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Abstract

Background: Hepatitis C and B are infectious diseases; the former is caused by the hepatitis C
virus (HCV), the latter by the hepatitis B virus (HBV). According to the Glasgow declaration of
viral hepatitis (World Hepatitis Summit 2015), the infection is present in all parts of the world
and currently there are 400 million people living with Hepatitis B and/or C infection, and 1.4
million people die annually from complications of these infections. According to WHO, health
care workers are at high risk of developing hepatitis infection and vaccination against hepatitis B
of all healthcare workers who are being in a contact with blood is highly recommended. A
recent literature review shows that along with other various factors, dental treatment can be a risk
factor for Hepatitis B and C infections. Until present, no studies have assessed Hepatitis B and C
related knowledge, attitude and practice of dentists in Armenia.

Aim: The study aimed to investigate the knowledge, attitude and practices (KAP) regarding
Hepatitis B and C of dentists practicing in Yerevan.

Methodology: A cross-sectional survey design was used for this study. Multistage cluster
sampling technique was applied. Firstly, dental clinics were randomly selected from the list of all
dental clinics in Yerevan. Then if the clinic had more than four dentists, the participating dentists
were again selected randomly. Overall, 120 dentists participated in the survey. The interviews
were administered by phone. The study instrument included domains on dentists’ socio-
demographic and work-related characteristics, as well as knowledge, attitude and practice
regarding hepatitis B and C. Descriptive analysis was carried out to address the research
questions and multivariable linear regression analysis to identify socio-demographic and work-
related characteristics significantly associated with the outcomes of knowledge, attitude,
practice, and KAP scores.

Results: The majority of study participants were men (67.5%), the mean age of the participants
was 37 (SD=9.8) years old. The mean working experience of dentists was 13 (SD=9.7) years.
The mean knowledge percent score was 63.7 (SD=12.1), the mean attitude percent score was
56.9 (SD=23.9), and the mean practice percent score was 69.7 (SD=9.7). Overall, the dentists
had good knowledge on Hepatitis B and C transmission roots, but poor knowledge on
vaccination and transmission risk-related information. The dentists had moderate attitude toward
hepatitis B and C infected patients. More than half of the dentists (54.2%) agreed that patients
infected with Hepatitis B and C should receive treatment in specialized clinics. The study
showed that not all dentists trust infection control procedures, which could be a reason for their
avoiding/cautious attitude towards infected patients. Overall, the dentists reported relatively
good infection control practices (69.7%). However, the percentage of those vaccinated against
Hepatitis B was low (25.8%) among them. Also, the vast majority of participated dentists
(96.7%) reported a dangerous practice of recapping needles. The mean KAP percent score of
dentists was 63.4 (SD=8.7). Multivariable linear regression analysis identified positive
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association between KAP score and dentist’s weekly workload (B=0.07, p=0.001, 95% CI 0.31,
3.29). Attitude score was also positively associated with weekly workload (B=0.05, p=0.004,
95% CI 0.28, 2.9), while knowledge score was negatively related to participant’s age (B=-0.04,
p=0.029, 95% CI -0.24, -2.22). None of the available variables were significantly associated
with the practice score.

Conclusion: Educational programs need to be organized for dentists in order to increase their
awareness on Hepatitis B and C and improve their attitude towards Hepatitis B and C-infected
patients. Infection control practices need to be properly taught and enforced. Further studies
assessing the prevalence of Hepatitis B and C infections among dentists in Yerevan can help
identify the high risk groups.
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Introduction

Hepatitis C and B are infectious diseases caused by the hepatitis C virus (HCV)! and hepatitis B
virus (HBV), respectively.? Chronic type of hepatitis C can have a long latent period when the
infected person may not have any complaints, but later it may cause liver cirrhosis or cancer.®*
Studies indicate that 80% of hepatitis C infection leads to chronic infection, 10-20% to chronic
liver diseases such as liver cirrhosis in 20 or 30 years after the infection onset, and 1-5% to liver
cancer.! Hepatitis B virus can also have a long latent period from 30 — 180 days (75 on average).®
Less than 5% of infected individuals may develop chronic infection and of those infected adults
20-30% will have complications like liver cirrhosis and cancer.® According to the Glasgow
declaration of viral hepatitis (World Hepatitis Summit 2015), the infection is present in all parts
of the world and currently there are 400 million people who live with Hepatitis B and/or C
infection, and 1.4 million people die annually from complications of these infections.” Many
people around the world who have Hepatitis are not aware about the source of their infection.®
According to WHO, health care workers are at high risk of developing hepatitis infection and
vaccination against hepatitis B of all healthcare workers who are being in a contact with blood is
highly recommended.®!%! A recent literature review shows that along with other various factors,
dental treatment can be a risk factor for Hepatitis B and C infections.®121314 The treatment of
Hepatitis C infection is very expensive and thus, unaffordable for the majority of people living in

low/middle-income countries, that is why it poses a huge burden to societies of these countries.*

Also, unlike Hepatitis B infection that could be prevented via vaccination, there is no vaccination
for Hepatitis C infection.’® As resent US national statistics show, the prevalence of Hepatitis C is
higher than the prevalence of HIV.® Unprotected sexual contact, intravenous drug usage, vertical

transmission from mother to fetus and exposure to virus during different medical procedures



(including dental procedures) are the main routs of both Hepatitis C and B transmission.>6/
According to CDC, even one needle stick injury with infected blood poses a 6-30% (depending on
the type of viral antigens) risk of causing infection with HBV if the health care worker is not
vaccinated, and for the HCV the risk is estimated to be 1.8% from a single needle stick injury with
infected blood.® Recent studies found Hepatitis B and C viral particles in saliva and cervical
fluid.®® Literature also indicates that dental workers are at a higher risk for developing Hepatitis
B and C and they can infect their patients if they do not follow the proper infection control
procedures.®*®  Studies did not find associations between viral hepatitis infection and dental
treatment in those countries where the standard procedures of infection control are enforced (USA,
Australia, Western European countries).> In contrary, in countries were infection control
procedures are not properly followed (i.e. countries in Africa, Middle East, and Eastern Europe),
studies show significant associations between dental treatment and Hepatitis B and C infections.®
Literature indicates that poor infection control training of dentists is associated with wrong risk
perception among them and bad attitude towards patients infected with blood borne pathogens
(BBP).®® A study in Latin American dental schools, which vary a lot in terms of providing modern,
evidence based infection control trainings, identified that the less the graduates of those medical
schools know about the routes of exposure to Hepatitis B and C and also HIV, the more likely they
are to refuse to treat patients with these infections.?® Another study in Turkey found that the
majority of dentists had moderate knowledge on proper infection control requirements, however,
concluded that dentists still need continuous educational programs on infection control.?® Another
interesting study was conducted in the UK, and the reason for this investigation was the fact that
some HIV positive patients faced difficulties to receive dental treatment by National Health
Services (NHS) as dentists refused to treat them. Therefore, the study aimed to investigate the

knowledge and attitude of dentists towards patients who have blood borne infections. The results



showed that the higher was the knowledge among dentists, the more they felt ethically responsible
to treat patients with blood borne infections. This study also found that older dentists had worse
attitude towards those patients then younger dentists, concluding that older dentists need more
formal trainings on infection control and blood borne infectious diseases.?! A qualitative study
conducted in Australia explored dentists’ views on treating patients infected with Hepatitis C and
found that even though dentists were well aware about infection control procedures, they did not
quite trust those procedures which made them to change their behavior towards infected patients.*
A study conducted in Romania found out that good knowledge of dentists on infection control is
essential, but also adequate resources need to be available for maintaining proper infection control
practices.?? Another knowledge, attitude and practice (KAP) study conducted among Croatian
dental students on treating patients with blood borne pathogens found negative correlation between
lack of willingness to treat the infected patient and the knowledge about HIV, HBV and HCV of

the students.?®

According to the Global Burden of Disease (GDB) for Hepatitis C (WHO) in 2010, Armenia, as
well as other Transcaucasia countries, have high prevalence rates of Hepatitis C.2* In this region
the prevalence of this chronic infection is higher compared to the EU countries. In Armenia the
prevalence is 4%, in Azerbaijan 4%, in Georgia 6.7%, in Iran 0.9%, in Kazakhstan 3.2%, in Turkey
2.2% and in Kyrgyzstan it is 4%.2?* According to Gayane Melik-Andreasyan’s research (The
Research Institute of Epidemiology, Virology, and Medical Parasitology after A.B. Alexanian)
and Hasmik Xazinyan’s data (Armenian Hepatological Association), the prevalence of Hepatitis
C in Armenia is 4%.%%" Unfortunately, there is no official data from the Ministry of Health
(MOH) of Armenia on the prevalence of hepatitis C in Armenia. According to official data from
the MOH, the prevalence of chronic Hepatitis B in Armenia has declined from 22.3 per 100.000

in 1990 to 2.3 per 100.000 in 2015,%° and this is due to high coverage of children with Hepatitis B



vaccination (the universal vaccination of children against hepatitis B was implemented in
2000).2627 Nowadays, approximately 2% of the population in Armenia is infected with hepatitis
B.% For the first dose of Hepatitis B vaccine at birth, the coverage is almost 98%, and for the
Pentavalent vaccine which also includes Hepatitis B vaccine, the coverage is 94%.% In Armenia
there is no data on Hepatitis B vaccination coverage among healthcare workers including dentists.
According to the MOH December 5, 2011 order 25-N, which specifies the requirements for
infection control in dental clinics, there is no mandatory vaccination of dentists against hepatitis
B.28 There has not been any study in Armenia to assess the knowledge, attitude and practices of

dental workers regarding hepatitis B and C.

Description of proposed project

The study aimed to investigate the knowledge, attitude and practices of dentists practicing in
Yerevan regarding Hepatitis B and C, to find out what is needed in this sphere in Armenia and to

highlight this serious public health issue one more time.

The main research questions:

e Do dentists in Yerevan have adequate knowledge about the roots of exposure to Hepatitis
B and C infections?

e What kind of preventive measures are less commonly applied by dentists in Yerevan for
preventing patients’ exposure to blood borne pathogens?

e What is the attitude of dentists towards infected patients?

e Is there a relation between workload and Hepatitis B and C -related knowledge, attitude

and practices of dentists?



e Do dentists in Yerevan have adequate knowledge and practice regarding Blood Borne

Infection (BBI) control?

Methods

Study design and instrument

A cross-sectional survey design was used for this study. It consisted of structured interviews. The
interviews were mainly administered by phone. The questionnaire was a combination of already
existing valid instruments that were widely used in other countries to assess the knowledge,
attitude and practices of dentists on blood borne pathogens.?®3%2 It contained four main domains:
first domain included demographic information of a participant, second domain contained 14
questions on participant’s knowledge on hepatitis B and C, third domain contained 11 questions
on participant’s attitude towards infected patients, and the last domain contained questions on
participant’s infection control (IC) practices. The questionnaire contained also questions on
hepatitis B vaccination status of the respondent, a question about the university the dentist has
graduated from and a question about continuous education on infection control practices the
participant received. There were also questions about dentist’s experience on accidents such as
getting needle stick injury during work or blood or saliva of patient splashing into eyes, and the
measures taken after those accidents. The student investigator translated the questionnaire and
adapted it to the local context. The translated questionnaire was then pretested among a small
number (10 participants) of health care workers from different spheres who were engaged in
invasive procedures on a daily basis (Appendix 1). After the pretest minor corrections were made

to finalize the questionnaire.



Study population

The study inclusion criteria was being a practicing dentist and working in Yerevan who was willing

to participate.

Sampling strategy

The study sample size was calculated according to the formula for one group hypothesis testing
for mean.®! It was intended to have 2 point minimal detectable difference in KAP score with 80%
power and 5% significance level.
n= (zo+2p)? *o 2/d? =(1.96+0.84)>*7.12/22=99
As the study applied cluster sampling, the design effect coefficient of 1.2 was used
n=99*1.2=119=120

The data was collected until reaching the intended sample size.

A multistage cluster sampling technique was applied to select the study participants. Firstly, dental
clinics were chosen from the list of all dental clinics in Yerevan by simple random sampling, using
“RANDBETWEEN” function of Excel software. The student investigator used Spyur registry of
dental clinics in Yerevan as a sampling frame. Dental clinics were the clusters. Maximum four
dentists were interviewed in each dental clinic. To recruit participants in each selected clinic, the
student investigator made phone calls to the selected clinics and asked for an appointment with
directors of those clinics. After arranging an appointment, the student investigator made a visit to
the clinic, informed the director about the study, and asked for a permission to access the list of
dentists who worked in that clinic. The study participants were chosen from these lists using a
random digit generator application in the smart phone of the student investigator and their phone

numbers were obtained. In cases when the clinic had only four or fewer dentists, all of them were



contacted for the interview. In few cases, directors of dental clinics agreed to participate, but
refused to provide phone numbers of dentists, so the student investigator had to do face to face

interviews with those exceptional cases.

Data collection

All data for the study were collected by student investigator. The interviews were mainly
conducted by phone. All study participants were informed prior to interview about the study and
their right to refuse participation or stop interview at any time. A unique ID number was assigned

to each participant.

Data analysis

The main dependent variables were knowledge score, attitude score, practice score, and KAP score
of dentists. The main independent variable was dentist’s weekly workload (the average number
of patients seen during a week). The intervening variables included dentist’s age, sex, marital
status, being a graduate of YSMU versus other universities, years of formal education, years of
experience in dental practice, working in a private versus a state clinic, and having been trained on
IC during the last 5 years. The data were entered into SPSS dataset. Data cleaning was done by
randomly comparing 10% of questionnaires with the entered data, visual check-ups were made to
find the outlier values and frequency analysis was conducted for almost all variables. Recoding of
variables was also done in SPSS. To come up with the knowledge score, the student investigator
recoded all the right answers to the questions measuring participant’s knowledge as 1 and wrong
or “don’t know” answers as 0. Then all the 14 questions of knowledge domain were summed up

to get the knowledge score for each participant.



To come up with the attitude score, the student investigator recoded the desired attitude as 1 and
the undesired attitude and “uncertain” answers as 0 for all items measuring attitude. Then the 11
questions of attitude domain were summed to get the attitude score of the participants.

To come up with the practice score, the questions in the practice domain were recoded so that the
desired practices (mainly answers “always”) were coded as 1, and the undesired (“often”,

9 6

“sometimes”, “never”) practices as 0. For the question about recapping the needle, the answer
“never” was coded as 1 and the options “always”, “often”, “sometimes” as 0. The questions about
participant’s vaccination status and getting laboratory testing to find out their HBV/ HCV status
were also categorized as practice questions and recoded with “yes” answers coded as 1 and “no”
and “don’t know” answers as 0. The recoded items in the practice domain were summed to get the
practice score for each participant. KAP score was calculated by summing up knowledge, attitude
and practice scores. For each score, percent scores were also calculated. For dental specialization
variable, student investigator combined specializations into three categories: first category
included therapeutic dentists, pediatric dentists and family dentists, second category included
surgical dentists and dentists with two or more specialties, and third category included orthopedic
and orthodontic dentists. University where dentists received their undergraduate degree was
dichotomized into two groups: dentists who graduated from YSMU and dentists who received
their undergraduate dental education in other universities.

Data analysis was done using STATA software. Firstly, descriptive analysis was conducted to
calculate means, standard deviations and frequencies of different study variables. Then correlation
analysis was carried out to find out the relation between knowledge, attitude, and practice scores.
After, linear regression analysis was conducted to explore the association between the knowledge,

attitude, practice, and KAP scores and different characteristics of participants, including dentist’s

weekly workload, years of experience in dental practice, years of formal education, being a



graduate of YSMU versus other universities, age, gender, marital status, working in private versus
state clinic and participation in IC training(s) during last 5 years. The results were considered

statistically significant when P value was less than 0.05.

Ethical considerations

Institutional Review Board of American University of Armenia approved the study. The student
investigator underwent special training on interviewing study subjects. All participants were
provided an oral informed consent. Only ID numbers were recorded in the questionnaires. Only

student investigator had access to the study database.

Results

Descriptive Statistics

Administrative results

Firstly, 30 dental clinics were randomly sampled from the list of all dental clinics in Yerevan.
Additional 50 clinics were randomly selected to account for non-response and smaller-than-
intended number of practicing dentists in each clinic. Overall, from 80 randomly selected clinics
14 had ineligible or wrong phone numbers. Out of the remaining 66 clinics, 40 participated in the
study resulting in a response rate of 60.6%. Out of the 26 clinics not participating in the study, 12
(46%) refused immediately, four (15.5%) told that their director is not in the country and the rest

10 (38.5%) clinics kept postponing the interview (Chart 1). Out of the 40 clinics, 124 dentists



were contacted; four of them refused to participate. Overall, the response rate at this stage was

96.8%.

Socio-demographic information

Table 1 presents socio demographic characteristics of the study participants. The majority of the
study participants were male (67.5%). The mean age of the participants (all practicing dentists)
was 37 years old ranging from 23 to 71. Seventy percent of participants were married. Slightly
more than a third (36.7%) of dentists were family (general) dentists. The mean work experience
of participated dentists was 13 years ranging from 1 to 47 years. The majority of participants
received their undergraduate dental education in Yerevan State Medical University (YSMU)
(60.8%), almost a third (31.6%) in other universities of Armenia, while 7.5% of participated
dentists studied in the universities abroad (Artsakh, Syria, Ukraine, Russia and Belarus). Two of
the study participants (1.7%) mentioned being infected with hepatitis B in the past (they
mentioned that they have been cured and currently they are not carriers of the virus), one of them
(0.8%) mentioned that the infection was work related. There was no statistically significant
difference in the KAP percent score between dentists of different specialties (Table 2). The
descriptive statistics on knowledge, attitude and practice scores are provided in Table 3 and
percent scores for each are depicted in Graph 1. Overall, the mean KAP percent score was
63.4%. There was no significant difference in knowledge, attitude, practice and KAP percent
scores by age, gender and university where the participants received their undergraduate dental
education (Table 4). However, there were significant differences between attitude and KAP

percent scores by weekly workload of dentists (Table 4).

10



Knowledge about hepatitis B and C

The respondents’ answers to hepatitis B and C knowledge related questions are presented in
Table 5. The majority of study participants knew that hepatitis B and C are mainly transmitted
through blood (98.3%), 85.8% agreed that HBV and HCV can be transmitted through sexual
contact, 81.7% of the study participants knew that HBV and HCV can also be transmitted
through blood splashing into mucous membranes of the eye or mouth, and 89.2% knew that it
can also be transmitted through mechanical skin injury. Similarly, the majority of study
participants (91.7%) knew that HBV and HCV cannot be transmitted through social contact and
95% of the participants knew that Hepatitis B and C can lead to liver cirrhosis or cancer.
However, less than a half of the participants knew that there is no vaccination against hepatitis C
(46.7%). A majority of participants (94.2%) agreed with the statement that “health care
professionals belong to the high-risk group for hepatitis virus infections”. Only 35.8% of the
participants knew that after stick injury with an infected needle, the probability of becoming
infected with hepatitis C is not 10-20%. Few participants (40%) knew that after needle stick
injury one of the most effective preventions is getting vaccine against Hepatitis B during the first
24 hours after the injury. Moreover, only 40.8% of the participants agreed to the statement that
transmission risk after infected needle stick injury is higher for hepatitis B virus in comparison
with hepatitis C virus. Few of the study participants answered correctly to the questions about
Hepatitis B (30.8%) and Hepatitis C (33.3%) prevalence rates in Armenia. The highest
knowledge score recorded among study participants was 13 out of 14, while the lowest was 3.

The mean knowledge score was 8.92 (SD=1.7). The mean knowledge percent score was 63.7%.

11



Attitude towards patients infected with HBV or HCV

A majority of participants (81.7%) stated that if they found out that their longtime patient has
hepatitis B or C they would not stop treating that patient (Table 6). Overall, half of the
respondents (54.2%) agreed with the statement that HBV/HCV infected patients should receive
dental treatment in specialized clinics, and dentists should have a right to refuse to treat infected
patients (51.7%). Nevertheless, 84.2% of the dentists agreed with the statement that dentists have
a moral obligation to treat infected patients. Only 71.7% trusted infection control procedures and
agreed that they are adequate for prevention of hepatitis B and C transmission in dental clinics.
Among all participated dentists, 82.5% agreed with the statement that all patients should be
considered as potentially infected. The highest score for attitude was 11 out of 11 and the lowest

was 0. The mean attitude score was 6.26 (SD=2.6). The attitude percent score was 56.9%.

Infection control practices

Eighty percent of participated dentists stated that they had needle stick injury at least once
during their working practice (Table 7). In 56% of cases, the injuries were due to a wrong
movement during the work with a patient and another 40% of injury cases took place during
recapping the used needle. In 10% of cases the injury took place while pulling out the needle
and 5 % mentioned other situations when needle stick injury happened. In the majority of cases
dentists stated that they washed the injured area with soap and water and/or applied antiseptics.
However, in 2% of cases the dentists stated that they didn’t pay any attention to the injury and
continued to work. Seventy percent of the dentists stated that at least once they had blood or
saliva splash into their eyes. Only 25.8% of the participants mentioned that they have received

all three doses of hepatitis B vaccine. However, the majority of dentists (72.5%) mentioned that

12



they have been tested against hepatitis B or C at least once during their practice as a dentist.
Overall, the majority of participants mentioned proper usage (98.4%) and changing of gloves
between patients (100%), usage (96.6%) and changing of facemask between patients (80%).
Hundred percent of participating dentists mentioned that they always wash hands before
beginning the treatment and always wear gown. However, only 67.5% of participants wear
protective eyewear while working. Recapping needles after usage was the most widespread
dangerous practice reported by 96.7% of the dentists. Only 71.7% of the dentists take medical
history from their patients about hepatitis B and C status. The highest score for infection control
practice was 13 out of 14 and the lowest was 7. The mean practice score was 9.75 (SD=1.4).

The practice percent score was 69.7% (Table 7).

Correlation analysis

We conducted correlation analysis between the three constituents of the KAP score (Table 8) and
found a weak positive correlation between knowledge and practice scores, which was
insignificant in our sample (correlation coefficient=0.131, p=0.15). Attitude score did not
correlate with the scores of knowledge (correlation coefficient=-0.06, p=0.55), and practice
(correlation coefficient=-0.03, p=0.77) (Table 8). There was significant correlation between

attitude score and weakly workload of dentists (correlation coefficient=0.29, p=0.002).

Regression analysis

Unadjusted results

In a simple linear regression analysis, one unit change in the weekly workload of a dentist
increased his/her KAP score by 0.52 (p=0.001, 95% CI1 0.23-0.81) (Table 9). The association
between KAP score and other socio demographic variables was also explored, but the analysis
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did not identify other statistically significant associations (Table 9). The same set of variables
was explored to find out associations between any of these variables and knowledge, attitude
and/or practice scores (Tables 10; 11; 12). Age of participants was significantly associated with
the knowledge score (p=0.023, 95% CI -0.47, -0.04), so that one year increase in the age of a
dentist decreased his/her knowledge score by 0.26. Dental practice in years was also significantly
negatively associated with the knowledge score: B=-0.23 (p=0.045, 95% CI -0.45, -0.00) (Table
10). Unadjusted analysis could also identify a positive association between workload and attitude
score: B=0.17 (p=0.002, 95% C1 0.07-0.27) (Table 11). No other significant associations were
found between the explored variables and the knowledge, attitude and/or practice scores (Tables

9;10; 11, 12).

Adjusted results

The student investigator conducted multivariable analyses with three different outcomes: KAP
percent score, knowledge percent score and attitude percent score to explore the identified
significant associations in models controlled for other available variables. These analyses
showed that only workload was significantly associated with KAP percent score (B=0.07,
p=0.001, 95% CI 0.31, 3.29) (Table 13) and attitude percent score (B=0.05, p=0.004, 95% ClI
0.28, 2.97) (Table 14), while age was significantly associated with knowledge percent score (B=-

0.04, p=0.029, 95% CI -0.24, -2.22) (Table 15).
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Discussion

The study identified that only 25.8% of dentists in Yerevan are vaccinated against Hepatitis B,
which is a very low rate compared to the results of a study conducted in Tehran where the
vaccination status among dentists was 88.3%.*® Similarly, according to a study carried out in
Lahore (Pakistan), 90% of dentists were vaccinated against hepatitis B with small variations
between dentists working in private vs. public sector.®? The vaccination status of dentists was
higher in India as well (62%).% This study identified that in Yerevan, the knowledge of dentists
regarding Hepatitis B and C transmission patterns is good, but the knowledge about the
prevalence of infections in the population they serve is low, which may lead to inadequate risk
perception among them. These findings are similar to the results of a study conducted in Iran
(Zahedan)(Graph 1).%° The current study also identified that the knowledge of dentists about
some features of Hepatitis B and C viruses is poor, and generally, dentists perceive HCV as more
contagious than HBV. These findings are similar with a study done among Chinese dental
interns.?® Current study identified that only 40% of dentist knew that after a needle stick injury
vaccination against hepatitis B is an efficient way to protect them against the disease. Moreover,
the majority of dentists who indicated that they were exposed to patient’s body fluids due to a
wrong movement during work or recapping needle did not follow standard precautions
recommended for such cases.®* This finding is the same as in a study done in Iran were only
40% of the respondents knew about effectiveness of the vaccine after getting injured.3® Majority
of the study participants were not aware about the fact that there is no vaccine available against
hepatitis C (46.7%), which is lower than in the study in Iran (52%). Among dentists in Yerevan,
84.2% agreed with the statement that dentists have moral obligation to treat HBV/HCV infected

patients, which is higher than in the study conducted in the UK (66%).? However, compared to
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the study that was done in the UK, in Armenia fewer dentists agreed with the idea that they can
refuse to treat infected patients if they want so (56% vs. 48.3%).2! In Yerevan fewer dentists
(82%) consider all dental patients as potentially infected compared with the dentists of Iran
(95%).%° In contrast, fewer dentists in Yerevan (54%) think that HBV/HCV infected patients
should be treated in specialized facilities, compared to the dentists in Iran (89%). *

Overall, dentists in Yerevan reported good infection control practices. Hundred percent of
participants mentioned always changing gloves between patients, washing hands before
treatment, sterilizing instruments in autoclave or dry heat, wearing gown. These results are
higher than in other studies.3%2°32 However, only 67.5% of dentists in Yerevan wear protective
eyewear, which is similar to findings of a study in Romania.?? Current study showed that
dentists in Yerevan have a dangerous practice of recapping needles (96.7%), which results in
frequent needle stick injuries; this is similar to the findings in Iran.%

In current study the KAP score of dentists towards Hepatitis B and C was significantly
associated with dentist’s weekly workload. We did not find reports on the association between
dentists’ workload and infection control knowledge and attitude in the reviewed studies. While
the explored studies were able to identify positive correlation between knowledge on Hepatitis B
and C and attitude towards infected patients, current study did not find a correlation between the
two, while the weak correlation identified between knowledge and practice in this study was not
statistically significant, that can be because of our small sample size.?

One of the main strengths of this study was strong sampling methodology, which helped to
increase the generalizability of the study findings to all dentists working in Yerevan. However,
the sampling frame that was used for the study was not complete, which could introduce bias.
The lists of dentists working in certain clinics were not always complete as well. However, the

student investigator tried to convince the directors of the selected dental clinics to provide the
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complete list of all dentists working in their clinics (registered or non registered dentists). The
fact that in some cases (5.8%) the student investigator had to conduct interviews face to face, but
not by phone may have also introduced some bias, even though during those interviews
participants were not looking in the questionnaire and the interviewer avoided to have eye
contact with them. The other limitation is that the study findings are based on self-reported data,

which may not be always honest.

Conclusions

Current study was the first study, which explored Hepatitis B, C related knowledge, attitude and
practice among dentists of Yerevan. It was able to identify the fact that dentists in Yerevan
generally have good knowledge about the patterns of transmission of Hepatitis B and C. The
results showed that in the vast majority of cases dentists use gloves, facemask, gown and
instrument sterilization via autoclave or dry heat to properly protect their patients from BBIs.
However, the study results showed that dentists in Yerevan inadequately protect themselves: few
of the participants were vaccinated, not all of them used protection for their eyes, and the
practice for taking patient’s history about HBV/HCV status was uncommon. Also, they usually
took no proper preventive measures in cases of being injured with sharp instruments. The study
also identified that few dentists trust IC procedures and that dentists’ attitude towards infected
patients is not always positive. There was positive relation between dentists’ weekly workload
and their attitude towards infected patients. However, the study was not able to elucidate other

factors that could be associated with certain type of attitude towards infected patients.

Educational programs need to be organized for dentists practicing in Yerevan in order to increase
their awareness on infection control and improve their attitude towards Hepatitis B and C-

infected patients. Infection control practices need to be properly taught and enforced. Also,
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infection control protocols and procedures should be followed in all clinics, including protocols
on actions that should be undertaken in cases of sharp instrument injuries or eye splashes with
patients’ body fluids. Further studies are recommended to determine the Hepatitis B and C status
among dentist in Yerevan. Simulation studies can be done with standardized infected patients in
order to determine which percent of dentists in Yerevan are willing to treat infected patients in
reality. In addition, similar studies can be done with other health care professionals who are
doing invasive therapies and also with nurses. A qualitative study may also help to understand

the factors that are associated with certain types of attitudes towards infected patients.
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Tables

Table 1: Socio-demographic information

Characteristics Mean SD
Age (years) 37 9.8
University education duration (years) 7.0 1.7
Dental practice (years) 12.8 9.7
Worked days per week 5.3 1.2
Worked hours per day 6.1 1.7
Average number of patients treated per day 4.8 2.3
% N
Gender
Male 67.5 81
Female 32.5 39
Marital Status
Married 70 84
Divorced 1.7 2
Widowed 1.7 2
Single 25.8 31
Other 0.8 1
Dental specialty
Therapeutic 20 24
Surgical 9.2 11
Orthopedic 12.5 15
Orthodontic 9.2 11
Family (general) 36.7 44
Pediatric 1.7 2
Combination 2 or more specialties 10.8 13
University of undergraduate degree
Yerevan State Medical University 60.8 73
Haybusak University 12.5 15
AmirdovlatAmasiaci Medical Institute 0.8 1
Armenian Medical Institute (Erebuni) 10.8 13
University of Traditional Medicine 5.0 6
Mayr Theresa University 2.5 3
Other 7.5 9
Type of clinic
Private 92.5 110
State 2.5 3
Both 5.0 6
Trainings on IC during last 5 years
Yes 375 45
No 58.3 70
Don’t know/Refused 4.2 5

IC — Infection control

22



Table 2: KAP score by combined dental specializations

N Mean Median  SD
Dental specialty

Therapeutic, Family and Pediatric dentists 69 64.0 64.1 8.4
Surgical, combination of specialties 24 64.4 66.7 11.0
Orthopedic, Orthodontic 26 63.6 66.0 7.4

Table 3: Mean scores for knowledge, attitude and practice

Variables Mean Median SD
Knowledge score (score range 0-14) 8.9 9.0 1.7
Attitude score (score range 0-11) 6.3 6.5 2.6
Practice score (score range 0-14) 9.7 10.0 1.4
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Table 4: Knowledge, attitude, practice and KAP scores by age, gender, university and

workload (whole sample)

N Knowledge Attitude %- Practice Overall
%-score score %-score KAP %-
mean (SD) mean (SD)  mean (SD) score
mean (SD)
Age
Younger (<35) 63 65.2 (10.7) 55.6 (24.3) 69.8 (8.9) 64.1 (8.3)
Older (> 36) 57 62.0 (13.4) 58.4(23.6)  69.5(10.7) 63.7 (9.2)
Gender
Female 39 64.7 (11.7) 52.7 (22.5)  70.4 (10.6) 63.4 (8.5)
Male 81 63.2 (12.4) 58.9 (24.4) 69.3 (9.4) 64.2 (8.9)
Education
YSMU 73 62.9 (11.8) 59.9 (22.3) 68.8 (9.8) 64.2 (8.3)
Other universities 47 64.9 (12.6) 52.2 (25.8) 71.1 (9.6) 63.5(9.4)
Workload
<24 patients 60 62.7 (12.7) 52.1(23.8)* 68.8(11.5) 61.9(9.2)*
>25 patients 55 64.8 (11.8) 62.0 (23.9) 70.5(7.9) 66.0 (7.9)

* Statistically significant within category difference, p < 0.05
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Table 5: Percentages of correct responses to the items measuring Hepatitis B and C-related
knowledge of dentists practicing in Yerevan (N=120)

To your knowledge: N %
1. Is hepatitis B and C mainly transmitted through blood? (true)* 118 08.3
2. Can hepatitis B and C infections result in chronic hepatitis and liver
114 95.0
cancer?(true)

3. Do health care professionals belong to the high-risk group for hepatitis virus

: . 113 94.2
infections?(true)

4. Can hepatitis B or C be transmitted through social contact (shaking hands, 110 91.7
kissing, sharing glasses, clothes, etc.)?(false)

5. Can hepatitis B and C be transmitted through mechanical skin injury?(true) 107 89.2

6. Is hepatitis B and C mainly transmitted through sexual contact? (true) 103 85.8

7. Can hepatitis B and C be transmitted through blood splashing into mucous 08 81.7
membranes of the eye or mouth? (true)

8. Is avaccine for hepatitis C available?(false) 56 46.7

9. lIstransmission risk after infected needle stick higher for hepatitis B virus in 49 40.8
comparison with hepatitis C virus? (true)

10. Is the vaccination against hepatitis B an efficient protection against infection 48 40.0
during first 24 hours after an infected needle stick?(true)

11. Is the risk of hepatitis C infection after a needle stick about 10%-20%7?(false) 43 35.8

12. Is prevalence of hepatitis C lower than 1% in Armenian population? (false) 40 33.3

13. Is prevalence of hepatitis B lower than 1% in Armenian population?(false) 37 30.8

14. Is hepatitis B virus sensitive to low temperature, dryness and ultraviolet 34 283
ray?(false)*

Cumulative knowledge percent score, mean (SD) 63.4 (12.1)
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Table 6: Percentages of desired responses to the items measuring Hepatitis B and C-related
attitude of dentists practicing in Yerevan (N=120)

Attitudinal statements N %

1. Dentists have a professional obligation to treat hepatitis B or C positive 101 84.2
patients. (desired)

2. All patients should be considered potentially infectious .(desired) 99 825

3. If I found out that my longtime patient had hepatitis B or C, | would stop 98 81.7
treating him. (undesired)

4. Infection control principles are adequate for prevention of transmission of 86 71.7
hepatitis B and C. (desired)

5. Regardless of clinical precautions, transmission risk of hepatitis exists from 74 61.7
patient to patient. (undesired)

6. Regardless of clinical precautions, transmission risk of hepatitis exists from 71 59.2
dentist to patient. (undesired)

7. Dentists should have the right to refuse to treat patients with hepatitis. 62 51.7
(undesired)

8. Patients with hepatitis should receive dental treatment in specialized clinics. 55 45.8
(undesired)

9. Dentists are anxious about increasing the transmission risk of the hepatitis 51 42.5
infections while treating infected patients. (undesired)

10. Fear and concern about being infected with hepatitis B and C is one of the 33 27.5
reasons to refuse infected patients. (undesired)

11. Regardless of clinical precautions, transmission risk of the hepatitis exists 21 17.5
from patient to dentist. (undesired)
Cumulative attitude percent score, mean (SD) 56.9 (23.9)

26



Table 7: Percentages of desired responses to the items measuring Hepatitis B and C-related
infection control practice of dentists practicing in Yerevan (N=120)

Infection control practice statements N %

1. Do you change gloves between patients? (desired) 120 100.0
2. Do you use gown? (desired) 120 100.0
3. Do you wash hands before treatment? (desired) 120 100.0
4. Do you sterilize your instruments by autoclave or dry heat? (desired) 120 100.0
5. Do you use gloves during work? (desired) 118 98.4
6. Do you cover all instruments to prevent contamination? (desired) 116 96.6
7. Do you use facemask? (desired) 116 96.6

96 80.0

8. Do you change facemask between patients? (desired)

9. Were you tested against Hepatitis B or C during your working practice? 87 725
(desired)

10. Do you take medical history from your patients about Hepatitis B or C 86 71.7
infection status? (desired)

11. Do you use protective glasses? (desired) 61 BES
12. Did you receive complete immunization against Hepatitis B? (desired) 31 258
13. Do you use gown for patient? (desired) 9 .5
14. Do you recap needles? (undesired) 4 3.3
Cumulative practice percent score, mean (SD) 69.7 (9.8)

Table 8: Correlations between knowledge, attitude and practice scores

Knowledge Attitude

Knowledge 1
Attitude -0.05 1
Practice 0.13 -0.03
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Table 9: Unadjusted associations between KAP percent-score and socio-demographic
characteristics

Variables Regression  p-value  95% Confidence
Coefficient Intervals
Age -0.72 0.381 -0.23, 0.09
Gender -0.85 0.619 -4.23, 2.53
Specialty (Therapeutic, Surgical, Orthodontic) -0.41 0.286 -1.14,0.34
University education duration (years) 0.22 0.644 -0.72, 1.17
Education (YSMU vs. other) 0.25 0.695 -1.01, 1.51
Dental practice (years) -0.03 0.688 -1.96, 0.13
Workload 0.52 0.001 0.23,0.81

Table 10: Unadjusted associations between mean knowledge percent-score and socio-
demographic characteristics

Variables Regression  p-value 95% Confidence
Coefficient Intervals
Age -0.26 0.023 -0.47, -0.04
Gender -1.42 0.549 -6.12, 3.27
Specialty (Therapeutic, Surgical, Orthodontic) 1.45 0.400 -1.94,4.84
University education duration (years) -0.22 0.740 -1.53, 1.09
Education (YSMU vs. other) -1.97 0.386 -6.47, 2.51
Dental practice (years) -0.23 0.045 -0.45, -0.00
Hepatitis B vaccination status 2.66 0.294 -2.34,7.64
Workload 0.10 0.209 -0.06, 0.26

Table 11: Unadjusted associations between mean attitude percent-score and socio-
demographic characteristics

Variables Regression  p-value 95% Confidence
Coefficient Intervals
Age 0.16 0.478 -0.28, 0.60
Gender -6.24 0.181 -15.4,2.95
Specialty (Therapeutic, Surgical, Orthodontic) -0.70 0.493 -2.74,1.33
University education duration (years) 0.33 0.802 -2.26, 2.92
Education (YSMU vs. other) 0.84 0.086 -0.12,1.81
Dental practice (years) 0.35 0.123 -0.09, 0.79
Hepatitis B vaccination status -3.16 0.528 -13.0,6.73
Workload 0.49 0.002 0.19, 0.80
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Table 12: Unadjusted associations between mean practice percent-score and socio-
demographic characteristics

Variables Regression  p-value 95% Confidence
Coefficient Intervals
Workload 0.004 0.468 -0.01, 0.02
Age -0.01 0.448 -0.04, 0.02
Gender -0.15 0.562 -0.68, 0.37
Education (YSMU vs. other) -0.32 0.216 -0.82,0.19
Specialty (Therapeutic, Surgical, Orthodontic) 0.04 0.839 -0.35, 0.43
Dental practice (years) -0.02 0.138 -0.44,0.01
University education duration (years) 0.081 0.279 -0.06, 0.23

Table 13: Adjusted associations between mean KAP percent-score and socio-demographic
characteristics

Variables Regression p-value 95% Confidence
Coefficient Intervals
Workload 0.07 0.001 0.31, 3.29
Gender -0.13 0.853 -0.02, -0.19
Age -0.06 0.107 -0.18, -1.63
Married/Non married -0.83 0.329 -0.11, -0.98
University (YSMU vs. other) 0.80 0.248 0.11,1.16
Private vs. State 0.38 0.756 0.03,0.31
Training on IC in last 5 years 0.50 0.455 0.07,0.75

Table 14: Adjusted associations between mean attitude percent-score and socio-
demographic characteristics

Variables Regression p-value 95% Confidence
Coefficient Intervals
Workload 0.05 0.004 0.28, 2.97
Gender 0.42 0.443 0.07,0.77
Age -0.01 0.652 -0.05, -0.45
Married/Non married -0.44 0.518 -0.07, -0.65
University (YSMU vs. other) 1.00 0.073 0.18,1.81
Private vs. State -0.14 0.885 -0.01, -0.14
Training on IC in last 5 years 0.13 0.803 0.02, 0.25
Knowledge score -0.17 0.268 -0.11,-1.11
Practice score -0.07 0.684 -0.04, -0.41
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Table 15: Adjusted associations between mean knowledge percent-score and socio-

demographic characteristics

Variables Regression p-value 95% Confidence
Coefficient Intervals
Workload 0.02 0.085 0.17,1.74
Gender -030 0.394 -0.08, -0.86
Age -0.04 0.029 -0.24, -2.22
Married/Non married -0.07 0.872 -0.02, -0.16
University (YSMU vs. other) 0.25 0.491 0.07, 0.69
Private vs. State 0.96 0.127 0.15,1.54
Training on IC in last 5 years 0.04 0.899 0.01, 0.13
Attitude score -0.07 0.268 -0.11,-1.11
Practice score 0.12 0.311 0.10, 1.02
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Chart 1: Summary of administrative results
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Graph 1: Knowledge, Attitude and Practice percent scores in the current study compared
with the study findings from Iran (Zahedan)
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Appendix

Questionnaire in English
ID

Interview date [/

Beginning of the interview___:

Demographic information

1. Gender (mark only) 1) Male  2)Female
2. Your age in years at the last birthday

3. What is your marital status?

1) Married 2) Divorced 3) Widowed 4) Single 5) Other

o~

. What type of dental specialist you are? (Select all that apply)

1) Therapeutic dentist

2) Surgical dentist

3) Orthopedic dentist

4) Orthodontic dentist

5) Family (general) dentist
6) Pediatric dentist

7) Other (specify)

(62}

. In which university did you receive your dental education?

1) Yerevan State Medical University

2) Haybusak University

3) Amirdovlat Amasiaci Medical Institute
4) Armenian Medical Institute (Erebuni)
5) University on Traditional Medicine

6) Other (please specify)

()]

. How many years did your formal education last?

\l

. How many years do you work as a practicing dentist?

oo

. How many days a week do you work (on average)?

©

. How many hours a day do you work on average?

10. On average how many patients do you treat during a workday?
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11. What type of clinic do you work in?

1) Private

2) Public

3) Both

4) Other (please specify)

12. During the last 5 years, did you participate in any training that included infection control
practices?

1)Yes 0) No88) DK

Knowledge on hepatitis B and C infections

Now I will ask few questions on Hepatitis B and C, you can answer “yes”, “no” or “don’t

know”

N | To your knowledge: Yes | No | DK

13 | Is hepatitis B and C mainly transmitted through blood? 1 0 88

14 | Is hepatitis B and C mainly transmitted through sexual contact?

15 | Can hepatitis B and C be transmitted through blood splashing into 1 0 88
mucous membranes of the eye or mouth?

16 | Can hepatitis B and C be transmitted through mechanical skin injury? 1 0 88

17 | Can hepatitis Bor Cbe transmitted through social contact (shaking hands, | 1 0 88
kissing, sharing glasses, clothes, etc.)?

18 | Can hepatitis B and C infections result in chronic hepatitis and liver 1 0 |88
cancer?

19 | Isa vaccine for hepatitis C available? 1 0 88

20 | Do health care professionals belong to the high-risk group for hepatitis 1 0 88
virus infections?

21 | Is the risk of hepatitis C infection after a needle stick about 10%-20%"? 0 88

22 | Is the vaccination against hepatitis B an efficient protection against 0 88
infection after an infected needle stick?

23 | Is transmission risk after infected needlestick higher for hepatitis B virus | 1 0 |88
in comparison with hepatitis C virus?

24 | Is prevalence of hepatitis B lower than 1% in Armenian population? 1 0 |88

25 | Is prevalence of hepatitis C lower than 1% in Armenian population? 1 0 88

26 | Is hepatitis B virussensitive to low temperature, dryness and ultraviolet 1 0 88
ray?
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Attitude towards patients with hepatitis B or C

Now I would like to know your attitude concerning some statements on this topic. Please, express
your attitude to each of these statements via choosing “agree”, “disagree” or “uncertain”
answer options.

N | Statement Agree | Disagree | Uncertain

27 | Patients with hepatitis should receive dental treatment in 1 0 88
specialized clinics.

28 | Dentists should have the right to refuse to treat patients 1 0 88
with hepatitis.

29 | If I found out that my longtime patient had hepatitis Bor C, | 1 0 88
I would stop treating him.

30 | Fear and concern about being infected with hepatitis B and | 1 0 88
C is one of the reasons to refuse infected patients.

31 | Dentists are anxious about increasing the transmission risk | 1 0 88
of the hepatitis infections while treating infected patients.

32 | Regardless of clinical precautions, transmission risk of the | 1 0 88
hepatitis exists from patient to dentist.

33 | Regardless of clinical precautions, transmission risk of 1 0 88
hepatitis exists from dentist to patient.

34 |Regardless of clinical precautions, transmission risk of 1 0 88
hepatitis exists from patient to patient.

35 | Dentists have a professional obligation to treat hepatitisB | 1 0 88
or C positive patients.

36 | Infection control principles are adequate for prevention of | 1 0 88
transmission of hepatitis B and C.

37 | All patients should be considered potentially infectious. 1 0 88

Practices

38. Are you immunized against hepatitis B? (If no/DK, skip to question 40)

1) Yes 0) No 88) DK

39. If yes, did you receive complete immunization (all three doses of Hepatitis B vaccine)?

1) Yes 0) No 88) DK

40. Were you tested against Hepatitis B or C during your working practice? (If no/DK, skip to
question 44)

1) Yes 0) No 88) DK

41. Have you ever been diagnosed as having Hepatitis B or C? (If no/DK, skip to question 44)

1) Yes

0) No 88) DK

42. Was it work-related?

1) Yes

0) No 88) DK
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43. Are you currently a carrier of the virus?
1) Yes 0) No 88) DK

44. Have you ever had an accidental needle stick during your practice? (If no/DK, skip to question
47)
1) Yes 0)No 88) DK

45. Please tell what were the reasons? (Mark all that apply)
1) Wrong movement during work with the patient
2) During recapping the needle
3) While taking off the needle
4) When leaving the needle without attention
5) While a colleague passed the used needle
6) From the waist container, that had needles out
7) Other (please specify)

46. Please describe in few words how did you act when you got a needle stick injury (Mark all that
apply)
1) 1 washed the injury with soap and water
2) | applied antiseptics in the injured area
3) | reported about the case to administrative staff of the clinic that is responsible for
infection control
4) | got vaccination against hepatitis B within 24 hours after the case
5) Ididn’t pay attention to that injury
6) Idon’t remember what I did
7) | had laboratory testing to assure that I didn’t get any blood borne infection
8) Other (please specify)

47. Did you ever had blood, saliva of the patient splashing into mucous membranes of your eye?

1) Yes 0) No 88) DK
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Now | will ask you about some infection control practices. You can reply “always”, “often”,
“sometimes” or “never”.

N | Question Always | Often | Sometimes | Never
48. | Do you use gloves during work? 1 2 3 4
49. | Do you change gloves between patients? 1 2 3 4
50. | Do you use facemask? 1 2 3 4
51. | Do you change facemask between patients? 1 2 3 4
52. | Do you use gown? 1 2 3 4
53. | Do you wash hands before treatment? 1 2 3 4
54. | Do you use protective glasses? 1 2 3 4
55. | Do you cover all instruments to prevent 1 2 3 4
contamination?
56. | Do you recap needles? 1 2 3 4
57. | Do you use gown for patient? 1 2 3 4
58. | Do you sterilize your instruments by autoclave | 1 2 3 4
or dry heat?
59. | Do you take medical history from your patients | 1 2 3 4

about Hepatitis B or C infection status?

Thank you for your participation!

End of interview___:

Interview duration (in minutes)
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Zwpgupbpp
Sz

Zupguqpnygh wduwpp]___/__/

Zupguqpnygh ujhqp_ ;. Zwpgwuqpnygh ykpg  :

Zupguqpnijgh nbnnnipnth (pnuytiny)

I. dnynyppugpujui mnkynipniuutp
1. Uknp (upk) Dwpufub 2)hquljub
2. Qtp mwphpp Lbp JEpghtt nwptnupdh
3. tp wuntutwlwt jupgquyhdwlp
1) Udntutmgws  2) Udniubiwynidqud 3) Ujph 4) Quuntuiugud

4. Nl k 2bp wnudbwpnidwlul Uy dwubwghwwgnudp (péupky pognp
bhpuntipilpp)

1) Lpuylwnhl pdholj-wnwdtwpnyyd

2) dhpwpnidulju pdholj-unwdiwpnyd
3) Oppnutnhl pdhol-wnwdbwpnyd

4) Onppnnnuunhl pdho-wnwdbwpnyd

5) Cunwibkljwl pdholj-wnwudtwpnyyd

6) Uwtljulwl pdhoj-wnuduwpnyyd

7) Uy (boky)

5. N"p hwdwpuwpuinid bp winugh] bp wnwdbwpniduljub Yppenipmiip

1) Bplwuh Unhpwp 2kpugnt widwi yhnwjut pdojuljut hwdwjuupw
2) Zwypniuwl hmdwjuwpub

3) Udhpnynyjupe Udwuhwgnt hwdwjuupu

) Zugjuljut pdojujut htunnhwnnun (Epkpniuh)

) Uduunuljut pdolynipjut hwdwjuupwu

) Ug(apky)

6. thha wnuwnh £ wnbbk) QEp gquonntwljuwb Yppoipjniunp:

A Ul

7. Lwth” nwph bp wounnd npuyku wnwdhwpnyd:

8. Cupwpyw pupwugpnid vhohtinid pmhhn op Ep wohuwnnu:

9. Opuiljwtt Uhohtinid puilth” dwd bp woprunnnud:
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10. ULy wpjawwnnwpuyht opdu pipugpnid vhohunid putth hhjwitin bp plngntinud:

11. bty mbuwlh wnwdbwpnidwlub Yihuhuynud bp wopiunnud:

1
2

4

)
)
3)
)

Uwubiwynp
NMEwnwulju
Bpyniund

Uy (Gpky)

12. dhpohti 5 mwphlibph pipugpnid twululgh | bp Jupulikph hulngnipyub
YbEpwpkpjuy npbk dwubtimghwnwlwt puupbpwgh:

1)Ujn

0) s 88)2ghwntd

II. Zkyywwhw B-h  C-h dwuht ghnkjhpukp

Zhuw Eu junwd Uh puih hupg hbwunnpwn B-h o C-p JEpupkpjuy, nnip Jupng kp

wunnwupnully <<ugn>>, <<ns>> Jud <<sghwnku>>:

N | Cuwn Qkq. Upnm | 1y | 2q

13 | Upmyn'p hkwywinpin B-t b C-t thnjuwmbigdmud & wipjut dhengni: 1 0 |88

14 | Upmyn’p htwywnhw B- bt C-11 thnumbgynid kb ubnwljui 1 0 |88
Swiwyuphny:

15 | Zhuyquunhwn B-t b C-t Juipn'n ki thnjuwtigy by, pb wspkph Gud 1 0 |88
pipwth jnpdwpunuuputphtt wpnit gujnh:

16 | Zkyquunpwn B-t b C-t juipn ' b hnjuwigy by dwslh 1 0 |88
dbhwmtthuljwt Jutwudwt dhongny:

17 | Zkyquunpwn B b C Jhpniubibpp Jupn'n b (hnpewbgb Yrugunuyht | 1 0 |88
othuwt pipwgpnid (Aknp ubnukjhu, hwdpnipytihu, dhliinyt
wljuingp Jud hwgniunp ogurnugnpsdtijhu b wyb):

18 | Zhuypwwnhwn B bt C hupklghwlbpp Jupn'n ki hwighghly jupnh 1 0 |88
ghongh b jjuipgh punglnh:

19 | Qnynipinit nith yuwwujwuwnwiynip hbyuwwnhwn C-h phd: 0 |88

20 | Unnpowwwhnipjult njnpinh dwubtwgbwnukpp ululmllulhmnuf Eu 0 |88
htyuwwnhwntbpny Jupuljbint pupdnp nhuljh judph:

21 | &h'on k, np qupulp]ws wubnny Jawu]bne ywpuguynd 1 0 |88
htywwnhwn C-ny Jupuljdbnt hwwuwjuwunipjniup dnwn 10%-20%
k:

22 | Jupwlyjwsd wubnny Juwuygkinig htinnn 24 dudw pipwugpnid 1 0 |88
htyuwwnhwn B-h nbd ululQOumqtmllulpnoq E wuyyuhnyby
wpynibtwdbn yuonyuwinipnit Jupuljhg:
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23 | Jwpwlws wubnny Juwuybjnt yupwquynid hbywwnhwn B-h 1 0 |88
thnpwbgdw hwjwbwlwbnipniup 1111111]_[10 pwpan L, puite
htywwnhwn C-hup:
24 | &h'ownn b, np Zuguunwih phwlsnipyub opowtnid hwyunhwn B-h 1 0 |88
wnwpwdjwdnipiniup 1%-hg gudn k:
25 | &h'own b, np Zuguuwnwih phwlsnipyub opowinid hkyunhwn C-h 1 0 |88
wnwpwdywodnipiniup 1%-hg guon k:
26 | Zkwunhw B-h huipnighsp qquunt o k gusp obpuwuinh&wbf, 1 0 |88
snpnipjul b nyyunpudwbinipuljugnyh Swnwuquypubph
ujuwndwudp:
III. Zkwyywwnhw B-h b C-h ujundwdp Jtpwpkpuniipp
Zhdw Eu jgublmbuyh yupqly 2kp Jupdhpp ZEwunnpwn B-p o C-h dwupi U puih
whnnulakph JEpupkpuy: Ragpnud kS unaglkp, hudwdw 76 Ep wpnynp uyn
whnnidbbphg inipupwisiniphl (upng bp wuwnwupnuily <dwdwdayl By,
chwdwduyl sbu» Jud «Junwh sbu»):
N | Nugnud Zudw | Zwdwdwy | Tunwh
dung | bkl sk
Ed
27 | Zkyyuwnhwuny hhjwunubpp whwp £ unwubu 1 0 88
wnwdtwpnidujut uywuwpynid hunnntly
dwutiwghwnwugdwé Yihuhutbpnud:
28 | Uwnwdtwpniydp whwp E hpuyniup niubbw 1 0 88
hpwdwnpyk] pnidh) hbyywwnhwunyd hhdwunht:
29 | Ept ku wwpgkh, np pd dpnwljub wyghinit niith 1 0 88
htywwnhwn B jud C, tu Ynunupkh pnidt) ipui:
30 | Zkyywwhwn B-nyJ jud C-ny Jupuldbnt Juijup b 1 0 88
wihwiquuunipniipuytt hhdtwlwt yungdwnt k,
npp unhynid E wnwudiwpnydhtt hpwdwupyty
Jupwliwé wygkinithtt pnidtynig:
31 | Unwtudwpnydutpp wthwbquuuwind G, np 1 0 88
Jupwlwsé hhywunht pnidbp Yukdwuguh upulyh
nwpwuddwl Junnwbign:
32 | Uuljwu Yhpwnynn Yujowpgbihy 1 0 88
Uhongutinhg" htyywwnhwnh thnjuwtigdwt nhuljp
Jupwljwsé hhywinhg winwduwpnydh
wuwhuywuynud E:
33 | Uuljwu Yhpwnynny Juupiwpgkihs Uhongubphg' 1 0 88
htywwnhwnh thnjuwtigdwt phuljp wmnwdtwpniydhg
hhJwunht wwhywtynud k:
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34 |Utjwju hhpwnynn jubhiwpgbihs Uhongutphg 1 0 88
hbywwnhwnh thnjuwtigdwt nhuljp
wnwdtwpniduljut hhquunhg wy hhwunh
wwhwwuynid L

35 | Unwdtwpnydubpp dwubwghwnwlut Ephluygh 1 0 88
tjuwnwunnidutnhg Gjukny wupunwynp tu pnidty
htywwnhwn B-ny jud C-ny Jupuljdusd
hhJwunubpht:

36 | Ywpwlh huljnnnipjut dhongubpp puduwpup Gu 1 0 88
htywwnhwntbph hnpuwtgnidp Jutthubint hwdwnp:

37 | Unwudtwpniduljut pninp hhywunubpht whwp L 1 0 88
nhunwplt] npytu hbywwnhwnny ywnnkughw)
Jupuljdus:

IV. Gnpshjultpy

Zhuw Eu Up pulh hupg unwd hEwunnpwunbbph ubhnupglydubl ninnyués Qknp
gnpStjwlknwh JEpupbpuy: tnip Jupng bp qunwupnubly «<ayny, «as» qud sghunkils:

38. nip wyunfwunw’s kp hbwwwnhwn B-h nl: (kpk ny/2Q, whghl; hupg 40-hi)
1)Ujn 0) N 88)2ghwntd

39. bmip unugh | kp (hupdbp humuhqughw (Zkwuwnhun B-h nhd wunduuwnwbyniph
poinp tpkp nnquittpp):
1)Ujn 0) Ny 88)2ghwntd

40. Qtp wounwiipuhl wpwlnhlwh phpugpnid dmp kpplt uinniqk ] bp
htwwwnhwn B-h jud C-h tuwndwdp: (gplk ny/29, whghlky hupg 44-hi)

1)Ujn 0) Ny 88)2ghwntd

41. Qkq tpplk whinnpnok | ko hbwwwnhn B Yud C(kpk ns/2Q, whghky hupg 44-hi)
1)Ujn 0) Ny 88)2ghwntd

42. Qb Jupwlytip juupfu's kbl wplwnwibph ht:
DUn  0)Nsy  88)2ghwku

43. Ymp Jupuljulh’p bp thpluynidu:

DUjn  0)Ns  88)2ghwbd
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44. mip Epplk nthghDL bEp yuunwhwljwt Juwudwsp wubnny' Ep woppwmnwipuht
wypwlnhuyh pupwgpnd: (bl ny/29, wighlky hupg 47-hi)

1)Ujn

0) s 88)2ghwntd

45. B’y hwiquudwbipibpnud & yw wikinh niikgly (oky poynp bunfungunnuufumi
wuppkpulikpp)
1) Zhywunh htwn wppuwwnwph pupwugpnid’ upuwy pwpdnid juwnwnpkihu
2) Ut Yudhphyp tulfihu
3) Uubknp hwubkjhu
4) Uubknt wnwg huljnnnipjub pnqusd dudwbuy
5) ©pp gnpdpuljtipu thnjpwugnid kp ogurnuugnpdws wubnp
6) [Pwthnuutph nmwpuwjhg, kpp wubnp swlt) tp wyh

7) Uj wuydwbubkpnd (Gok;)

46. Wunpmu b aljupugplp’ by Uhongubp dkntwplkghp, kpp wubknm] Juwu]wusp
thp wnwgbiy: (Goky pnynp hudwwyuinwupnul nnwuppbpulibpnp)

8)

Juwudwsd mbnnp (Jugh opny b odwnny:

Juwudwsd nmbnp dpwljtigh whinnwhwithy vhongubpny:

“hyph dwuht hwyntkgh §ihuhuyh mbuophtunipjuip jud Jupulyh
huljnnmpjut Wunwupwbwnnt wudht

Zkywwnhwn B-h niyg qunjuwuwnnid uvnwgu ntuphg htinnn 24 dudduw
pupwgpnid:

Ujn Juwudwsphtt nipwnpnipintt snwpdpkgh:

) tu hhonud, pt hyybu Jupytgh:

Lwppwwnnp phunbtp hmtidukgh, np hwdnqybd, np npbk wpnibwsh Jupuly
Abinp sk plipky:
Uy (ulgpnid Eap dwmbpudwiubkbp)

47. Bpplt unwhk| b wyiygbu, np yqughbinh wpmniip jud poipp gujnty ka dkp
wsph Uke: 1)Ujn 0) Ny 88)2qhwntd
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Zhuw Eu up pulih hupg unwd Jupulh hulnnpnipyul gnpStjulpyh dwupl: Inip

Jupnn bp wuwwnwupnubly *«lhouy, <hwdwp, «Ekppkdiy Jud «<&Epplp»:

N

Zuipg

Uhown

Zm&uiju

Eppbid

Epptip

48.

Upluwinwliph pipugpnid oquiugnpént U
tp dknungubp:

1

2

3

4

49.

®njunt U kp Qbp Akninglikpp® U
hhywunhg djniuhtt wmugukjhu:

50.

Ushuunwliph pipugpniu oquawgnpént U
tp nhuwl:

51.

CDnlunLDL[ tp akp nhdwlyp® vh hhywnhg
Ujniuht wugubkjhu:

52.

Ushuwinkjhu oquuugnpént U bp juwjup:

53.

LJwugynt U kp pnidnidp uljulimg wnw:

54.

Ogquugnpédnt U kp yuoinuwiths wljing:

55.

Owdlni u kp 2bp qnpshpltpp
Jupwlnivhg juntuwthtint hwdwp:

—t |t [t [

NINININ

W W W |Ww

A

56.

Yunhwphsny thwlnt U kp wubnubpp:

w

A

57.

Oquugnpédnt U kp juwjupe wyughkinh
hwdwnp:

58.

Amp whinwhwm U kp Qtp qgnpshpubpp
wyunnljuynd jud snp obpduwghte
wwhwpwunud:

59.

Inip QEp hhywunutphg wmuwdukq
hurjupni U kp® hkwyunnpun B-ni] fuad C-ny
Jupwldws thubnt JEpwpkpjuyg:

Cunphwluynipint i uyu hupguwbp Jwubwmlghin: hunfwp:

Zwpguqpnugh gtpg___:

Zupguiqnnijgh wnbnnnipjnti. nnuyk
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American University of Armenia

Institutional Review Board #1

Consent form

Hello, my name is Shahane Mnatsakanyan. | am a last year student of the Master of Public
Health program at the Patricia and Gerald Turpanjian School of Public Health of the American
University of Armenia. Our school conducts a study to better understand the knowledge, attitude
and practices of dentists in Yerevan about Hepatitis B and C infections. | am inviting you to
participate in this study, because you are a practicing dentist in Yerevan. We randomly chose
your dental clinic from the list of all dental clinics provided by Spyur registry, and using the list
of dentists that work in your clinic we randomly chose your contact information. This interview
will not take longer than 10-15 minutes to complete. Your name will not be recorded on the
questionnaire and not appear in any presentation of the project. Your responses to our questions
will contribute to this project but your answers will be combined along with the answers of other
participants. Your participation in this study is voluntary. There is no penalty if you decline to
take part in this project. You may refuse to answer any question or stop the interview at any time.
There is no financial compensation or other personal benefits from participating in the study and
there are no known risks to you resulting from your participation in the study. Your honest
answers will help us to gain better knowledge about dentists’ knowledge, attitude and practices
on Hepatitis B and C prevention and give sufficient evidence for the policy makers to further
improve continuous education of medical specialists and plan for other interventions in Armenia
to reduce the transmission of viral hepatitis. Nobody except the research team will have access to
the data provided by you. If after the interview you have any questions regarding this study, you

can contact the principle investigator of this study Dr. Anahit Demirchyan by (060) 61 25 62. If
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you feel you have not been treated fairly or think you have been hurt by joining the study you
should contact Dr. Kristina Akopyan, the Human Subject Protection Administrator of the
American University of Armenia (060) 61 25 61. Do you agree to participate? (YES or NO)

Thank you. If yes, shall we continue?
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Zuyuwunwth Udkphjub Zudwjuuput
Zwipwjhtt wennowuywhnipjub pudht
Ghunwhbnwugnunuljwi Ephjugh phy 1 hwbdtwdnnnyg

Ppuqty hwdwdwjunipjut dh

Puipl kg, hd wuntup Cwhwik Utugujuiyui k: Gu unynpnud Bl Zwjwunwith
wdbphljwt hwdwjuwpwih dhnwn b Muwnphuhw Enipthwbdyubiiph widub
(2U.2)zmupuyhtt wnnnowwwhnipjut uljniynbnh wjupunwlju §nipund: Ukp
dwlnyyintntt hpwjwuwgunid E hknmwgnunipinil, nph tywwnwlt £ wdbjh juy
hwuljuwbu Gphwinid wphuwinnn wnwdtwpnydutinh ghnkjhputpp, dnntgnudubpp b
gnpstjulbpyp htywwnhwn B-h b C-h yEpwpbpjuy: Bu hpwdhpnod Bd Qbq
dwubtiuljglint wyu hwpguqpnyght, putth np tnip Gplhwbnid wppjuwnnn
wwnwdtwpnyyd tp: Uklp yuunwhwljwunipjub ujqpnitpny pnpk) Gup Qtp Yihuhut
poinp wnwdtwpnidulju Yihthuwubph gutlhg, npp npudwnpdty k22
wnnnowujwhnipjul twpiwpwpnipjut jnnuhg, b ogunybny wnwdbuwpnydubph
guiljhg, nyptp wohuwwnnd Eu Qbp Yihuthjuynud, dkup yuwnmwhwlwtnipjub
uljgpnipny plnpk) kup QEp hipwpainuwhwdwpp:

Uju hwpguqpniygp Yunlih ptnudkun 10-15 pnyt: 2Ep hEpwjunuwhwdwpp jud
wliniup sh gpuiigyh hwpguptpphynid b sh ubpyuyugyh ns Uh qilnygnud: Qkp
wuunwupwutbpp Jubkpuyugytt vhuyt diniu dwubwjhgutiph yuunwupupwbitph htn
punhwipuguws: tp dwutwlgnipjnit wyu hbnnwgnuinipjutp judwynnp k: Qkq nshus
sh uyyununid, kptk Itnip hpwdwupybtp dwubiwlghy: dnip Jupnn bp hpuwdwupyty
yuunwupwil) guujugus hupgh jud gmujugus yuwhh punhwnt)] hwupguqpnygp:

“nip skp unwbw nplt $htwbvwjutt hnjuhwnnignmd jud ywwupqwwnpnid®
htwnwgnunipjup dwubwlglnt hwdwnp: nip ns Uh nhuljh skp nhunud®
dwutiulgliny wyu hbnnwgnunipjuwip: 2kp wiljbind wuwnwupwuubpp joqukh
hpujuwtwgut] wyju hblnwgnunipniup b yunbpugnid juqut] wnwduwpnydukph®
htywwnhw B-h b C-h dwuht ntutkgus ghnkjhputph, Uninkgnidubtph b
gnpstjulbpwhybpwpbpuy: Lul, wpdipuynp mbkntynpmnitutp jupudwnpki
punupwlwinipjnit Upwlnnutpht, npytugh pdojuljuts ninpnh dwutwgbwnubtph
owpnibwljulwb Yppnipjut nwupbpwgubpp juunwpbjugnpsykl, htyybu twb
Zuyuunwinid yjubtwynpyku b hpuwjuwtwgykt wy Spugqpbp’ ninnyus
htywwnhwuntbph mwpusdwt jutjpwpgbpdwin:QEp Ynnuhg mpudwunpdus wndjujubpp
hwuwtbih skt |htth ny nph” pugh hknmwgnunipiniut hpwljwbwgunn phuh
winudubphg: Uju hbnnwgnuumipjut yepupkpju) hwupgbp ntubwnt nhypnid fupnn
p quiquhwpk) hkinwgnunnipjut hwdwlupgnnht' Uhwhhn Yedhpsjuihi (060) 61
25 62 hkpwjunuwhwdwpny: Gptk Fnip Jupsdnid tp, np hbnnwgnunipyut ptpwgpnid
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Qhq (uy skt yhpwpkpydty b/jud htlnwgnunnipiniup kq Juwu £ hwugpty, jupnn tp
Juwyt) 2U.2-h Ephuwh hwtdtwdnnnyh hwdwlwupgnny Lphunhtiw Zwlnpjutht
htwnlbjw hkpwpjunuwhwdwpny (+374 60) 61 25 61:

Zudwdw i kp dwubtiwlgly («uyyn» Jud «ng»): Cunphwljunipinit: Gpk wn, 111111’11’101’1 Eup
uljubi:
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Interview script

Hello, my name is Shahane, | am from American University of Armenia. We are conducting a

study with dentists in Yerevan about Hepatitis B and C knowledge, attitude and practices. We
randomly chose your phone number from the list that was provided by your dental clinic. Our

interview will take only 10-15 minutes. Would you like to participate?

Zupguqpnygh uknuughp

Punl Qtq, hd wuntup Cwhwik E, tu Zujuunwth Udtphjjut Zudwjuwputhg
Ed:Utktp htnnugnuinipnit Eup wiglugunid Gphwth wnwdtwpnydubph spowtnid”
htwywwnhwn B-h b C-h yEpwpkpjuy ghnbihpubkph, Uninbkgnidubph b gnpskjuljipuyh
niuntdbwuhpdwt hwdwp: Uktup yuunwhwlwinipyut uljqpniupny pinpl) Gup 2bp
htnwhinuwhwdwpp 2Ep Yihthugh mpudunpus guulhg: Ukp hwpguqpniygp nbnwd

t pupudkip 10-15 poug: Ygububwp vwubwulghy:
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Journal form

Date Name of clinic Phone ID of Attempt | Result
DD/ MM/YY number of participant number
participant
Result
O-refusal

1-complete interview

2-respondent i

s ineligible

3-incomplete interview

4-interview was postponed

5-respondent is incompetent due to ailment

6-respondent i

s retired

7-wrong phone number

8-other (specify)
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