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Abstract

Dental treatment is still perceived as a traumatic procedure by many individuals, due to painful experiences or episodes that triggered 
fear. The scarcity of available dental services, particularly for adults, led to late-seeking behavior, making tooth extraction the primary 
intervention in the public health system. In addition, anxiety toward dental treatment exerts a considerable impact on psychosocial well-
being, especially among users who delay dental care, resulting in serious oral health problems. This impact is even more pronounced 
in families with low income, low educational attainment, and limited access to preventive and curative dental care. This study aimed 
to analyze how socioeconomic factors relate to fear and anxiety toward dental care in Primary Health Care. This is a qualitative, 
exploratory-descriptive study, conducted at the Canasvieiras Health Center (HC) in the municipality of Florianópolis/SC, using semi-
structured interviews with ten active users between August and September 2024, aged 23 to 66 years. Fear and anxiety in the dental 
office are strongly associated with traumatic experiences and socioeconomic factors, while limited access to oral health services amplifies 
inequalities and reinforces the need for public policies focused on equity in these services. To change this scenario, it is essential to 
prioritize oral health public policies, focusing on preventive dentistry, patient-centered care, and public awareness.
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INTRODUCTION

Dental treatment is still frequently perceived as 
a potentially traumatic experience by many users, 
mainly due to prior experiences associated with 
pain or situations that trigger fear. This feeling may 
be understood as a response to stimuli interpreted 
as threatening, in anticipation of suffering1,2. In the 
context of oral health care, fear and anxiety are 
complex phenomena that are not restricted to the 
individual dimension but are permeated by social, 
historical, and cultural experiences3. 

The constitution of these experiences in Brazil 
is directly related to how oral health care has been 
historically organized. Prior to the creation of the 
Unified Health System (SUS), oral health care in 
Brazil was structured under an exclusionary care 
model, characterized by low population coverage, 
strong segmentation of access, and a focus on spe-
cific groups - particularly schoolchildren - through 
top-down programs with restricted preventive 
scope4. In this context, practices centered on cu-
rative and mutilating interventions predominated, 
with tooth extractions as the primary response to 
accumulated demands, highlighting the low reso-
lutive capacity and the logic of late care. Further-
more, service organization was characterized by 
fragmented care, dissociating preventive, curative, 
and rehabilitative actions, thereby contributing to 
care discontinuity and the persistence of high rates 
of oral disease in the population. This configura-
tion reinforced a social representation of dentistry 
associated with pain, tooth loss, and suffering, par-
ticularly among groups historically excluded from 
regular access to health services5,6.

This historical configuration of oral health care is 
directly linked to the social determinants of health, 
given that conditions such as income, educational 
attainment, labor market integration, and access to 
public policies influence both the occurrence of 
oral health problems and patterns of service utiliza-
tion7. The exclusion from dental care over time has 
produced persistent inequalities, expressed in the 
greater disease burden among socially vulnerable 
populations and in the construction of negative ex-
periences associated with dental attendance8. Thus, 
fear and anxiety toward dental care cannot be un-
derstood merely as individual phenomena, but as 
socially determined constructions, permeated by 
life trajectories marked by access barriers, insuffi-
ciently humanized practices, and limited compre-
hensiveness of care. In this regard, the expansion 
of access promoted by the SUS still coexists with 
the challenge of overcoming this historical legacy 
and reconfiguring oral health care practices from 
the perspective of equity and comprehensiveness9.

Although the expansion of access promoted by 
the SUS has produced advances, challenges remain 
regarding the comprehensiveness of care and the 
overcoming of procedure-centered practices10. In 
this context, prior negative experiences, associated 
with precarious access and the historically low res-
olutive capacity of services, continue to influence 
how users perceive and experience dental care, 
potentially assigning to the dental office a meaning 
of suffering and threat1,6.

Manifestations of fear and anxiety toward dental 
care can express themselves through behaviors and 
physiological signs, such as restlessness, sweating, 
pallor, tachycardia, elevated blood pressure, and 
verbal complaints11,12. Such responses vary among 
individuals and may constitute significant barriers 
to access and continuity of care13. From a concep-
tual standpoint, fear is a fundamental emotion re-
lated to self-preservation, while anxiety may be un-
derstood as an anticipation of this fear in the face 
of situations perceived as threatening14. Although 
these dimensions are frequently approached from 
an individual psychological perspective, their oc-
currence is profoundly intertwined with the con-
crete living conditions of individuals.

Anxiety may be understood as a form of antic-
ipated fear15. It is a stress state that manifests in 
a multidimensional manner, encompassing emo-
tional, physiological, and cognitive components, 
which influence the individual’s perception of the 
environment. It also constitutes an adaptive biolog-
ical response, activated upon perception of danger 
or threat. Different life experiences, both positive 
and negative, can modulate its expression, contrib-
uting to the association of anxiety with situations 
assessed as aversive in daily life16. 

Anxiety exerts a considerable impact on psy-
chosocial well-being, particularly among users who 
delay dental treatment, resulting in serious oral 
health problems such as tooth loss and diminished 
self-esteem. This may lead to feelings of shame, dif-
ficulties in social interaction, and obstacles in the 
labor market. This effect is even more pronounced 
in families with low income, low educational attain-
ment, and limited access to preventive and curative 
dental care. These conditions are associated with 
a high prevalence of severe oral diseases, which 
profoundly affect the health and quality of life of 
children and adolescents11,17.

In Primary Health Care, guidelines direct the 
work process of health professionals, including 
the reception of users, which presupposes quali-
fied listening to needs across all actions, provid-
ing humanized care and fostering the therapeutic 
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METHODOLOGY

The present study employs a qualitative, explor-
atory-descriptive approach. Qualitative research is 
grounded in the dynamic and inseparable relation-
ship between the objective world and the subjectiv-
ity of the individual, taking the natural environment 
as a direct source of data for the interpretation and 
attribution of meaning to phenomena19. This meth-
od allows for the investigation of how life contexts 
and socioeconomic factors are integrated into the 
reality of these individuals, directly influencing their 
experiences and behaviors in Primary Health Care.

The research was conducted at the Canasviei-
ras Health Center (HC), the designation used for 
the Family Health Strategy (FHS), in the munici-
pality of Florianópolis/SC. The population profile 
was composed of residents, influenced by season-
al variations associated with tourism, resulting in 
heterogeneous socioeconomic characteristics. The 
service provides dental care through a multidisci-
plinary team, constituting the setting for the analy-
sis of experiences related to fear and anxiety in the 
context of dental care. 

Active users of the unit participated in the study, 
including those who had undergone dental treat-
ment with a dental surgeon at the HC throughout 
2024. Non-probability convenience sampling was 
employed, including participants who were in at-
tendance during the data collection period. Ten 
individuals of both sexes, aged 18 years or older, 
participated in the study.

The number of participants was defined based 
on the criterion of theoretical saturation, under-
stood as the point at which interviews began to 
present repetition of information without the rele-
vant addition of new elements for the construction 
of analytical categories, indicating sufficient densi-
ty for understanding the investigated phenomenon.

The inclusion criteria were: users under dental 
follow-up at the Canasvieiras HC; age equal to 
or greater than 18 years; and capacity for verbal 
communication and comprehension to participate 
in the interview. The exclusion criteria were: indi-
viduals not under dental follow-up during the data 
collection period; individuals with limitations pre-

venting the conduct of the interview at the time of 
collection, such as inability to communicate ver-
bally or cognitive difficulties compromising com-
prehension.

Data collection was performed through face-to-
face individual interviews, using a semi-structured 
interview guide developed on the basis of the sci-
entific literature on fear and anxiety in the dental 
context. The guide was organized around thematic 
axes, including: sociodemographic characteristics; 
access to dental services; lived experiences in oral 
health care; and narratives of fear and/or anxiety in 
dental care. 

It should be noted that no pre-test (pilot study) 
of the instrument was conducted. Nevertheless, its 
adequacy was sought through grounding in the lit-
erature and the prior construction of the thematic 
axes, aligned with the research objectives.

Following the dental appointment, participants 
were informed about the study and invited to par-
ticipate voluntarily. The interviews were audio-re-
corded and transcribed in detail for subsequent 
reference, and were conducted by the researcher 
herself in a private environment within the health 
service, ensuring participant privacy, with an aver-
age duration of 20 to 30 minutes. 

For data processing, the technique of Content 
Analysis in its thematic modality was employed, de-
veloped in three stages: (I) pre-analysis, consisting 
of the analytical synthesis of each transcribed inter-
view, the compilation and organization of data into 
a textual corpus, and floating reading; (II) material 
exploration, in which analytical categories are es-
tablished based on information present in the text 
and the research objectives; (III) data analysis and 
interpretation, involving inferences that highlight 
the meanings of participants’ statements20.

The project was submitted for evaluation by the 
Research Ethics Committee Involving Human Sub-
jects da Universidade Federal de Santa Catarina 
(CEPSH-UFSC) com o Opinion No. 7,020,878, and 
by the Health Research Projects Monitoring Com-
mission (CAPPS) of the Florianópolis/SC Municipal 
Health Department.

relationship18. The dental surgeon who adopts this 
practice comes to understand the user in a com-
prehensive manner, identifying their needs, anxiet-
ies, and fears regarding care, which contributes to 
the establishment of a therapeutic relationship and 

to better physical and mental health outcomes, in 
addition to improving the quality of care provided.

This study therefore aims to analyze how socio-
economic factors relate to fear and anxiety toward 
dental care in Primary Health Care.
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RESULTS AND DISCUSSION

Between August and September 2024, adult par-
ticipants, men and women, aged between 23 and 
66 years took part in the study. Regarding housing 
conditions, shared arrangements predominated, 
with participants residing with two or three individ-
uals. Situations of greater household density, with 
several cohabitants, were also identified, as were 
cases of solo residence. Concerning property ten-
ure, rented housing was more prevalent, coexisting 
with owner-occupied dwellings and arrangements 
of provided accommodation.

Regarding family educational background, the 
accounts indicate trajectories marked by low edu-
cational attainment among parents, predominantly 
incomplete primary education. To a lesser extent, 
references were made to the completion of high-
er educational levels, as well as situations involv-
ing no formal schooling or in which participants 
were unable to provide information. Concerning 
the interviewees’ own educational background, a 
diversity of trajectories was observed, ranging from 
incomplete primary education to higher education 
and postgraduate training, with greater concentra-
tion at intermediate levels of schooling.

Regarding income, participants were situated 
predominantly in lower income brackets, although 
higher incomes were also present. Labor market 
participation was also heterogeneous, with some 
participants engaged in paid employment while 
others were unemployed at the time of the study.

The analysis of the narratives allowed the con-
struction of two thematic categories: (I) fear and 
anxiety in the dental office and (II) socioeconomic 
factors related to access and the dentist-user rela-
tionship.

Fear and anxiety in the dental office: between 
sensory experience and anticipation of pain

Participants’ accounts indicate that fear and 
anxiety in the dental context are recurring expe-
riences, associated both with concrete elements 
of dental care and with subjective constructions 
related to pain and bodily invasion. Among the 
experiences shared during the interviews, fear of 
anesthesia, dental instruments, engine noise, and 
experiencing pain were recurrent. Determining ele-
ments of fear and anxiety in the dental office have 
been identified, including local anesthesia, surgical 
procedures, and the vibrations and sounds of high- 
and low-speed handpieces21.

User 01 reported:
“We feel afraid of having something extracted, of 

getting a needle, even more so when that little drill 
comes... the tooth, my God, what torture. If there is 
no anesthesia, I won’t go.”

User 03, in their account, demonstrates becom-
ing apprehensive when any instrument comes into 
contact with their mouth:

‘‘It gives me a little shock in my teeth. And then I 
think, my God, it’s going to break everything.”

These accounts are consistent with studies on 
the subject, which describe dental fear as one of 
the most common and intensely experienced fears, 
not only due to aversive treatment-related factors 
such as equipment and instruments, but also due to 
the sensation of bodily invasion22. This perception 
may cause the user to perceive the situation as a 
threat, increasing the likelihood of avoidance or es-
cape behaviors during treatment23.

One of the main factors influencing the behav-
ior of many users who seek dental care is the belief 
that they will be subjected to some form of discom-
fort or pain during treatment, as well as contact 
with the dental office environment, including the 
dental chair, instruments, and high- and low-speed 
handpieces3,24.

Despite technological advances, anxiety arises 
in response to the noise of the high-speed hand-
piece, anesthesia, or invasive procedures, given 
that the sight of a needle or the sound of drilling 
can trigger the sensation of fear1,25.

Still within this theme, accounts of anxiety signs 
before and during dental care were reported, such 
as racing heart, cold hands, sweating, and trem-
bling. Studies show that dental anxiety triggers re-
sponses in the user’s physiological and psycholog-
ical systems, with respiratory alterations, increased 
blood pressure and heart rate, being responsible 
for a considerable number of dental office emer-
gencies1. Furthermore, the expression of fear may 
manifest in the body through sensations of suffoca-
tion, dry mouth, sweating, and trembling3,26,27.

In this regard, fear in the dental office is not re-
duced to the technical procedure, but expresses 
a broader corporeal and symbolic experience, in 
which memory, anticipation of pain, and percep-
tion of invasion are articulated, configuring care as 
a moment of vulnerability.

Socioeconomic factors, access, and the den-
tist-user relationship: between inequalities and 
care production

The second category shows that experiences 
of fear and anxiety cannot be dissociated from 
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the social and economic conditions of the partic-
ipants, which influenced both access and the way 
in which care is experienced. The results indicate 
that participants are predominantly situated in con-
texts of greater social vulnerability, with trajecto-
ries marked by income and educational limitations. 
In this scenario, access to dental services occurs 
irregularly, frequently conditioned by factors such 
as treatment cost and availability of time.

User 01 recounted that, due to lack of time 
because of work commitments, they had not vis-
ited the dentist for more than two years and had 
stopped dental treatment in the private sector 
due to lack of funds. This account highlights the 
high costs of dental treatment in Brazil, historically 
structured around an individual and predominant-
ly curative model4. Although the SUS offers dental 
services, these are unable to fully meet the popu-
lation’s needs, leading many users to resort to the 
private sector.

User 8, when asked about the frequency of den-
tal appointments, stated:

“Only when I have a problem.”
This account highlights the predominance of a 

curative logic, in which care is activated only in 
the presence of pain or established problems, con-
sistent with the historical trajectory of oral health 
services in Brazil, marked by mutilating practices, 
low coverage, and limited impact28,29. Prior to the 
creation of the “Brazil Smiling” program in 2004, 
access was even more restricted4,30.

The scarcity of services, particularly for adults, 
contributes to late-seeking behavior, making tooth 
extraction a frequent intervention in public ser-
vices6,31. Consequently, the dental office becomes 
associated, for some individuals, with suffering1.

Still with regard to access, accounts point to 
concrete difficulties in everyday service use, as re-
ported by User 01:

“...it was almost five o’clock in the morning and 
there were no more appointment slots.”

This type of barrier highlights that, despite ad-
vances, access to oral health services remains 
marked by social and regional inequalities32,33. In 
contrast, User 04, who was pregnant, highlighted 
that facilitated access positively impacted her care: 
before pregnancy she reported difficulty accessing 
services, whereas during pregnancy, having priori-
ty access, she began attending appointments more 
frequently and taking better care of her oral health. 
This finding demonstrates how prioritization policies 
can produce concrete effects in expanding care.

Another relevant aspect concerns the dentist-us-
er relationship, which emerges as a central element 
in the care experience. Some accounts indicate 

fear of judgment and relationships marked by pow-
er asymmetries.

O USU 01 relatou “told off”. This perception 
may be understood in light of relationships in which 
the professional assumes a dominant, powerful po-
sition, defining what is considered a health need34. 
Even in the face of feelings of distress, users seek 
the service in the expectation of resolving their 
problems, reinforcing the centrality of cure in care.

Furthermore, negative care experiences were 
reported, such as lack of listening and patient-cen-
tered reception. One interviewee recounted an ep-
isode of possible allergic reaction to the anesthetic, 
in which the professional did not take her symp-
toms into consideration, describing him as “rude.” 
Also mentioned were procedures performed with-
out anesthesia, communication failures, and differ-
ences between public and private care.

For successful treatment, communication be-
tween the dental professional and the user is essen-
tial and should be associated with technical com-
petence35. Users expect, above all, to be treated 
with empathy36. Nesse contexto, a valorization of 
humanized care may be understood as a response 
to a history in which dental care was strongly asso-
ciated with pain. Qualities such as solidarity and re-
spect prove fundamental to transforming the care 
experience and reducing the negative image asso-
ciated with dental treatment36.

The findings indicate that oral health care is 
produced at the intersection of corporeal experi-
ences of fear and pain, socioeconomic conditions, 
and service organization. Fear and anxiety are not 
configured merely as individual responses, but as 
expressions of social, historical, and relational tra-
jectories that shape how individuals access and ex-
perience care.

Thus, the dental office is configured not only 
as a technical space, but as a symbolic territory in 
which suffering, memory, inequality, and possibil-
ities of care are intertwined. The qualification of 
oral health practices, therefore, requires the incor-
poration of approaches that consider these mul-
tiple dimensions, promoting not only access, but 
also more welcoming, equitable, and experientially 
sensitive care relationships.

As a study limitation, it should be noted that 
data collection and analysis were conducted by 
a single researcher, without the participation of a 
second evaluator or investigator triangulation, and 
in the absence of another researcher during the 
conduct of the interviews. This condition may in-
crease the possibility of bias in both data collection 
and interpretation. On the other hand, individual 
conduct of the interviews may have contributed to 
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CONCLUSION

It is concluded, therefore, that socioeconomic 
factors exert a significant influence on users’ fear 
and anxiety in the dental office, particularly in Pri-
mary Health Care. However, this subject is com-
plex and multifaceted and cannot be discussed on 
the basis of a single cause alone. The insufficient 
provision of dental services by the SUS to the most 
vulnerable populations, late-seeking behavior, and a 
curative-centered vision of dentistry results in more 
traumatic experiences in dental offices and more us-
ers who are afraid to visit the dentist. According to 

2021 data from the Global Burden of Disease (GBD) 
study, Brazil is the third country in the world with 
the highest number of edentulous individuals; what 
was done in the past produced the current scenar-
io, and in order for this indicator to change in the 
future, oral health must cease to be a secondary el-
ement in public policy, and family health dentists 
present in health units must fulfill their role in rais-
ing population awareness about the importance of 
oral health, prioritizing preventive dentistry and pa-
tient-centered reception for every individual.

CRediT author statement

Conceptualization: Castro, LCDC; Garcia Júnior, CAS. Methodology: Castro, LCDC; Ceccon, RF; Picalho, AC; Garcia Júnior, CAS. Validation: Castro, 
LCDC; Ceccon, RF; Garcia Júnior, CAS. Statistical analysis: Not applicable. Formal analysis: Castro, LCDC; Ceccon, RF. Investigation: Castro, LCDC; 
Ceccon, RF. Resources: Castro, LCDC; Picalho, AC; Garcia Júnior, CAS. Writing – original draft preparation: Castro, LCDC. Writing – review & editing: 
Castro, LCDC; Ceccon, RF; Picalho, AC; Garcia Júnior, CAS. Visualization: Castro, LCDC; Ceccon, RF; Picalho, AC. Supervision: Ceccon, RF; Garcia Júnior, 
CAS. Project administration: Garcia Júnior, CAS.

All authors have read and agreed to the published version of the manuscript.

Declaration of competing interest

The authors declare that they have no known competing financial interests or personal relationships that could have appeared to influence the work 
reported in this paper.

1. Machado EAF, Pinto RMC. Medo e Ansiedade durante o tratamento odontológico: Como a Psicologia pode ajudar? Visão Acad. 2021 Nov 12;22(3). 
doi:10.5380/acd.v22i3.81333
2. Armfield J. The extent and nature of dental fear and phobia in Australia. Aust Dent J. 2010 Dec 7;55(4):368–77. doi:10.1111/j.1834-7819.2010.01256.x
3. Gomes GB, Stabile CLP, Ximenes VS. Avaliação e manejo da ansiedade e fobia odontológica: a psicologia na formação do cirurgião-dentista. Rev Fac 
Odontol Porto Alegre. 2020 Dec 30;61(2):80–94. doi:10.22456/2177-0018.101020
4. Carrer FC de A. SUS e Saúde Bucal no Brasil: por um futuro com motivos para sorrir. São Paulo: Faculdade de Odontologia da USP; 2019.
5. Narvai PC. Saúde bucal coletiva: caminhos da odontologia sanitária à bucalidade. Rev Saúde Pública. 2006 Aug;40(spe):141–7. doi:10.1590/S0034-
89102006000400019
6. Pimenta ACM, L’abbate S, Pezzato LM. Histórias patográficas de mutilados dentais de um serviço de prótese do Sistema Único de Saúde. Rev Ciênc 
Méd. 2017;26(2):49–59. doi:10.24220/2318-0897v26n2a3918
7. Breilh J. Epidemiologia crítica: ciência emancipadora e interculturalidade. Rio de Janeiro: Editora FIOCRUZ; 2006.
8. Narvai PC, Frazão P. Epidemiologia, política e saúde bucal coletiva. In: Antunes JLF, Peres MA, Crivello Junior O, editors. Epidemiologia da saúde bucal. 
Rio de Janeiro: Guanabara Koogan; 2006. p. 346–62. (Fundamentos de odontologia).
9. Narvai PC, Frazão P. Saúde bucal no Brasil: muito além do céu da boca [Internet]. Rio de Janeiro: Editora FIOCRUZ; 2008. Disponível em: https://doi.
org/10.7476/9788575413630 
10. Ministério da Saúde. Política Nacional de Atenção Básica [Internet]. Brasília: Ministério da Saúde; 2017. Disponível em: https://bvsms.saude.gov.br/
bvs/saudelegis/gm/2017/MatrizesConsolidacao/comum/250584.html
11. Martins RJ, Belila N de M, Garbin CAS, Garbin AJÍ. Medo e ansiedade dos estudantes de diferentes classes sociais ao tratamento odontológico. Arch 
Health. 2017 Jan 23;6(1):43–7. doi:10.21270/archi.v6i1.1785
12. Medeiros MC. Ansiedade odontológica: avaliação em pacientes adultos. Rev Odontol UNESP. 2013;42(3):187–92.
13. Klingberg G, Broberg AG. Dental fear/anxiety and dental behaviour management problems in children and adolescents: a review of prevalence and 
concomitant psychological factors. Int J Paediatr Dent. 2007 Nov 11;17(6):391–406. doi:10.1111/j.1365-263X.2007.00872.x
14. Dalgalarrondo P. Psicopatologia e semiologia dos transtornos mentais. 3rd ed. Porto Alegre: Artmed; 2019.
15. André C. Psicologia do Medo. Rio de Janeiro: Editora Vozes; 2023.
16. Rocha Fialhe S, Abreu Rodrigues KL. Intervenções da psicologia frente à ansiedade infantil no ambiente escolar. Rev Saúde Mult. 2023 Sep 20;15(2). 
doi:10.53740/rsm.v15i2.689
17. Paredes S de O, Galvão RN, Fonseca FRA. Influência da saúde bucal sobre a qualidade de vida de crianças pré-escolares. Rev Baiana Saúde Pública. 
2014 Mar 1;38(3):125–39. doi:10.5327/Z0100-0233-2014380100017
18. Ministério da Saúde. Portaria no 2.436, de 21 de setembro de 2017. Brasília, DF: Ministério da Saúde; 2017.
19. Prodanov CC, Freitas EC de. Metodologia do trabalho científico: métodos e técnicas da pesquisa e do trabalho acadêmico. Novo Hamburgo: Feevale 
[Internet]. Feevale; 2013. 277 p. Disponível em: http://www.feevale.br/Comum/midias/8807f05a-14d0-4d5b-b1ad-1538f3aef538/E-book Metodologia 

REFERENCES

the creation of an environment of greater proximity 
with the participants, fostering the development of 

rapport and enabling a more consistent deepening 
of accounts and shared experiences. 

https://creativecommons.org/licenses/by/4.0/


Mundo Saúde. 2026,50:e19832026
DOI: 10.15343/0104-7809.202650e19832026I

7

How to cite this article:  Castro, L.C.C.D., Ceccon, R.F., Picalho, A.C., Garcia Júnior, C.A.S. (2026). Factors related to fear and anxiety in 
dental care in Primary Health Care. O Mundo Da Saúde, 50. https://doi.org/10.15343/0104-7809.202650e19832026I. Mundo Saúde. 
2026,50:e19832026.

do Trabalho Cientifico.pdf.
20. Minayo MC de S. O Desafio do Conhecimento: Pesquisa Qualitativa em Saúde. Editora Hucitec; 2014.
21. Souza AA de, Al. E, Theodoro GHF, Oliveira IRL de, Ferreira LLM, Brandão RM. Medo e ansiedade no tratamento odontológico. Rev Cient FACS 
[Internet]. 2019;19(24):65–73. Available from: https://periodicos.univale.br/index.php/revcientfacs/article/view/300
22. Possobon RDF, Carrascoza KC, Moraes ABA de, Costa Jr ÁL. O tratamento odontológico como gerador de ansiedade. Psicol Estud. 2007 
Dec;12(3):609–16. doi:10.1590/S1413-73722007000300018
23. Mugnai Vieira Souza JG, Lazzarin H, Capana Fideli G, Tavares AK, Antonelli A. Avaliação do grau de ansiedade em pré-atendimento em clínica 
odontológica. Arq Mudi. 2021 Aug 13;25(2):49–58. doi:10.4025/arqmudi.v25i2.58250
24. Nathan. Behavioral management strategies for young pediatric dental patients with disabilities. ASDC J Dent Child. 2001;68(2):89–101.
25. Yon MJY, Chen KJ, Gao SS, Duangthip D, Lo ECM, Chu CH. An Introduction to Assessing Dental Fear and Anxiety in Children. Healthcare. 2020 Apr 
4;8(2):86. doi:10.3390/healthcare8020086
26. Murrer RD, Francisco SS. Diagnóstico e manejo da ansiedade odontológica pelos cirurgiões-dentistas. Interação Psicol. 2015;19(1):37–46.
27. Pereira VZ, Barreto R de C, Pereira GAS, Cavalcanti HRBB. Avaliação dos níveis de ansiedade em pacientes submetidos ao tratamento odontológico. 
Rev Bras Ciênc Saúde. 2013;17(1):55–64. doi:10.4034/RBCS.2013.17.01.07
28. Silva ME de S e, Villaça ÊL, Magalhães CS de, Ferreira EF e. Impacto da perda dentária na qualidade de vida. Ciên Saúde Colet. 2010 May;15(3):841–
50. doi:10.1590/S1413-81232010000300027
29. Queiroz LR, Nascimento MÂA do. Sentidos e Significados da perda dentária na estratégia Saúde da Família. Rev Saúde Colet UEFS. 2017;7(3):52–9.
30. Andrade KLC, Ferreira EF. Avaliação da inserção da odontologia no Programa Saúde da Família de Pompéu (MG): a satisfação do usuário. Ciên Saúde 
Colet. 2006;11(1):123–30.
31. Araújo ME, Zilbovicius C. O trabalho em saúde: olhando e experienciando o SUS no cotidiano. Trab Educ Saúde. 2004;2(2):388–91.
32. Carreiro DL, Souza JGS, Coutinho WLM, Haikal DS, Martins AME de BL. Acesso aos serviços odontológicos e fatores associados: estudo populacional 
domiciliar. Ciên Saúde Colet. 2019 Mar;24(3):1021–32. doi:10.1590/1413-81232018243.04272017
33. Paim J, Travassos C, Almeida C, Bahia L, Macinko J. The Brazilian health system: history, advances, and challenges. The Lancet. 2011 May 
21;377(9779):1778–97. doi:10.1016/S0140-6736(11)60054-8
34. Couto JG de A, Botazzo C. ‘Bocas trabalhadoras’ e os reparos possíveis em tempos de pandemia. Trab Educ Saúde. 2022;20. doi:10.1590/1981-
7746-ojs00281
35. Guerra CT, Al. E, Bertoz AP de M, Fajardo R da S, Rezende MCRA. Reflexões sobre o conceito de atendimento humanizado em Odontologia. Arch 
Health. 2015;3(6). Disponível em: https://www.archhealthinvestigation.com.br/ARCHI/article/view/72
36. Bottan ER, Oglio JD, Silveira EG, Araújo SM de, Al. E. Cirurgião-dentista ideal: perfil definido por crianças e adolescentes. Rev Sul-Bras Odontol. 
2021;6(4):381–6. doi:10.21726/rsbo.v6i4.1242

https://creativecommons.org/licenses/by/4.0/

