in dental practice and an important obstacle to patient satisfaction.1 

It is a significant risk indicator for poor oral health in terms of decayed, missing, and filled teeth and is associated with 
low oral health-related quality of life.2,3 The vicious cycle of DA can lead to delay the dental treatment thus worsening 
the oral health status which in turn can further increase DA and continued avoidance of dental care.4 Researchers have 
shown that dentally anxious patients with dental insurance were significantly less likely to perform routine dental visits 
than non-anxious patients with dental insurance.5 Patients who avoid and skip dental appointments were also found to 
demonstrate increased DA scores.6

The literature indicates variations in the distribution of dentally anxious patients around the world. A study from 
Sweden reported that the prevalence of low to severe DA was 19.1% in a nationally representative sample of adult 
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population.7 Other studies showed that 18% of the population in Brazil,8 32% of patients in the U.K,9 and 46% of Indian 
patients demonstrated DA.10 In Saudi Arabia, DA was observed among 27–51.6% of adult patients.11–13

Gender is among many factors implicated in DA and studies have suggested that females were more likely to report 
feelings of anxiety compared to males14 and even as children.15 An attempt to explain this gender predilection is the 
willingness of females to express their feelings of anxiety compared to their male counterparts who may not express their 
feelings due to social reasons.16 The role of education level was found to affect participants’ DA variably in studies 
where some researchers suggested an inverse relationship between the level of education and DA17 whereas others 
concluded the opposite.14,16 The reason of dental visit is also linked with DA as patients who requested appointments due 
to pain were more likely to experience DA.14 It was also found that low socioeconomic status was implicated in 
experiencing increased DA.17–19

The identification of patient’s level of DA prior to treatment can help dentists reduce their anxiety and improve them 
psychologically.20 The reduction in DA can result in effective patient management, improved dental care, and patient 
satisfaction.1,21 Therefore, dentists should use a standardized and validated DA scale for screening patients with DA for 
effective management. Validated DA scales should also provide the opportunity for the patients to safely reveal any anxiety 
they might have.22 It is known that the dentists who are trained in dental anxiety better manage and efficiently treat dentally 
anxious patients than those with no such training.23 Despite this, a study conducted in Australia stated that only one-third of 
clinicians reported having undergraduate training related to DA and less than half judged training appropriate.22

Heaton et al in the US reported that the use of dental fear survey or any other suitable scales can help dental clinicians 
effectively evaluate patient’s DA.24 However, the previous studies reported that only 3.7–20% of dentists in Australia and 
the UK used DA scale for screening patients’ DA.22,25 Recently, Hoglund et al showed low to moderate correlation 
between dental clinician and patient assessments of patients’ DA in Sweden.26

There is a high prevalence of DA among patients which negatively affects dental care and patient satisfaction. 
However, data are scant regarding DA screening practices among dentists in Saudi Arabia. The dental practitioners 
should use a validated DA scale to accurately identify patients with DA. The use of a validated DA scale can help dental 
practitioners evaluate levels of DA in their patients and use appropriate approaches to effectively manage these patients 
in their dental practice. Nevertheless, they should also have the ability to screen their patients with DA without using 
a validated scale. The study aims to investigate dental anxiety screening and management practices among dental 
practitioners in the Eastern Province, Saudi Arabia. The study also provided data on dentists’ evaluation of patients’ DA 
and patients’ self-reported DA.

Material and Methods
Study Design and Participants
This cross-sectional observational study included dentists and their patients from different cities (Dammam, Khobar, 
Jubail and Dhahran) of the Eastern Province, Kingdom of Saudi Arabia. The Eastern province is the biggest province by 
area and the third biggest by population. The population of the province was 5,148,598 with 60.28% of males and 
39.72% of females in 2019. According to the Ministry of Health Saudi Arabia, dentist per 10,000 population ratio was 
5.5 in the Kingdom.27

A sample of 286 dentist and patient pairs was calculated based on a 95% confidence level, ± 5% precision, size of 
population (N ≈ 3000), and 0.5 degree of variability in the population. The study included 572 participants (286 dentists 
and 286 patients). The dental professionals (general dentists, specialists, and consultants) of both gender from public and 
private clinics in the province participated in the study. Adult male and female patients from the responding dentists also 
participated in this study. A convenience sampling technique was used for the recruitment of participants.

Measurements of Study Variables
The dental professionals responded to questions regarding the use of DA scale in their dental practice and the types of 
scales employed for screening patients for DA such as Corah’s Dental Anxiety Scale, Modified Dental Anxiety Scale, 
Getz Dental Belief Index, Dental Fear Survey, and Spielberger State Trait Anxiety Inventory. The Corah Dental Anxiety 
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Scale (CDAS) is highly used in both epidemiological and clinical research. However, the CDAS lacked an important 
factor about DA related to receiving dental injections. Therefore, an item about DA related to receiving dental injections 
was introduced into a modified scale and it was termed as the Modified Dental Anxiety Scale (MDAS). The MDAS 
scale includes additional question about local anesthetic injections as well as new easier answering options to each 
question.28

The dental professionals were also inquired about their anxiety management techniques, DA training in their 
undergraduate programs, and their interest in undertaking continuing education courses related to DA. These questions 
were taken from previous studies of dentists in the United Kingdom and Australia.20,22 In addition, the dentists evaluated 
patients’ anxiety using the VAS scale. The Visual analog scale (VAS) consists of 10 items and the score of each item 
ranges from 0 to 100.24 The questionnaire included information of dentists about gender, nationality, place of work, 
qualifications, monthly income, and years in dental practice.

The patients also self-reported their DA by responding to the Modified Dental Anxiety Scale (MDAS) in the waiting 
area before receiving dental treatment. The MDAS is the most commonly used dental anxiety questionnaire and it 
is highly reliable and valid.28 It is a simple scale and requires less time to be filled by the patients. The MDAS consists of 
5 items about DA related to treatment tomorrow, sitting in waiting area, drilling of teeth, scaling and polishing, and local 
anesthetic injection. Each item uses a 5-options rating scale, ranging from “not anxious” to ‘extremely anxious.29

After returning the completed questionnaires, the patients went to their dentists for dental treatment and dentists 
evaluated patient’s DA and provided other responses in the questionnaire before providing dental treatment. The 
questionnaires for dentists and patients (10 dentist and patient pairs) were pretested which helped ensure the ease of 
understanding the questions by the respondents, evaluate time required to fill the questionnaire, and confirm content 
validity. No changes were made in the questionnaire as no problems were indicated during pretesting. Data of pre-testing 
were not included in the final analysis of the study.

Study Procedure and Ethics
The research team members (LA, AA, MA, HA, and SA) visited about 45 dental hospitals and clinics and provided 

paper copies of questionnaires to dentists and their patients. Permission to conduct the study was taken from the 
administration of clinics and hospitals. Each dentist was asked to fill one questionnaire for his/her patient who already 
provided responses about DA in the waiting area. The study participants were ensured about the confidentiality and 
privacy of their responses. They were informed about their voluntary participation in the study. All details about the 
procedures of the study including its benefits were discussed with the study participants. Written inform consents were 
obtained from dentists and patients who agreed to participate in the study. Ethical guidelines of the Declaration of 
Helsinki were followed during the conduct of the study. The Deanship of Scientific Research at Abdulrahman Bin Faisal 
University, Dammam provided ethical approval (IRB-2022-340) for the study.

Statistical Analysis
Data of study participants were entered in MS Excel (2010) and then transferred to SPSS Version 22.0 (IBM Corp. 
Armonk, NY, USA) for statistical analysis. Frequencies and relative frequency distribution were calculated for catego
rical variables and the means and standard deviations for continuous variables. Bivariate and multiple logistic regression 
analyses were performed to identify the factors associated with DA screening and management practices. For instance, 
DA screening and management practices were compared between participants with different monthly income levels. 
Pearson’s correlation test was performed to evaluate correlation between dentists’ rating of patient DA and patients’ self- 
reported DA. Statistical testing was performed at a significance level of p˂0.05.

Results
Of the total 286 dental professionals reached, 279 participated in the study with a response rate of 97.5%. Data of seven 
dentist/patient pairs were discarded due to missing information in their questionnaires. The study population included 
64.5% of males and 35.5% of females and with a mean of 35.87 years with SD (±7.55). More than half of the participants 
(67%) were non-Saudis and general dentists (52.2%), had ≥10 years of dental practice experience (59.1%), and most had 
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monthly income ≥10,000 SAR (70.6%) and worked in the private sector (94.3%). Regarding the practice of DA, 15.1% 
of participants used using a published scale for screening patients with DA and 89.6% used DA management techniques 
in their dental practice. Approximately half of the participants (53%) reported receiving DA training in their under
graduate dentistry programs and 65.2% expressed their interest in continuing education courses related to DA (Table 1). 
In the study, 4.3% of dental professionals reported that Corah’s Dental Anxiety Scale and Dental Fear Survey were their 
main scales for screening patients for DA (Figure 1). Behavioural management was the most common DA management 
technique (78.1%) and this was followed by relative analgesia (11.8%), and oral sedation (6.1%). Intravenous sedation 
(0.7%) and hypnosis (0.7%) were the least frequently used DA management procedures in the study (Figure 2).

Table 1 Descriptive Statistics of Dental Professionals (N = 279)

Demographic Variables N (%)

Gender

Male 180 (64.5)
Female 99 (35.5)

Nationality
Saudi 92 (33.0)

Non Saudi 187 (67.0)

Place of work

Government sector 16 (5.7)

Private sector 263 (94.3)

Qualifications

General dentist 145 (52.0)
Specialist/Consultant 134 (48.0)

Monthly income (Saudi Riyal)
Less than 10,000 82 (29.4)

Equal or more than 10,000 197 (70.6)

Years in dental practice

Less than 10 years 114 (40.9)

Equal or more than 10 years 165 (59.1)

Screened patients for DA using a published scale
Yes 42 (15.1)

No 237 (84.9)

Directly asked patients about DA

Yes 169 (60.6)

No 110 (39.4)

Used DA management techniques

Yes 250 (89.6)
No 29 (10.4)

Received training about DA in undergraduate program
Yes 148 (53.0)

No 131 (47.0)

Interested in continuing education courses related to 

DA

Yes 182 (65.2)
No 97 (34.8)
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Table 2 shows results of bivariate analysis with odds ratio (OR), 95% confidence interval (CI), and p-value for each 
variable. In bivariate analysis, odds ratio statistically significant factors associated with dental professionals’ DA 
screening practices included gender (OR = 0.49, P = 0.033), directly asked patients about DA (OR = 2.34, P = 0.025), 
and interest in continuing education courses related to DA (OR = 3.66, P = 0.003). Regarding DA management practices, 

4.30%

4.30%

3.60%

2.20%

0.70%

0.00%

Corah’s Dental Anxiety Scale

Dental Fear Survey

Modified Dental Anxiety Scale

Others

Getz Dental Belief Index

Spielberger State Trait Anxiety Inventory

Main scales for screening patients for DA 

Figure 1 Dental professionals’ responses about main scales for screening patient for DA.

78.10%

11.80%

0.70%

6.10%

2.90%

0.70%

7.20%

Behavioural management

Relative Analgesia

IV Sedation

Oral Sedation

GA

Hypnosis

Others

DA management techniques

Figure 2 Dental professionals’ responses about DA management techniques.
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directly asked patients about DA (OR = 3.95, P = 0.001) and receiving training about DA in undergraduate program (OR 
= 8.49, P < 0.001) were statistically significant factors (Table 2).

Tables 3 and 4 show the results of multiple logistic regression analyses with adjusted odds ratio (AOR), 95% 
confidence interval, and p-value. Multiple logistic regression backward selection final models removed unimportant 
independent variables such as nationality, qualification, etc. and retained important independent variables such as directly 
asking patients about DA etc.

DA screening practice was significantly associated with gender (AOR = 0.46, P = 0.037), place of work (AOR = 3.68, 
P = 0.039), and interest in continuing education courses (AOR = 3.21, P = 0.015) whereas directly asking patient about 
DA was a marginally significant factor in the study (AOR = 2.20, P = 0.060) (Table 3). On the other hand, monthly 
income (AOR = 0.20, P = 0.029) and directly asking patient about DA (AOR = 6.15, P = 0.025) were significant factors 
associated with management of patients with DA. Years in dental practice (AOR = 5.76, P = 0.051) was a marginally 
significant factor (Table 4).

Table 2 Bivariate Analyses: Factors Associated with Screening and Managing Patients with DA Among Dental 
Professionals (N = 279)

Study Variables Screening Patients for DA DA Management

OR (95% CI) P-value OR (95% CI) P-value

Gender 0.49 (0.25, 0.95) 0.033 1.12 (0.51, 2.49) 0.771
Male

Female

Nationality: 0.78 (0.38, 1.61) 0.510 0.67 (0.30, 1.46) 0.309

Saudi

Non Saudi

Place of work: 2.78 (0.91, 8.45) 0.062 0.47 (0.13, 1.78) 0.259

Government sector
Private sector

Qualifications: 1.28 (0.66, 2.48) 0.467 0.53 (0.24, 1.19) 0.123
General dentist

Specialist/ Consultant

Monthly income (Saudi Riyal) 1.24 (0.62, 2.50) 0.543 0.55 (0.25, 1.21) 0.134

Less than 10,000

Equal or more than 10000

Years in dental practice 1.43 (0.74, 2.76) 0.288 0.97 (0.45, 2.13) 0.952
Less than 10 years

Equal or more than 10 years

Directly asked patients about DA 2.34 (1.10, 4.97) 0.025 3.95 (1.73, 9.04) 0.001

Yes

No

Received training about DA in undergraduate program 1.36 (0.70, 2.65) 0.361 8.49 (2.87, 25.12) <0.001

Yes
No

Interested in continuing education courses related to DA 3.66 (1.47, 9.07) 0.003 2.95 (0.81,10.73) 0.087
Yes

No

Abbreviation: OR, Odds Ratio.
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Mean VAS score of patients was 19.92±18.87 and the score ranged from 0 to 83. Descriptive statistics of VAS used 
for the evaluation of patients’ DA by the dental professionals are shown in Table 5. Among items of VAS, the highest 
mean score (37.18±33.24) was related to patient asking question. This was followed by patient telling about his/her 
nervousness, anxiety, or scaredness (27.99±31.12), and patient showing increased muscle tension (24.38±26.40).

The sample of patients consisted of 41.6% of males and 58.4% of females with a mean age of 32.31 years with SD 
(±10.75). According to self-reported DA of patients, the mean MDAS score was 10.68±4.73. MDAS score was 
calculated by adding the scores of five items (1 to 5) and the score ranged from 5 to 25. The relationship between 
dental professionals’ rating of patients’ DA (VAS score) and patients’ self-reported DA (MDAS score) was investigated 
by calculating Spearman correlation coefficients (rho) which measured the strength of association between VAS and 
MDAS. The study found a statistically significant correlation (rho = 0.185) between VAS and MDAS scores (P = 0.002).

Table 4 Multiple Logistic Regression Analyses (Backward 
Selection Final Models): Factors Associated with Managing 
Patients with DA Among Dental Professionals (N = 279)

Study Variables DA Management

AOR (95% CI) P-value

Monthly income (Saudi Riyal) 0.20 (0.05, 0.85) 0.029

Less than 10,000

Equal or more than 10000

Years in dental practice 5.76 (0.99, 33.49) 0.051

Less than 10 years
Equal or more than 10 years

Directly asked patients about DA 6.15 (1.25, 30.24) 0.025
Yes

No

Abbreviation: AOR, Adjusted Odds Ratio.

Table 3 Multiple Logistic Regression Analyses (Backward Selection Final Models): 
Factors Associated with Screening of DA Among Dental Professionals (N = 279)

Study Variables Screening Patients for DA

AOR (95% CI) P-value

Gender 0.46 (0.23, 0.95) 0.037
Male

Female

Place of work: 3.68 (1.07, 12.67) 0.039

Government sector

Private sector

Directly asked patients about DA 2.20 (0.97, 4.99) 0.060

Yes
No

Interested in continuing education courses related to DA 3.21 (1.25, 8.20) 0.015
Yes

No

Abbreviation: AOR, Adjusted Odds Ratio.

Patient Preference and Adherence 2022:16                                                                                       https://doi.org/10.2147/PPA.S393399                                                                                                                                                                                                                       

DovePress                                                                                                                       
3435

Dovepress                                                                                                                                                      AlMuhaish et al

Powered by TCPDF (www.tcpdf.org)Powered by TCPDF (www.tcpdf.org)

https://www.dovepress.com
https://www.dovepress.com


Discussion
To the best of our knowledge, this is the first study that assessed the screening and management practices related to DA 
among dental professionals in Saudi Arabia. The finding from the present study showed that less than one-sixth of dental 
professionals (15.1%) diagnosed patient’s DA using a valid scale. This prevalence is higher than reported by Armfield 
et al, who demonstrated that only 3.7% of dentists used a validated DA scale for screening patients with DA in 
Australia.22 In a recent study by Ogawa et al 9.7% of dental practitioners were shown to use questionnaires to measure 
DA among patients in Japan.30 On the other hand, the findings of a study by Dailey et al observed the use of a valid 
screening tool among 20% of dentists in the U.K.25 The differences in study participants, methods of screening for DA 
including non-accessibility of validated instruments, and knowledge and undergraduate training regarding the use of 
anxiety assessment questionnaires may account for variations in prevalence estimates in different countries.

In the literature, DA is linked to cognitive elements which consist of subjective factors in the processing of dental- 
related stimuli such as the patient’s personal perceptions of the dentist communication ability, professionalism, and 
control or command during dental appointment. It is also related to perceptions related to the types of dental procedures 
and invasiveness or difficulty that the patient may undergo.31 Non cognitive elements mainly pertain to previous 
traumatic experiences within a dental setting.32 However, not all respondents with high levels of DA report traumatic 
dental experiences as numerous pathways exist in the development of DA.33 Future studies should therefore carefully 
examine how both traumatic and non-traumatic negative situations contribute to the emergence of DA.

Regarding the gender, male dental professionals were significantly less likely than female counterparts to use of DA 
scale in the present study. This finding is supported by a previous study where more female than male dentists were 
shown to use DA screening tool.22 More females screening patients with DA in our study can be attributed to females’ 
sensitive nature of identifying the signs of anxiety in their patients. On the contrary, evidence also indicated significant 
association of gender with the use of DA questionnaire and male dentists were more likely to use DA questionnaire than 
female dentists.25 Moreover, gender differences regarding the use of DA tool were not observed in a previous study.30

The MDAS questionnaire has many advantages including being concise, practical with high validity and is ubiqui
tously used in the literature to assess DA. These qualities make it beneficial in comparing results from different studies 

Table 5 Descriptive Statistics of VAS Used for the Evaluation of Patients’ DA by Dental Professionals (N = 279)

Visual Analogue Scales n (%) 0 
Score

Mean ± SD

My patient perspired more than was appropriate for the weather (such as forehead, palms) 134 (48.0) 18.28±24.30

My patient showed increased muscle tension (such as gripping the arms of the chair) 91 (32.6) 24.38±26.40

My patient showed a rapid respiration rate (RR) 148 (53.0) 14.05±20.473

My patient trembled or shook 182 (65.2) 9.68±17.85

My patient showed facial signs of anxiety (such as grimacing, opening eyes very wide or squeezing them shut, 

turning pale or very red)

109 (39.1) 21.04±25.19

My patient showed vocal signs of anxiety (such as crying, groaning, yelling, sighing) 146 (52.3) 14.62±22.75

My patient told me he or she was nervous, anxious, or scared 101 (36.2) 27.99±31.12

My patient asked questions (such as about what I was going to do, if the treatment would hurt, if it was 

necessary)

73 (26.2) 37.18±33.24

My patient interrupted treatment (such as refused to open mouth, put hand over mouth, asked for frequent 

breaks in treatment)

163 (58.4) 12.81±21.97

Overall, I feel that my patient today was (insert rating ranging from 0 = not at all anxious to 100 = extremely 

anxious)

108 (38.7) 18.96±23.43

Note: n= total number of dentists who scored 0.
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and in systematic reviewing of the literature.34 The MDAS was the most frequently used dental anxiety questionnaire 
among a sample of dental practitioners in the U.K.25 The use of the Index of Dental Anxiety and Fear was the most 
common in a sample of Australian dentists.22 Visual Analog Scale and Modified Dental Anxiety Scale were frequently 
used scales among those dentists who used questionnaires for the diagnosis of DA among patients in Japan.30 The dental 
professionals in the present study commonly used Corah’ Dental Anxiety Scale and Dental Fear Survey instruments for 
the assessment of DA.

More than half of our sample directly asked their patients about DA. Similar results were reported in a previous study 
where 48.5% of Australian dentists directly asked their patients about DA.22 Although most dentists reported directly 
asking patients about DA, however, such response may not accurately diagnose and understand the level of patients’ DA. 
Therefore, use of standardized instruments for the identification of DA and patients’ self-reported DA are critical for 
effective patient management. The present study also found that dental professionals who directly asked their patients 
about DA were 2.2 times more likely to use a valid screening tool and 6.15 times more likely to use DA management 
technique. It is possible that many dentists ask their patients about DA first and then they use a validated instrument to 
screen them for DA and manage their anxiety accordingly Given increased likelihood of this group of dentists for using 
valid tool and management, they should be exposed to continuing education activities so that they are better prepared for 
diagnosis and management of patients with DA.

Findings of the present study showed that most dental professionals (89.6%) used DA management techniques and 
behavioral management was the most common technique followed by relative analgesia. The study also showed that 
monthly income and years in dental practice were significantly associated with management of DA. The dentists with 
low monthly income were less likely to manage patients with DA than those with high income. It is possible that 
financial situations of dentists affect their decision-making and consequently patient management.35 The dental profes
sionals with less than 10 years of experience were 5.76 times more likely to employ DA management techniques in their 
dental practice. It is understandable that younger dentists are more likely to receive and retain DA-related knowledge and 
skills gained in dental school which may account for this phenomenon.22 More than half of dentists in our study reported 
receiving training about DA in undergraduate dentistry program.

The majority (65.2%) of dental professionals in the present study expressed their interest in continuing education 
activities related to DA. This is in contrast with the finding of an Australian study which confirmed that 36.9% of dentists 
showed interest in continuing professional development course in dental anxiety.22 The interest in continuing education 
course among our sample of dentists remained a statistically significant factor associated with the practice of valid DA 
assessment tool. This is in line with evidence that indicated that continuing education programs for dentists improved 
their knowledge, motivation for learning, clinical skills, and quality of patient care.36

Low use of a valid screening tool among dentists can be related to their belief that they accurately identifying patients 
with DA based on their clinical judgement.25 However, low correlation between DA reported by patients and diagnosed 
by dentists in the present study show difference in patients’ self-reported DA and dentists’ ratings of patients’ DA. This is 
consistent with the results of a recent study by Höglund et al who demonstrated that clinicians rated patients’ DA lower 
than DA reported by the patients in Sweden.26 Similarly, evidence from the US reported low to moderate correlation 
between dentists’ evaluation of patients’ DA and patients’ self-reported DA.24 This shows that dentists have difficulty in 
correctly identifying DA among patients which highlights the importance of using a validated tool for the diagnosis of 
DA before dental treatment. The implementation of DA screening tools requires collaborative and integrated initiatives 
involving dentists, dental team, patients, decision makers in health-care systems, and dental academia.

The present study has several limitations. The study included dentists and patients from the eastern region of Saudi 
Arabia, which limited generalizability of results to dentists and patients in other regions of the country. There is also 
a possibility of selection bias as a convenience sample of participants were recruited for the study. Moreover, cross- 
sectional study design provides information of study variables at one point in time and cannot be used to infer temporal 
relationship between variables. The study included MDAS and VAS scales for patients and dentists, respectively. These 
scales are short and hence are prone to random errors by study participants.
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Conclusions
This study showed a low prevalence of DA screening practices among dental professional. However, most dental 
professionals directly asked patients about DA and used DA management techniques and behavior management was 
the most common technique. Approximately half of the sample received DA training in their undergraduate programs 
and the majority expressed their interest in continuing education courses related to DA. Dentists’ rating of patients’ DA 
weakly correlated with patients’ self-reported DA.

Dental curricula should be updated to provide adequate training to undergraduate dental students about the pre
valence, causes, diagnosis including the use of validated tools, and management approaches related to DA. Similarly, 
health-care organizations should organize continuing education courses to improve knowledge and skills of dentists for 
effective screening and management of patients with DA.
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