Supplemental Materials
<Appendix 1> Survey on general characteristics.
Following items are about your general information.
Please mark “V” on the box that best describes your situation.


1. Which is your gender?
① Male ② Female

2. Which does represent your age?
① 20s (20~29 years of age) ② 30s (30~39 years of age) ③40s(40~49 years of age)
④ 50s (50~59 years of age) ⑤ 60s or older

3. Which of the following best indicates highest level of education you completed?
① Graduated elementary school ② graduated middle school ③ graduated high school
④ attending or graduated college ⑤ attended or graduated postgraduate programs

4. Which of the following best indicates your level of monthly income?
① less than 1 million Korean Won ② between 1 and 2 million Korean Won
③ between 2 and 3 million Korean Won ④ 3 million Korean Won or more

5. Do you smoke cigarettes?
① Yes ② No

6. Do you drink alcoholic beverages?
① Yes ② No

7. Do you exercise regularly?
① Yes ② No

<Appendix 2> Survey on perceived oral health-related characteristics.
Following items are about your oral health characteristics.
Please mark “V” on the box that best describes your situation.

*The following questions concern the symptoms you have felt during the past year.

1. How many times do you brush your teeth one day?
① Once ② Twice ③ Thrice ④ 4 times or more

2. Do you use oral hygiene supplement products?
① Yes ② No

3. Do you receive scaling, at least once a year?
① Yes ② No

4. Have your breath smelled bad?
① Yes ② No

5. Have you experienced swollen gums, often or rarely?
① Yes ② No

6. Have you felt any sore from your gums?
① Yes ② No

7. Have your experienced bleeding gums
① Yes ② No

8. Have you tooth moved or wavered in any way?
① Yes ② No

9. Have you had your tooth pulled?
① Yes ② No

10. Have you experienced toothache?
① Yes ② No

<Appendix 3> Oral Health Impact Profile-14 (OHIP-14)
Following items are about your oral health impact profile.
Please mark “V” on the box that best describes your situation.


1. Have you had trouble pronouncing any words because of problems with teeth, mouth or dentures?
① Frequent (More than 2-3 times a week) ② Often (About once a week)
③ Sometimes (2-3 times a month) ④ Rarely (less than once a month) ⑤ Never (Not at all)

2. Have you felt that your sense of taste has worsened because of problems with teeth, mouth or dentures?
① Frequent (More than 2-3 times a week) ② Often (About once a week)
③ Sometimes (2-3 times a month) ④ Rarely (less than once a month) ⑤ Never (Not at all)

3. Have you had painful acting in your mouth because of problems with teeth, mouth or dentures?
① Frequent (More than 2-3 times a week) ② Often (About once a week)
③ Sometimes (2-3 times a month) ④ Rarely (less than once a month) ⑤ Never (Not at all)

4. Have you found it uncomfortable to chew any foods because of problems with teeth, mouth or dentures?
① Frequent (More than 2-3 times a week) ② Often (About once a week)
③ Sometimes (2-3 times a month) ④ Rarely (less than once a month) ⑤ Never (Not at all)

5. Have you been self-conscious because of your teeth, mouth or dentures?
① Frequent (More than 2-3 times a week) ② Often (About once a week)
③ Sometimes (2-3 times a month) ④ Rarely (less than once a month) ⑤ Never (Not at all)

6. Have you felt tense because of problems with your teeth, mouth or dentures?
① Frequent (More than 2-3 times a week) ② Often (About once a week)
③ Sometimes (2-3 times a month) ④ Rarely (less than once a month) ⑤ Never (Not at all)

7. Has your diet been unsatisfactory because of problems with teeth, mouth or dentures
① Frequent (More than 2-3 times a week) ② Often (About once a week)
③ Sometimes (2-3 times a month) ④Rarely (less than once a month) ⑤ Never (Not at all)

8. Have you had to interrupt meals because of problems with your teeth, mouth or dentures?
① Frequent (More than 2-3 times a week) ② Often (About once a week)
③ Sometimes (2-3 times a month) ④Rarely (less than once a month) ⑤ Never (Not at all)

9. Have you found it difficult to relax because of problems with your teeth, mouth or dentures?
① Frequent (More than 2-3 times a week) ② Often (About once a week)
③ Sometimes (2-3 times a month) ④ Rarely (less than once a month) ⑤ Never (Not at all)

10. Have you been a bit embarrassed because of problems with your teeth, mouth or dentures?
① Frequent (More than 2-3 times a week) ② Often (About once a week)
③ Sometimes (2-3 times a month) ④Rarely (less than once a month) ⑤ Never (Not at all)

11. Have you been a bit irritable with other people because of problems with your teeth, mouth or dentures?
① Frequent (More than 2-3 times a week) ② Often (About once a week)
③ Sometimes (2-3 times a month) ④ Rarely (less than once a month) ⑤ Never (Not at all)

12. Have you had difficulty doing your usual jobs because of problems with your teeth, mouth or dentures?
① Frequent (More than 2-3 times a week) ② Often (About once a week)
③ Sometimes (2-3 times a month) ④Rarely (less than once a month) ⑤ Never (Not at all)

13. Have you felt that life in general was less satisfying because of problems with your teeth, mouth, or dentures?
① Frequent (More than 2-3 times a week) ② Often (About once a week)
③ Sometimes (2-3 times a month) ④Rarely (less than once a month) ⑤ Never (Not at all)

14. Have you been totally unstable to function because of problems with your teeth, mouth or dentures?
① Frequent (More than 2-3 times a week) ② Often (About once a week)
③ Sometimes (2-3 times a month) ④ Rarely (less than once a month) ⑤ Never (Not at all)

*4 points to be assigned for "Frequent," 3 points for "Often," 2 points for "Sometimes," 1 point for "rarely,' and 0 point for "Never.".

