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EVALUATION OF EFFECTS OF PERIODONTAL DISEASES ON SOCIAL 

ANXIETY LEVEL 

 

 

 

ABSTRACT  

Objectives: The aim of this study was to determine the level of social anxiety in 

patients with periodontal disease, and to examine its relationship with the clinical 

characteristics of periodontal disease. 

Materials and Methods: This study investigated 200 patients in a cross-sectional 

design. Sociodemographic data, clinical periodontal parameters and patient 

complaints were recorded. Patients were divided into four groups according to their 

clinical periodontal index values: chronic periodontitis (CP), aggressive 

periodontitis (AP), gingivitis (G), and periodontally healthy (PH). Social anxiety 

levels of the patients were assessed based on the Liebowitz Social Anxiety Scale 

(LSAS). 

Results: A negative relationship was observed between LSAS scores and age, a 

positive relationship was observed with education level (p0.05). The Liebowitz 

total score and total anxiety, socially related anxiety and total avoidance levels of 

patients with halitosis complaints were found significantly higher (p0.05). LSAS 

scores for patients with complaints of aesthetics and mobility were significantly 

higher for all seven sub-items (p0.05). Total avoidance and performance 

avoidance values were significantly higher in patients with complaints of gingival 

bleeding (p0.05). All of the LSAS scores were higher in the AP and CP groups 

compared to the PH group and higher in the AP group than in the CP and G groups 

(p0.05).  In the G group, the performance-related avoidance level was significantly 

higher than in the PH group (p0.05).   

Conclusions: Periodontal diseases may negatively affect the psychological and 

emotional states of dental patients.  
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INTRODUCTION 

Periodontal diseases, some of the most common 

multifactorial diseases in society, are chronic 

infectious diseases characterized by inflammation 

and destruction of the supporting tissues of the 

tooth that may result in tooth loss.1 Although the 

most prevalent periodontal disease is gingivitis, 

past or active periodontitis has been reported in 80-

90% of the adult population and severe 

periodontitis in 7-15%.2,3 

 Oral health affects facial aesthetics and 

physical functions such as eating, drinking and 

speaking in social environments.4 Periodontal 

diseases that negatively affect oral health, have 

many pathological symptom, such as gingival 

bleeding, periodontal tissue loss, periodontal 

pocket formation, mobility and displacement of 

tooth, tooth loss, and oral malodor (halitosis).5,6 

While these symptoms affect the quality of life of 

the individual, they may also have negative effects 

on that person’s psychiatric condition.4, 7  

 Social anxiety is a psychiatric disorder 

characterized by fear of humiliation in the social 

environment that prevents individuals from 

expressing themselves among strangers and causes 

them to avoid specific actions such as speaking, 

eating, and observing in public.8, 9 Social anxiety 

negatively affects people's professional roles and 

daily activities and decreases the quality of life.10, 11 

Excessive stress in individuals with this psychiatric 

disorder is manifested externally through an essential 

tremor, stuttering, strabismus, physical conditioning, 

or skin diseases such as acne.12-14 Periodontal diseases 

with non-aesthetic features such as tooth mobility and 

loss, halitosis, gingival bleeding, and gingival 

recession can negatively affect the physical 

appearance of an individual.15  

 This suggests that periodontal diseases may 

affect the individual’s self-confidence and 

behavior in the social environment. The purpose of 

this study was to determine the level of social 

anxiety in patients with periodontal disease, and to 

examine its relationship with socio-demographic 

variables and the clinical characteristics of 

periodontal disease. 

 

MATERIALS AND METHODS 

Study participants 

The study protocol was approved by the Ethics 

Committee for the Use of Human Subjects in 

Research, Gaziantep University, Gaziantep, Turkey 

(Protocol No. 19.03.2013/125) and the study was 

performed pursuant to the Declaration of Helsinki. 

Patients who applied to the Department of 

Periodontology, Faculty of Dentistry, Gaziantep 

University for treatment and examination between 

April 2013 and March 2014 were informed about the 

content of the study. Patients who consented to take 

part in the study were included. The study included 200 

patients (109 males, 91 females) ranging in age from 

21 to 65 years. Periodontal examinations were 

performed before periodontal treatments were planned 

for the patients, and clinical periodontal indexes were 

recorded by a single researcher (A.S).  

 Power analysis was performed for this study. 

To detect a significant difference (Cohens d=0.80) 

for large effect size between groups, minimum 

sample size for each group was determined as 26 

(α=0.05, 1-β=0.20)  

 Patients were asked to complete the Liebowitz 

Social Anxiety Scale and a questionnaire that 

assessed anamnesis data such as demographic data, 

frequency of visiting the dentist, and smoking 

status as well as patient complaints while waiting 

in the waiting room. 

Evaluation of periodontal parameters 

Clinical periodontal parameters of the patients, 

including pocket depth (PD), periodontal attachment 

loss (CAL), bleeding on probing (BOP-%), plaque 

index (PI), and gingival index (GI) scores were 

recorded using the Williams periodontal probe (Hu-

Friedy, Chicago, IL, USA). These parameters were 

measured from six areas (mesial-buccal, disto- 

buccal, mid-buccal, mesial-lingual, mid-lingual, 

disto-lingual) of the teeth. At least 15 teeth were 

present in the mouths of the patients. Patients 

without any clinical attachment loss and with PD ≤3 

mm and BOP <25%16 were included in the group of 

periodontally healthy17, patients without any clinical 

attachment loss with PD ≤ 3 and BOP ≥ 25% were 

included in the gingivitis group;17 and patients with 

at least four teeth with PD ≥5 mm, CAL ≥ 2 mm 
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were included in chronic periodontitis groups.18 

Patients with interproximal attachment loss 

affecting the most 2 permanent teeth other than the 

first molars and incisors were included in localized 

aggressive periodontitis, and generalized 

interproximal attachment loss affecting at least 3 

permanent teeth other than the first molars and 

incisors were included in generalized aggressive 

periodontitis in the <35 years of age people.19 

 Patients were classified according to their index 

values into four groups: periodontally healthy (PH), 

gingivitis (G), chronic periodontitis (CP) and 

aggressive periodontitis (AP).  

Liebowitz Social Anxiety Scale 

The Liebowitz Social Anxiety Scale (LSAS) was 

originally developed by Michael R. Liebowitz to 

determine a person’s degree of anxiety and avoidance 

in socially relevant and performance states.2 The 

validity and reliability of the questionnaire for 

treating of patients with social anxiety are accepted.21 

The reliability of the scales in Turkey was evaluated 

by Soydan et al.22  

 The LSAS consists of 48 questions; 24 on 

anxiety and 24 on avoidance. Each group of 24 

questions is composed of 11 socially-related and 13 

performance-related questions. Anxiety and 

avoidance were scored from 0 to 3 (anxiety: 0: 

absent, 1: weak, 2: moderate, 3: serious; avoidance: 

0: never, 1: rarely, 2: frequently, 3: usually); scores 

ranged from 0 to 72 for each subsection, and the 

total score was between 0 and 144. The 

recommended cutoff score was 25 for each 

subscale and 50 for the total score. 

 LSAS scores were shown in seven sub-items 

including the Liebowitz total score, total anxiety, 

performance anxiety, socially-related anxiety, total 

avoidance, performance avoidance and socially-

related avoidance. 

Statistical analysis 

We evaluated the normality of the distribution 

continuous variables using the Shapiro-Wilk test. 

Student' s t-test was used to compare two 

independent variable groups with a normal 

distribution, and post-hoc analyses of variance (one-

way ANOVA) and least significant difference 

(LSD) test were used to compare more than two 

groups. The relationship between the categorical 

variables was assessed using the chi-square test. 

General linear regression analysis model was used 

to calculate adjusted means of the LSAS scores for 

age. Descriptive statistical parameters are presented 

as frequencies, percentages (%) and means± 

standard deviations. SPSS for Windows version 

22.0 was used for statistical analyses, and p value 

<0.05 was considered statistically significant. 

RESULTS 

Demographic data for the individuals included in 

the study are shown in Table 1.  

Table 1.  Distribution of demographic data by group 
Variable*             

n(%) 
  

PH G CP AP 
p* 

(n:45) (n:67) (n:60) (n:28) 

Sex         

Male 24(53.3%) 37(55.2%) 32 (53.3%) 16 (56.1%) 

0.985 

Female 21(46.7%) 30(44.8%) 28 (46.7%) 12 (43.9%) 

Age                         

˂ 30 24(53.3%) 33(49.3%) 14(23.3%) 18(64.3%) 

0.001† 30-50 11(24.4%) 26(38.8%) 38(63.3%) 10(35.7%) 

˃50 10(22.2%) 8(11.9%) 8(13.3%)   0(0%) 

Education 

Levels 

Lower 

secondary 

education 

0(%0) 10(14.9%) 21(35%) 3 (10.7%) 

0.001† High 

school 
6(13.3%) 22(32.8%) 23(38.3%) 16(57.1%) 

University 39(86.7%) 35(52.2%) 16(26.7%) 9(32.1%) 

Monthly 

Income 

≤750 TRY 10(22.2%) 22(32.8%) 16(26.7%) 10(35.7%) 

0.012† 
750-1.500 

   TRY 
3(6.7%) 20(29.9%) 16(26.7%) 8(28.6%) 

≥1.500 

TRY 
32(71.1%) 25(37.3%) 28(46.7%) 10(35.7%) 

Frequency 

of Going to 

the Dentist 

Yes 45 (100%) 60(89.6%)  50(83.3%) 25 (89.3%) 

0.006† 
No 0 7 (10.4%) 10(16.7%) 3 (10.7%) 

Smoking 

Status 

Yes 33(73.3%) 48(71.6%) 48(81.4%) 25(89.3%) 
0.214 

No 12(26.7%) 19(28.4%) 12(18.6%) 3(10.7%)  

* Chi-square test                † Statistically. significant at p< 0.05 

There were no statistically significant differences 

in terms of sex distribution among the groups (p: 

0.989). Individuals were divided by age into three 

subgroups as: 1 (˂ 30 years), 2 (30-50 years) and 3 

(˃50 years). There was a significant difference in 

age between the groups with periodontal disease 

(p: 0.001). Middle age group patients were present 

in the CP group, and young patients in the AP 

group.  

 Educational status was classified as secondary 

education, high school and university. There was a 

significant difference in education level between the 

groups and the education levels of the PH and G 

groups were higher (p:0.001). Monthly income was 

categorized as ≤ 750 TRY, 750-1,500 TRY, and ≥ 

1.500 TRY. There was a significant difference 

among the groups income level, where the PH group 
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contained more patients from the ≥ 1,500 group. 

There was also a significant difference among the 

groups, in patients visiting the dentist (p: 0.006). The 

healthy group was under dental control. There were 

no significant differences among the groups in 

smoking status (p: 0.189).  

 Demographic data for the patients and the 

results of comparison with LSAS scores are 

provided in Table 2.  

Table 2.  Comparison of demographic data and LSAS scores 
Variable*             

n(%) 
  

PH G CP AP 
p* 

(n:45) (n:67) (n:60) (n:28) 

Sex         

Male 24(53.3%) 37(55.2%) 32 (53.3%) 16 (56.1%) 

0.985 

Female 21(46.7%) 30(44.8%) 28 (46.7%) 12 (43.9%) 

Age                         

˂ 30 24(53.3%) 33(49.3%) 14(23.3%) 18(64.3%) 

0.001† 30-50 11(24.4%) 26(38.8%) 38(63.3%) 10(35.7%) 

˃50 10(22.2%) 8(11.9%) 8(13.3%)   0(0%) 

Education Levels 

Lower secondary 

education 
0(%0) 10(14.9%) 21(35%) 3 (10.7%) 

0.001† High school 6(13.3%) 22(32.8%) 23(38.3%) 16(57.1%) 

University 39(86.7%) 35(52.2%) 16(26.7%) 9(32.1%) 

Monthly Income 

≤750 TRY 10(22.2%) 22(32.8%) 16(26.7%) 10(35.7%) 

0.012† 750-1.500 

   TRY 
3(6.7%) 20(29.9%) 16(26.7%) 8(28.6%) 

≥1.500 TRY 32(71.1%) 25(37.3%) 28(46.7%) 10(35.7%) 

Frequency of 

Going to the 

Dentist 

Yes 45 (100%) 60(89.6%)  50(83.3%) 25 (89.3%) 

0.006† 
No 0 7 (10.4%) 10(16.7%) 3 (10.7%) 

Smoking Status 
Yes 33(73.3%) 48(71.6%) 48(81.4%) 25(89.3%) 

0.214 
No 12(26.7%) 19(28.4%) 12(18.6%) 3(10.7%)  

* Mean ± standard deviation †Student’s t test                                                     ‡ Statistically.  significant at p< 0.0 

No significant differences were observed when the 

Liebowitz scores were evaluated according to the sex, 

the total anxiety and socially related avoidance levels 

in women were significantly higher. When we 

compared age and LSAS scores, we found that scores 

increased as age decreased: Total score (p:0.007 and 

0.002 respectively), total anxiety (p: 0.016 and 0.013 

respectively), socially related anxiety (p: 0.002 and 

0.017 respectively), total avoidance (p: 0.008 and 

0.001 respectively), performance avoidance (p: 0.026 

and 0.003 respectively) and socially related 

avoidance (p: 0.003 and 0.009 respectively) levels in 

the ˂  30 age group were statistically higher than in the 

30-50 and  ˃50 age groups, and performance anxiety 

levels of the ˂ 30 and 30-50 age groups were higher 

than those of the ˃50 age group individuals (p: 0.001 

and 0.009, respectively). Due to the increased 

educational level, the Liebowitz total (p: 0.028 and 

0.005, respectively), total anxiety (p: 0.027 and 0.004, 

respectively), performance anxiety (p: 0.018 and 

0.03, respectively), total avoidance (p: 0.025 and 

0.016, respectively) scores of the groups studying at 

the high school and university levels were 

significantly higher, and the performance avoidance 

scores showed a statistically significant increase in 

the group studying only at university compared to the 

group with secondary education (p: 0.036). Due to the 

decrease in monthly income level, there was a 

significant increase in the Liebowitz total, total 

anxiety and socially related avoidance scores of the 

group with ≤750 TL monthly income compared to the 

group with ≥1.500 TRY monthly income, while there 

was a statistically significant increase in total 

avoidance (p: 0.002 and 0.024, respectively) and 

performance avoidance (p:0.001 and 0.0, 

respectively) in the groups with ≤750 TL and 750-

1.500 TRY monthly income compared to the group 

with ≥1.500 TRY monthly income. 

 Patient complaints recorded in the patient's 

anamnesis were divided into six subgroups: 

gingival bleeding, tooth sensitivity, halitosis, 

aesthetic problems, mobility and abscess (Table 3).  
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Table 3.  Distribution of patient complaints by group 

Variable* 

(n. %) 
 

PH 

(n:45) 

G 

(n:67) 

CP 

(n:60) 

AP 

(n:28) 
p* 

Halitosis 
Yes 

No 

8 (17.8%) 

37 (82.2%) 

46 (68.7%) 

21 (31.3%) 

43 (71.7%) 

17 (28.3%) 

27 (96.4%) 

1 (3.6%) 
0.001† 

Aesthetic 

Problems 

Yes 

No 

19 (42.2%) 

26 (57.8%) 

35 (52.2%) 

32 (47.8%) 

45 (75%) 

15 (25%) 

26 (92.9%) 

2 (7.1%)  
0.001† 

Mobility 
Yes 

No 

4 (8.9%) 

41 (91.1%) 

26 (38.8%) 

41 (61.2%) 

33 (55%) 

27 (45%) 

27 (96.4%) 

1 (3.6%) 
0.001† 

Gingival 

Bleeding 

Yes 

No 

9 (20.0%) 

36 (80.0%) 

22 (32.8%) 

45 (67.2%) 

44 (73.3%)  

16 (26.7%) 

26 (92.9%) 

2 (7.1%) 
0.001† 

Tooth 

Sensitivity 

Yes 

No 

2 (4.4%) 

43 (95.6%) 

13 (19.4%) 

54 (80.6%) 

31 (51.7%) 

29 (48.3%) 

25 (89.3%) 

3 (10.7%) 
0.001† 

Abscess 
Yes 

No 

3 (6.7%) 

42 (93.3%) 

24 (35.8%) 

43 (64.2%) 

16 (26.7%) 

44 (73.3%) 

27 (96.4%) 

1 (3.6%) 
0.001† 

*Chi-square test                    †Statistically. significant at p< 0.0 

There was a significant difference among the 

groups in patient complaints (p:0.001). Although 

these complaints were most prevalent in the AP 

group, the CP group had more complaints than the 

PH and G groups. A comparison of patient 

complaints and LSAS scores is shown in Table 4.  

Table 4.  Comparison of patient complaints and LSAS scores 

Variable* 
  Liebowitz 

Total score 

Total 

Anxiety 

Performance 

Anxiety 

Socially 

Related 

Anxiety 

Total 

Avoidance 

Performance 

Avoidance 

Social 

Related 

Avoidance   

Halitosis 

Present 84.81±25.32 43.67±12.96 23.67±7.53 22.53±5.89 41.17±12.64 23.81±7.24 21.15±6.11 

None 76.96±17.45 39.49±9.44 22.53±5.89 19.76±7.04 37.50±9.21 21.15±6.11 17.29±5.66 

P 0.014‡ 0.012‡ 0.232 0.023‡ 0.005‡ 0.055 0.055 

Aesthetic 

Problems 

Present 86.23±22.20 44.39±11.75 24.27±6.95 20.22±6.50 41.56±11.29 23.83±6.84 17.65±5.17 

None 74.65±19.51 38.29±10.03 21.79±6.20 17.02±5.26 36.69±10.19 20.84±6.36 15.41±4.47 

P 0.001‡ 0.001‡ 0.008‡ 0.001‡ 0.002‡ 0.002‡ 0.001‡ 

Mobility 

Present 87.97±24.46 45.59±12.69 25.32±7.05 20.79±6.74 42.55±11.78 24.18±6.69 18.23±5.73 

None 76.38±18.80 39.05±9.80 21.78±6.15 17.45±5.42 37.28±10.12 21.34±6.61 15.62±4.22 

P 0.001‡ 0.001‡ 0.001‡ 0.001‡ 0.001‡ 0.004‡ 0.001‡ 

Gingival 

Bleeding 

Present 82.15±24.013 41.94±12.361 23.64±7.056 18.77±6.523 40.39±11.855 23.54±7.108 16.88±5.312 

None 77.79±16.935 40.43±9.418 22.07±5.961 18.41±5.441 37.13±9.198 20.41±5.688 16.00±4.302 

P 0.167 0.362 0.107 0.682 0.042‡ 0.001‡ 0.225 

Tooth 

Sensitivity  

Present 81.79±20.440 42.38±10.600 23.32±6.288 19.28±5.811 39.89±10.256 22.76±6.344 16.70±4.530 

None 78.33±23.528 39.69±12.350 22.57±7.330 17.56±6.508 37.92±12.141 21.67±7.404 16.28±5.627 

P 0.275 0.105 0.446 0.054 0.222 0.269 0.56 

Abscess  

Present 86.14±25.438 44.24±13.152 24.63±7.335 20.00±7.207 42.07±12.443 24.44±6.852 17.51±5.934 

None 77.45±18.728 39.82±9.934 22.18±6.177 17.90±5.338 37.58±9.855 21.22±6.465 16.02±4.282 

P 0.013‡ 0.015‡ 0.013‡ 0.034‡ 0.01‡ 0.001‡ 0.066 

 

* Mean ± standard deviation †Student’s t test                                                       ‡ Statistically. significant at p< 0.05 

The Liebowitz total score and total anxiety, 

socially related anxiety and total avoidance levels 

of patients with halitosis complaints were found 

significantly higher. Liebowitz scores for patients 

with complaints of aesthetics and tooth mobility 

were significantly higher for all seven sub-items. 

Total avoidance and performance avoidance values 

were significantly higher in patients with 

complaints of gingival bleeding. No significant 

differences were found for any Liebowitz sub-item 



Periodontal Disease and Social Anxiety Level 

 

97 

in patients with tooth sensitivity, although all sub-

items (except social related avoidance) were found 

significantly higher in patients with abscess 

complaints. 

 A comparison of LSAS scores among 

periodontal disease groups is shown in Table 5. 

 

Table 5.  Comparison of LSAS scores among all groups 
Variable* PH G CP AP   

(n) (n:45) (n:67) (n:60) (n:28) p Adjusted p 

Liebowitz 

Total Score 
71.02±14.95 76.46±20.92 83.57±21.28 98.79±21.7 0.001||. §. ¶. **.‡‡ p< 0.05||. §. ¶. **.‡‡ 

Total Anxiety 36.93±7.9 39.19±11.01 42.80±11.07 50.64±11.91 0.001||. §. ¶. ** p< 0.05||. §. ¶. **.‡‡ 

Performance 

Anxiety 
20.82±4.89 22.24±6.97 23.07±6.5 28.4±6.27 0.001||. §. ¶. ** p< 0.05||. §. ¶. ** 

Socially 

Related 

Anxiety 

16.78±5.34 17.31±5.13 19.28±6.01 23.39±7.2 0.001||. §. ¶. ** p< 0.05||. §. ¶. **.‡‡ 

Total 

Avoidance 
34.38±8.72 37.57±10.37 40.6±10.7 47.5±11.48 0.001||. §. ¶. ** p< 0.05||. §. ¶. **.‡‡ 

Performance 

Avoidance 
18.56±4.75 21.79±6.44 23.55±6.81 27.21±6.69 0.001||. §. ¶. **.†† p< 0.05||. §. ¶. **.††.‡‡ 

Socially 

Related 

Avoidance 

14.78±4.1     15.99±4.7 16.75±4.52 20.29±5.87 0.001||. §. ¶. ** p< 0.05||. §. ¶. ** 

* Mean ± standard deviation       † One-way ANOVA and LSD post-hoc tests            ‡ Statistically. significant at p< 0.05 
||:    PH versus CP           §:  PH versus AP           ¶:   G versus AP          **:   CP versus AP           ††: PH versus G             ‡‡:G  versus CP 

 

All scores including the Liebowitz total score, total 

anxiety, performance anxiety, socially related 

anxiety, total avoidance, performance avoidance, 

and socially related avoidance were higher in the 

AP and CP groups compared to the PH group and 

higher in the AP group than in the CP and G group 

(p: 0001). In the G group, the performance-related 

avoidance level was significantly higher than in the 

PH group (p: 0.001).  Adjusted P values calculated 

for age are the same with these results, except 

Liebowitz total score, total anxiety, socially related 

anxiety, total avoidance, and performance 

avoidance were higher in the CP group compared 

to the G group (p<0.05). 

DISCUSSION 

In this study, the possible effects of periodontal 

disease on social anxiety level were investigated. 

Although previous studies have explored levels of 

social anxiety in patients with diseases such as 

acne, halitosis, and strabismus, to the best of our 

knowledge no study has evaluated the social 

anxiety frequency and related disability in patients 

with periodontal diseases.13, 14, 23 The present study 

is the first to evaluate of the effects of periodontal 

diseases on social anxiety. 

 When we evaluated the groups’ demographic 

data, we found no significant differences in terms 

of sex. Individuals younger than 30 years of age 

were common in the AP group, which agrees with 

previous reports.18  

 In terms of education level, we found that the 

education level of the individuals in the PH and G 

groups was high whereas patients in the CP and AP 

groups were more commonly educated to the 

secondary or high school level. These results 

support the claim that education level increases the 

power of the individuals to engage in self-care.24 In 

terms of the monthly income, the healthy group 

contained higher monthly income individuals than 

the other groups. This suggests that a higher 

income may confer advantages to individuals in 

developing oral care habits and gaining access to 

oral and dental health services. When we examined 

dental visits and education level, we found that the 

highest level reaching 100 % was observed in the 

healthy group, similar to the results for monthly 

income. These results are consistent with studies 

reporting that oral hygiene habits and regular 

dental visits increase with increasing education 

levels.25   
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 No significant differences were observed 

among the groups in cigarette smoking rates. 

Although studies investigating the effects of 

smoking on periodontal disease suggest that 

cigarette smoking increases the risk of periodontal 

disease.26, 27 Our study results contradict these data. 

Possible explanations for these inconsistencies 

failure to account for risk factors other than 

smoking among the periodontal disease groups and 

the small number of individuals included in the 

study. 

 The LSAS is considered the gold standard for 

determining the level of impact of a social anxiety 

disorder on individuals by the International 

Depression and Anxiety Association.28 When we 

examined LSAS scores according to sex, we found 

that female patients showed significantly higher 

levels in all subgroups. These results are 

inconsistent with studies reporting that men have 

higher values based on scales such as dental 

anxiety,29 although they are consistent with studies 

reporting that women have a greater tendency 

toward social anxiety disorders.23, 30 This can be 

explained by the more intense emotional state in 

women and sex-related perceptual differences. In 

addition, our study found an increase in the level of 

social anxiety in younger age groups. Zaitsu et al.23 

observed higher anxiety scores in the middle age 

group when they classified age into three 

subgroups whereas other studies have shown 

higher levels in younger individuals, in accordance 

with the results of the current study.31, 32 The 

discrepancy with the work of Zaitsu et al. may be 

due to methodological differences such as the high 

number of women in the middle age group. 

Decreased levels of anxiety with increased can be 

attributed to patients’ reduced anxiety over their 

outward appearance and their skills for coping with 

societal problems as their age.33 A positive 

relationship was found between education level 

and LSAS scores in the current study. Yolaç 

Yarpuz et al.33 reported that social anxiety and 

education showed a negative correlation whereas 

Gültekin et al.34 reported that the level of social 

anxiety in university students was considerably 

higher in accordance with the results of the present 

study. This suggests that individuals in a more 

perfectionist social environment with increasing 

levels of education may be more anxious about 

possible problems. In our study, LSAS scores 

increased as monthly income decreased. Ergin et 

al.35 reported that power to engage in self-care was 

low in individuals with low socioeconomic status. 

According to these results, the power of individuals 

to meet their needs and solve problems decreases 

as their income decreases.  

 When the complaints of the patients related to 

the symptoms of periodontal disease were 

evaluated by the anamnesis forms, it was observed 

that the patient complaints were higher in the AP 

and CP group. Some of the periodontal healthy 

individuals reported abscesses and mobility in their 

mouths. This may indicate that the patient's intra-

oral perception is not always consistent with 

professional periodontal examination results. 

Symptoms of periodontal disease (gingival 

inflammation, tooth loss, toothache, halitosis, and 

so forth) are among the oral health issues that have 

negative effects on quality of life. 4 In the current 

study, when LSAS sub-scores and patient 

complaints were compared, there was significant 

increase in LSAS sub scores in the presence of 

complaints that could cause feelings of physical 

deformities in the social environment such as 

halitosis, aesthetic problems, mobility, and 

abscesses. There were no significant results when 

LSAS scores were compared with some complaints 

that are health problems but are difficult for other 

people to perceive as a physical deformity such as 

gingival bleeding and tooth sensitivity. Ng et al.4 

discussed the fact that symptoms of periodontal 

disease such as dental pain that can originate from 

gingival infection, dental mobility, halitosis, and 

dental abscess affect quality of life by causing 

physical disabilities. Zaitsu et al.23 did not observe 

a significant difference between the BOP index and 

low (-59) –or high (60-) LSAS scores in their study 

although a significant decrease in LSAS scores was 

observed after halitosis treatment. The results of 

the current study are consistent with the data in 

these previous reports.  

 In our study, for all subgroups of LSAS 

scores, values for the CP and AP groups were 

significantly higher than those for the S and G 
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groups (Total anxiety and socially related 

avoidance did not include these results, for G 

versus CP groups); and values for the AP group 

were higher than those for the CP group. The 

present study results imply that the CP and AP 

groups (periodontal disease groups), may perceive 

a deformity in physical appearance due to 

symptoms such as abscess, halitosis, and dental 

mobility as well as aesthetic problems related to 

tooth loss and localization changes in the teeth. 

This may result in limited avoidance and increased 

levels of anxiety in the social environment. In 

addition, reason of LSAS values for the AP group 

higher than those for the CP group may explained 

with more severe and rapid periodontal damage in 

AP. Previous studies have compared specific 

medical situations that affect physical appearance 

to high rates of social phobia. Bez et al.14 showed 

that LSAS scores of patients with acne vulgaris 

were higher than those of a control group without 

acne vulgaris. Zaitsu et al.23 emphasized the 

awareness of halitosis among patients with high 

LSAS scores compared to patients with low LSAS 

scores. Stein et al.36 diagnosed social phobia in 

75% of individuals who participated in their study 

on stuttering, whereas Gundel et al.37 found that 

social phobia was common in patients with 

spasmodic torticollis. Schneier et al.38 reported that 

social anxiety scores were high in two different 

studies conducted by Topcuoglu et al.39 In our 

study, the high social anxiety scores in the presence 

of periodontal diseases, which show symptoms that 

patients may experience as a negative perception of 

their physical appearance, are consistent with 

previous reports.  

 Limitations of this study are: the LSAS scores 

before and after periodontal treatment weren’t 

evaluated, and the possibility of social anxiety as a 

source of stress increasing which might affect the 

severity of periodontal disease wasn’t assessed. 

Another limitation of current study is small sample 

size. 

 Further studies are needed with larger patient 

groups and with different design including 

periodontal treatment to evaluate the relationship 

between periodontal disease and social anxiety. 

CONCLUSIONS 

According to our results, chronic periodontitis and 

aggressive periodontitis may have negative effects 

on the psychological and emotional states of 

patients. Thus, periodontal treatment may have a 

positive effect on the emotional state of patients 

with social anxiety. 
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Periodontal Hastalıkların Sosyal Kaygı Düzeyi 

Üzerindeki Etkilerinin Değerlendirilmesi 

ÖZ 

Amaçlar: Bu çalışmanın amacı, periodontal hastalığa 

sahip bireylerde sosyal anksiyete düzeyini belirlemek, 

sosyal anksiyetenin sosyo-demografik veriler ve 

periodontal hastalığın klinik karakteristiği ile ilişkisini 

incelemektir. Gereç ve Yöntemler: 200 hastanın (109 

erkek, 91 kadın) dâhil edildiği çalışma kesitsel olarak 

planlandı. Çalışma kapsamında hastaların sosyo-

demoğrafik verileri, klinik periodontal parametreler ve 

hasta şikayetleri kaydedildi. Hastalar klinik periodontal 

indeks değerlerine göre kronik periodontitis (KP), 

agresif periodontitis (AP), gingivitis (G), ve periodontal 

sağlıklı (PS) olmak üzere 4 gruba ayrıldı. Hastaların 

sosyal anksiyete düzeyleri Liebowitz Sosyal Kaygı 

Ölçeği (LSKÖ) ile değerlendirildi. Bulgular: LSKÖ 

skorları ile yaş arasında negatif ilişki, eğitim seviyesi ile 

arasında pozitif ilişki saptanmıştır (p0,05). Halitozis 

şikâyeti olan hastalarda Liebowitz total skor, total 

anksiyete, sosyal ilişkili anksiyete ve total kaçınma 

anlamlı derecede yüksek bulunmuştur (p0,05).  Estetik 

ve mobilite şikâyeti olan hastalarda LSKÖ skorları 7 alt 

grupta da anlamlı derecede yüksekti (p0,05). Dişeti 

kanaması olan hastalarda total kaçınma ve performans 

kaçınma skorları anlamlı derecede yüksekti (p0,05). 

Tüm LSKÖ skorlarının KP ve AP gruplarında PS ve G 

gruplarına, AP grubunda KP grubuna nazaran anlamlı 

düzeyde yüksek olduğu görülmüştür (p0,05). 

Performans ilişkili kaçınma seviyenin G grubunda, PH 

grubundan anlamlı seviyede yüksek olduğu saptanmıştır 
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(p0,05). Sonuçlar: Periodontal hastalıklar, dental 

hastaların psikolojik ve duygu durumları üzerinde 

olumsuz etki gösterebilirler. Anahtar Kelimeler: 

Anksiyete, periodontal hastalıklar, sosyal fobi. 
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