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Abstract

Background: Oral health is a vital part of general health and is an important factor that
influences individual’s quality of life. The prevalence of oral diseases has been high. Oral
diseases are responsible for not only physical but also social and psychosocial problems. The
ramifications of poor oral health pose a major threat to an individual’s quality of life, affecting
their appearance, functioning and even interpersonal relationships. Oral health knowledge is
considered as a precondition for better oral-health attitudes and practices. The aim of this study
was to assess the oral health-related quality of life (OHRQoL) among the general adult
population living in Sevan and Artashat cities of Armenia and explore its associations with

potential risk factors.

Methods: A cross-sectional household survey was conducted to address the research question.
The study population included adults (18+) living in Sevan and Artashat cities. Data collection
was conducted through an interviewer-administered household survey. The survey questionnaire
included questions regarding OHRQoL, oral hygiene knowledge, attitudes and practices, and
socio-demographic characteristics. Descriptive, simple and multivariable linear regression

analyses were performed using STATA 13 software.

Results: Overall, 196 participants were included in the study. The mean age of the participants
were 45.0 (SD: 14.99) and 42.6 (SD: 14.15) in Sevan and Artashat cities, respectively. The
mean percent score for OHRQoL was approximately the same for both cities (37.6% in Sevan
and 37.5% in Artashat). The mean percent scores for knowledge, attitudes, and practices were
calculated (70.0%, 65.3% and 57.7% in Sevan; 73.2%, 76.5% and 62.6% in Artashat,
respectively). The scores were not statistically significantly different between the cities. After

adjusting for the knowledge score, attitudes score, age, and standard of living, the research team

Vi



did not find significant association between the practice score and OHRQoL score (p= 0.23;

95%ClI=-1.12, 1.60; p-value = 0.732).

Conclusion: The present study was the first investigating OHRQoL and oral hygiene
knowledge, attitudes, and practices in Sevan and Artashat cities, Armenia. We did not find an
association between oral hygiene practices and OHRQoL. However, the findings from this study
might become a starting point for further studies to obtain more information about underlying
factors influencing peoples’ oral health related quality of life not only in Sevan and Artashat
cities but across Armenia. The study revealed important aspects of oral hygiene knowledge,
attitudes, and practices which can be used for implementing interventions to increase the

knowledge, hence oral hygiene practices influencing the OHRQoL.
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1. Introduction
Oral health is a vital part of general health and is an important factor that influences an
individual’s quality of life.' The term oral health-related quality of life (OHRQoL) gained
broader recognition in the past few decades due to the shift from focusing solely on clinical
dentistry assessments to a more patient-centered oral healthcare delivery, which holistically
encompasses a patient’s social, emotional and physical experience and well-being.? There is no
exact definition for the “oral health-related quality of life”, however, there is a general agreement
that it represents a multidimensional concept® reflecting “people’s comfort when eating,
sleeping, and engaging in social interaction; their self-esteem; and their satisfaction with respect

to their oral health.”*

The prevalence of oral diseases has been increasing.® “Globally, oral conditions accounted for
15 million Disability Adjusted Life Years in 2010; this is an average health loss of 224 years per
100,000 people.”®Caries and periodontal disease are highly prevalent among oral diseases.’
According to the World Health Organization (WHO), the majority of adults and 60-90% of
children are affected by caries.” Some 3.5 billion people have been identified as having dental
caries, which constitutes the most prevalent oral condition worldwide.® Furthermore, complete
and partial tooth loss is a leading contributor to the Years Lived with Disabilities (YLD).2 The
prevalence of caries among the general population is high due to the fact, that the disease affects
all population worldwide.® According to one study conducted in the United States from 2010 to
2011, 91% of adults aged 20-64 had dental caries, and those aged 40-64 were more prone to
tooth loss (66%) compared to adults aged 20-39 (33%).1%1! A systematic review and meta-
analysis conducted by Gerritsen et al. demonstrated that there was a positive association between

the number of teeth remaining in the oral cavity and OHRQoL.*? In other words, as the number



of teeth decreased, the negative impact on their OHRQoL increased and revealed that those who
had less than 17 teeth remaining had the worst quality of life.1? Moreover, periodontal diseases
lead to tooth lossand are highly prevalent amongst adults in both low-, middle- and high-income
countries.**Periodontal diseases affect 20-50% of the population globally.!* The Global
Burden of Disease Study illustrates that starting from 1990 to 2010 the burden of periodontal
diseases worldwide increased by 57.3%.%° Individuals with periodontal diseases are at high risk
of tooth loss leading to chewing limitations and dysfunction, thereby deleteriously impacting
their OHRQoL.'® Severe periodontal diseases that lead to tooth loss is prevalent amongst 5%-
15% of general populations.'® Furthermore, periodontal diseases share some of the main risk
factors with non-communicable diseases, for instance, cardiovascular disease, diabetes mellitus,

and cancer; combined, these diseases are responsible for two-thirds of all deaths worldwide.*®

Different age groups of general population value different aspect of oral health status influencing
one’s quality of life, e.g. older age adults value more the teeth function and younger age adults
focus on the appearance. Oral diseases are responsible for not only physical but for social and
psychosocial problems as well.> The ramifications of poor oral health pose a major threat to an
individual’s quality of life, affecting their appearance, function and even interpersonal
relationships.® A study conducted among adults by Drachev et al have shown a wide range of
OHRQoL prevalence from 1.7% to 37% among participants.}” Approximately 54% of adults
reported poor OHRQoL with highest scores in physical pain and psychological discomfort.t’
Seniors in the United Kingdom with systematic diseases had a 44% higher probability of
experiencing psychological discomfort influencing their OHRQoL.*® A study conducted
amongst a large national cohort to assess OHRQoL has shown that older adults who mention

poor oral health status experience troubles with eating, swallowing and chewing; while younger



adults with poor oral health experience discomfort with interpersonal relationships.'® Illustrating
this point, a national survey in the UK showed that 75% of the general population stated that
their oral health status had an influence on their quality of life, in which 66% reported about the
influence on appearance, 63% on comfort and 62% on eating habits.”° Moreover, a study
conducted in Australia similarly concluded that oral health can influence the quality of life;?! it
showed that35% of the participants were influenced by oral pain, while over a quarter of them
felt that their nutrition was poor due to diminished oral health, and their compromised oral health

status made them feel more self-conscious.?

Progressive oral diseases during lifetime (e.g. tooth loss, denture wear) contribute to the
functional difficulties, especially among the older adult population. Several dental diseases can
lead to functional limitation such as chewing and pain or discomfort, which at the end lead to
disability.!! Especially tooth loss is believed to be something inherited as a person gets older and
usually teeth are extracted at this point in life to relief an adult from pain or discomfort.??
Atchison and Gift reported in their paper that dentate individuals had a positive rating of their
oral health status compared to edentulous participants.?® People with dentures had 2.5 times and
those who reported poor oral health status 2.3 times higher oral practice limitation, again
influencing their quality of life.*® A study conducted by Mason et al, have shown that men with
better socioeconomic status and fewer number of teeth lost during their adulthood have shown
that their oral health has less negative impact on their everyday life.?* Women, on the other
hand, have shown that even only the number of remaining natural teeth has a great impact on

their OHRQoL.?*

As mentioned above oral health is an essential part of the general health and it is well defined

especially among adults.>>Some general diseases for instance diabetes can provoke



xerostomia(dryness in the mouth). This could later influence oral health and as a result
OHRQoL.% Moreover, oral and systematic diseases might share some widespread risk factors,
such as poor oral health, excessive consumption of sugary food/beverages, alcohol and tobacco

are causing diabetes, periodontal and cardiovascular diseases respectively.??

Dentistry is constantly evolving with new approaches, techniques, and medications being
introduced into the industryas technology, research and globalization perpetually exert influence
in this field. Cohorts born in different generational time periods face dentistry in the various
developmental stages. Therefore, those from different generations possess varying points of

view regarding the preservation of their teeth and dental visits.?’

Different studies reported about different factors that can be associated with poor OHRQoL
among adults. Poor OHRQoL was found to be more common among adults who did not have
regular dental visits.1"8 A study conducted in Brazil for assessing OHRQoL found that dental
pain was the main motive for dental visits, as it affected anywhere from 7% to 66% of the adult
population.! In fact, this study found that dental pain was the main factor that hindered daily
activities of participants, which impacted dental care utilization and quality of life.3! A survey in
Australia showed that people who continued their education after high school had more
likelihood of attending dental offices compared to less educated people.?’ Socioeconomic status
has been one of the important barriers to getting dental care. Surveys have shown that people

who live in a wealthy area, who have high income have better dental care utilization.

In the oral health perspective, oral health knowledge is needed for the population to understand
the reasons of poor oral health and implement positive oral health care behavior, and to make

proper oral-health care decisions.®® It is considered as the crucial prerequisite for better oral-



health attitudes and behavior.®* The various studies have demonstrated that low oral health
knowledge is linked with reduced oral health status.® The study conducted among seniors in
Canada showed that those with lower education are 2.3 times more likely to have poorer
OHRQoL.* Adults living in urban areas showed that they have three times higher oral health
knowledge compared to adults in rural areas.®” Moreover, Holtzman et al. found that those with
low oral health knowledge are more likely to either miss their dental appointments or to have
lower dental service visits.*® An association was found between those with poor oral health
knowledge and SES, low education and higher age.3® A study conducted among adults in Brazil
have shown that those with low education tend to visit dentist only when having some problems,
missing routine visits.*> Lee et al. have reported that higher oral health knowledge level is
associated with a low score in Oral Health Impact Profile(OHIP-14), which means that higher
oral health literacy indicates better OHRQoL.*! Likewise, the study in Brazil showed an
association between low oral health knowledge and OHRQoL (people who had low oral health

literacy level showed poor quality of life).

Attitudes reflect person’s experience, cultural beliefs and norms, and influences one’s oral health
behavior.*? Studies conducted on oral health attitudes and behavior have shown that there is
gender difference aspect in oral health knowledge, dental care utilization, and oral hygiene
practice: showing that females have more positive oral hygiene attitudes.** A study among
adults in China showed that people with higher SES and better oral health knowledge practiced
better oral hygiene showing a positive attitudes towards oral health status.?” Petersen et al.
reported that adults in Lithuania had weak self-care practices.** The study showed that oral
hygiene practice is an association with gender, education, and urbanization. The majority of the

adults in the study reported that they cleaned/brushed their teeth less than once a day, showing



poor oral hygiene practices.** A study by Batista et al found an association among low oral
health literacy and oral hygiene behavior showing that irregular tooth brushing and flossing are a

result of poor oral health literacy influencing person’s quality of life.*°

The study utilizes the conceptual framework of “Ethnicity, Ageing and Oral Health Outcomes”
adapted from Andersen and Davidson (Appendix 1).#> This conceptual framework was
originally used to demonstrate the factors that have a systematic influence on oral health.*® The
model shows that individual’s characteristics, beliefs, and behavior predicts the perception of
oral health. It consists of variables divided into four levels. The first level of the framework
includes age and gender. The second level consists of environmental (e.g. geographical location)
and personal characteristics (e.g. marital status, education, income). The third level includes
health practice, such as personal (hygiene) practices and dental care utilization. The fourth level
consists of oral health status (e.g. number of teeth remaining) which influences the primary

outcome OHRQoL .44

1.1 Situation in Armenia

Currently, nearly all dental clinics are in the private sector in Armenia.*” Almost all of the
former public dental clinics (polyclinics) have undergone privatization.*” According to Armenia
health system performance assessment report, the utilization rates of health care in Armenia vary
from marz to marz.*’ Dental services are not well organized in rural areas
discouragingutilization.*’ Based on the Health systems review report from 2013 certain
categories of people included in the BasicBenefit Package (BBP) receive health services for
free.*” Based on the Ministry of Health (MOH) decision, as part of the BBP package, people
with certain disability points can get some dental treatments without paying in Armenia. For

example, people over 65 years of age get a free prosthetic treatment (e.g. complete denture).



However, the MOH provides only 18,500 AMD for the denture, if it is going to cost more, the

rest of the money should be paid by the patient out of pocket.*34°

There is limited information available about studies in oral health sphere conducted in Armenia.
Mainly, some projects have been implemented in order to improve oral health conditions in
Armenia.>®>2 A few studies conducted in Armenia focused on children and oral hygiene
knowledge of mothers.>** A pilot study conducted in Yerevan revealed that only 39% of
mothers had good oral health/hygiene knowledge and were aware of the importance of oral
hygiene.>* Another qualitative study was conducted among mothers to reveal oral hygiene
among children under 3 years of age and their mothers’ oral hygiene-related knowledge,
attitudes, and practices.> The study found that although the majority of participants were
knowledgeable about oral hygiene and its importance for oral and overall health, their actual
practices were not consistent with their knowledge.>® There is a lack of studies about oral

hygiene KAP and OHRQoL among the general population in Armenia.

1.2 Rationale

Many international studies assessing OHRQoL included either children or older age population.
The focus on older age population was justified by the assumption that this population hasworse
oral health-related quality of life.>> There is a knowledge gap about OHRQoL among the general
population (18+) specifically in Armenia. This study allowed to assess OHRQoL among the
general population in two cities located in different marzes of Armenia addressing the

knowledge gap in the literature.

1.3 The aim

The aim of this study was to assess the OHRQoL among the general adult population living in

Sevan and Artashat cities of Armenia and explore its associations with potential risk factors.



Primary research question

e What was the level of OHRQoL among the general population living in Sevan and

Artashat cities?

Secondary research questions

e What was the level of oral health knowledge, attitudes, practices (KAP) among the
general population?
e Was there an association between OHRQoL and practice score after adjusting for

confounding variables?

2. Methods and Materials

2.1 Study design

A cross-sectional household survey was conducted to assess OHRQoL among the adult
population in Sevan and Artashat cities of Armenia. The selected study design allows proper
data collection from the target population of interest at a defined point in time.%® In addition, the

cross-sectional study design is comparatively not expensive and less time consuming.®’

2.2 Study setting and population

The target population for the study was adults (18+) living in Sevan and Artashat cities. These
two cities were chosen within the scope of collaboration with the Entrepreneurs in Health (EIH)
project. The project is part of the Turpanjian Rural Development Program and aims to help
“young physicians and other health practitioners to open and operate quality private health
practices in rural areas of Armenia.”®® Hence, data from the study cities will allow having
background information prior to opening dental offices in these communities with support from

the EIH.



2.3 Sample Size

The student investigator calculated the sample size using the formula for comparing two

means.>®

_ (Zo/2+1B)? ¥2x62
= —

n

The two groups were the 18+ population in Sevan and Artashat cities assuming an equal number

of people in each group.

The estimates for the formula were taken from the previous study assessing OHRQoL in
Yerevan and Gyumri, Armenia (S. Sahakyan, RN, BS, MPH, G. Abelyan, MS, MPH, V.
Petrosyan, MS, Ph.D., unpublished data, 2017).According to this study, the mean score of

OHRQoL in Gyumri was 6.4 and in Yerevan 5.8.

Therefore, the estimated difference in means was d?= (0.6)? = 0.36
62=2.25

Zy» = 1.96 (with Confidence Interval = 95%)

Zp = 0.84 (with Power = 80%)

n= (1.96+0.84)2%2+2.25 _
B 0.36 B

98

Due to the inability to calculate the response rate beforehand for this study, participants were

selected until the desired sample size was reached for both groups in Sevan and Artashat cities.

2.4 Sampling strategy

The study sampling frame was the Parliamentary election (December2018) voting lists for Sevan



and Artashat cities. The study population was selected from these lists, which included
information about home addresses. The student investigator gave a number to each household
address in the voting list. Then using “Randbetween” function in Microsoft Excel program, the
student investigator generated random numbers according to the desired sample size from the
sampling frame. Additional lists of addresses were generated in order to substitute wrong,

missing, not eligible or refusing addresses.

2.5 Study variables

The primary outcome (dependent variable) was the OHRQoL score. The main independent
variables were knowledge (score), attitudes (score) and practice of oral hygiene (score). The list
of intervening variables included socio-demographic characteristics of the participants, number
of their teeth, use of dentures, and presence of chronic diseases.!1?224363% Table 1 presents more

detailed information about the variables.

2.6 Study instrument

The data on OHRQoL was collected using the OHIP — 14short instrument (Appendix 2). It
consists of 14.%° The OHIP — 14 consists of 4 dimensions: “functional limitation, pain and
discomfort, psychological impacts and behavioral impacts”.%* The five-point Likert scale is used
for a response format of the instrument: never — 0; hardly ever — 1; occasionally — 2; fairly often
— 3; very often — 4.2 Additive method is the most used method to calculate the score for the
instrument.®? Hence, the higher is the score the poorer is OHRQoL.%* OHIP-14 is a widely used
instrument to measure OHRQoL and is considered as a valid measurement in different

countries.52:64-66

The questions regarding the general oral health information were taken from the questionnaire

provided by the World Health Organization (WHOQ).5” This instrument had been pilot tested in
10



different countries and is considered as a validated instrument.®” The answers for some

questions were edited in order to meet cultural context, as it was suggested by the WHO.5’

Knowledge questions in the instrument were adapted from previous studies where oral hygiene
knowledge was measured.®®"0 To come up with the score for knowledge, all the right answers
were coded as 1, and the wrong answers and “don’t know” responses were coded as 0. The
student investigator added the correct answers together to get the final knowledge score.
Attitudes section contains questions selected based on previous studies and the WHO
questionnaire.b”"® The right answer was coded as 1 and the rest as 0. Practice section contains
questions taken from a study conducted in Gyumri and Yerevan (S. Sahakyan, RN, BS, MPH, G.
Abelyan, MS, MPH, V. Petrosyan, MS, Ph.D., unpublished data, 2017).The same scoring

methods used for calculating the knowledge score was applied for calculating the practice score.

2.7 Data collection

The student investigator with support from the Turpanjian School of Public Health trained the
interviewers providing them with an interviewer guide (Appendix 3). The latter was adapted
from a previous study.” The interviewers were trained on how to approach the provided
household addresses and select participants, how to provide the consent form (Appendix3) and

conduct interviews. The student investigator participated in the data collection process as well.

Each interviewer received a list from the student investigator, which contained information about
the household addresses and the corresponding IDs. The list contained additional addresses as
well. The interviewer was required to approach the identified main home addresses first in order
to recruit eligible participant. The interviewer identified all adult people available in the

household. In case of identifying several people in the same household meeting, the inclusion

11



criteria the interviewer approached the one whose birthday month was the first in the year. If
that person refused to participate in the study, the interviewer approached the next eligible
person in the household. After each approach, the interviewer marked the corresponding

response status in the journal form in front of each address.

The data was collected during March2019.Due to the fact that face — to — face interviews which
tend to have a better response rate than self-administered interviews,? the data was collected
using interviewer-administered questionnaires. The student investigator with the help of trained
data collectors approached the participants in their households. The data collection was
conducted in a way that each data collector would spend equal numbers of working and weekend
days in each city. Overall, it took two working and two non-working days for each city to
complete the data collection. Approximately 15 minutes was needed to answer the

questionnaire.

2.8 Data analysis

The student investigator entered the data into SPSS software, parallel to the data collection
process. Double data entry was performed in order to have accurate data for the analysis. Two
datasets were compared in SPSS and all the discrepancies were found. The mistakes were
cleaned using the questionnaires until the two datasets were identical. The statistical analysis

was conducted through STATA 13 software.

Descriptive analysis was provided for the participants’ characteristics. Means and standard
deviations were counted for the continuous variables. Differences in the outcome (OHRQoL
continuous variable) between groups in Sevan and Artashat were examined using two-tailed-

tests. Linear regressions were utilized for the continuous variables. Univariate analysis was

12



conducted between dependent and all independent variables to detect associations. Moreover,
further univariate analysis was done between main independent variables and those variables
which were significantly associated with the outcome in order to check for confounding. The
variables that were found to be confounders were included in further multi-variable linear
regression. After running the final model the distribution of residuals was checked by generating
plots such as kernel density, normal probability and the quantiles of the independent variable
against the quantiles to normal distribution plots. Multicollinearity between variables was

checked with the Variance Inflation Factor (VIF) statistics.

2.9 Ethical consideration

The Institutional Review Board 1 (IRB) of the American University of Armenia reviewed and
approved the study protocol. An oral consent form was obtained from all of the participants
before the interview started (Appendix 4). To protect participants’ anonymity the database does

not include any identifiable information.

3. Results
To reach the desired sample size in each city (98 participants) the team made217 attempts in
Sevan city and 212 attempts in Artashat city. Out of the 217 attempts in Sevan city, 34 refused
to participate, two people did not meet the inclusion criteria and 83 participants were weather not
at home or the address was wrong. The resulting response rate in Sevan city was 74.2%.0ut of
the 212 attempts in Artashat city, 31 refused to participate, two people were not eligible and the
rest (81) were not at home or the address was wrong. Hence, the response rate in Artashat city

was approximately 76.0%.

3.1 Descriptive statistics

13



Socio-demographic characteristics

Table 2 demonstrates the socio-demographic characteristics of the participants in both cities.
Mean age of the participants in Sevan city was 45.0 years (SD= 14.9) and in Artashat city was
42.6 (SD =14.1). A large proportion of the participants were females in both cities: 83.7% in
Sevan and 81.6%in Artashat. The majority of the participants were married in both cities
(approximately 75%). Only 1% of the participants in both cities were not educated, and the rest
had an approximately similar distribution of school education, profession technical or university
degree. A little over half of the participants considered themselves as an average family in terms
of the standards of living (54.1% and 57.1%, correspondingly). In regards to family’s monthly
expenditures, more than a quarter of the participants in Sevan and Artashat cities mentioned
101,000 to 200,000 AMD (27.6% and 36.7%, respectively). Table 3 presents details about the
study participants’ number of uncrowned teeth, use of dentures, smoking status, drinking status
and presence of medical conditions. A little less than half of the participants 46.9% in Sevan city
reported having 20 or more natural uncrowned teeth, whereas in Artashat the number was 53.1%.
In both cities, the same number of participants 83.7% did not use dentures. Many participants in
both cities reported having no chronic diseases (58.2% in Sevan and 63.3% in Artashat).
Cardiovascular disease was mentioned most often - 23.5% of participants in Sevan and 16.3% in
Artashat cities. The majority of the participants in Sevan and Artashat cities never smoked
(87.8% and 82.7%, respectively). In terms of drinking, 43.9% of the participants in Sevan and

34.7% in Artashat city reported not drinking at all.

3.2 Oral Health-Related Quality of Life

Table 4 illustrates the results of the OHRQoL scores for each domain separately and the total

score in Sevan and Artashat cities. The overall mean OHRQoL score in Sevan and Artashat
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cities were 26.37 and 26.26; the percent score in Sevan city was 37.6 (SD = 14.22) and in
Avrtashat city was 37.5 (SD = 12.95); the lowest possible score was 14 and the highest possible
score was 70. OHRQoL score was compared between two cities to detect if there was a
difference. Student t-test showed that there was no significant difference in the mean OHRQoL

scores between Sevan and Artashat cities (p-value = 0.934).

3.3 Knowledge, Attitudes, and Practices towards oral hygiene and dental care

Table 5 shows details about oral hygiene knowledge level in Sevan and Artashat cities. Overall,
the mean knowledge score in Sevan and Artashat cities were 4.20 and 4.39, correspondingly.
The mean percent scores were 70.1% in Sevan and 73.2% in Artashat. Student t-test showed that
there was no significant difference in the mean knowledge percent scores between Sevan and
Avrtashat cities (p-value = 0.31).Table 6 illustrates the responses to attitudes related questions.
The majority of participants in both cities responded that every person should visit a dentist
regularly/twice a year (65.3% in Sevan and 76.5% in Artashat). A little more than half of the
participants (52%) in Sevan city stated that the reason for a dental visit should be pain and 56%
of responders in Artashat identified treatment for a dental visit. The vast majority of responders
in Sevan and Artashat cities pointed the price as the main barrier to having dental visits (62.4%
and 69.4%, respectively). The mean attitudes score was 0.6 (SD: 0.47) in Sevan and 0.7 (SD:
0.42) in Artashat cities. The mean attitudes percent score was 65.3% in Sevan and 76.5% in
Artashat cities. Student t-test showed that there was no significant difference in the mean
attitudes percent scores between Sevan and Artashat cities (p-value = 0.08).

Table 7 shows details regarding the practices section. More than half of the participants (68.4%)
in Sevan and 50.0% of the participants in Artashat reported attending dentists only when in pain.

Three-quarter of the participants in both cities did not know if the toothpaste they were using
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contained fluoride or not. In regards to practices, the mean score was 2.8 (SD: 0.93) among
participants in Sevan city and 3.1 (SD: 0.95) among Artashat respondents. The mean percent
scores in Sevan and Artashat cities were 57.7% and 62.6%, respectively. Student t-test showed
that there was no significant difference in the mean practices percent scores between Sevan and

Artashat cities (p-value = 0.07).

3.4 Simple linear regression

Simple linear regression was conducted to find associations between the main outcome
(OHRQoL) and other variables (Table 8). Knowledge score, age, education, marital status,
employment status, monthly spending, the standard of living, number of natural teeth, use of
dentures, drinking status and presence of diseases were significantly (p-value <0.05) association
with the OHRQoL score in the unadjusted analysis. The simple linear regression showed that the
increase of the practices score by one was associated with 0.6 decrease in OHRQoL score(95%
Cl: -2.01, 0.80; p<0.399), hence, those with higher practice score had better OHRQoL.

Similarly, the increase of the knowledge score by one was associated with 1.6 decrease in the
OHIP score (95% CI: -2.58, -0.65; p<0.001), hence, those with higher knowledge score had

better OHRQoL.

3.5 Testing for Confounding

Tables9-11 show details regarding simple linear regression analysis between the practice score
and independent variables, attitudes score and independent variables, and knowledge score and
independent variables that could potentially confound the relationship of knowledge, attitudes,
and practices scores and the outcome variable (OHRQoL). The analysis demonstrated that the
following variables could confound the relationship between the OHRQoL and knowledge score:

age, employment status, the standard of living, and presence of a disease (Table 9). The analysis
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demonstrated that the following variables could confound the relationship between the OHRQoL
and attitudes score: knowledge score, age, employment status, the standard of living, and
presence of a disease (Table 10). The analysis demonstrated that the following variables could
confound the relationship between the OHRQoL and practice score: knowledge score, attitudes

score, age, and standard of living (Table 11).

3.6 Multivariable linear regression

The final multivariable regression investigated the relationships between the outcome variable
and the knowledge score (Table 12), the outcome variable and the attitudes score (Table 13), and
the outcome variable and the practices score (Table 14). After adjusting for the knowledge
score, attitudes score, age, and standard of living, the research team did not find a significant
association between the practice score and OHRQoL score (B= 0.23; 95%CIl=-1.12, 1.60; p-
value = 0.732). According to the analysis, only 16% of the variance in the OHRQoL score was
explained by the final regression model. All the significantly associated variables were tested for
the multicollinearity with the VIF statistics. The highest VIF factor was 1.52 with the mean VIF
= 1.30, hence the analysis found no multicollinearity between the variables. After completing
the multivariable analysis the distribution of residuals of the final models were checked. Figures
1-4 illustrate the normal distribution of residuals in the final model describing the relationship
between the OHRQoL and the knowledge scores. Figures 5-8 demonstrate the normal
distribution of residuals in the final model describing the relationship between the OHRQoL and

the practices score.

4. Discussion

4.1 Main findings
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This study conducted among the general population in Sevan and Artashat cities of OHRQoL
contributes to the growing importance of dental public health literature in Armenia. However,

OHRQoL was not significantly different between the two cities.

The results of the study were consistent with other study results.?*21657374 The analysis of our
study showed that discomfort while eating, pain and self-conscious feeling were the most
common contributors to worse OHRQoL in both cities, which was similar to the study conducted
among Thai adults.!® A study conducted by Marin et al. showed similar results, reporting oral
pain as the major contributor to the lower quality of life for over the third of the participants
(32%).2* The highest oral health impact was found in two domains out of seven (physical pain
and psychological discomfort) in both Sevan and Artashat cities. The study conducted among
adult Spain population had similar results, suggesting that physical pain and psychological
discomfort illustrated the highest contribution to worse OHRQoL among the main seven

domains (p<0.01).%°

Only 18.4% of the population in Sevan and Artashat cities had the highest possible knowledge
score regarding oral hygiene. Compared to the study conducted among Chinese adults which
reported low score in oral health knowledge (67% of middle-aged adults and 41% of older
adults)*’, the total percent scores in Sevan and Artashat cities were high (70.06% and 73.2%
respectively). Furthermore, another study conducted among Brazilian adults illustrated similar
oral health literacy (71.5%) level as in our study.*® The majority of the participants in Sevan and
Artashat cities showed positive attitudes towards oral hygiene. For instance, in this study
participants reported that, normally, there is a need to visit a dentist regularly/ twice a year in
both Sevan and Artashat cities (65.3% and 76.5%, respectively). Similar to our finding, study in

China demonstrates positive attitudes toward oral hygiene despite low oral health
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literacy.3"Positive beliefs towards oral health/hygiene were found in different studies conducted
among the general population in Lithuania* and India®. In general, oral hygiene practices in
both cities were pretty weak in this study. Over half of the interviewed people reported regular
tooth brushing in both cities. Regardless of the higher knowledge level, our study found low oral
hygiene practices scores among participants. Similar to our findings, the study in Lithuania

reported low oral hygiene practices among the general population.**

Our study did not find any significant association between oral hygiene practice and OHRQoL.
This result was consistent with several studies conducted in different countries.”*"® However,

the study found that higher knowledge score was associated with better OHRQoL.

4.2 Strengths and limitations

This study has both strengths and weaknesses. This was the first study conducted in these cities
regarding OHRQoL. Moreover, the study team used simple random sampling technique that is
considered as the least biased. However, the study has some limitations that need to be
recognized. The study has limited generalizability outside those two cities as the situation can be

different in rural communities. The study instrument was not validated.

5. Recommendations
In order to strengthen the oral hygiene knowledge score in both cities, further oral hygiene
training can help to increase the population literacy regarding dental hygiene procedures.
Moreover, as the vast majority of our participants were women, including more men could
change the picture of the overall findings in Sevan and Artashat cities. Further studies with
objective measures alongside self-reported subjective measures about overall individual’s oral

health status could help to obtain more information about underlying factors influencing peoples’
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oral health-related quality of life. Other marzes can be included in further studies in order to

attain the overall OHRQoL nationwide in order to take corresponding preventive measures.

Our study found no significant association between oral hygiene practices and OHRQoL, but the

knowledge level had a significant influence on the OHRQoL.
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TABLES

Table 1. Study variables

Variables Type
Dependent variable

OHRQoL score Continuous
Independent variables

Knowledge score Continuous
Attitudes score Continuous
Practices score Continuous
Intervening variables

Age Continuous
Gender Dichotomous
Marital status Nominal
Level of education Ordinal
Employment status Dichotomous
Socio-economic status Ordinal
Number of natural teeth Ordinal

Use of dentures

Dichotomous

Presence of a disease

Dichotomous
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Table 2. Socio-demographic characteristics of participants

Characteristics Sevan Artashat
Age (years), mean (SD) 45.0 (14.99) 42.6 (14.15)
Gender, n (%)

Female 82 (83.7) 80 (81.6)
Male 16 (16.3) 18 (18.4)
Marital status, n (%)

Married 73 (74.5) 74 (75.5)
Separated/Divorced 6 (6.1) 9(9.2)
Widowed 10 (10.2) 5(5.1)
Single 9(9.2) 10 (10.2)
Highest education, n (%o)

No education 1(1.0) 1(1.0)
School (12 years or less) 26 (26.5) 38 (38.8)
Professional technical education 39 (39.8) 36 (36.7)
Institute/University or higher 32 (32.7) 23 (23.5)
Employment status, n (%0)

Employed 31 (31.6) 40 (40.8)
Not employed 67 (68.4) 58 (59.2)
Family’s standard of living, n (%)

Less than average 2 (2.0) 3(3.1)
A little less than average 11 (11.2) 5(5.1)
Average 53 (54.1) 56 (57.1)
A little above average 24 (24.5) 27 (27.6)
Above average 8(8.2) 7(7.1)
Amount of monthly spending, n (%o)

Less than 50,000 AMD 7(7.1) 5(.1)
From 50,000 to 100,000 AMD 26 (26.5) 21 (21.4)
From 101,000 to 200,000 AMD 27 (27.6) 36 (36.7)
From 201,000 to 300,000AMD 9(9.2) 7(7.1)
Above 300,000 AMD 2 (2.0) 9(9.2)
Refused/Did not want to answer 27 (27.6) 20 (20.4)
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Table 3. Participants’ characteristics

Characteristics Sevan Artashat
Natural uncrowned teeth, n (%o)

No natural teeth 9(9.2) 9(9.2)
1-9 natural teeth 25 (25.5) 19 (19.2)
10-19 natural teeth 18 (18.4) 18 (18.4)
20 or more 46 (46.9) 52 (53.1)
Use of dentures, n (%)

Partial removable 5(5.1) 2 (2.0)
Full upper 3(3.1) 3.1
Full lower 0 (0.0) 3(3.1)
Both upper and lower dentures 8(8.2) 8(8.2)
Does not have dentures 82 (83.7) 82 (83.7)
Presence of a disease, n (%)

Diabetes 5(5.1) 5(5.1)
Cancer 0 (0.0 1(1.0)
Thyroid or hormonal disorder 10 (10.2) 8 (8.2)
Cardiovascular disease 23 (23.5) 16 (16.3)
Osteoporosis 9(9.2) 7(7.1)
Immune system disorders 3(3.1) 1(1.0)
HIV/AIDS 0 (0.0) 0 (0.0)
Other 7(7.1) 14(14.3)
No chronic disease 57 (58.2) 62 (63.3)
Current or past smoker, n (%)

Yes 12 (12.2) 17 (17.3)
No 86 (87.8) 81 (82.7)
Frequency of smoking among those who smoked n (%)

Every day 5(41.7) 10 (58.8)
Some day 1(8.3) 0 (0.0)
Not currently 6 (50.0) 7 (41.2)
Frequency of drinking one portion, n (%o)

Never 43 (43.9) 34 (34.7)
Less than once per month 37 (37.8) 39 (39.8)
1-3 times per month 16 (16.3) 20 (20.4)
1-3 times per week 2 (2.0 4(4.1)
Almost every day 0 (0.0) 1(1.0)
Period of drinking 5 portions of drinks every day, n (%)

Yes 8(8.2) 11 (11.2)
No 90 (91.8) 86 (87.8)
Don’t know/Difficult to answer 0 (0.0) 1(1.0)
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Table 4. OHRQoL domains and overall percent scores

Domains

Sevan, mean (SD)

Artashat, mean (SD)

Functional limitation 3.6 (1.9) 3.8(1.7)
Physical pain 4.5 (1.7) 4.6 (1.9
Psychological discomfort 4.6 (2.0) 45 (1.9
Physical disability 3.5(1.9) 3.3(1.6)
Psychological disability 3.7 (2.0) 3.3(1.6)
Social disability 3.1(1.6) 3.2(1.4)
Handicaps 3.1(1.6) 3.1(1.5)
Total percent score mean (SD) 37.6 (14.2) 37.5 (13.0)
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Table 5. Descriptive results of the participants’ knowledge questions

Questions Sevan Artashat
Does oral health have any role on general health? n (%)
Yes 76 (77.6) 80 (81.6)
No 10 (10.2) 10 (10.2)
Don’t know 12 (12.2) 8 (8.2)
What does irregular tooth brushing cause? n (%o)
Decay 4(4.1) 9(9.2)
Gum disease 3(3.1) 3(3.1)
Bad breath 5(5.1) 5(5.1)
All of the above 71 (72.4) 77 (78.6)
Nothing 15 (15.3) 4 (4.1)
Fluoride added to toothpaste makes it... n (%)
Cheap 0 (0.0 2 (2.0)
Improves taste 6 (6.1) 6 (6.1)
Makes teeth resistant to caries 43 (43.9) 41 (41.8)
Don’t know 49 (50.0) 49 (50.0)
Do sweets affect oral health? n (%)
Yes 68 (69.4) 77 (78.6)
No 14 (14.3) 13 (13.3)
Don’t know 16 (16.3) 8(8.2)
Does tobacco affect oral health? n (%)
Yes 90 (91.8) 92 (93.9)
No 2 (2.0) 2 (2.0)
Don’t know 6 (6.1) 4(4.1)
Does tooth decay avoidable? n (%0)
Yes 64 (65.3) 64 (65.3)
No 15 (15.3) 26 (26.5)
Don’t know 19 (19.4) 8 (8.2)
Total knowledge percent score, mean (SD) 70.0(24.5) 73.2 (20.6)
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Table 6. Descriptive results of the participants’ attitudes questions

Questions Sevan Artashat
How often should one visit a dentist? n (%o)
Regularly (twice a year, or every six months) 64 (65.3) 75 (76.5)
When in pain 20(20.4) 14 (14.3)
Rarely (less than once a year) 9(9.2) 6 (6.1)
Other (Specify) 5(5.1) 3(3.1)
What should be the reason of dental visit? n (%)
Consultation/advice 21 (21.4) 25 (25.5)
Routine check up 31 (31.6) 34 (34.7)
Pain or trouble with teeth, gums or mouth 49 (50.0) 56 (57.1)
Treatment 51 (52.0) 45 (45.9)
Don’t know 2 (2.0) 1(1.0)
What might be a factor of not visiting a dentist? n (%o)
Fear/pain 51 (52.0) 58 (59.2)
Cost 68 (69.4) 68 (69.4)
No dentists nearby 6 (6.1) 2 (2.0)
Other (Specify) 0 (0.0) 0(0.0)
Total attitudes percent score, mean (SD) 65.3 (47.84) 76.5 (42.59)
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Table 7. Descriptive results of the participants practices questions

Questions Sevan Artashat
How often do you visit a dentist? n (%)
Regularly (twice a year, or every six months) 9(9.2) 14 (14.3)
When in pain 67 (68.4) 49 (50.0)
Rarely (less than once a year) 16 (16.3) 26 (26.5)
Other (Specify) 6 (6.1) 9(9.2)
How often do you brush your teeth? n (%0)
I don’t brush or rarely brush my teeth 10 (10.2) 1(1.0)
Few times a week 10 (10.2) 8 (8.2)
Once a day 36 (36.2) 42 (42.9)
Two or more times a day 42 (42.9) 47 (48.0)
What kind of toothpaste do you use for tooth
brushing? n (%)
Fluoride-containing 17 (19.1) 18 (18.6)
Fluoride-free 4 (4.5) 3(3.1)
I don’t know 68 (76.4) 76 (78.4)
What else do you use besides your
toothbrush? n (%)
Dental pick or interdental brush 30 (30.6) 26 (26.5)
Dental floss 12 (12.2) 5(5.1)
Mouth rinsing with water 37 (37.8) 32 (32.7)
Other (specify) 9(9.2) 7(7.1)
None of this 21 (21.4) 30 (30.6)
Total practice percent score, mean (SD) 57.7 (18.58) 62.6 (19.18)
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Table 8. Simple linear regression between OHRQoL and independent variables

Variable Regression Standard 95% (CI) p-value
coefficient Error

Practice score -0.60 0.71 (-2.01, 0.80)) 0.399

Attitudes -0.16 1.49 (-2.97, 2.93) 0.991

Knowledge score -1.61 0.48 (-2.58, -0.65) 0.001

City -0.11 1.36 (-2.79, 2.57) 0.934

Gender

Male 1.0(ref)

Female -1.35 1.79 (-4.89, 2.18) 0.451

Age 0.18 0.04 (0.09, 0.27) 0.000

Marital status

Married 1.0(ref)

Separated and widowed -0.34 1.85 (-4.01, 3.31) 0.851

Single -7.64 2.26 (-12.10, -3.18) 0.001

Education

Professional technical education 1.0(ref)

and less

Institute/University or higher -2.2 1.43 (-5.05, -0.58) 0.120

Employment

No 1.0(ref)

Yes -3.37 1.39 (-6.12, -0.62) 0.016

Standard of living

Less than average 1.0(ref)

Average and more -8.97 2.10 (-13.1, -4.82) 0.000

Monthly spending

Less than 100,000 AMD 1.0(ref)

From 101,000 to 200,000 AMD -2.71 1.69 (-6.05, 0.63) 0.111

More than 201,000 AMD -3.64 2.17 (-7.93, 0.63) 0.095

Don’t know/ Refusal -5.36 1.82 (-8.97, -1.75) 0.004

Number of uncrowned teeth

9 natural teeth or less 1.0(ref)

10-19 natural teeth -5.46 1.80 (-9.02, -1.90) 0.003

20 teeth or more -9.28 1.39 (-12.04, -6.52) 0.000

Use of dentures

Yes 1.0(ref)

No -5.81 1.79 (-9.35, -2.27) 0.001

Presence of a disease

At least one disease 1.0(ref)

No disease -4.34 1.35 (-7.02, -1.67) 0.002

Drinking status

Yes 1.0(ref)

No -6.60 2.19 (-10.93, -2.26) 0.003

Smoking status
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Yes 1.0(ref)
No -2.94 1.90 (-6.69, 0.81) 0.124
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Table 9. Simple linear regression between knowledge score and variables

(confounders)

Variable Regression Standard 95% (CI) p-value
coefficient Error

Age -0.01 0.006 (-0.02, -0.002) 0.023
Marital status
Married 1.0(ref)
Separated and divorced -0.14 0.27 (-0.68, 0.39) 0.591
Single -0.24 0.33 (-0.89, 0.41) 0.468
Employment
No 1.0(ref)
Yes 0.54 0.19 (0.15, 0.93) 0.007
Standard of living
Less than average 1.0(ref)
Average and more 0.92 0.30 (0.31, 1.5) 0.003
Monthly spending
Less than 100,000 AMD 1.0(ref)
From 101,000 to 200,000 AMD 0.47 0.24 (-0.007, 0.95) 0.053
More than 201,000 AMD 0.40 0.31 (-0.21, 1.02) 0.196
Don’t know/ Refusal 0.38 0.26 (-0.13,0.9) 0.149
Number of uncrowned teeth
9 natural teeth or less 1.0(ref)
10-19 natural teeth 0.15 0.28 (-0.40, 0.71) 0.590
20 teeth or more 0.35 0.21 (-0.08, 0.78) 0.111
Use of dentures
Yes 1.0(ref)
No -0.27 0.26 (-0.79, 0.24) 0.295
Presence of a disease
At least one disease 1.0(ref)
No disease 0.47 0.19 (0.08, 0.86) 0.016
Drinking status
Yes 1.0(ref)
No 0.61 0.32 (-0.02, 1.25) 0.060
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Table 10. Simple linear regression between attitudes score and variables
(confounders)

Variable Regression Standard 95% (CI) p-value
coefficient Error

Knowledge score 0.08 0.02 (0.04, 0.13) 0.000

Age -0.004 0.002 (-0.008, -0.0001) 0.044

Marital status

Married 1.0(ref)

Separated and widowed -0.12 0.09 (-0.30, 0.05) 0.185

Single 0.06 0.11 (-0.15, 0.28) 0.538

Employment

No 1.0(ref)

Yes 0.21 0.06 (0.08, 0.34) 0.001

Standard of living

Less than average 1.0(ref)

Average and more 0.04 0.1 (-0.16, 0.25) 0.652

Monthly spending

Less than 100,000 AMD 1.0(ref)

From 101,000 to 200,000 AMD 0.13 0.08 (-0.02, 0.29) 0.103

More than 201,000 AMD

Don’t know/ Refusal 0.18 0.10 (-0.02, 0.39) 0.077
0.05 0.08 (-0.12, 0.22) 0.545

Number of uncrowned teeth

9 natural teeth or less 1.0(ref)

10-19 natural teeth 0.12 0.09 (-0.06, 0.31) 0.186

20 teeth or more 0.17 0.07 (0.03, 0.32) 0.015

Use of dentures

Yes 1.0(ref)

No 0.02 0.08 (-0.14, 0.19) 0.769

Presence of a disease

At least one disease 1.0(ref)

No disease 0.09 0.06 (-0.03, 0.22) 0.139

Drinking status

Yes 1.0(ref)

No 0.08 0.11 (-0.13, 0.30) 0.445
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Table 11. Simple linear regression between practice score and variables

(confounders)

Variable Regression  Standard 95% (CI) p-value
coefficient Error

Knowledge Score 0.17 0.04 (0.08, 0.27) 0.000
Attitudes Score 0.30 0.15 (0.10, 0.60) 0.042
Age -0.002 0.004 (-0.01, 0.006) 0.531
Marital status
Married 1.0(ref)
Separated and divorced -0.07 0.19 (-0.45, 0.30) 0.696
Single -0.09 0.23 (-0.55, 0.36) 0.687
Employment
No 1.0(ref)
Yes 0.03 0.14 (-0.24,0.31) 0.808
Standard of living
Less than average 1.0(ref)
Average and more 0.55 0.21 (0.12, 0.98) 0.011
Monthly spending
Less than 100,000 AMD 1.0(ref)
From 101,000 to 200,000 0.23 0.17 (-0.10, 0.58) 0.170
AMD
More than 201,000 AMD 0.28 0.22 (-0.15, 0.72) 0.198
Don’t know/ Refusal 0.32 0.18 (-0.04, 0.69) 0.085
Number of uncrowned teeth
9 natural teeth or less 1.0(ref)
10-19 natural teeth -0.35 0.19 (-0.75, 0.03) 0.073
20 teeth or more 0.13 0.15 (-0.16, 0.44) 0.377
Use of dentures
Yes 1.0(ref)
No -0.24 0.18 (-0.61, 0.12) 0.191
Presence of a disease
At least one disease 1.0(ref)
No disease 0.25 0.14 (-0.02, 0.52) 0.073
Drinking status
Yes 1.0(ref)
No 0.13 0.23 (-0.31, 0.59) 0.545
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Table 12. Multivariable linear regression between OHRQoL and knowledge score
after adjusting for confounders

Variable Regression Standard 95% ClI p-value
coefficient error

Knowledge Score -0.88 0.48 (-1.84, 0.06) 0.069

Standard of living

Less than average 1.0(ref)

Average and more -6.51 2.09  (-10.65, -2.37) 0.002

Age 0.11 0.05 (0.01, 0.21) 0.028

Employment

No 1.0 (ref)

Yes -1.90 1.33 (-4.53,0.72) 0.155

Presence of a disease

At least one disease 1.0(ref)

No disease -1.52 1.48 (-4.46, 1.41) 0.308

R? Coefficient: 0.17

Adjusted R? Coefficient: 0.15
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Table 13. Multivariable analysis between OHRQoL and attitudes score after
adjusting for confounders

Variable Regression Standard 95% CIl p-value
coefficient error

Attitudes 3.28 1.39 (0.52, 6.04) 0.020

Knowledge Score -1.34 0.46 (-2.26, -0.43) 0.004

Age 0.04 0.04 (-0.04, 0.14) 0.316

Employment

No 1.0(ref)

Yes -2.50 1.29 (-5.04, 0.04) 0.054

Number of uncrowned teeth

9 natural teeth or less 1.0(ref)

10-19 natural teeth -5.51 1.77 (-9.01, -2.01) 0.002

20 teeth or more -8.37 156 (-11.46, -5.29) 0.000

R2 Coefficient: 0.25

Adjusted R? Coefficient: 0.23
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Table 14. Multivariable linear regression between OHRQoL and practice score
after adjusting for confounders

Variable Regression  Standard 95% CI p-value
coefficient error

Practice Score 0.23 0.69 (-1.12, 1.60) 0.732
Attitudes Score 1.72 1.44 (-1.12, 4.58) 0.234
Knowledge Score -1.23 0.50 (-2.23,-0.24) 0.015
Age 0.14 0.04 (0.06, 0.23) 0.001
Standard of living

Less than average 1.0(ref)

Average and more -6.61 2.12 (-10.81,-2.41) 0.002

R? Coefficient: 0.16

Adjusted R? Coefficient:

0.1
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FIGURES

Figure 1. The distribution of residuals of the final model exploring the relationship between

OHRQoL and knowledge score (residuals versus predictor plot)
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Figure2. Normality of distribution of residuals of the final model exploring the
relationship between OHRQoL and knowledge score (standardized normal

probability plot)
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Figure 3. Normality of distribution of residuals of the final model exploring the

relationship between OHRQoL and knowledge score (quantiles of knowledge score

against quantiles of normal distribution plot)
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Figure 4. Normality of distribution of residuals of the final model exploring the
relationship between OHRQoL and knowledge score (kernel density plot)
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Figure 5. The distribution of residuals of the final model exploring the
relationship between OHRQoL and practices score (residuals versus predictor

plot)
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Figure 6. Normality of distribution of residuals of the final model exploring the
relationship between OHRQoL and practices score (standardized normal
probability plot)
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Figure 7. Normality of distribution of residuals of the final model exploring the
relationship between OHRQoL and practices score (quantiles of practices score
against quantiles of normal distribution plot)
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Figure 8. Normality of distribution of residuals of the final model exploring the
relationship between OHRQoL and practices score (kernel density plot)

Kernel density estimate

<
S
o)
227
a
& o
(= S
S
o -
I I | I I
-40 -20 0 20 40
Residuals

Kernel density estimate
Normal density

kernel = epanechnikov, bandwidth = 2.5597

53



APPENDICIES

Appendix 1: Andersen and Davidson conceptual framework®

Exogenous Primary determinants Oral health behavior Oral health outcomes
variables of oral health
i External environment
Personal
Geographic location of practices
Age [ the residence -
Tooth brushing
Number of teeth CHANGES IN
P;mn: 5 ti Tobacco use —1 ORAL HEALTH-
s | | | characteristics RELATED
Particination i : QUALITY OF LIFE
articipation in groups
—#  Dental visits
_y! Marital status
Schooling
Monthly income
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Appendix 2:

Study instrument

Oral health-related quality of life and oral hygiene knowledge, attitudes, and practices of

the general population in Sevan and Artashat cities, Armenia

City:

Participant’s ID: _

Date: / / (day/month/year)

A. Knowledge

The following section is regarding the basic oral hygiene.

Q 1: Does oral health have any role on general health?

1. Yes
2. No
3. Don’t know

Q 2: What does irregular tooth brushing cause?

Decay

Gum disease
Bad breath

All of the above
Nothing

ok wbdE

Q 3: Fluoride added to toothpaste makes it

Cheap

Improves taste

Makes teeth resistant to caries
Don’t know

Hobde

Q 4: Do sweets affect oral health?
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1. Yes
2. No
3. Don’t know

Q5: Does tobacco affect oral health?

1. Yes
2. No
3. Don’t know

Q6: Does tooth decay avoidable?

1. Yes
2. No
3. Don’t know

B. Attitudes
This section is regarding your attitudes towards oral hygiene.
Q7: How often should one visit a dentist?
Regularly (twice a year, or every six months)
When in pain

Rarely (less than once a year)
Other (Specify)

PoNhdE

Q 8: What should be the reason of dental visit?(You can choose more than one option)

Consultation/advice

Routine check up

Pain or trouble with teeth, gums or mouth
Treatment

Don’t know

ok wbdPE

Q9: What might be a factor of not visiting dentist?(You can choose more than one option)

Fear/pain

Cost

No dentists nearby
Other (Specify)

HonhdRE



C. Practice

The following section is regarding your oral hygiene practices.
Q10: How often do you visit the dentist?

Regularly (twice a year, or every six months)
When in pain

Rarely (less than once a year)

Other (Specify)

el A

Q11: How often do you brush your teeth?

I don’t brush or rarely brush my teeth--------- GotoQ 13
Few times a week

Once a day

Two or more times a day

N =

Q12:What kind of toothpaste do you use for tooth brushing?
1. Fluoride-containing

2. Fluoride-free
3. Idon’t know

Q13: What else do you use besides your toothbrush? (Choose more than one option)

1. Dental pick or interdental brush

2. Dental floss, if yes, how many days during a week?

3. Mouth rinsing with water, if yes, how often during a day?
4. Other (specify)

5. None of this

D. OHRQoL

The following questions measure your oral health-related quality of life.
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Never

Hardly
ever

Occasio
nally

Often

Very
often

Q14: Have you had trouble pronouncing any
words because of problems with your teeth,
mouth or dentures?

Q15: Have you felt that your sense of taste has
worsened because of problems with your
teeth, mouth or dentures?

Q16: Have you have painful aching in your
mouth?

Q17: Have you found it uncomfortable to eat any
foods because of problems with your
teeth, mouth or dentures?

Q18: Have you felt self-conscious because of
problems with your teeth, mouth or
dentures?

Q19: Have you felt tense because of problems
with your teeth, mouth or dentures?

Q20: Has your diet been unsatisfactory because of
problems with your teeth, mouth or
dentures?

Q21: Have you had to interrupt meals because of
problems with your teeth, mouth or
dentures?

Q22: Have you found it difficult to relax because
of problems with your teeth, mouth or
dentures?

Q23: Have you been a bit embarrassed because of
problems with your teeth, mouth or
denture?

Q24: Have you been a bit irritable with other
people because of problems with your teeth,
mouth or dentures?

Q25: Have you had difficulty doing your usual
jobs because of problems with your teeth,
mouth or denture?
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Q26: Have you felt that life, in general, was less
satisfying because of problems with your
teeth, mouth or dentures?

Q27: Have you been totally unable to function
because of problems with your teeth,
mouth or dentures?

E. General information

The following section contains general questions regarding your oral health status.

Q28: How many natural uncrowned teeth do you have?

No natural teeth
1-9 natural teeth
10-19 natural teeth
20 or more

PophPRE

Q29: Do you have any removable dentures?

1. Partial removable

2. Full upper denture

3. Full lower denture

4. Both upper and lower dentures
5. Don’t have dentures

Q30: Please, list any chronic diseases you have. (You can choose more than one option)

Diabetes

Cancer

Thyroid or hormonal disorders
Cardiovascular diseases
Osteoporosis

Immune system disorders
HIV/ AIDS
Other (Specify)
None

CoNoUR~WNE

Q 31: How often do you eat or drink any of the following foods, even in small quantities?
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1.Several | 2.Everyday | 3.Several |4.0Once | 5.Several | 6.Seldom/
times a times a aweek |timesa never
day week month

a. Fresh fruit

Q32. Biscuits,
cakes

Q33.
Sweets/candy

Q34. Lemonade,
Coca-Cola or
other soft drinks

Q35. Tea with
sugar

Q36. Coffee with
sugar

Q 37: Have you smoked at least 100 cigarettes in your entire life?
1. Yes
2. No(Go to Q40)

Q38: Do you now smoke cigarettes every day, some days, or not at all?
1. Everyday
2. Some days
3. Notatall

Q39: When was the last time you smoked a cigarette, even one or two puffs?

(day, week, month, year ago)

Q40: How often do you drink 1 or more portions of any kind of alcoholic beverages (1 or more
glasses of wine, cans/bottles of beer, shots of cognac, vodka, or liquor)?
1. Never
Less than once per month
1 to 3 times per month
1 to 3 times per week
Almost everyday

arown

Q41: Was there a period in your life when you drank 5 or more portions of any kind of alcoholic
beverage almost every day?
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1. Yes
2. No

3. Don’t know/ Difficult to answer

F. Demographic and Socio-Economic Status

Now I would like to ask you some brief questions about yourself. Please remember that all the

information you provide is completely confidential.

Q 42: Please, indicate your gender. (Please do not read this question)

1. Male
2. Female

Q 43: Please, indicate your age (Completed years)

Q 44: What is your marital status?
Married
Separated/Divorced
Widowed

Single

Eali A .

Q 45: Indicate the highest level of education that you have received

No education

School (12 years or less)
Professional technical education
Institute/University or higher

el A

Q 46: Are you currently employed? (Including self-employment, farming, and seasonal/migrant
work)

1. Yes
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2. No

Q 47: How would you describe your family’s standard of living?

oo E

Less than average

A little less than average
Average

A little above average
Above average

Q48: On average, how much money does your family spend monthly?

ogakrwdE

Less than 50,000 AMD

From 50,000 to 100,000 AMD
From 101,000 to 200,000 AMD
From 201,000 to 300,000 AMD
Above 300,000 AMD

Don’t know/ Refusal

Thank you for participation
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Armenian version

PEpwih junpngh wpnpenmpjudp wuwjdwiwynpyws Jyuuph npulp, b pkpuith
hhqhtuugh JEpwpbpyuy ghwnkhpuitpp, YEpuptpuniipp b gnpstjulbpup
ZuyuunuwthUbw b Upunupwwn punupukph punhwimip phuljsnipjut opewnid

Lunup:
Uwubwlygh ID:_ _ _ _
Uduwphy: /__/___ op/ufhu/tnuph

U. Pipwmup junnensh JEpupkpjuy ghwnbjhpubp
Styjuypuidhbpybpuipkpnid F phpubh junpnshhhghlbuypi:

1. Upmyn p jw Juy phpwith junengh U pighwini wennewlub Jh&wljh dhol
1. U
2. s
3. 2ghwnbkd

2. bush” Jupnn Ehwhqbgibjunudbph ns juintunp dwpplyp/unquinalylyp
YQuphbtuh

Lunbph wpinwhwpdwb

Ptpwuth mhwg hninh

Fnpnp JEpp tpqwsttpp

2ghuntd

MRS

3. Qtp Jupshpny winwdh dwsniyht wkjugdus $unpp h iy owhwlnipmnit nih
Ljugkgunid £ dwéniyh ghtip

Pupbjuynid £ hudh qqugnnnipiniup

NMuwonyuwinid £ wnwdp juphbuhg

2ghuntd

-~ W h =

4. Uprnynp pungp utiniinp llqu}IlLoL[ E pipwup junpngh wnnnonipjw Ypuw
1. Un
2. s
3. 2ghwnbtd
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5. Upnynp shuwuninp wqnont U £ phpwith junensh wennentpyub gpw
1. Upn
2. s
3. 2ghwnbkd

6. Upnynp htwpunjn’p t untuunhbt] wnudh fuphbuhg
1. Um
2. s
3. 2ghwntd

B. dtpwpbpunip

Uju pudhip JEpwpkpnid F pkpuibh junpnsh hhghbiugh dhunndudplbp
Ybpwpkpuniaphi:

7. Nppw’t hw&wu whunp k uyghk] wmnwdiupnydh

Yuuntwynp (nwpht tplnt wuqud jud JEg wdhup dky)
Bpp guybp b niuktunid

Zuqyunby (nupht Uk wiqud jud Jk wiquihg yqulwuw)
U1 dwupuduwuttbp)

Ll e

8. B’ uspuybnp £ yungwn hwinhuwbw winwdbwpnydh uyghjkint hudwp
(JupnpbppinplydEjudubjyumnwuuui)

Unbunipuinughw/ funphppunynipiniu
Upndhyulyinhly/yutupgtihy byt

Suy jud wwnwdh bjunkph htwn juwdwswy) juunhp

Pniddwil btyywwnwljny

2ghwntd

gk N =

9. B usplupnn £ yuingwn 1hubjuwnwdtwpnydhtiywyghbint hwdwnp (Gupng &p
plunply Bl hud il wunnwupoul)
1. 9w/ guy
2. dgwpdwt ghtp
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3.
4.

Ununuljujpnid wmnwdbwpnydbiph puguljuynipniup
Uj (dwtipuwdwutitp)

Q. Qnpshyuykpy

Syjuy puidhip JEpwpkpynud F 2Ep phpuwih funpnsh hhghbkiuyh gnpdlyulbpuyhi:

10.

> L=

11.

12.

13.

> L b=

W N

A N

Nppw’tt hwwju bp wyghind wnwdbwpnyydh:

Quiuntwynp (nwpht tplnt wuqud jud Jkg wdhup dky)
Bpp guygbip bd nitubkunud

Zuqunby (nupht Uk wiqud jud Jkl wiquiuhg guljuu)
Uy (Wwtipuwdwutitp)

Nppw’t hw&wu kp funqubulnid 2bp wnwdibpp:

2td funquttwlynid jud hwqunby td pnquuwlnid ->Uugkp 13-Epnpn hwpght
Cwpwpn vh putth wbqud

Onp Ukl whqud

Onp Ephnt jud wykjh wuqud

Pusyhuh” wnwdh dwsnil) bp oqunugnpénid wnudikpp junquinuly by hudwp:

dunnp wupnibwlnn
Unwtig dinnph
2ghunbu/junlnp sk

Uwnuth unquiiuljhg pugh niphy bty jtundph thengltp kp oquuugnpéni:

Uwnwdh snthhl ud dhownmwdbwihtt inquiul

Uwnudh $1nu/phi: Bpk wyn, wyw puth” op pupwpu Uk
Phpwith nynnnid opny: Gpk uyn, wuyw pwih” wiqud opgw Uk
Uj1 (dwmtpudwutitp)

Loqwisubphg ny Uklp
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. Phpuuh wnnponipjudp yuydwbwynpjws Jjutiph npujh vwinnuly

ZEwnkyuy hupgkpp sunhnid ki Qkp phpuilh junpnsh wpnponipyul hkn juwjws

Jruliph npugp:

Gpptip

Zuqunby

Gppldtu

Zw&wifu

Cuin

hwdwju

14. Gpplk ndjupnipint
niitkgh 1kp nplk pun wpunwpkply
Qkp

wwnwdubph, pipwuth jud
wynpnptqutph hbn juwyyws
huuighputph ywwnwdwnny:

15.  Bpplt qqugk | tp np
Qtphwuh qqugnnnipjniup
Junnwgh) EQEp winwdukph,
pipwuh judwpnptqubph htn
Yy

huuinhputph ywwndwnny:

16.  Miukgh | kp phpwinid
wnwbiowhg guytp:

17.  Bppluk wihwpdwpnipmni
qqugh | kip muunk) nplk
wnbkuwljhnunbjhp Qbtp
wwnwdubph, pipwuth

Jwd wpnptqutph htn
JuwyJwshuunhpubphyuwndwnny:

18. Bppll wuhwtquunnt-
p]nthqulghoL bp QbLp wwnwdutph,
ptipwtih

Jwd wpnptqutph htn
Yuwjudhutinhpltph

wyuwwndwnny:

19. Gpplk jupdudnipini
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qquigh 1 kp 2bp wnudikph,
pEpwihwd wpnphqubph htn
Yuyjudhuinhpltph

wyuwwndwnny:

20.  “mip bpplk, niugh) tp
ptphutiinujupg kp
wwnwdubph, pipwuth

Jwd wpnptqutph htin
Yuyjudhuinhpltph

wyuwwndwnny:

21.  Gppuk unhydws tp

bk punuphbgit nunbyp
Qtpunwdubph, phpwh
Judwypnptqubph htn juuyus
unhputph ywwwndwnny:

22.  Bpplk nddupugt | bp
1hgpwputhyt) 2t
wwnwdubph,piputth fud
wynpnptqubph htwn

Yuuyyuwd futinhpltph

wyuwwndwnny:

23.  Bpplt wdwsk’| kp 2tp
wwnwdubph, pipwuth fud
wynpnptqutph hbn juwydws
huughputph ywwndwnny:

24.  bpplkbnk’| bp
nynipugpghnuy) vwpnljutg htn
othyknig QEpunnwdutinh,
pipwith ud

wynnptqutph hbn juwydws
huughpuphyuwwndwnny:

25.  Bpplk nddupugh ] bp
Juunwpt] Ep wnopju
woiwnwppRbp winwdubph,
phputh ud

wynpnptqutph hbn juwydws
huughpuphywwdwnny:

26.  Bpplk qqugk | kp np
Yywiphg wiytih phy
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pujulwutnipinit kp utnwbnid
Qupunwdubkph, pipuith
Judwypnphqubtph htwn
Yuyjuwdhutinhpltph

wyuwwndwnny:

27.  Bpplt wuwunwhk | Enp
Qupunwdubkph, pipuith
Judwypnphqubtph htwn
Juwywshiuinhptbph yuwwngwnny
pugupdwluytu h yhdwlh skp
tntnplhbpuwtiwty:

6. Cunhwinp nbnklimpmniuukp

Syjuy pudhbp wupniiwlnid F phnhwinip hupgbp 26p pkpuibh junpnsh Jhdwlh

dwuhb:

28. Lwlih wnwig puuyhlh phwlul wnwdikp nikp

Ns Uh munwd

1-9 prwjuts wnwd
10-19 ptwjutt munwd
20 b wyty

L

29. dmp muk p nplik pupduljwi ypnphq

1. Uwutwlh wypnptq
Udpnne Jtpht $unwnp

Udpnne unnnphti sunwnh

ik woN

Oniubd wpnptq

Udpnne Jtphtt b unnnpht unnukph

30. vunpnud kup ok ph htiy hhwunnipjnitubp niubp: (Ywpnn Ep pinpl) dkhg wgby

nwpplpuljubp)

Cwpwpujhtt thwpkn
Lungljtin

Ll e

Uhpunwiinpujhjutinhpubp

Juhwbtwdl gindh jud wy] hnpuntiw] ppwbqupnidubp
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o *® N o U

Ouwnbnuynpnq
Punttwghtt hmdwlwupgh pwbqupnidubp
UbUY/ 2pU2Z
Uj (Umtipudwutkp)

(shty

31.  Nppw’t hwdwu kp oquuugnpsnid unnpl ipws ubtnudpkppbpp tnyihuly
stshtt pwimny

1.Opp
h
pulih
wquud

2.Udkl
op

3.Cupw
pp Uh

puitth
wiquu

4.Cuipwupn
Ukl

5.Udhup

uh putih
wiquud

6.2uqy
wn b/
tpphip

w. Fupd Upghp

32. ludnptnku

33. Lungpuytuhp/
gninyur

34. Lhuntwn,
ququynpyud
pwngn
puubhpubp

35. [0k

gupupujuqny

36. Unipd
gupwpuijwugny

37. Mnip sjub | hp wnlwqi 100 sfuwunwn dkp wdpnne Yyuliph pipugpnid:

1.

Ujn

2. Ny(Uugkp 40-tpnprn huipght)

38. Lkpljuwynidu nppulnh hwdwu bp Sjpwjununn Shuntu:
1.

Udku op

2. Npny opkp
3. Ukpyuynidu punphwipwybu skd Spanid

39. bnpp tp JEpohtt miqud sfubk], mtqud Ukl jud Eplnt éntju:
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(op, pwpwp, wlhu, nuph wnwy)

40. Nppw’tt hw&wu bp pudmd 1 Jud wnfbjh pudhl wylnhnjughtt nplk jadhsp (1 jud
wybih pudwl ghth, Ynuyuly, onh, jhlnp, ohp quipbgnip b wyib):

Epptip

Udhup dtl mtiquuhg yuljuu
Udhup 1-3 miqud

Cupwpn 1-3 mbqud

Anbpt wdkh op

ik Wb

41. 2t lywipmd gk’ E dudwbwljwopew, kpp qpbipk wdkb op fudty kp 5 G
wybtih pudht nplk wynhnjuyht jadhsp:

1. U
2. 1y
3. 2qhwnbd /FJuputnid Bl yunwuhuwiiby

Q. dnnnppuqpulju b unghw-nitnkuwljub ndjuukp

Ujdd bu jgubwiugh hupghly Uh pubh jupd hupghp 2bp dwuhb: agpnid B hhokp,
np Ep npudwinpud pojnp wknblnipnibbbpp jhnyhl qununiah Ea:

42.  Qtp ubnp(Qpuipdpwdwyut] nndju) hupgp)
1. Snudwpn
2. UYhu

43.  Qtp wwuphpp: (Lpugws tnwphikpp)

44.  Q2tp wdntubwlwt jupquyhdwlp
Udniubmugud
Pudwiué

Ujph
Quiuntutiugud

Ll
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45.

46.

47.

48.

Qbtp wdkbwpwpdp Yppujut wmunhdwup
Uppnipjnil sniubd

Uhguwljwipg nuypng (12 uwph fuud phs)

Uhghti dmubtimghwnwljwb/nktthynud
Puipdpugny (Puunhnnin/Zudwjuuput) b wyby

- L h =

Ukpluynidu wohiwnnt U bp: (Ukpuinyuy hipugpuinjuisnipintip,
gniquunnbunipniip b ubkqntwght /Jdhgpughnt wyniwwnwpn)
1. Umn
2. 0y

]f‘hzulhnullphnqaulqphpQhpghmmhhphqhhumdml{mpr}mlﬂ}:
Uhghtpg punjuljumuh gudp

Uhghthg dhthnpp gudp

Uhghu

Uhghthg dhthnpp pupdp

Uhghtpg punjuljumuhtt pupdp

M N

Uhohtinid, wduwljwi nppu’tt gnudwp E swuntd 2kp piunwihpp:

50000 npulhg yuljuu

50000-hg 100000 npud

101000-hg 200000 npud

201000-hg 300000 npud

300000-hg wyty

2ghwntd/ hpwdwupynid Bl wuwnwupuwly

AN

Cunphwljuwynipniu 2p dwutwgmpjut hwdwp:

71



Appendix 3:
Interviewer guide

Np1EB3Nk33 ZUrsuvrNnh8U4uruverh 2ZUUUr
FPEpwuh npnshwpnnompiudpyuydwwynpus Jjuuph npuljp, b phputh
hhghtuugh Jtpuptpyuy ghuntihputpp, Ypuptpdniupp b
gnpShjuipypZzuywunuthUlwt b Upnwywwn punupubph punhwinip phwljsnipju
opowtnid

Cunhwunip éwinpnipeinib Spugpht

Npubu Zujwunwth wdkphljjut hwdwjuwpwih hwtpuihtt wennewwwhnipywu
punipnbinh wwpnuwfub Ynipuh muwbing, wjwpnufwub phgh gpgwtwljutpnid
whg k jugynud hEtnugninnipntt, nph byunwlt E nuunidbuuppl] b hwdbdunty
pipwtih junnngh htn uugjws Yyutph npulp b piputh pnengh htn jugfwus
ghwnbkihputipp, Jepwptpuniupp b gnpstjuytipyp dkdwhwuwlutph opowunid (18+)
tplynt nwppkp dwpquphtt puquptitpnud: Uyn byywnwlyng tplynt punuptbpnud
hupgugpniguuptbph Ynnuhg jpugytint kb hwpguptppehlubp, npotp
twfuwinbuws ki ndyury punplughwt hunjwpwgptynt Jtpnhhojuy punwpbpnud

puwlyynn hwpguwip Eupwplyynn pwyhsubphg:

Zunpgudwip ipwlw phwlsnipniip

ZEnmwugnunipjutip dwubwyglint ki Ubwut b Upnwpwn punupttpnid phwljynn
suthwhwu wudhp, npkp Zwjwunwh Zutpuybnnipjut punupughubp Eu:
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ZEnugninm pjut mbnnnipniup

Bplnt punuptbpnid hwpgugpniguuptbpp juojuowntt dhwdwudwbuly:
zupguqpniguyupht juupudwunpyh hwpgdwi ninkgnyg, hwpgdwt dwwnyuth &b b
hupguptpphy, npnup whunp Epugltt hwpguqpnigujwuph ynnuhg: Uty
hwpguqpnygh wnbnnnipniut k 15-20 pnwk:

Zupguqpniguyupitph ntunignidp

Opwgpnud ukpgpujqws hwpguqpnigujupltpp whnp Edwutulght tpldudju
niuniguwbp: Nrunmgiuh pipugpnud ipuip §swinpwiut spugphi, hpkig
wwpiulubmpintubpht, jukpuyuglh hbnwgnundwt jupgp b htnwgnujnnubph
punpnipjub Ukpnnp: Zwpguqpmgujuplbpp jdwinpubut hupguptpphljht b
htwpunpnipnih Yotk opdwpll] wyb dhujubg ht:

Zupguqpnigujupitph yupunwlwinpnibukpp

Zupguqpmguijupibpp yhwnp Ewpunti ipo phdtpny: Uk phup juqijws §ihih
kplnt hwpguqpnigu]uphg: Zknngninnipjui hwdwp yunwumbunn nuwbnnp
Yupudunph hwpgugpniguwpubpht dwubwlhgubph pnpnipyub
hudwyunwuiwt ndjuyutpp, hsybu twb withpudtown putwlp: Swtjugus
huipgh ntypnud hwpgugpmigujupp wtwnp £ juy hwunwinh htnwgnunm pjut
hwdwp yuwnwuppwbwnnt ntuwbnnh htinn b sjuyuguh huptwljwd npnonidutp:
Zupguqpnygp wuglugtin kdwubufgh inwbp:

Zupgynnh nnpnipjub Ukpnnupwiinipiniip
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Snipwpwiynip phd junnwbw hwugkubph gnigul), pun nph wthpwdtown k pnpty
hwpgynnhti: Sniguljp wupnibwlybne £ dhuwyt inwt hwugk: 3nipupwsynip
hwpguqpnigujup nibbuwne £ hpkt hwdwwywwnwupuwt Ynnp (ID-ukp), npl
withpwdtpn Eipugut) hwpgupkpphyh pw: SYjug Ynnp fuqufws tynpu thohg
ABCD: A — winwioht phyp hwdwywnwupuwnid k punupht, npunkny wig k jugynid
hwupgnudp 1-Ulwt b 2-Upnwywn: B — hwpgugpniguyunphtt hwdwwywnwuhiwbng
phyl & nipwpwtynip hwpguqpnigufupht juph hp whdtwlwi phyp): CD —
huwdwwywunwujuwnid k ph npipnpn hwugkt | uyglnud hwpguqpnigudupp
(ophtwl) — mnwghtt hwugkt 01, Epypnpnp 02, mwuuhhtgbpnpnp 15 b wynwbu
gupmiiwly): Zwpguqpniguyupp, wigkikiny nyuy hwugkt whnp Eptnph
hwdwywnwuppwinng dwutwljghtt: Uwutwljhgp wkwp k {huh wntijuqi 18 mwupklijut
b whup k pwyh Zuywunwind: Guhpudton | nkntjutw] swhwhwu widwhg
pwtwljp njju) ywhht ptwjupuwinid: Gpk wnlju tu Ukhg wdbtih wtdhp, npntp
hwdwywnwuppwtnid Eu hwpgdwt swthwthoutpht, wyw whwnp Ehwupgnidt wig
Jugtt] wytt mdh htwnn nud suuyut wdhutt wmnwehtt £ wnnupju dke: bull tpt nndjuy
wdp tnyuybu hpwdwpynud | dwutwlgljnig, muyw wugub] hwenpr stugut
wduwphy niukgnn wudhi:

Ophtwly kph nju hwugkmd ki quudnid bptip widhp, npnip hwdwwywnwupwbinid
i hwpgdwt swthwhpubpht, wmyw wthpwdbown t hwupgub) hpkug sutnui
wdhutikpp: Bupwnnptup, np hpkug sutinyut wdhuttpt ki Ywpwn, ognuwnnu b unjkdptp

wudhutbpp: SYjwy npiwypnid hwpguqpnygp whwnp k wig fugub] dwpn wduht sudwd
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wldh htiwn: Gphk tw hpwdwpynid £ dwubwlglijnig, wmnwewnplt) hmpguqpnygh wg
Jugttk] ognuinnu wduht $udwé wudh htwn:

Zupguqnpniygt wwpubinig hbnn wthpwdbow k tonudubp juwnwpl] npudungpdus
hwupgdwt dwwnjuih dke: Uwnjutip wupnibwlnid E hwugkhtt hwdyuwunwupuwb Ynngp
(ID-u), nph nhdwg whpwdtow k tonid Juwnwpky, pk husytu E wugk) hwpguqpnygp:
Bptk nju) hwugknid hwpguqpnyg sh juunwupynid, wyw wtthpwdtown E wugubky
gnigujhtt hwdwpwwnwuppwunn hwenpn hwugkht:

Zupgugnpnigh Jupdwb ninkgnig

Zwupguqpnijgh ujhqpp. Zupguqpnygp whwnp E wiglugut] hwmdwywnwuhiwing

dwutwljgh mwbp: Grph gninp puljtjnig htnn dwubwlhgp hpwdwpynwd £ dwubwygly
hwpgdwip, jud wy) wundwnnghupguqpnigp wknh sh nitukunud wthpwdbown L
widhowytiu (pugut] hwpgdwt dwnjup: Gpt hupgnudp ntnh £ nmibkunud, myuw
wthpwdtown E hupgdwut dwwnyutp jpugut) ypenid:

Plswk v bbplwym g

Punl Qtq: Bu Zuyuunwtth wdkphljjut hwdwjuwpwth Unnpowywhwlju
dwnwynipjniuitph hbtnnwgnundw b qupqugdw jEunpnuhg bd: Ujdd
hpuljwiugynud E Uh hknwgnunipyntt, nph byyunwl E nuntdbuuppl] b hwdbdwnky
ptipwtih junpnsh htn juugws Yyubph npulp b pipwbh jenensh htn jugws
qhwnbihplbpp, Jipuptpuniupp b gnpstjuljtpyp 18 mupkljuthg pupdp whdwbg unn
Ul b Upwnwpwin punwpbbpnid: Auwlyn U Ewpynp wyy nwphpuyht fudpht

wuwwnjwinn whd AEp nubp/phuljupuiinid:
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Zuwpuynp yunwupiwbtbpp
0 Ny — Lkpnnnipnit juunpkp b hknwgtp:
0 Ujn - Ukpnnnipjnit bd jpugpniud 2Eq wthwiquuinugubint hwdwp: Gu Yniqkh
hwpguqpnyg wiglugit) 2bq (hudwywnwupwing widh) htwn:Ywpny kip
hunuky:
Zbwpuynp yunwupiwbtkpn
0 N1y ----®npdtp hdwbw hpwdwpykint wuwndwnp: @npdbkp hwdngl] tput
dwutiuljgl)] hwpguqpnyght: untuuhbp owwn wunkjnig: Sknklwgnptkp, np
hwupguqpnygh pupwgpnid sh upytnt hpkug wuntup, np tpuw dJwubwlgnipiniup
hujuy bu wpdbpuwynp E htnwgnunnipjut hwdwp b wyji: Gelk dwutiwljhgp
owpnibwlmd £ hpwdwpyk), hbknwgtp: Lpugpbp hwpgdwb dwwnjwith dlp:
0 Ujn ---- Cwpnitwlbp:
Lkplujugptp wdpnnowjutt hwdwdwjunipyjut dip: Zudnqytp, np ukyulnid vhuyt
tpyniuny bp: Gpt ukiyulnud ki guniynid jud gutjutnd Bu gunigl) wy wtdhp,
puguinplp, np hwpguqpniygp qunnitht b wy jupnn trwbquptyhwpgynnpt jhuly
wquun b wijuwolwtn: Zupguptpphlh hwpgbpp juppugtp hunwly, hwuljutwh
nntwjunipjudp: Lipjujugptp wwnwupuwbtbph wdpnnowljub gutlp:
Utuhpwdtonnipjut nhypnid Yplukp hwpgp b/jud wunwupwtukph
wnwppkpwljubpp, puygsthnpdppugunpbihwpgp: Lnyuhul, phdwutwhgpyunnud E,
npshhwuugkihwpgp, dhwjuypljubpuyihtyykunpgpws t:2wpguqpniygh wjwpinhg

htwnn dkl wiqud bu vnniqlp hwpgupbtpphlp, hwdnqytp, np nphk hwpg jud
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yuwnwuhiwt pug sh panuyby: Zupguqpnygh yipenid jpugpkp hupgdwt dwwnjunp,

ounphwljuwnipinit hwjnubp b nnipu EYtp puwjuputhg:

Zupguqpnigujupp whup k

e Lhup pupthwdpnip bt hwpquijhg Uninkiw hwipgynnh

¢ Spwdwnph hwdbpuy dwdwbwl, tpk hwupgynnp nuptg kb wwhwienud k
hun]byjuy dwdwiul] hupghtt wunwuukyne hundup

 Pp{tpwpkpdniipny gnigunph dwuliwygnnh jupbinpnipyniip hwpgdwp
dwutiuglni

 Zupgkph b yunwupwbubph piptpgdwt dudwbwy (huh skqnp, wnwbg
hunghwibp wpnwhuwynkyn

¢ hgwinh dwulwlgh yuwnwupuwthl hp jupshpny

o Zuipgkph htwn ndwupnipniuttph b wthwuljwbwih hpuhdwlutph

wupwqunid nphuh wadhpwybu hwdwljupgnnhti b hknbh hp gnignudatphte
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Appendix 4: Oral consent form

English version:

American University of Armenia

Turpanjian School of Public Health

Institutional Review Board #1

Consent form

Hello. My name is Syuzanna Hovsepyan. | am a dentist and a final year graduate student
at the School of Public Health at the American University of Armenia.As a thesis project, we are
conducting research to assess oral health-related quality of life (OHRQoL) and factors associated

with it among the general population in Sevan and Artashat cities.

(Fort the interviewer) | am from the American University of Armenia’s Health Services Research
and Development Center. My name is . Now research is being carried out, which aims to
assess oral health-related quality of life (OHRQoL) and factors associated with it among the

general population in Sevan and Artashat cities.

Your home address was randomly selected from the parliamentary election voting list.
You are one of approximately 100 participants who is invited to participate in this survey as you

are an adult and live in Sevan/Artashat city.

Your participation is completely voluntary. There will be no penalty if you refuse to

participate in this study.

There are no direct benefits from your participation; however; your answers are very
valuable and can contribute to a better understanding of the oralhealth-related quality of life

among older adults, and later provide evidence-based information to healthcare providers about
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the needs and concerns. The interview will last around 15 minutes. The questionnaire consists of
questions about oral health, oral hygiene, oral health-related quality of life. You can skip any

question you do not want to answer and can stop the interview at any point in time.

The information you provide is confidential and will be used only for this study. The
provided information will be available only to the research team. Your home address will be

destroyed after data collection.

If you have any further questions about this study you can contact the principal
investigator of this study Dr. Varduhi Petrosyan at (+374 60) 612592.1f you think that you have
not been treated properly or you have been hurt by participating in this survey you can contact
the Human Protections Administrator of the American University of Armenia Varduhi

Hayrumyan at (+37460) 61 25 61.

Do you agree to participate?
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Armenian version

Zuyuunwih wdkphljjwb hwdwjuwpwih

PphwudbwiiZzumupuyghtt wonnewwwhnipjui pwlninkn

Shunwhbnwgnunuljwb Ephijuygh phy 1 hwbdtwdnnnyg

Ppwgbl hwdwduwyunipjui dh
Puipl Qbq: Pd wntip Uniquibw Zndubithyut E: Gu unndwnning bd b hwtinhuwtnid
tu Zuyuunwtth wdkphljjut hwdwjuwpwih hwtpuwjhtt wenpewwywhnipju
dwlnyyintnh wjwupunwlut Ynipuh ntuwbng: Npybu dwughunnpnuwljub ptq dkup
hpujwtwgunid kup hbnnwgnuinipinit ntuntdbwuhpljnt hwdwp pepuwth junensh
wnnnowljwi yhdwljh htin juydws Jjutph npulyp b npu htinn juwyduws gnpénuubpp
Ukbwhwuwlutph dnwn Ulwb b Upnnwywn punupubpnid:
(Zupgugqpnigujuph hwdwp)Bu Zujwunwith wdkphljjut hwdwjuwpuih
Unnnowwywhwljub swnuwynipiniuutph hinwgnundwt b qupqugdwi §Eunpnuhg bGu:
Pdwiumbtu k__ : Ujdd ppuwubugynid £ Uh hbvnwgnuipinit, nph tyuwnwl |
niunidbwuppl) pipwth jpnnnsh wpnnowlut yh&wlhh htn juwdws Jyutph npulp b
npuw htn juudwsé gnpénutbpp dkdwhwuwljutph Uunwn Uhwt b Upnuwywn
puinupubpnid:
QbLp hwugkt pinpybty B yunwhwljwinipjut uljqpniupny junphppupuwbuljui

pbwnpnipju gniguljhg: nip wyt Unnl00 dwubwlhgubphg tp, ny hpuwyhpuws
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dwutiuljglint wyu hwpgdwip, pwh np Inip swhwhwu bp b wypnud kp
Ulw/Upinwywwn punupnid:
Qtp dwutwljgnipiniup thndhtt judwynp E: Fnip fupnn Ep hpuwdwpdbyp

Udwutiuljgnipynithg wpwig nplit puguuwlub hinhwbphbtph:

MunidtwuphpnipyupEpduutulgnipjntupshkupugpnidnpibniyqujhpywhQbghudw
P, vwfuyl bp ywnwujuwbtbpp suhuquitg wpdtpuynp Eu b joqukle wijbijhjuy
niunudtwuppby pipwitth junpngh wenngwjuit hdwlh htn juygws Yyutph npulp
dUkbwhwuwljutph Unwn, b hbnwquynid npudwnpl] hhdutwdnpyus mbnklnipniu
wpnnowwywhwljwt njnpnp tkpjwjwugnighsttpht’ widjuw) futngph juphptph b
Uinwhngnipyniibph wuhb: Zwupgugpniygp ulth dnnudnpugbu 15 pougb:
Zupgupupp juquyws tphpubh junensh wennonipyut bhhghtbwhybpupbpyug
ghwnkihpubph, pipwth janengh wenngulwt Yh&wlh htn juwgws Yyubph npuyh
YEpwpbpju hwpgphg Anip jupny tp pug ponub) gubljuguwsd hwpg, npht stp

gutjutuywnuwupuwt] b jupnn tp punhwwnt] hupguqpnygp gwujugus wyuhh:

Qbtp mpudwunpusd mbnEjuwnynipiniup qununh kb joguugnpsdyh dhwyt indjuy
htwnwgnuinipjub sppwtwjutpnid: 2bp npudwunpus yunwupiwbubpp hwuwukh
l1hukt dhuyu hbvnugnundwi phuht: QEp hwugkb Ynsusmugyh nndjujukpp
hwjwpwgpbinig htwnn:

Bpt nip niubkp hilnwqu hupgkp mdju) hbnnwgnunnmipyut dwuht, upnn Gp uwdt)
withpwybu htnugnnm pyut nEjudup Twpynihh Nknpnujwihi (+374 60) 612592
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htEnwpunuwhwdwpny: Gpbk tnip Jupdnid bp, np hklnwgnunipjub pipwgpnid Qtq
htwn quy skt yhpupkpyt) W/wd hklnwgnunipiniip Qkq Juwu E hwugpk), upnn tp
quuquhwnt) ZUz-h Ephluyjh hwtdtwdnnynyh hwdwljupgnny® dwpnnihh
Zuypnidjuthl, htnbjuw hbnpwjinuwhwdwpny (010) 6125 61:

Amp hudwdw ju bp dwubalghy:
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