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Preface

I am a dentist, and in 2002 I graduated with honours from the Northern State Medical
University (NSMU), Arkhangelsk, North-West Russia. After graduating from the Dental
Faculty, I completed an internship in dentistry, then a clinical residency at the
Prosthodontics Department of the NSMU. I was interested in research, and in 2005 I
enrolled in postgraduate courses at the NSMU. In 2008, I defended my Russian candidate
thesis at Tver State Medical Academy, Tver, Russia, and received the Russian scientific
degree of Candidate of Medical Sciences. Although I defended my thesis successfully, I
wanted to increase my knowledge of scientific methodology in order to plan and conduct
my own study, and analyse its results using international standards. For this reason, in
2010 I enrolled in the Master of Public Health (MPH) programme at the International
School of Public Health in Arkhangelsk (ISPHA). This school was established as a result
of a cooperation between the NSMU, the University of Tromse (now UiT The Arctic
University of Norway), and several other universities of Norway, Sweden, and Finland.
Combining my education at the ISPHA and work as an Associate Professor in the
Prosthodontics Department, I defended my MPH thesis in 2012. The knowledge I obtained
in epidemiology and biostatistics during my MPH training changed my life. Although I
was involved in both clinical dental practice and teaching, I was interested in research and
wanted to continue my education in this field. In 2015-2016, I was the recipient of a PhD
position at UiT within the joint Arkhangelsk-Tromsg PhD Programme. While in this
programme, I decided to focus on oral health in Russian young adults, as they represent an
insufficiently studied age group in this regard. I planned the study described in this thesis
in collaboration with my PhD supervisors, and I collected data from medical and dental
students of the NSMU during the 2015-2016 academic year. I consider this small study a
significant point in my education and an important step in my scientific career.

Tromse, November 2018 Sergei N. Drachev (SND)
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Summary (in English)

Background: Dental caries and periodontal diseases are the most common oral diseases,
affecting millions of people worldwide. These diseases are highly preventable; therefore
any measures that promote oral health (OH) should be implemented at the community and
individual level. Although programmes designed to prevent OH problems often focus on
children, young adults aged 18-25 years are also an important target group for such
programmes. Indeed, this age range comprises periods of biological, psychological, and
social development and is a transition between adolescence and adulthood, when persons
take responsibility for their health and may still change their health behaviour. Studying
factors which may influence OH is extremely important to develop effective preventive
programmes for young adults. In Russia, there is little information on OH and factors
associated with OH in young adults. Thus, we conducted a study in a group of young

medical and dental undergraduate students in North-West Russia.

Objective: The study aimed to: i) investigate dental caries experience and determinants
(socio-demographic factors, socioeconomic factors, and OH behaviour); ii) assess the
prevalence of dental anxiety (DA) and to explore the association between DA and socio-
demographic factors, socioeconomic factors, OH behaviour, general health, and OH; and
1i1) investigate how socio-demographic factors, socioeconomic factors, OH behaviour, self-
reported OH characteristics, and clinically-assessed OH are related to OH-related quality

of life (OHRQoL).

Methods: This cross-sectional study included 474 medical and 333 dental undergraduate
students of Russian nationality aged 18-25 years from the Northern State Medical
University (NSMU), Arkhangelsk, North-West Russia. Information on socio-demographic

factors, socioeconomic factors, OH behaviour, general health, and OH was obtained from a



structured, self-administered questionnaire. Corah’s Dental Anxiety Scale (DAS) was
applied to measure DA. OHRQoL was measured by the short version of the OH Impact
Profile with 14 items. A clinical dental examination was performed to assess dental caries
experience, Simplified Oral Hygiene Index, and Gingival Index. Dental caries experience

was based on the decayed (D) missing (M) filled (F) teeth (T) index (DMFT index).

Results: The prevalence of dental caries (DMFT >0) was 96.0%, overall mean DMFT
index was 7.58 (DT 0.61, MT 0.12, and FT 6.84). Older age, being a female, high
subjective socioeconomic status, and skipping tooth-brushing were associated with a
higher DMFT index. DMFT index also increased among students who reported regular
dental visits, and these students also had lower odds of being in the dental caries-free
group. High DA (DAS score >13) was found in 13.7% and 2.2% of medical and dental
students, respectively. Female sex, lower mother’s education, and poor self-assessed OH
were associated with DA in medical students. Corresponding factors in dental students
were female sex, irregular dental visits, infrequent tooth-brushing, pain in mouth, and
number of missing teeth due to dental caries. More than half of the students (53.6%)
reported low OHRQoL during the last 12 months. Female sex, rural place of childhood
residence, poor self-assessed dental aesthetic, dissatisfaction with mouth and teeth, and a

higher DMFT index, were all significantly, independently associated with low OHRQoL.

Conclusions: High prevalence of dental caries and high DMFT index, with a dominance of
FT, were found among our Russian medical and dental undergraduate students. The level
of DA was higher in medical than in dental students. The study also showed that OH
affects students’ quality of life. Public health measures should focus on promoting dental
literacy, increasing knowledge on the prevention of dental diseases, and motivating good

OH habits to improve OH and OHRQoL in young adults in North-West Russia.



Summary (in Russian)

BBenenue. Kapuec u 3aboneBanusi napoJoHTa SBIAIOTCS HanOoJiee paclpoCTpaHEHHBIMU
3a00JIeBaHUSMHU MOJIOCTU PTa, KOTOPHIE MOPAXKAIOT MUJIJIMOHBI JIIOAEH BO BCEM MHUpe. DTU
3a00JIeBaHUs JIETKO TOMMAIOTCS MPOPHUIAKTUKE, TTOITOMY MPOPUIAKTUYECKUE MEPHI T10
YKPEIUICHUIO 3/I0pOBbS MOJOCTH PTa JOJKHBI OCYIIECTBISTHCS Ha OOIIECTBEHHOM U
WHAUBUAYAIbHOM YpPOBHSX. XOTA MPOrpamMMbl MO YKPEMJIECHUIO CTOMATOJIOIMYECKOTo
3I0pPOBbsSI YaCTO OPHEHTHUPOBAHBI HA JETEH, MOJIOMbIE JIIOAN B Bo3pacte 18-25 ner Takxke
SBJISIFOTCSL BKHOM 1IEJIEBOM TPYNIION ISl TaKUX nporpamM. JleiCTBUTENbHO, STOT BO3PACT
OXBAaTbIBAET MEPHUOJbI OMOIIOTUYECKOTO, TMCUXOJIOTMYECKOr0 M COLMAIbHOIO pa3BUTHUS
JUYHOCTH U TPEICTaBiIsieT cOo00M NepexOoHbId Nepuoa MeXAy MOJPOCTKOBBIM U
B3pPOCJIBIM BO3PAacTOM, KOTJa MOJIOJbIE JIOAN CAMU CTAHOBSITCS OTBETCTBEHHBIMU 3a CBOE
3I0pOBbE€ U MOTYT W3MEHHUTHh CBOE€ COOCTBEHHOE IIOBEIEHHWE B OTHOIIEHUU 3/I0POBBA.
Nzydenue (akTopoB, KOTOpbIe MOTYT BIMATH Ha 3/J0pPOBbE MOJOCTU pTa Ype3BbIYAITHO
BOXHO Ui pa3paboTKu A(D(PEKTUBHBIX MPOPUIAKTHYCCKUX MPOTPAMM JJIsi MOJIOJBIX
monei. B Poccun mpencraBieHo Mano WHGOPMAMM O CTOMATOJOTHYECKOM 3JI0POBBE
MOJIOZIEXU U (paKTOpax, CBA3aHHBIX ¢ HUM. [103TOMY MBI IpOBENIH HCCIEAOBAaHUE B TPYIIIE
MOJIOJIBIX CTYJEHTOB-MEIUKOB MU CTYJEHTOB-CTOMATOJIOTOB, OOYYaroOImIMXCS B OJAHOM U3

yHuBepcuteTroB Ha CeBepo-3amnane Poccun.

Heau wuccaenoBanusi. beumn chopMmyaupoBaHbl CIEIYIONIUME IEIW: 1) HCCIENI0BAThH
WHTCHCUBHOCTh W PACIPOCTPAHEHHOCTh Kapweca W €ro JEeTePMUHAHTHI (COIHMAaIbHO-
nemMorpaduueckue, COaIbHO-)KOHOMUYECKHNE U TIOBEACHUECKHE (DaKTOPHI); 11) OLICHUTH
pacrpocTpaHEeHHOCTh CTOMATOJIOTUYECKON TPEBOKHOCTH M H3YYHTh €€ B3aHMMOCBS3b C
COLMATBHO-TIEMOT paHUECKIMH u COLMATbHO-)KOHOMHYECKIUMH baxTopamu;
MOBEJICHUYECKUMH (PaKTOpaMH, UMEIOIIMMHU OTHOIICHHE K CTOMATOJIOTHYECKOMY 3/I0POBBIO;

COCTOSIHHEM OOIIIETO 3/I0POBBSI M CTOMATOJOTHYECKOTO 3/I0POBbSI; 1i1) UCCIEIOBATh, KAKHM



obpazoM  comuanabHO-IeMOrpadUueckue W  COIHAIBHO-DKOHOMHUYECKHE  (haKTOPHI,
MIOBEJICHUE, CBS3aHHOE CO CTOMATOJIOTHYECKUM 3I0pPOBBEM; a TakKe IMOKa3aTelH
CTOMATOJIOTHYECKOTO 3JI0OPOBbBsI, OIICHEHHBIC C IOMOIIBIO0 ONPOCHUKA M KJIMHUYECKOTO
CTOMATOJIOTMYECKOTO O0O0CIICIOBaHUs, B3aMOCBSI3aHBl C KAUECTBOM JKHU3HHU, HMECIOLIIUM

OTHOIIICHHUEC K 3A0POBBIO ITOJIOCTHU pTa.

Metoasbl. B nonepeynom ucciaenoBaHuM NpuHsiM ydyactue 474 cryneHra-menuka u 333
CTyJ€HTa-CTOMarojora B Bo3pacte 18-25 ger, pycckhue MO HAUOHAIBHOCTH,
obOyyvaroruecss B CeBEpHOM TOCYJIapCTBEHHOM MEAWIIMHCKOM YHHUBEPCHUTETE, TOPOJI
Apxanrenbck, CeBepo-3anan Poccun. MHpopManus o commanbHO-AeMOrpadudIecKux M
COITMATbHO-9KOHOMUYECKUX (haKTOpax; MOBEACHYECKUX (DaKTOpax, UMEIONTUX OTHOIICHHUE
K CTOMAaTOJIOTHYECKOMY 37I0POBbIO; COCTOSTHHH OOIIETO 3JI0POBBS U CTOMATOJIOTHUYECKOTO
3I0pOBBSl ObLJIa TIOyYeHAa W3 CTPYKTYPHUPOBAHHOTO OIMPOCHHMKA, KOTOPBIN 3aroIHSIN
YYaCTHUKHA UcCcienoBaHus. JIIsl OIEHKM CTOMAaTOJIOTHYECKOM TPEBOXKHOCTH Oblia
MPUMEHEHA IIKaja croMartoyiormdeckoi TpeBokHocTH Corah (1969). KadectBo *)u3HH,
CBSI3aHHOE CO 3/IOPOBBEM TOJIOCTH PTa, OBUIO OIEHEHO C MoMmolisio onpocHuka OHIP-14
(1997). beino mpoBeaeHO KIMHUYECKOE CTOMATOJOTHYECKOE O0OCIIeIOBAaHWE IS OICHKH
Kapueca 3y0oB, MHIEKCA YIPOIIEHHON TurueHbl mojocTu pTa Green u Vermillion (1964) u
necHeBoro mHaekca Loe u Silness (1963). Kapuec onenuBasics Ha OCHOBAaHWM WHJIEKCA

KITVY 3y608B (K-kapuosnsie, [I-mmomOupoBansbie, Y-yaaleHHbIC 3yOBbI).

Pesyabrarsl. Pacnpoctpanennocts kapueca (KIIY >0) 6pma 96.0% co cpenHum
nokazatrenem KITY 7.58 (K 0.61, IT 6.84, u ¥V 0.12). Crapmmwuii Bo3pacT, »EHCKHI IO,
BBICOKUH CyOBEKTHBHBIN COLMATBHO-YKOHOMHYECKHI CTaTyC W IMPOIMYCK YHCTKU 3yOOB
OBUIH B3aMMOCBs3aHbl ¢ Ooistee BuICOKMM mokasareiaem KITY. Uuanexc KIIY Ovur BeIme

CpeIu TeX CTYAEHTOB, KTO IOCEIIaj] CTOMAaToJiora PErylspHO, IPU 3TOM IIAHCHI HUMETh



KITY=0 y panHOW Tpynmbl CTYJEHTOB YMEHbBIIAIWCh. BbICOKas CTOMATOJIOTHYECKas
TPEeBOKHOCTH (o1ieHKa 1o mkane Corah >13) ormevanaces y 13.7% cTyAeHTOB-MEIUKOB U
2.2% crynenToB-cromaTosoroB. JKeHckuil mon, Oojiee HU3Koe 00pa3oBaHUE MaTepH,
Iioxask CaMOOIIeHKa CBOEr0 CTOMAaTOJIOTUYECKOTO 370POBbSi OBLIM  CBSI3aHBI  CO
CTOMATOJIOTMYECKON TPEBOXKHOCTHIO CTYJIEHTOB-MEIUKOB. Y CTYIEHTOB-CTOMATOJIOTOB
COOTBETCTBYIOIIME (DAKTOpPHl BKIIOYAIM IKEHCKUH TIOJI, HEperyjspHOe TMOCelleHne
CTOMATOJIOTa, HEYacTyl0 YHUCTKYy 3yO0OoB, 00Jb BO PpPTy, U KOJUYECTBO YJaJIEHHBIX
BciencTBUe Kapueca 3yOoB. bonee monoBuHbI cTyneHToB (53.6%) OTMETHIIM HU3KOE
KayecTBO JKM3HM, CBA3aHHOE CO 3J0pPOBbEM IIOJIOCTH pTa, 3a MocieaHue 12 mecsues.
JKeHckuii 1moJs, NMpOXWBAaHHME B JETCTBE B CEJIBCKOM MECTHOCTH, IUIOXas CaMOOILICHKA
CTOMATOJIOTMYECKOI ACTETHUKH, HEYAOBIETBOPEHHOCTDh MOJOCTHIO pTa U 3y0aMHu, a Takxke
Oonee Beicokuit mHAECKC KIIY - Bce 3Tm (akTopbl OBUIM CTAaTUCTUYECKH 3HAYUMO H
HE3aBHCHMO CBSI3aHbI C HU3KHUM KauyeCTBOM >KM3HH, HUMEIOIIUM OTHOIIEHUE K 30POBBIO

MIOJIOCTH pTa.

BoiBoabl. Beicokas pacipoCTpaHEHHOCTh M1 MHTEHCUBHOCTh Kapueca no uHaekcy KIIY ¢
JTOMUHUPOBAHUEM TUIOMOMPOBAHHBIX 3YOOB ObLIM OOHAPYXEHBI Y PYCCKHUX CTYICHTOB-
MEIUKOB U CTYJAEHTOB-CTOMATOJIOIOB. YPOBEHb CTOMATOJIOTMYECKON TPEBOXKHOCTU OBLI
BBIIIE Y CTYJEHTOB-MEIUKOB, YEM Y CTYJIEHTOB-CTOMAaTosOroB. MccienoBanue mokasano,
YTO 3J0POBBE MOJIOCTH pPTa BIMSAET HAa KAYE€CTBO JKU3HMU CTYIEHTOB. UTOOBI YIy4lIHUThH
CTOMAaTOJIOTMYECKOE 370POBbE U KaUueCTBO JKU3HHM, CBA3aHHOE C HUM, Y MOJIOJBIX JIIOJIeH Ha
CeBepo-3amane Poccun, wmepsl O0OIIECTBEHHOTO 3/PaBOOXPAHEHHUS JOJIKHBI  OBITH
HaIpaBJIEHbl HA TOBBIIIEHWE CTOMATOJIOTMYECKOW TIpaMOTHOCTH, pacIlUpeHHe 3HAHUH O
npo(uIaKTUKE CTOMATOJIOTMYECKUX 3a00JIeBaHM W MOTUBALMIO K MOAJIEPKAHUIO

TUTUCHBI IIOJIOCTH PTa.
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Chapter 1. Introduction

1.1. Global burden of oral conditions

Oral diseases remain a major public health challenge worldwide. In 1990, nearly half of the
world population (age-standardised prevalence: 48.4%) suffered disabilities due to oral
conditions, such as untreated dental caries, severe periodontitis, and total tooth loss [1]. In
2015, the global age-standardised prevalence of oral conditions remained static (48.0%),
but the number of people with oral conditions increased by 40% between 1990 and 2015
due to demographic changes, including population growth and aging [1]. Untreated dental
caries in permanent teeth is the most prevalent oral disease, affecting 1.7, 2.4, and 2.5
billion people worldwide in 1990, 2010, and 2015, respectively [1, 2].

There are considerable variations in the prevalence and incidence of untreated dental
caries between regions and countries. In 2010, the age-standardised prevalence and
incidence of untreated dental caries in permanent teeth in individuals aged 5 years or older
varied from 12.2% in Singapore to 68.0% in Lithuania, and from 9945 cases per 100,000
person-years in Nigeria to 76,472 cases per 100,000 person-years in Iceland, respectively
[2]. In Russia, the corresponding figures were 42.6% and 35,178 cases per 100,000 person-
years [2]. Dental caries is a chronic disease that can cause considerable economic and
quality of life burdens [3]. Globally, the total cost of dental diseases was estimated at
$544.41 billion in 2015 [4]. Nonetheless, if dental caries is left untreated, it may cause
severe dental pain and tooth loss [5], leading to functional, social, and psychological
problems. Nevertheless, dental caries is a highly preventable disease [3] that has essential
implications for oral health (OH) policy, which should focus on the prevention of oral

diseases.
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1.2. Young adulthood as an important age group in which to study

oral health

A systematic review published in 2015 showed that the burden of untreated dental caries is
shifting from children to adults, with peaks in prevalence at ages 6, 25, and 70 years [2].
Researchers hypothesise that the peak prevalence at age 25 years may be explained by
insufficient OH promotion activities in young adults [2]. Indeed, according to the World
Health Organisation (WHO), children aged 6, 12, and 15 years are key groups that need to
be monitored for dental caries and periodontal disease. Nevertheless, promoting OH in
schoolchildren may not have lasting effects into adulthood, and cannot guarantee lifetime
low levels of oral disease. Between the ages of 18-25 years, young adults go through
periods of biological, psychological, and social development and transition from
adolescence to adulthood, when they take responsibility for their health and may still
change their own health behaviour [6]. Therefore, studying the socio-behavioural factors
which may influence OH is extremely important to develop effective preventive

programmes for young adults.

1.2.1. Dental health in young adult populations: epidemiological findings

The DMFT index reflects the sum of decayed (D), missing (M), and filled (F) teeth (T) and
is one of the most commonly used tools to assess dental health and quantify dental caries
experience [7]. Epidemiological studies on dental health in young adults have been
conducted in many countries (Table 1) and showed a wide variation in DMFT index and
prevalence of dental caries (DMFT index >0): from 1.4 [8] to 7.6 [9] and from 59.0% [8]
to 93.9% [9], respectively. Within the structure of DMFT index, DT constituted from
21.4% [8] to 44.5% [10]; MT from 0.4% [11] to 12.3% [12]; and FT from 47.4% [12] to

78.6% [8].
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Previously reported risk factors associated with dental health in young adults include
socioeconomic factors (income, education, occupation) [10, 12-17], socio-demographic
factors (age, sex, place of residence) [10, 16-19], OH behaviour and attitudes [8, 11, 14,

15, 18, 20], and exposure to fluoridated drinking water [10, 13, 16].
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1.2.2. Dental health in Russian young populations
In 2001, an epidemiological survey from the Arkhangelsk Region of North-West Russia
investigated the dental health of 447 conscripts aged 18-19 years and reported a prevalence
of dental caries of 94.3% and a mean DMFT index of 5.9 [22]. In the structure of DMFT
index, DT, MT, and FT accounted for 45.8%, 8.5%, and 45.8%, respectively. The authors
also reported low fluoride, calcium, and magnesium content in the drinking water of most
areas of the Arkhangelsk Region. In 2009, a study of 432 students aged 16-25 years was
conducted in Moscow [23], which reported a prevalence of dental caries of 97.1% and
99.3% in age groups 16-20 years and 21-25 years, respectively. The overall mean DMFT
index was 10.4 (DT 5.7, MT 0.8, FT 3.9), with DT accounting for 54.8% of dental caries
experience. A high DMFT index (8.9) was also found in Russian young adults aged 24
years who attended dental treatment at a dental school and a private clinic in Moscow [24].
Thus, epidemiological studies conducted in Russian young adults have shown a high
prevalence of dental caries and high DMFT index with high need for dental treatment.
These studies presented dental status in a descriptive manner, and despite the poor dental
health observed, no determinants were studied. Nevertheless, the high number of teeth with
untreated dental caries may reflect a low availability of dental treatment or an
unwillingness of the part of Russian young people to seek dental care, for instance, due to

dental anxiety (DA).

1.3. Dental anxiety and dental health

DA remains an important problem in clinical dentistry, despite increased awareness among
dentists and patients of preventive approaches to oral diseases, and innovations in dental
equipment and pain reduction [25]. In studies, DA, which is frequently used
interchangeably with the term “dental fear”, is described as “strong negative feelings

associated with dental treatment”™ [25, 26]. Several psychometric tests have been developed
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to differentiate people with and without DA. Along with single-item questions, Corah’s
Dental Anxiety Scale (DAS) [27], the Modified Dental Anxiety Scale (MDAS) [28], and
Kleinknecht’s Dental Fear Survey [29] are the most commonly used tools in
epidemiological studies to measure DA in adults [30, 31], although none of the existing
instruments are regarded as a gold standard [30]. The prevalence of high DA varies from
2% to 30% worldwide, depending on the study population and the methods applied to
measure DA [25, 32]. There is strong evidence that DA is associated with frequency of
dental visits: it has been reported that individuals with higher DA tend to visit the dentist
irregularly [33-36], which in turn may lead to a deterioration in OH. Studies have
demonstrated that DA is associated with poor self-reported and clinically-assigned OH [33,
34, 37-40], more DT and MT [36, 38], fewer FT [36, 41], and worse periodontal health
[40, 42]. Moreover, according to the model of the vicious cycle of dental fear, “people with
high dental fear are more likely to delay treatment, leading to more extensive dental
problems and symptomatic visiting patterns which feed back into the maintenance or
exacerbation of existing dental fear” [34]. DA has been found to be related to
psychological health [43, 44], personality traits [45], and general health [32]. Previous
studies have also shown that the level of DA depends on socio-demographic and
socioeconomic factors. A higher level of DA has been reported among females than males
[35, 46-48], among rural than urban populations [41, 49], and among persons with lower

education [32, 41].

1.3.1. Dental anxiety and associated factors in young adults

Several reports showed that younger individuals are more likely to experience DA than
middle-aged and elderly adults [36, 41]. Moreover, another study demonstrated an increase
in DA over an 8-year study period among participants aged 18-26 years [50]. Many studies

have focused on DA in young university students [51-62]. Lower DA has been found in
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dental than in non-dental students [51-53], and further reductions were shown among
dental students during their dental training [53, 54]. Reported predictors for DA have
included self-perceived need for dental treatment, tobacco use, abnormal attitudes toward
food, insufficient oral hygiene, less frequent dental visits, and the anticipation of pain [55,
60, 61]. No relationships between DA and clinically-assigned OH have been studied in
young university students, but studies on other factors showed that female students had a
higher DA than male students [52, 55-58], whereas other studies found no sex differences

[51, 59, 60].

1.3.2. Dental anxiety in Russian young adults

We found only one study on DA, which was conducted in St. Petersburg in 1992, more
than 25 years ago [63]. The study included 288 urban schoolchildren aged 13-18 years and
yielded a 12.6% prevalence of high DA. Sex, treatment and toothache experience, dental
fear in the family, and fear at first dental visit were associated with high DA. At present,
there is no information available on the prevalence of DA and associated factors in Russian

young adults aged 18-25 years.

1.4. Oral health and quality of life

In addition to objective methods of OH evaluation performed by dental professionals,
patient perception of OH is also important in the assessment of treatment needs and clinical
outcome [64, 65]. The concept of OH-related quality of life (OHRQoL) uses patient-
centred outcome measures to identify the impact of OH on aspects of everyday life in
terms of a person’s functional, social, and psychological well-being [66]. Over the past
decades, a set of psychometric instruments has been developed to assess OHRQoL. The

OH Impact Profile is widely used to measure OHRQoL in adults and dentate elderly
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people [65]. The short version of the OH Impact Profile includes 14 items (OHIP-14),

which represent the negative consequences that oral diseases have on OHRQoL [67].

1.4.1. Oral health-related quality of life in young adults

Studies have shown that young and middle-aged adults report worse OH than older adults,
despite the fact that oral problems tend to increase with age [68-70]. The factors that affect
self-reported OH are not well understood, but it has been suggested that oral diseases have
a deleterious effect on subjective OH, and that this effect is likely higher at younger ages
[70]. Moreover, the attitude toward OH acquired in young life manifests as life goes on
and may affect OHRQoL. Previously reported factors associated with OHRQoL in young
adult populations, including young university students, are negative life events [71],
education [72, 73], self-rated OH [72, 74], and subjective symptoms of temporomandibular
disorders and oral pain [74]. The influence of clinical factors (dental caries, MT, and
periodontal status) on OHRQoL is inconsistent, with some studies showing no relationship
[75, 76] and others showing that poor clinically-assessed OH is associated with worse
OHRQoL [72, 74, 77]. It was also found that malocclusion has a negative impact on
OHRQoL in young adults [73, 77]. Almost all aforementioned studies used OHIP-14 to
measure OHRQoL in young adult populations. Few studies on OHRQoL targeted dental
students [78-80]. Self-reported OH problems and aspects related to previous dental
experience were found to have a greater impact on OHRQoL [78, 79], although no clinical

factors were studied.

1.4.2. Oral health-related quality of life in Russian young adults
To our knowledge, there has been little research on OHRQoL in Russian adults. We found
only two studies that assessed OHRQoL in middle-aged Russians with periodontal diseases

[81, 82]. One study validated the Russian version of the OHIP-14, and the researchers
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reported good face and content validity of the OHIP-14 items [81]. Another study assessed
the effectiveness of periodontal treatment on OHRQoL in patients with various forms of
periodontitis [82]. No epidemiological studies assessing OHRQoL in Russian young adults

were performed.

1.5. Medical and dental students as specific groups in which to study

oral health

Medical and dental students are expected to have specific knowledge about disease
prevention and hygiene, and therefore are expected to show better health behaviour,
including OH behaviour, compared to their counterparts in the general population. In
addition, students from medical and dental faculties may have high socioeconomic status
(SES), which in turn may lead to better OH [18]. Nevertheless, the results of studies are
mixed. For instance, studies have shown that the proportions of non-smokers among
German physicians and medical students [83] and Polish dental students [84] are higher
than among the respective general populations. On the other hand, a high prevalence of
smoking was observed among medical students in India [85] and among male medical and
dental students in Nepal [86]. Moreover, medical students in Saudi Arabia [87] and Italy
[88] demonstrated a low knowledge of the health risks associated with tobacco use. A
Russian study published in 2016 also found a high prevalence of tobacco smoking in both
medical doctors (68.4% of males and 25.3% of females) and medical students (52.4% of
males and 34.1% of females) [89]. Dental studies found more positive OH behaviour in
dental students than in civil engineering students in Columbia [90] and technology students
in Lithuania [91]. Nevertheless, an Indian study revealed that only 54.6% and 38.5% of the
included dental and medical students, respectively, brushed their teeth twice a day, and
more than 80% of the study participants had never used dental floss [20]. Moreover,

Yemeni medical and dental students attending a private university (which may reflect a
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higher SES) had poorer attitudes and OH behaviour compared to their peers from a public
university [92]. Studies have also shown that dental students have more positive OH
behaviour than their medical counterparts [20, 93], and further improvement was found
among dental students during their dental training [91, 94]. A longitudinal Spanish study
revealed that dental students receive more dental treatment than medical students [93].
Nonetheless, the medical students had a lower DMFT index than the dental students both
at the start (3.4 vs. 5.0) and at the end (4.3 vs. 5.9) of the study. In contrast, an Indian study
found a mean DMFT index of 1.2 in dental students vs. 2.0 in medical students [20]. In
2008-2009, Halboub et al. examined a sample of students from the faculties of medicine,
dentistry, and literature at Sana'a University, Yemen, and found no statistically significant
differences in overall DMFT index between the faculties (3.9, 4.3, and 4.2, respectively)
[18]. There is also strong evidence that the level of self-reported OH behaviour in dental
students varies by country [95-97]. One may speculate that underlying cultural and
socioeconomic factors and differences in educational systems across countries may play
important roles in health behaviour, including OH behaviour, among medical and dental
students, which in turn may be reflected in OH.

In Russia, we found one study performed in 1987 that examined the dental health of
medical students [98]. The authors observed a high prevalence of dental caries (98.5%) and
a mean DMFT index of 9.3, reflecting poor OH. In the structure of DMFT index, DT, MT,
and FT accounted for 28.5%, 10.8%, and 60.7%, respectively. Only 38.2% of the study
participants had good oral hygiene. The researchers reported that the most important risk
factors of dental caries are hereditary predisposition and oral hygiene, although no risk

estimates were presented.
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1.6. Conceptual framework of the thesis

Figure 1 shows the conceptual framework of the thesis. The study focuses on the three
main outcomes: clinically-assessed OH, DA, and OHRQoL. Taking into consideration the
model of the vicious cycle of dental fear, DA and OH are supposed to be related to each
other. Whereas self-reported OH characteristics are associated with OHRQoL, the
influence of clinically-assessed OH on OHRQoL is inconsistent. In addition, four groups
of factors (socio-demographic factors, socioeconomic factors, OH behaviour, and self-
reported general characteristics) may be associated with the studied outcomes. These
associations have been investigated in many international studies, but no information has

been presented in Russian young adults, including Russian medical and dental students.

25



Socio-demographic
factors

Socioeconomic
factors

OH
behaviour

Clinically-
assessed OH

Self-reported
OH

Self-reported
general characteristics

Figure 1. Conceptual framework of the thesis

Abbreviations: DA, dental anxiety; OH, oral health; OHRQoL, oral health-related quality

of life.

26



1.7 Research questions

The following research questions were formulated:

1.

How are socio-demographic factors, socioeconomic factors, and OH behaviour
related to dental caries experience in Russian medical and dental undergraduate
students aged 18-25 years?

How do Russian medical undergraduate students differ from Russian dental

undergraduate students in terms of DA?

. What factors impact DA in Russian medical and dental undergraduate students?

How does OH affect OHRQoL in Russian medical and dental undergraduate
students?
What factors impact OHRQoL in Russian medical and dental undergraduate

students?
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Chapter 2. Aims of the thesis

The overall aim of this thesis was to study OH and its associated factors in medical and
dental undergraduate students aged 18-25 years attending the NSMU in Arkhangelsk,
North-West Russia. The following specific objectives were formulated in relation to this

study group:

e To investigate dental caries experience and determinants (socio-demographic

factors, socioeconomic factors, and OH behaviour).

e To assess the prevalence of DA in medical and dental students and to explore the
association between DA and socio-demographic factors, socioeconomic factors,

OH behaviour, general health, and OH.
e To assess OHRQoL and to investigate how socio-demographic factors,
socioeconomic factors, OH behaviour, self-reported OH characteristics, and

clinically-assessed OH are related to OHRQoL.

Figure 2 reflects the structure of Papers I-1II, on which the current thesis is based.
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1. Socio-demographic
and socioeconomic
factors

Paper 11
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Paper 11

1. Socio-demographic Paper I
and socioeconomic Clinically-assessed
factors OH

2. OH behaviour

Paper I1I

1. Socio-demographic
and socioeconomic
Paper I1I

factors
2. OH behaviour

3. Self-reported OH

v

OHRQoL

characteristics

Figure 2. Structure of Papers I-111
Abbreviations: OH, oral health; DA, dental anxiety; OHRQoL, oral health-related quality

of life.
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Chapter 3. Materials and methods

3.1 Study setting and population

This cross-sectional study was conducted at the NSMU, Arkhangelsk, North-West Russia,
during the 2015-2016 academic year. NSMU students are mainly from the European
North-West of Russia, which includes the regions of Arkhangelsk, Vologda, Murmansk,
the Komi Republic, the Republic of Karelia, and the Nenets Autonomous Okrug (Fig. 3).
Altogether, these regions cover an area of approximately 1.5 million km? and have a

population of 4.6 million (78.9% urban in 2016) [99].

Northwestern
Russia

Figure 3. Map of North-West Russia
From https://wikitravel.org/upload/shared//6/68/Northwestern_Russia_regions2.png.

We invited full-time undergraduate students from two faculties: 1) medical (n=1482),
which included students from the departments of general medicine (n=981) and paediatric
medicine (n=501); and 2) dental (n=524). Combined, these faculties make up

approximately 51.4% of the total number of students at the NSMU. For convenience,
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students from other non-medical faculties and smaller medical faculties and departments
(medical biochemistry, medical prophylaxis, pharmacy) were not considered. Students
from the international faculty of general practitioners were also not invited, as we focused

on students of Russian nationality only (Fig. 4).

All undergraduate students of the NSMU in
the 2015-2016 academic year

n~3900
Non-medical students Medical students from small
. faculties and departments
(faculty of economics and
management, (medical biochemistry: n~100,
social work, medical prophylaxis: n~100,
adaptive physical culture, pharmacy: n~270)
clinical psychology: were not invited
n~1130)
were not invited Medical students

from the international faculty of
— general practitioners
(n~280)

were not invited

Students from the medical faculty Students from the dental faculty

(n=524)
were eligible

(department of general medicine,
n=981,

department of paediatric medicine,
n=501)

were eligible

Figure 4. Flow chart of the NSMU students eligible for the study

Abbreviations: NSMU, Northern State Medical University.

3.2 Sampling

The study included two stages. In Stage 1, which was conducted in November-December

2015, all students from the medical and dental faculties and each year of education were
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informed verbally and in an invitation letter (Appendix A) about the study and invited to
participate at the end of a randomly-selected, scheduled classroom lecture. Before coming
to the lecture, the researcher (SND) received permission in advance from both the
university administration and each lecturer. According to the rules and regulations of the
NSMU, attending lectures is a mandatory part of education. It is permissible to skip a
lecture due to illness or another serious reason. Altogether, 1579 students attended the
recruitment lectures. The overall attendance rate of the lectures was 78.7% and varied from
55.1% (6™M-year medical students from the department of general medicine) to 100% (4%-
year medical students from the department of general medicine). No attempt was
undertaken to follow up with students who did not attend the lecture. Of the invited
students, 1385 agreed to participate (overall response rate 87.7%). The response rates were
similar across the faculties and years of education (>83.3%), except for 4"-year medical
students from the department of general medicine (57.8%). During the last 15 minutes of
the lecture, students signed an informed consent form (Appendix A) and completed a
structured, self-administered, anonymous questionnaire in Russian. All students
participating in Stage 1 gave their mobile phone number so they could be contacted for
Stage 2.

Stage 2 was performed in February-May 2016 and included completion of a second,
structured, self-administered, anonymous questionnaire and a clinical dental examination.
In order to get comparable groups of medical and dental students, and taking into account
an outcome prevalence of 0.50, a confidence interval (CI) of 95%, and an error margin of
5%, the necessary sample size was calculated as ~380 students in each group. Assuming
that medical students may not be as supportive of the OH study as dental students, and
allowing for refusals, no-shows, and exclusions, we invited 420 dental students and 823
medical students to attend Stage 2. For medical students, a stratified, random,

proportionate sample was selected, taking into consideration the distribution of medical
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students across the departments (general medicine and paediatric medicine) and years of
education. Altogether, 62 students refused to participate in Stage 2, 135 students did not
answer their phone at two separate calls on two separate days, and 145 students did not
attend Stage 2. We also excluded 94 students who were outside the target age (18-25
years), were not of Russian nationality, had fixed orthodontic bands, or were pregnant. The
Stage 2 response rate was 57.6% and 79.3% in medical and dental students, respectively,
and varied across years of education (41.5-69.1% and 70.3-85.4%, respectively). A total of
807 students (overall response rate of 64.9%) participated in Stage 2. Details regarding the
lecture attendance and response rates for Stage 1 and Stage 2 in medical and dental
students of different years of education are presented in Table 2. The students with no
missing data in questionnaires were included in statistical analyses: n=751 in Paper I;
n=707 in Paper II; n=666 in Paper III (Fig. 5).

To increase the response rate, a drawing was created to give modest financial
motivation to participate. At the end of the data collection period, students who agreed to
participate, filled in the Stage 1 questionnaire, and gave their phone number, were entered
into a drawing to win 2500 Norwegian kroner. Another drawing for the same amount was
done among students who participated in Stage 2. For the drawing, identification numbers

and the software «Research Randomizer», which is available online, were used.
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Table 2. Lecture attendance and response rates for Stage 1 and Stage 2

Faculty/ Year of Lecture Response Response
department education attendance rate for rate for
(total number n (%) * Stage 1 Stage 2

of students) (%) ** (%) ***

Medical/ 18 (n=213) 182 (85.4) 85.7 41.5
general 27 (n=181) 122 (67.4) 93.4 62.5
medicine 31 (n=150) 138 (92.0) 83.3 63.1
4™ (n=180) 180 (100.0) 57.8 60.6

5t (n=121) 78 (64.5) 89.7 59.7

6™ (n=136) 75 (55.1) 86.7 64.1

All (n=981) 775 (79.0) 80.5 57.1

Medical/ 18 (n=116) 98 (84.5) 94.9 52.2
paediatric 2nd (n=104) 74 (71.2) 90.5 69.1
medicine 31 (n=91) 61 (67.0) 90.2 58.0
4™ (n=83) 50 (60.2) 86.0 55.8

5t (n=45) 37 (82.2) 100.0 68.0

6™ (n=62) 47 (75.8) 97.9 52.6

All (n=501) 367 (73.3) 92.9 58.6

Dental 18 (n=127) 98 (77.2) 84.7 78.3
27 (n=109) 105 (96.3) 99.0 83.7

31 (n=115) 89 (77.4) 100.0 85.4

4™ (n=92) 81 (88.0) 98.8 75.0

5t (n=81) 64 (79.0) 100.0 70.3

All (n=524) 437 (83.4) 96.1 79.3

Total (n=2006) 1579 (78.7) 87.7 64.9

* Lecture attendance =

total number of the students

number of the students who attended the recruiting lecture

number of the students who participated in Stage 1

** Response rate for Stage 1 =

number of the students who participated in Stage 2

*** Response rate for Stage 2 =
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Figure 5. Flow chart of the study sample
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3.3 Data collection

3.3.1 Questionnaires

We developed two questionnaires, one for Stage 1 and one for Stage 2, within the project
“Oral health and occupational stress in undergraduate students”. The full versions of these
questionnaires are presented in Appendix B and Appendix C. For Papers I-III and for the
thesis, we did not use information on occupational stress in medical and dental students,
but focused on OH, DA, OHRQoL, and selected factors, in accordance with our aims.

The Stage 1 questionnaire gathered information on socio-demographic factors,
socioeconomic factors, OH behaviour, and self-reported OH characteristics. Age group
(18-20, 21-25 years), sex, faculty (medical, dental), place of childhood residence (urban,
rural), location of finishing school (Arkhangelsk City, Arkhangelsk Region, other regions),
and type of accommodation (hostel, flat/house) were considered as socio-demographic
variables. The questionnaire also asked the students to report whether they were eligible
for free education (yes, no), which is generally representative of students with higher
grades on their entrance exams, and this was used as a socioeconomic variable. A
university applicant who does not qualify for free education at the NSMU can still study
there, but they must pay annual tuition, usually covered by their parents.

Questions on OH behaviour included frequency of tooth-brushing (infrequent, i.e.,
never/less than once a week/once every few days/once a day; or frequent, i.e., twice a
day/more than twice a day), and skipping tooth-brushing (no, i.e., never or almost never;
and yes, i.e., sometimes during a week/every day or almost every day). The students were
also asked to report how often they visit a dentist. Responses were given on a 4-point
scale: (1) regularly, at least once every 6 months, (2) regularly, at least once a year, (3)
occasionally, and (4) no visits in the last 3 years. For analysis, the variable “regularity of

dental visits” was categorised as regular (1, 2) and irregular (3, 4). The variable
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“toothpaste” was dichotomised into two categories: with fluoride and without
fluoride/difficult to answer.

Self-assessed OH, self-assessed dental aesthetic, experienced pain in mouth,
experienced gum bleeding during tooth-brushing, and satisfaction with mouth and teeth
were considered as self-reported OH characteristics. Self-assessed OH and self-assessed
dental aesthetic were categorised as “good” (excellent, very good, or good) and “poor”
(fair or poor). The variables “experienced pain in mouth” and “experienced gum bleeding
during tooth-brushing” were split into “no” when students responded never or rarely, and
“yes” when students responded sometimes, often, or always. Satisfaction with mouth and
teeth was assessed by one item with the response options “yes”, “no”, and “difficult to
answer’’.

The Stage 2 questionnaire collected additional information on socioeconomic variables,
as well as self-reported general health characteristics, DA, and OHRQoL. Mother’s
education was categorised as lower than university (high school: 9-11 years of school;
specialised secondary: professional medical or pedagogical college, technicum), and
university. Subjective SES was assessed using the MacArthur Scale [100], in which
students were asked to report the ranking of their family in Russian society on a ladder
with 10 rungs in accordance with socioeconomic indicators (education, income,
occupation): 10 was ‘best off” and 1 was ‘worst off’. Given the skewed distribution of SES
and using the median SES (6.0) as the cut-off, this variable was split into “low SES” (1-5)
and “high SES” (6-10). Self-reported general health characteristics included three global
questions: “Overall, how would you rate your general health/your psychological
health/your ability to cope with different aspects of life?”” Responses were given on a 5-
point scale: (1) excellent, (2) very good, (3) good, (4) fair, and (5) poor. For analysis, each

variable was categorised as “good” (1-3) and “poor” (4, 5).
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The questions on regularity of dental visits, self-reported general health, self-reported
OH characteristics, and mother’s education included the additional response option
“difficult to answer”. When that response was chosen, the data were considered missing,
and the students were excluded from the analysis (except for the variable “satisfaction with
mouth and teeth”).

To assess DA, the four-item Corah’s DAS was applied [27]. Students answered each
item on a S-level scale, and the total DAS score was calculated as the sum of the four items
(range: 4-20). A DAS score of 13 or more was considered a high DA [101]. OHRQoL was
measured by the OHIP-14 [67]. Students rated the frequency with which they experienced
negative impacts on their OHRQoL in the last 12 months using a 5-point Likert scale (0)
never, (1) hardly ever, (2) occasionally, (3) fairly often, and (4) very often. In addition,
each item had the response option “I do not know”. If that response was chosen for at least
one item, the data were considered missing in the further analysis. The severity of impact
on OHRQoL was determined by computing the sum of all items in the OHIP-14, with a
maximum possible score of 56 points. A higher score indicated a lower OHRQoL. The
prevalence of low OHRQoL was defined as the proportion of students who responded
“occasionally”, “fairly often”, or “very often” for at least one item on the OHIP-14, as was
previously applied in other studies among young populations [71, 76, 78].

The questionnaires were developed in English and translated/back-translated to
Russian/English by two independent bilingual persons. The conceptual and functional
equivalence of the translated questionnaires was verified by colleagues at the NSMU. The
final versions were discussed and judged to concur with the original. Before the study
began, the questionnaires were pilot-tested on 12 students aged 18-25 years who did not
participate in the study, after which only minor changes were required. The Russian

version of the OHIP-14 was previously published [81], and the same items were used in

the present study without modifications.
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3.3.2 Clinical dental examination
A non-invasive clinical dental examination, performed in accordance with WHO
recommendations [7], was done at the Dental Clinic of the NSMU. Students were
examined in a dental chair under a professional light, using a dental plain mirror and a
dental probe without radiographs. One researcher (SND) executed all clinical
examinations, and an assistant filled in the details on the clinical sheet (Appendix D). All
permanent teeth, excluding third molars, were taken into consideration during the clinical
examination. Before the study start, the researcher was carefully calibrated on examination
technics and diagnostic thresholds at the Dental Clinic of UiT The Arctic University of
Norway in Tromse. In June 2016, 54 of the examined students were selected randomly for
clinical re-examination. The time interval between these two examinations ranged from 1
to 77 days.

Dental caries experience was measured by the DMFT index, and only permanent teeth
were considered for its calculation. In accordance with WHO recommendations, a tooth

was recorded as DT when:

a lesion of the tooth’s surface had an unmistakable cavity, undermined enamel, or a
detectably softened floor or wall;

e atooth had a temporary filling;

e a tooth had one or more permanent restorations and one or more areas that were

decayed;

a tooth was sealed but also decayed.

Whenever there was doubt, DT was not recorded as present. A tooth was considered filled
when one or more permanent restorations were present and there were no carious lesions.
Teeth extracted due to dental caries were coded as MT.

The Significant Caries (SiC) index was computed as the mean DMFT index in the

tertile of participants with the highest DMFT index [102]. The Simplified Oral Hygiene
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Index (OHI-S) proposed by Green and Vermillion (1964) was used to assess oral hygiene
[103]. The six preselected surfaces of the index teeth (four posterior and two anterior teeth)
were examined for debris and calculus detection. The following scores were used for
classifying debris:
0 — no debris or stain present;
1 — soft debris covering not more than one-third of the tooth surface, or presence of
extrinsic stains without other debris regardless of surface area covered,
2 — soft debris covering more than one-third, but not more than two-thirds, of the exposed
tooth surface;
3 — soft debris covering more than two-thirds of the exposed tooth surface.
The scores for classifying calculus were:
0 — no calculus present;
1 — supragingival calculus covering not more than one-third of the exposed tooth surface;
2 — supragingival calculus covering more than one-third, but not more than two-thirds, of
the exposed tooth surface or presence of individual flecks of subgingival calculus around
the cervical portion of the tooth or both;
3 — supragingival calculus covering more than two-thirds of the exposed tooth surface or a
continuous heavy band of subgingival calculus around the cervical portion of the tooth or
both.
The total score of the OHI-S was calculated as the sum of the average debris and calculus
scores.

For the assessment of qualitative changes in the gingival soft tissue, we employed the
Gingival Index (GI) of Loe and Silness [104]. Six index teeth (44/32/36/24/12/16) and four
areas for each tooth (mesial, distal, buccal, and lingual) were examined applying the
following scores:

0 — normal gingiva;
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1 — mild inflammation — slight change in colour and slight oedema, but no bleeding on
probing;

2 — moderate inflammation — redness, oedema and glazing, bleeding on probing;

3 — severe inflammation — marked redness and oedema, ulceration with tendency toward
spontaneous bleeding.

The scores of the four areas of the tooth were summed and divided by four to calculate the
GI for the tooth. The GI of the individual was obtained by adding the values of each

examined tooth and dividing by the number of teeth (6).

3.4 Statistical analysis

The dependent and independent variables used in Papers I-III are presented in Table 3 and

Table 4, respectively.

Table 3. List of the dependent variables used in Papers I-111

Paper Dependent variable Type of dependent variable

I 1. DMFT index (dental discrete (the sum of DT, MT, and FT)

caries experience)

2. SiC group binary (0=not in the SiC group; 1=in
the SiC group)

1T DAS score discrete (the sum of the four DAS
items)
I OHIP-14 score binary (0=without low OHRQoL*;

1=with low OHRQoL)

2 (13

* Students who responded “occasionally”, “fairly often”, or “very often” for at least one
item on the OHIP-14 were categorised as having low OHRQoL.

Abbreviations: DMFT index, decayed missing filled teeth index; DT, decayed teeth; MT,
missing teeth; FT, filled teeth; SiC, Significant Caries; DAS, dental anxiety scale; OHIP-
14, Oral Health Impact Profile with 14 items; OHRQoL, oral health-related quality of life.
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Table 4. List of the independent variables used in Papers I-111

Groups of independent Independent variables Papers
variables
Socio-demographic and 1. Age group (years) I-111
socioeconomic variables 2. Sex [-11I
3. Faculty [-11I
4. Place of childhood residence [-11I
5. Location of finishing school I
6. Eligible for free education I 10
7. Subjective SES [-11I
8. Type of accommodation I
9. Mother’s education [-11I
OH behaviour 1. Regularity of dental visits I-111
2. Frequency of tooth-brushing I-111
3. Toothpaste I-111
4. Skipping tooth-brushing I-111
Self-reported general 1. Self-assessed general health II
characteristics 2. Self-assessed psychological health II
3. Coping with different aspects of life II
Self-reported OH 1. Self-assessed OH IT, TII
characteristics 2. Experienced pain in mouth II
3. Experienced gum bleeding during II
tooth-brushing
4.Self-assessed dental aesthetic I
5.Satisfaction with mouth and teeth I
Clinically-assessed OH 1. DMFT index or DT, MT, and FT II, III
2. OHI-S I, 1T
3.GI I, 1T

Abbreviations: SES, socioeconomic status; OH, oral health; DMFT index, decayed missing
filled teeth index; DT, decayed teeth; MT, missing teeth; FT, filled teeth; OHI-S,
Simplified Oral Hygiene Index; GI, Gingival Index.

The statistical methods applied in Papers I-III are summarised in Table 5. All statistical

tests were two-sided, and a p-value less than 0.05 was considered statistically significant.
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Table 5. Overview of the statistical analyses applied in Papers I-111

Statistical method Paper 1 Paper 11 P;lfler
Mann-Whitney U test + + +
Kruskal-Wallis test + - -
Chi-square test + - +
Negative binomial hurdle

model " ) )
Multivariable binary logistic . .

regression

Simple and multivariable

Poisson regression ) ’ )
IBM SPSS Statistics for Macintosh version

Statistical programme 23.0 (IBM Corp., Armonk, New York, USA)

package and STATA version 14.0 (StataCorp, College

Station, Texas, USA)

To ensure reliability of the obtained clinical data, Cohen’s Kappa and intraclass
correlation coefficients were calculated for dichotomous (DT and non-DT) and
quantitative data (DMFT index and GI), respectively. To assess the reliability of the DAS
and OHIP-14 scores, the inter-item correlation coefficient (Cronbach’s alpha), the average
of the inter-item correlation, and the corrected item-total correlations were determined. For
missing values analysis, Little’s missing completely at random (MCAR) test was used

[105].

3.5 Ethical considerations

Before enrolment into the study, the students received verbal information from the
researcher (SND) and written information in the form of an invitation letter, which
included the objectives of the study, the criteria for participation, the description of study
stages, the potential advantages and disadvantages for study participants, utilisation of the
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information collected, a statement of voluntary participation, the right of the study
participants to access and delete data, the study schedule, funding, and how results would
be reported (Appendix A). In Stage 1, written informed consent was obtained from every
participant. The researcher (SND) also gave assurance of confidentiality and stressed that
participation was voluntary and participants could withdraw from the study at any time
without giving any reason. In Stage 2, clinical dental examinations were executed free of
cost and with minimal of pain or discomfort. All participants received the results of their
dental health check and instructions for oral hygiene immediately. Students in need of
dental treatment were given individualised referrals for further dental health care. Ethical
approval for this study was obtained from the Regional Ethical Committee of Norway
(2015/1788/REK nord) and the Ethical Committee of the NSMU, Russia (Ne 05/10-15

from 19.10.2015).
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Chapter 4. Main results

This chapter describes the key results of the thesis based on the study aims. Figure 6 shows

the main findings presented in Papers I-I11.

ASSOCIATED FACTORS

1. Female sex

Medical 2. Lower mother’s
students education
3. Poor self-assessed OH
1. Female sex > Higher DA
Dental 2. Irregular dental visits (higher DAS score)
3. Infrequent tooth-
students .
brushing
4. Experienced pain in
mouth
ﬂ A
In dental students,
higher number of MT
due to dental caries
1. Older age .
2. Female sex caEIileihee; deerliléilce
3. High subjective SES . P
o . (higher DMFT
4. Skipping tooth-brushing oo
5. Regular dental visits

. Rural place of childhood residence

. Female sex -
. Poor dental aesthetic Low OHRQoL

. Dissatisfaction with mouth and teeth
Figure 6. Main findings of Papers I-I11.

A

AW~

Abbreviations: OH, oral health; DA, dental anxiety; DAS, dental anxiety scale; MT,
missing teeth; SES, socioeconomic status; DMFT index, decayed missing filled teeth

index; OHRQoL, oral health-related quality of life.
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4.1. Dental caries experience and its determinants (Paper I)

The prevalence of dental caries (DMFT index >0) among the medical and dental students
was 95.7% and 96.4%, respectively. The overall mean DMFT index was 7.58 (standard
deviation [SD] 4.4): DT 0.61 (SD 1.2), MT 0.12 (SD 0.4), and FT 6.84 (SD 4.1). FT
accounted for 89.8% and 91.0% of dental caries experience in medical and dental students,
respectively. The SiC index was 12.50 (SD 3.0): DT 0.99 (SD 1.5), MT 0.26 (SD 0.6), and
FT 11.25 (SD 2.9), with FT accounting for 90.0%. The DMFT cut-off point in this
subgroup was 9, thus all students with a DMFT index >9 were placed in the SiC group.

In negative binomial hurdle analysis, regular dental visits were significantly associated
with lower odds of being in the dental caries-free group (odds ratio [OR]=0.38, 95% CI:
0.18-0.82). Furthermore, students who reported regular dental visits had an adjusted
DMEFT index that was 1.22 (95% CI: 1.10-1.36) times higher than that observed in those
who did not report such visits. The DMFT index of students aged 21-25 years was 1.09
(95% CI: 1.01-1.18) times higher than that predicted in their younger counterparts, after
adjustment for other variables in the model. Being female (incidence rate ratio [IRR]=1.10,
95% CI: 1.01-1.20), skipping tooth-brushing (IRR=1.09, 95% CI: 1.00-1.19), and high
subjective SES (IRR=1.11, 95% CI: 1.02-1.21) were also found to be significant
independent determinants of high DMFT index. Significant predictors of being placed in
the SiC group were older age (OR=1.41, 95% CI: 1.03-1.92), high subjective SES

(OR=1.57, 95% CI: 1.13-2.19), and regular dental visits (OR=2.34, 95% CI: 1.56-3.51).

4.2. Dental anxiety: assessment of prevalence and associated factors

(Paper II)
Medical students had a higher mean DAS score than dental students: 8.81 (SD 3.23) vs.

6.73 (SD 2.36), p<0.001. The prevalence of high DA (DAS score >13) was 13.7% and

2.2% in medical and dental students, respectively (p<0.001). Compared to dental students,
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medical students were older (44.8% vs. 35.4% in the age group of 21-25 years; p=0.013),
were more often eligible for free education (87.9% vs. 67.7%; p<0.001), and reported
mother’s education as university level less often (50.2% vs. 58.9%; p=0.023). When
looking at OH behaviour, differences were found between medical and dental students who
reported regular dental visits (77.5% vs. 84.9%; p<0.001), brushed their teeth twice a day
or more (75.4% vs. 86.7%; p<0.001), skipped tooth-brushing (37.9% vs. 28.1%; p=0.007),
and used a toothpaste with fluoride (40.3% vs. 56.5%; p<0.001). Compared to dental
students, medical students more often reported poor OH, experienced pain in their mouths,
and experienced gum bleeding during tooth-brushing (45.3% vs. 25.6%, p<0.001; 53.3%
vs. 34.0%, p<0.001; 47.9% vs. 36.5%, p=0.003, respectively). Dental students had fewer
DT than medical students (0.49 vs. 0.68; p=0.020), but no differences were found in the
number of MT, FT, or the DMFT index. The OHI-S and GI were higher in medical than in
dental students: 1.21, SD 0.53 vs. 1.01, SD 0.49, p<0.001 and 0.32, SD 0.25 vs. 0.22, SD
0.22, p<0.001, respectively.

The multivariable Poisson analysis with DAS score as the dependent variable showed
that, in medical students, poor self-assessed OH (IRR=1.15, 95% CI: 1.08-1.23), lower
mother’s education (IRR=1.13, 95% CI: 1.05-1.20), and female sex (IRR=1.11, 95% CI:
1.02-1.20) were associated with higher DAS score when adjusted for regularity of dental
visits, experienced pain in mouth, and GI. In dental students, being female (IRR=1.16,
95% CI: 1.06-1.26), reporting irregular dental visits (IRR=1.19, 95% CI: 1.07-1.32),
infrequent tooth-brushing (IRR=1.17, 95% CI: 1.04-1.32), having experienced pain in
one’s mouth (IRR=1.09, 95% CI: 1.01-1.18), or having a higher number of MT due to
dental caries (IRR=1.13, 95% CI: 1.03-1.24), were independently associated with a higher
mean DAS score, adjusted for self-assessed general health and number of DT. All
variables in the final models explained 12.7% of the variation in the response variable in

both medical and dental students.
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4.3. Oral health-related quality of life in medical and dental students

(Paper III)

The mean OHIP-14 score was 4.63 (SD 4.90, range: 0-34). More than half of the students
(53.6%) reported low OHRQoL; the mean number of items with a reported frequency of
“occasionally” or more often was 1.27 (SD 1.77; range: 0-11). The highest mean scores
were observed for the dimensions physical pain and psychological discomfort, which were
also the most frequently reported dimensions with an impact on OHRQoL. With respect to
single OHIP-14 items, the prevalence of low OHRQoL varied from 1.7% (for the item
“unable to function” in the dimension handicap) to 37.0% (for the item “painful aching in
mouth” in the dimension physical pain).

Multivariable logistic regression with the dependent binary variable (O=without low
OHRQoL and I=with low OHRQoL) showed that female sex (OR=1.48, 95% CI: 1.00-
2.19), rural place of childhood residence (OR=1.56, 95% CI: 1.06-2.28), poor self-assessed
dental aesthetic (OR=1.75, 95% CI: 1.16-2.64), dissatisfaction with mouth and teeth
(OR=2.51, 95% CI: 1.68-3.77), and high DMFT index (OR=1.05, 95% CI: 1.01-1.09) were
associated with higher odds of having low OHRQoL when adjusted for age group, faculty,
self-assessed OH, and OHI-S. The most important predictors of low OHRQoL were
satisfaction with mouth and teeth and self-assessed dental aesthetic. All independent

variables in the final model explained 20.6% of the variation in the dependent variable.

4.4. Additional results not included in Papers I-I11

In the present study, from a total of 807 students who participated in Stage 2, 56 (6.9%),
100 (12.4%), and 141 (17.5%) students had missing data in Papers I, II, and III,
respectively. Little’s MCAR tests were insignificant (p=0.214, p=0.274, and p=0.162, for

the sets of variables with missing values included in Papers I, II, and III, respectively,
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assuming that the data are MCAR). We also explored the associations between clinically-

assessed OH (DMFT index) and self-reported OH characteristics (Table 6).

Table 6. Association between clinically-assessed OH (DMFT index) and self-reported

OH characteristics

Self-reported OH characteristics All DMFT p** DMFT pH**
n* index=0, index >0,
(%) mean (SD)
Self-assessed OH 0.001 <0.001

Good 478 (5.9) 6.87 (3.73)

Poor 275 (0.7) 9.52 (4.54)
Experienced pain in mouth <0.001 <0.001

No 411 (6.8) 7.27 (3.94)

Yes 342 (0.6) 8.56 (4.49)
Self-assessed dental aesthetic 0.031 0.010

Good 461 (5.2) 7.44 (3.80)

Poor 292 (2.1) 8.53 (4.79)
Satisfaction with mouth and 0.169 <0.001
teeth

Yes 326 (5.5) 7.06 (3.99)

No 320 (2.8) 8.78 (4.52)

Difficult to answer 107 (2.8) 7.56 (3.62)
Experienced gum bleeding 0.065 0.210
during tooth-brushing

No 429 (5.1) 7.68 (4.18)

Yes 324 (2.5) 8.12 (4.34)

* total number of the students included in the analysis is 753 due to missing data in the
categories of self-reported OH characteristics;

** p-value from the Chi-square test; ***p-value from the Mann-Whitney U test for two
independent groups and the Kruskal-Wallis test for three independent groups.
Abbreviations: OH, oral health; DMFT index, decayed, missing, and filled teeth index.

Students who reported poor self-assessed OH, poor self-assessed dental aesthetic, and
experienced pain in mouth had a higher mean DMFT index and were placed in the dental
caries-free group less frequently compared to those who reported good self-assessed OH,

good self-assessed dental aesthetic, and did not experience pain in mouth, respectively.
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There were also statistically significant differences in the mean DMFT index in students

with dental caries experience between categories of satisfaction with mouth and teeth.
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Chapter 5. Discussion

5.1. Methodological challenges

5.1.1. Students as a vulnerable group for research: assessment of ethical issues
Students in secondary education, university students, children, pregnant women, and
prisoners may be considered a vulnerable group for research [106, 107]. Although students
are a convenient and available study sample, there are several potential ethical issues to
consider when enrolling students into a study, such as voluntary participation, conflict of
interest, informed consent, confidentiality, and costs-benefit ratios.

“Voluntary participation is only truly voluntary if not participating has no
consequences for the student” [108]. If students are recruited for research by the same
persons who are responsible for their education, the risk of coercion to participate should
be taken into consideration [106, 108, 109]. In such circumstances, the researcher may
exert pressure on students to participate, and retaliate against those who refuse to
participate by giving lower grades, or poorer learning opportunities, which could lead to
slower student progress [110]. This pressure may be especially sensitive in relation to
medical and dental students, as their study situation is highly dominated by one-to-one
instruction in the clinic. Moreover, if a student agrees to participate in a study in order to
obtain extra credits, better grades, better recommendations, a better workplace situation,
etc., it makes their participation not fully voluntary [107, 108]. There is an opinion that, in
order to avoid a conflict of interest, researchers should only perform the role of researcher,
not the role of researcher and teacher simultaneously [108, 111]. For the present project,
these challenges were discussed by researchers at the NSMU and UiT at the planning
stage, and all relevant comments were taken into consideration to the best of our ability.

The current PhD project involved medical and dental students of the NSMU, and

recruitment was carried out at the end of a randomly-selected curriculum lecture for each
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year of education. The researcher (SND) in this study is not responsible for giving lectures
or practical classes to medical students, nor does he have any position of power in the
researcher-participant relationships. Moreover, by the time students had to decide whether
or not to participate in the study, the lecturer had left the lecture hall, thus (s)he could not
influence the students’ choice. In contrast, theoretically, the dental students might be
vulnerable to being coerced into participation in the study, but such probability was
minimal. One reason for that was that at Stage 1, the invitation to participate was addressed
to the group of students (37-182 students) who attended the lecture, not to each student
individually. This approach meant that researcher was not able to determine which students
declined to participate, as in individual recruitment [112], and provided for greater
anonymity. Students were informed that only those who agreed to participate needed to
sign an informed consent form and fill in the questionnaire, while students who refused to
participate could return the unfilled questionnaire and informed consent form, and leave
the lecture hall freely. Moreover, even if the students completed the questionnaire, if they
did not sign the informed consent form or give their mobile phone numbers, they were
considered to have refused to participate. Therefore, the researcher could not identify who
agreed to participate in the study and who did not when the students completed the
questionnaire. No attempt was undertaken to follow up with students who were absent
from the lecture or who refused to participate at Stage 1. Nevertheless, group recruitment
may violate the privacy of students and increase peer pressure when the student’s decision
becomes evident to his/her fellow students [108]. For Stage 2, which included the clinical
dental examination, we applied an individual approach, inviting students using their mobile
phone numbers. We did not know their names, and students were still able withdraw from
the study despite their agreement to participate in Stage 1. Therefore, we may conclude

that voluntary participation in this study was not violated.
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Another important point is reward policy. To increase the response rate, at the end of
the data collection period (June 2016) a small prize drawing was held for study
participants, with the winners picked randomly by the researcher (SND). To ensure
transparency in determining the winners, all participating students were informed in
advance about the date and place of the drawing, so they could come and monitor the
process. Three medical students and three dental students were present during the selection
of winners. Two students who participated in Stage 1 and two other students who
participated in Stage 2 won 10,000 Russian rubles (about 1200-1300 Norwegian kroner)
each.

Obtaining informed consent for study participation is one of the fundamental ethical
aspects of any research involving human subjects [113]. Informed consent includes the
information component and the consent component. The information provided should be
comprehensible and adequate according to the study protocol. The consent must be
voluntary (without any pressure) and decision-competent [107]. To participate in the
present study, students had to sign the informed consent form (Appendix A). An important
issue is the time needed for a student to make a decision about participation. In our study,
we did not perform any invasive procedures that are associated with health risks which
would have required a lot of time for study participants to make the right decision for
them. Moreover, students could withdraw from the study at any time, without stating any
particular reason. Withdrawal would not have any consequences for her/his further
training, and that fact was also stated in the invitation letter (Appendix A).

Research must ensure the confidentiality of information received from study
participants [107]. Anonymity may be considered a possible guarantee of confidentiality.
Full anonymity can be achieved when a researcher does not link the information obtained
from a study with any specific participant [ 110]. Nevertheless, in many studies, researchers

have linked information on study participants from different sources (for example, in the
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present study, information from the structured, self-administered questionnaires and the
results from the clinical dental examination). In such cases, identification may be required.
In our study, to ensure confidentiality, we used the following measures:

e Selection of participants from a large group; the invitation to participate in the
study was addressed to all students who attended the recruitment lecture, not to
each student individually. Applying this approach, we did not know exactly who
agreed to participate and who did not.

e As we did not use the names of participants, we used identification numbers to link
the information obtained from the questionnaires to that from the clinical dental
examination.

e Students who agreed to participate were asked to give their mobile phone numbers
so we could contact them and set a date and time for Stage 2. The mobile phone
numbers were recorded on paper only; they were not included in the dataset. The
Regional Ethical Committee of Norway and the Ethical Committee of the NSMU,
Russia, accepted the method of selecting potential participants to Stage 2. Only the
researcher (SND) had access to the phone numbers. Moreover, according to
Russian law, special permission from security services is needed to identify
someone using his/her phone number.

e Registered data were used in accordance with the study objectives. No personal
information on study participants, including their mobile phone numbers, was
given to any other organisation or person.

e The completed questionnaires with the mobile phone numbers are stored in a
locked room at the NSMU and will be destroyed when the project is finished.

The costs-benefit ratio is another important issue in the evaluation of ethical problems

in research. A study may be considered ethical if there is a favourable costs-benefit ratio

[107]. From an individual perspective, our participants received the results of their OH
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check-ups immediately. The clinical dental examination was free of cost for the student
and comprised minimal pain or discomfort; students in need of dental treatment were
referred to the necessary services. All study participants also received individual oral
hygiene instructions. Participation in Stage 1 and Stage 2 did not require a lot of
participant’s time, lasting approximately 15-20 and 40-45 minutes, respectively. Although
student participation in research implies no guarantee of improved education, because the
students did not receive detailed information on the research questions, study design,
applied statistical methods, etc. [108], it cannot be ruled out that the experience obtained
from study participation may have a positive future impact on health professionals who go
into research (voluntary participation, need for informed consent, etc.). From the social and
scientific perspectives, the obtained information on OH and factors associated with OH in

Russian young adults are necessary for planning and executing preventive measures.

5.1.2. Study design

This is a cross-sectional study, which was conducted to estimate the prevalence of
investigated characteristics (dental caries, DA, and low OHRQoL) in Russian medical and
dental undergraduate students in North-West Russia. Alongside data about the outcomes,
information was also collected on individual factors (socio-demographic, socioeconomic,
OH behaviour, self-reported general health and OH characteristics). The current study
provided a “snapshot” of the outcomes and the associated factors over a short time period
(during the 2015-2016 academic year). The estimated associations between risk factors and
the outcomes may be useful in generating hypotheses for future research [114].
Nevertheless, no causal relationships in the association between outcome variables and
independent factors, nor trends in the prevalence of outcomes over time, can be

determined.
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5.1.3. Internal validity

Validity is an important consideration in the interpretation of results from epidemiological
studies [115]. There are two types of validity: internal and external [116, 117]. Internal
validity refers to the strength of the study inferences, which are related to the absence of
systematic errors: selection bias, information bias, and confounding [115-117].

Selection bias is present when study participants have different probabilities of being
included in the study [115]. For the current study, we selected medical and dental students
from two faculties who attended the recruitment lectures. It cannot be argued with certainty
that there are systematic differences in relevant study characteristics between the students
who did and did not attend the recruitment lectures. The same may be assumed in relation
to the medical students who were invited to participate and those from other, smaller
faculties and departments of the NSMU who were not invited. For Stage 2, to achieve the
desired statistical power, we invited all dental students and a stratified random
proportionate sample of medical students (who were a group nearly double in size
compared to dental students) from Stage 1. Nonetheless, the final sample was not well
balanced, with a lower response rate in medical students (57.6%) than dental students
(79.3%) in Stage 2. This may have led to an underestimation of DA and OH problems in
medical students. Moreover, the OHIP-14 scores might be positively overestimated due to
the overall response rate of 64.9% for Stage 2.

Information bias results from errors in the measurement of study variables [117, 118].
In the present study, data were obtained from the clinical dental examination and from the
structured, self-administered questionnaires. The clinical dental examination was
performed on all study participants, and information on dental caries experience, oral
hygiene, and gingival soft tissue status was recorded. Dental caries experience was
measured by the DMFT index, which was documented during the examination according

to WHO recommendations [7]. Although the DMFT index has been used for 80 years and
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is one of the most common tools used in epidemiological dental studies, it has several
limitations [119]. The DMFT index only counts teeth with carious lesions extending into
the dentin; enamel carious lesions are not counted, nor is the activity level of carious
lesions recorded. Moreover, it was difficult to confirm the reason for tooth extraction at the
time of the clinical dental examination. The DMFT index does not count sealants, but can
overestimate dental caries experience by taking into consideration teeth with cosmetic
restorations. The DMFT calculation gives equal weight to MT, restored teeth, and teeth
with untreated dental caries. In addition, in the current study, only visual and tactile
methods were applied to detect dental caries; radiographs were not taken, which could lead
to an underestimation of dental caries. An Israeli study conducted among participants aged
18-20 years showed that average DMFT index and DT with radiographs were 1.42 and
1.75 higher, respectively, than values obtained without radiographs [120]. Indeed, when
radiographs are used, early and secondary proximal dental caries, as well as aesthetic
restorations, may be more frequently detected. Nevertheless, radiographic equipment is not
always available in many epidemiological studies. Finally, DMFT index may have a
skewed distribution in the general population. To solve this problem and focus on
individuals with the highest DMFT index, the SiC index can be calculated [102], and that
was done in the present study. Oral hygiene was assessed by the OHI-S [103], which has
been previously validated and is one of the most commonly used tools in epidemiological
studies and clinical practice [103, 121]. The GI was applied to evaluate qualitative changes
in the gingival soft tissue [104]. The GI has also gained wide acceptance as a simple,
accurate method to assess gingival health in epidemiological and clinical research [122].
When considering the instruments available to measure DA, the DAS and MDAS are
the most frequently used tools in young university students. Compared to the DAS, the
MDAS has identical response options for all questions (from not anxious to extremely

anxious) and includes one additional question about anxiety of dental injection. This item
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on injection will probably also reflect general syringe phobia among respondents and blend
in with the total score. As the distribution of any kind of phobia is unknown in the young
population of North-West Russia, we considered the DAS to be the most appropriate
measurement for the present population of medical and dental students. Nevertheless, some
researchers maintain that Corah’s DAS does not consider the theoretical structure of DA
and that its response categories are not mutually exclusive [30]. In the current study, the
Russian version of the DAS seemed to have acceptable psychometric properties. The fact
that only three of the 807 DAS respondents omitted one item adds support to the face
validity of the instrument, implying that it subjectively appears to measure what it is
supposed to measure [123]. Moreover, students who confirmed DA as their reason for not
scheduling dental visits had significantly higher DAS scores than students who reported
“other” reasons for not going to a dentist (12.5 vs. 8.5, p<0.001), which provided evidence
of criterion validity, i.e., “the degree of correspondence between a test measure and one or
more external referents (criteria)” [123].

To assess OHRQoL, we used the Russian language version of the OHIP-14, an
instrument that has been validated in another adult Russian population [81]. Although the
instrument was validated among middle-aged adults with periodontal diseases, the results
of the present study also provide evidence of the good construct validity of OHIP-14 items
when applied to young adults; the OHIP-14 scores discriminated significantly between
students with good and poor self-assessed OH (mean 3.6 and 6.6, respectively).
Nevertheless, OHRQoL measures, including OHIP-14, have some limitations, as they
focus on negative impacts only and define the frequency of impacts of oral diseases, but do
not demonstrate their true significance with regard to quality of life [66, 124]. Finally, in
the present study, information on OH behaviours, SES, general health, psychological
health, and dental aesthetic was self-reported; thus, the possibility of social desirability bias

due to under- or over-reporting cannot be ruled out.
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When an association between an exposure X and an outcome Y is investigated, we
need to assume and check whether there is a third variable (or group of variables) that is
associated with both X and Y, and that thus may influence the observed X-Y association.
This third variable is usually designated as a confounding variable (or confounder) [115].
Interaction (or effect modification) exists when the relationship between two variables is
different for different levels (or presence/absence) of a third variable [115]. To control for
confounders and to assess interactions, multivariate analysis (modelling) and stratification
are often used [115]. In all three papers that comprise this thesis, we used multivariable
analysis to find adjusted associations between the outcomes of interest (DMFT index, DA,
and OHRQoL) and the selected predictors. Moreover, as expected, we found a different
level of DA in medical and dental students, and significant interactions between “faculty”
and “mother’s education”, and “faculty” and “regularity of dental visits” in relation to the
DAS scores. Given that, we performed the statistical analysis for medical and dental
students separately. Nevertheless, the selection of predictors, which should be included in
multivariable analyses, is controversial and represents a difficult task in epidemiological
analysis [125]. Theoretical or empirical strategies may be used to identify potential
confounders or effect modifiers. While theoretical identification is based on results of
previous studies or expert knowledge, empirical strategies select factors from the current
working dataset [126]. In the present study, we endeavoured to apply both strategies,
taking into consideration factors which were found to be significant in other studies, as
well as results of univariable analyses, in which the crude associations between outcomes
and predictors were determined. Nevertheless, we did not take into account other factors
that are potentially associated with the outcomes studied, for example, consumption of

sugars including soft drinks, content of fluoride in drinking water, and smoking.
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5.1.4. External validity

External validity or generalisability reflects the extent to which the obtained results from
the study sample (study population) are applicable to the target population or other persons
in other places and at other times [116, 117]. Although internal validity is a prerequisite to
generalise findings, the internal validity of a study does not guarantee its external validity
[118]. In the present study, we included only medical and dental students from the NSMU;
therefore the generalisability of the results to other young adults in North-West Russia may
be questioned. Medical and dental students are, to some extent, a prosperous group of
young people with regard to SES and health-related issues, including OH. However, our
participants reported a subjective SES of regular/good (median on the MacArthur scale
was 6.0), indicating that they perceived their family to belong to a group not far from the
average in Russian society. In addition, although more than three-quarters of the students
reported regular dental visits, one-third of the students reported skipping tooth-brushing,
which, to some extent, may reflect poorer OH behaviour than we expected. Nevertheless,
information on SES in the present study was self-reported; thus the possibility of bias due

to under- or over-reporting cannot be excluded.

5.1.5. Reliability

Along with validity or lack of bias, reliability is another concern in when looking at the
quality of a study [115]. Reliability (precision, reproducibility, repeatability) reflects
“consistency of measurement over time or stability of measurement over a variety of
conditions” [123]. Typical methods to assess reliability are inter-rater (or intra-rater)
reliability, test-retest reliability, and internal consistency [115, 123]. In the present study,
data from the clinical dental examination were obtained by one calibrated clinical
investigator (SND). To ensure intra-rater reliability, 54 of the study participants were

clinically re-examined. The resulting Kappa statistic for DT and non-DT teeth was 0.804
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(95% CI: 0.641-0.967), signifying a strong agreement [127]. Intraclass correlation
coefficients for the DMFT index and GI were 0.989 (95% CI: 0.981-0.993) and 0.828
(95% CI: 0.721-0.896), respectively, which implies that the data are reliable. Given the
short amount of time set aside for each re-examination, we did not ask the re-examined
participants to complete the Stage 1 and Stage 2 questionnaires a second time. Therefore,
we could not assess the test-retest reliability of the information given by the students.
Internal consistency measures the reliability within the instrument by assessing how well
test components that reflect the same construct give similar results. These estimates are
based on the intercorrelations among all the single test components (items) within the
instrument [123]. We assessed the internal consistency of the DAS and OHIP-14, and the
results showed good reliability, with a high inter-item correlation coefficient (Cronbach’s
alpha=0.85) for both instruments. In addition, we found average inter-item correlations of
0.59 (range: 0.47-0.72) and 0.28 (range: 0.10-0.66) for the DAS and OHIP-14 items,
respectively, with no negative correlations. Moreover, for the DAS and OHIP-14 items, the
corrected item-total correlations ranged from 0.63 to 0.78 and from 0.27 to 0.66,
respectively, and all values were above the minimum recommended level of 0.20 for

including an item into a scale [128].

5.1.6. Statistical analysis

Missing data are a challenge in almost all biomedical research; they can reduce statistical
power and produce biased estimates that in turn may lead to invalid conclusions [129]. The
risk of bias depends on the reasons for missing data, which are commonly considered to be
MCAR, missing at random, and missing not at random [105, 130, 131]. When the
assumption of MCAR is fulfilled, i.e., when there are no systematic differences between
the missing values and the observed values, and the sample size is large enough, complete-

case analyses will not lead to bias [129]. In the current study, the data may be assumed to
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be MCAR given the insignificant Little’s MCAR tests. Therefore, we applied a complete-
case analysis, where only students with no missing data in questionnaires were included in
the statistical analyses. Moreover, in Paper I, all missing values were in the predictor
variables. In these circumstances, and under the assumption that the reasons for the
missing data are unrelated to the outcome, we might get unbiased estimates [130]. The
same applies to Paper II, in which only three students had missing values for the outcome
variable. However, in Paper III there was missing data for both the outcome and the
predictors, and thus the possibility of biased estimates cannot be ruled out. The fact that
students with missing OHIP-14 data (9.7%) more often had poor self-assessed dental
aesthetic, dissatisfaction with their mouth and teeth, and poor clinically-assessed OH might
have biased our estimates.

In the present study, we assessed how the selected factors were associated with the
outcomes using regression analysis. The choice of regression model depended on the type
of outcome and its distribution. The Poisson model, the negative binomial model, the zero-
inflated models, and the hurdle models were taken into account. In Paper I, over-dispersion
and an excess of zeros were found in the outcome (DMFT index) distribution, given the
significant likelihood-ratio test of alpha and the significant Vuong test, respectively [132].
In these cases, the zero-inflated negative binomial model or the negative binomial hurdle
model is recommended [133]. Differences between the zero-inflated negative binomial
model and the negative binomial hurdle model are often small, but the negative binomial
hurdle model has an easier and less misleading interpretation [133]. Interestingly, despite
many earlier citations, a recent work by Wilson has shown that the Vuong test is
inappropriate for testing zero inflation [134]. Nevertheless, the Akaike information
criterion and the Bayesian information criterion may also be used to choose between a
standard model and a zero-inflated model; the model with lower values of these criteria is

the one that fits the data better. In the present study, the lowest values of the information
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criteria were found for the zero-inflated negative binomial model and the negative
binomial hurdle model among other models considered. In Paper II, the DAS score was the
dependent count variable, with observed values from 4 to 19. Multivariable Poisson
regression was used, given the non-significant test for alpha; in this case, negative
binomial regression did not fit our data better than Poisson regression. In Paper III, the
dichotomised dependent variable was the outcome variable, therefore multivariable binary
logistic regression was applied. The same type of regression analysis was also used in

Paper I to evaluate the ORs of being placed in the SiC group.

5.2. Discussion of main results

5.2.1. Prevalence of dental caries and dental caries experience

The prevalence of dental caries among medical and dental students in the present study
(95.7% and 96.4%) was higher than that reported in Yemen (81.7% and 85.0%) [18] and in
a longitudinal study in Spain (82.2% and 83.0% at the start and 91.1% and 87.2% at the
end of the study) [93]. A similar pattern was observed in relation to dental caries
experience, as measured by the high mean DMFT index of 7.6, which shows that the dental
health of medical and dental students in North-West Russia is worse than that reported in
Spain (3.38-5.91) [93], India (1.16-1.96) [20], and Yemen (3.92-4.27) [18].

Other Russian studies among Perm medical students published in 1987 and Moscow
students published in 2009 found that only 1.5% [98] and 0.7% [23] were dental caries-
free, respectively, and the DMFT index was even higher than ours: 9.3 and 10.4,
respectively. Direct comparison of these results with our data must be done with caution
due to differences in population characteristics, recruitment, and the area covered.
Nonetheless, one may speculate that dental health in young adults in Russia has not
significantly improved despite positive socioeconomic changes in Russia over the past 20-

30 years [135].
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In the current study, FT constituted the main fraction of the DMFT index in both
medical (89.8%) and dental (91.0%) students. This fraction was much higher than that in
medical and dental students from India (21.4% and 34.5%) [20] and Yemen (54.6% and
49.9%) [18]. Other Russian studies revealed that FT constituted only 60.7% and 42.0% of
the DMFT index in Perm medical students [98] and in Moscow students [23], respectively.
The relatively high availability of dental treatment and willingness of our medical and
dental students to seek dental care is one possible explanation for the high fraction of FT
we observed. Indeed, in the current study 77.8% of the students reported regular dental
visits. This might be explained to some extent by the fact that medical and dental students
at NSMU undergo medical examinations, including dental check-ups, before they start the
clinical aspect of their education. Moreover, the threshold for dental caries treatment
among dentists in Russia should be investigated to better understand the high fraction of

FT in our study population.

5.2.2. Dental anxiety in medical and dental students

The present study revealed that the prevalence of high DA and mean DAS score were
higher in medical than in dental students of the NSMU. This was expected and agrees with
results from other studies [52, 53, 57]. One obvious explanation is that the level of
knowledge about dentistry, severity of dental diseases, and possible inconvenience while
receiving dental treatment is higher among dental students. They get more information
about DA during their training, they learn how to communicate with fearful dental patients
and help them cope with DA, which may result in a better understanding of their own DA,
as well as help them cope with it. Our findings may also indicate that the curriculum of
medical studies at the NSMU does not include enough information on dental diseases and

treatment.

64



Researchers have used global questions [55], different scales [51, 52, 60, 62], or
different DAS score cut-offs to assess DA [57]. This may complicate the comparability of
these studies with our results, although conversion tables can be used to compare our
findings with MDAS results from other studies [136]. Nonetheless, levels of DA in our
medical and dental students were found to be lower [52, 54, 57, 59] or comparable [51]
with those reported in studies among other medical or dental students. To some extent, that
might be expected given the dominance of FT in the structure of the DMFT index (overall,

more than 90%) in our medical and dental students.

5.2.3. Oral health-related quality of life

More than half of the medical and dental students in our study sample had low OHRQoL.
The severity (mean OHIP-14 score 4.6) and prevalence of low OHRQoL (53.6%) in our
medical and dental students is similar to that reported in Brazilian dental students (4.5 and
45.0%) [78] and Chinese young adults (6.3 and 50.6%) [76]. In contrast, an Indian study
found a mean OHIP-14 score of 13.4 and 10.7 in 1% and 4™- year dental students,
respectively [79], while a Japanese study reported a mean OHIP-14 score of 1.9 in 1%-year
university students [74]. Evaluation of quality of life, including OHRQoL, depends on an
individual’s expectations and experiences, which vary according to social, psychological,
socioeconomic, demographic, and other cultural factors [137]. Someone with poor OH and
low expectations may not consider themselves to have low OHRQoL and report being
satisfied. In contrast, individuals who have good OH and high expectations may experience
low OHRQoL due to even minor oral problems and report being dissatisfied [137].
Previous studies showed that 80.0% of Brazilian dental students were satisfied with their
mouth and teeth [78]; only 15.1% of Chinese young adults [76] and 36.8% of Japanese
university students [74] reported good OH, while 44.4% and 63.8% of our medical and

dental students were satisfied with their mouth and teeth and reported good OH,
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respectively. To compare these results, we need to know the frames of reference of the
respective study samples, i.e., their level of knowledge and the expectations and
experiences they used when assessing their OH, satisfaction, and OHRQoL. Qualitative
research should be designed to answer these questions [138]. Nevertheless, in the present
study we found that the OHIP-14 dimensions of physical pain and psychological
discomfort were the biggest drivers of low OHRQoL, which is in line with all
aforementioned studies [74, 76, 78, 79]. Therefore, one may assume a similar pattern of

OHRQoL exists in young adults in different countries.

5.2.4. Socio-behavioural factors associated with dental caries experience, dental
anxiety, and oral health-related quality of life

In agreement with the world trend, the DMFT index in the present study increased
significantly with age (Paper 1), as dental caries is an irreversible, accumulative disease.
Also in line with international findings [6, 17, 21], female sex was found to be associated
with a higher DMFT index (Paper I). Researchers explain this fact through a complex
aetiology, including hormonal fluctuations, genetic variations, different saliva composition
and flow rate, dietary habits, and social roles in the family [139, 140]. Moreover, previous
studies [52, 55-58] have documented that female students have higher DAS scores than
male students, and this was the case in the present study (Paper II) among students from
both faculties. It has also been postulated that women are more susceptible to perceived
threats or danger, and that they may describe their fears more openly; while men may be
more emotionally stoic and hide their anxieties [141]. In addition, female students showed
higher odds of having low OHRQoL than male students (Paper III). This is in contrast with
other studies, which found no sex differences in OHRQoL in young adults [71, 73, 76-78,
80]. One possible explanation is that women are more likely to report more severe and

frequent pain than men, although the mechanisms behind this phenomenon remain
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understudied [142]. Moreover, one may speculate that women have a higher expectation of
good OHRQoL and are more concerned about their appearance, thus they may describe
their psychological discomfort more openly than men.

OH inequalities associated with SES have been widely observed in different age groups
[143]. It has also been reported that persons with low SES have a higher risk of poor dental
health in terms of dental caries [144, 145]. We found the opposite association, as those
with higher subjective SES had a higher DMFT index (Paper I). We cannot rule out the
possibility that our results might be biased compared to other studies that used education,
occupation, or income as more objective indicators of SES. Nonetheless, a panel study that
followed Russian adults from 1994 to 2013 showed little consistency between SES, as
defined with objective indicators, and self-assessed health status [146]. The authors
suggested that subjective SES may be more related to self-perceived health. One possible
explanation for our findings may be that students with higher SES tend to adapt more to a
Westernised lifestyle, with frequent consumption of foods and beverages containing added
sugar. Moreover, these students may seek dental treatment more often, as they may have
less DA and concerns about cost. Indeed, according to the findings from Paper II, a higher
SES was associated with a lower DA in medical students (although the association was
statistically significant only in the univariable analysis). Moreover, in medical students,
mother’s education was associated with DA — students whose mothers had a lower level of
education had higher DAS scores. Although we did not find any comparable results from
other studies of medical and dental students, one may assume that more educated parents,
characterised by high SES, maintain a positive attitude toward dentists and dental
treatment indirectly, through their own experience [31]. In contrast, in our dental students,
whose mothers were more educated compared to our medical students, we did not observe

any differences in DA according to level of mother’s education. It also cannot be ruled out

67



that dental students base their attitudes on their own knowledge and experience, and less
on any transferred scepticism.

Our study also showed that students who lived in rural areas during childhood had
higher odds of reporting low OHRQoL compared to those who lived in urban areas (Paper
IIT). Geographical remoteness, socioeconomic deprivation, and limited access to OH
services have been discussed by other researchers to explain these differences [147].
Indeed, the European North-West of Russia has a low population density: it covers
approximately 1.5 million km? but has a population of only 4.6 million (78.9% urban in
2016) [99]. In addition, the inhabitant-to-dentist ratio in North-West Russia is high; much
higher, for example, than in the neighbouring Nordic countries (2294 inhabitants per
dentist in North-West Russia vs. 1262 in Norway and 1101 in Sweden) [148]. The
corresponding figure in rural areas of North-West Russia is even higher (approximately
3700 inhabitants per dentist in the Arkhangelsk Region) [22].

The importance of OH behaviour in maintaining good OH and dental health is well
established. In our study, 80.8% of the medical and dental students reported brushing their
teeth twice a day or more (Paper I). This is higher than the percentage reported for the past
5-10 years in university students from 26 countries across Asia, Africa, and America
(67.2%) [149]; Yemen students (38.1%) [18]; and Indian medical students (24.4%) [150].
Nevertheless, the dental health of our study participants was worse than that reported in the
aforementioned studies. Our medical students had poorer OH behaviour in terms of
regularity of dental visits, frequency of tooth-brushing, skipping tooth-brushing, and using
toothpaste with fluoride than their dental counterparts (Paper II). Although dental students
had less DT than medical students (Paper II), we found no differences in the DMFT index
between faculties (Papers I and II). Over-reporting of good dental behaviour by the
participants, especially by the dental students, given their educational background, cannot

be excluded. Indeed, 34% of the students reported skipping tooth-brushing, which was a
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significant determinant of higher DMFT index (Paper I). In Paper II, less frequent tooth-
brushing in dental students was associated with a higher DAS score, which was also
reported in a previous study of undergraduate students [55]. In agreement with prior
studies [36], our study did not support the hypothesis that students who avoid dental visits
develop good OH habits on their own.

Our finding that students who visit a dentist regularly have a higher DMFT index
(Paper I) is in agreement with previous Chinese [8] and Australian [14] studies. More than
90% of DMFT in our study were FT, which may suggest that dental services in Russia are
focused on treatment, not on the prevention of dental caries. Moreover, in line with
previous studies [58, 61], our study showed that irregular dental visits is a significant

predictor of higher DA (Paper II).

5.2.5. Associations between oral health and dental anxiety

Poor self-assessed OH was significantly associated with higher DAS scores in medical
students in both univariable and multivariable analyses. We also found a similar
association in the univariable analysis for dental students, but after adjustment for other
factors these differences were no longer significant (Paper II). Poor self-assessed OH may
reflect dental problems students have, which in turn may result in DA. This corresponds to
findings from other studies [32, 34]. Moreover, having experienced pain in mouth was an
independent significant factor associated with higher DA in dental students. When looking
at clinically-assessed OH, a higher number of DT in dental students and MT in medical
and dental students was associated with a higher DAS score; but after adjustment, only MT
remained as a significant predictor of DAS score in the multivariable model in dental
students. Although causality in the present study cannot be established, one may assume
that OH problems led to toothache and subsequent, painful tooth extractions. Our sample is

first and foremost characterised by high FT values, but we did not find any differences in
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the DAS score by the number of FT in medical or dental students. DA in our study showed
a better association with components of the DMFT index (in our case, MT due to dental
caries) than with gingivitis. GI in medical students was significantly associated with DA in
the univariable analysis but became insignificant after adjustment. Gum inflammation in
young adults is usually accompanied by gum bleeding only and is unlikely to result in pain.
In contrast, extraction of teeth due to dental caries when dental infection results in a pulp
inflammation and destruction of periapical tissues is more likely to be associated with pain

than gum problems or even restorative treatment (FT) that may lead to DA.

5.2.6. Associations between oral health and oral health-related quality of life

We found that poor self-reported OH characteristics had the strongest association with low
OHRQoL. This was expected and is in line with results from other studies [74, 76, 78, 79].
One obvious explanation is that the concept of OHRQoL is based on outcome measures
from the patients’ perspective rather than from a dental professional’s viewpoint [64-66].
Indeed, dissatisfaction with mouth and teeth and poor self-assessed dental aesthetic may
best reflect the OHIP-14 dimensions of psychical pain and psychological discomfort,
which were the biggest drivers of low OHRQoL in our study. Physical pain is often
considered easy to remember [78]. Psychological discomfort may result from poor dental
aesthetic and dissatisfaction with mouth and teeth; a Malaysian study showed that
psychological discomfort had the highest reported impact on OHRQoL in young adults
with malocclusion [73]. Moreover, in our study a higher DMFT index was also associated
with low OHRQoL. In contrast, a Swedish study did not find any differences in OHRQoL
between young adults at high risk (DMFT index >8) and low risk (DMFT index=0) of
dental caries [75]; nor were differences in DMFT index found in young adults in China
[76]. Nevertheless, Japanese university students with a higher DMFT index had lower

OHRQoL [74]. In the current study, the mean DMFT index was 7.5 (Paper III), while in
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China and in Japan the corresponding values were 1.4 [76] and 2.0 [74], respectively. At
present, the mechanisms of the relationship between dental caries experience and
OHRQoL are unclear [74]. Given that physical pain was the OHIP-14 dimension most
frequently reported, one may assume that the dental caries experience in our medical and
dental students was likely associated with pain in mouth. Indeed, associations between

DMEFT index and experienced pain in mouth were found in the present study (Table 6).

71



Chapter 6. Conclusions

e A high prevalence of dental caries (96.0%) and high DMFT index (7.58), with FT
accounting for 90.2% of dental caries experience, were observed among Russian
medical and dental undergraduate students aged 18-25 years in North-West Russia.

e Older age, female sex, higher SES, regular dental visits, and skipping tooth-
brushing were significant determinants of dental caries experience.

e Prevalence of high DA was lower in dental than in medical students (2.2% vs.
13.7%).

e DAS score in medical students was positively associated with sex (females), lower
mother’s education, and poor self-assessed OH. In dental students, being female,
irregular dental visits, infrequent tooth-brushing, experienced pain in the mouth,
and a higher number of MT were found to be significant, independent factors
associated with higher DA.

e More than half of the students (53.6%) reported low OHRQoL. Physical pain and
psychological discomfort were the most frequently reported OHIP-14 dimensions
that impacted OHRQoL.

e Poor self-reported OH characteristics (poor self-assessed dental aesthetic and
dissatisfaction with mouth and teeth) were the strongest factors associated with low
OHRQoL. Socio-demographic factors (rural place of childhood residence and
female sex) and clinically-assessed OH (high DMFT index) were also found to be
significant predictors of low OHRQoL in medical and dental students of the
NSMU. Socioeconomic factors (subjective SES, mother’s education) and OH

behaviour were insignificant variables in relation to OHRQoL.
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Chapter 7. Final remarks and future perspectives

When assessing OH in Russian young adults, we included only medical and dental students
from the NSMU. Therefore, to validate our results, a representative sample drawn from the
general young adult population is needed. Moreover, to better understand the high dental
caries experience in our study population, further studies that include information on the
threshold for dental caries treatment among Russian dentists may be warranted.

Motivation to maintain good OH behaviour among students should be investigated.
Indeed, more than 80% of our study participants reported brushing their teeth twice a day
or more; however, 34% of students reported skipping tooth-brushing once a week, every
day, or almost every day. Moreover, consumption of sugars, including soft drinks, needs to
be studied in Russian young adults. In addition, the association between subjective SES
and objective indicators of SES (education, occupation, income) should be investigated in
Russia to better understand the socioeconomic inequalities in OH among Russian young
adults.

Taking into account the substantially lower level of DA in dental students than medical
students and the factors associated with DA in these two student groups, public health
measures should focus on promoting dental literacy, increasing knowledge on the
prevention of dental diseases, and motivating good OH habits in young adults in North-
West Russia. The fact that more than 90% of DMFT in our study were FT may suggest that
dental services in Russia are focused on treatment, not on the prevention of dental caries.
Moreover, dental caries experience was associated with experienced pain in mouth, which
affected OHRQoL. Therefore, public health measures should focus on the development of
preventive strategies to improve OH and OHRQoL in Russian young adults. Finally,
qualitative research should be developed to understand how Russian young adults describe
their experience of OH, satisfaction with mouth and teeth, OHRQoL, and what they expect

from good OH.
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Appendix A

Invitation letter and informed consent form (English and Russian

versions)






Request for participation in the research project
«Oral health and occupational stress in undergraduate studentsy

Information about the study

Background and purpose

This is a request for you to participate in a study that intends to evaluate oral health, risk factors
associated with oral health, and occupational risk factors in medical and dental undergraduate students
of the Northern State Medical University (NSMU), Arkhangelsk. So far, no studies have been
conducted to assess determinants of oral health in young adults in North-West Russia. In addition, the
present study will allow us to understand better the different aspects of stress among undergraduate
students.

Criteria for participation
All students who attend the current lecture are invited to participate in Stage 1 of the study.
The following students will be invited to participate in Stage 2 of the study:

v" undergraduate Russian medical (from the departments of general medicine and paediartic
medicine) and dental students of NSMU from the first to the sixth year of education;
students aged from 18 to 25 years;
students who gave their phone numbers so they could be contacted to appoint date/time for a
free clinical dental examination;
students with oral and written informed consent to participate in the study;
students without fixed orthodontic bands;
not pregnant women;
students without complaints on any systemic chronic /acute diseases.

AN

AN

What does the study entail?

The study will be performed in two stages. Today is Stage 1. All students who attend the lecture will be
asked to fill in a self-administered structured questionnaire (Q1) for assessment of socio-demographic
and socioeconomic factors, self-reported oral health outcomes, and oral health behaviour, attitudes and
knowledge. Dental students will also be asked to answer on questions concerning sources of stress. At
Stage 2, all dental students and a randomly selected subsample among the medical students from Stage
1 will be invited for the clinical dental examination. Presence of dental diseases, dental caries status,
oral hygiene, and gum status will be registered. In Stage 2, the participant will also be invited to fill in a
questionnaire (Q2) for assessment of general background information, life style variables, socio-
economic status, and stress levels and coping strategies. The first and the second stage of the study will
last approximately 15-20 minutes and approximately 40-45 minutes, respectively.

Potential advantages and disadvantages

Clinical dental examinations will be executed free of costs. All participants will receive the results of
their dental health check immediately. Oral hygiene instructions will be given individually to all Stage
2 participants. Please note that the examination does not include any treatment for the participants.
Students in need of dental treatment will be referred to the dental health care. All dental instruments
for the clinical examination will be sterilised. The clinical dental examination will not include any
pain or inconvenience. There are no known potential adverse events.

At the end of the data collection period (approximately May 2016), among those students who filled
in Q1 and gave their phone number, a grant (NOK 2500) will be raffled off. In addition, a grant (NOK
2500) will be raffled off among those students who actually took part in the clinical examination and
filled in questionnaire 2. The winners will be determined by a random selection through a computer
program.



What will happen to the information collected about you?

Data registered about you will only be used in accordance with the purpose of the study as described
above. The received information will be processed anonymous, without any names. We ask you today
to give your phone number, so we can contact you and give you the date/time for Stage 2 and inform
you if you win the grant. We will not give the information you share with us further to other
organisations or persons. It will not be possible to identify you in the results of the study when these
are published.

Voluntary participation

Participation in this study is voluntary. You can withdraw your consent to participate at any time and
without stating any particular reason. This will not have any consequences for your further training. If
you wish to participate, sign the declaration of consent on this page. Even if you agree to participate
at this time, you may later on withdraw your consent. For further information, we invite you to
contact Sergei Drachev (researcher, dentist) by phone +78182285785.

Right to access and right to delete your data

If you agree to participate in the study, you are entitled to have access to what information is
registered about you. You are further entitled to correct any mistakes in the information we have
registered. If you withdraw from the study, you are entitled to demand that the collected data are
deleted, unless the data have already been incorporated in analyses or used in scientific publications.

Schedule — what happens and when does it happen?

Stage 1 of the study will be conducted today (in November and December 2015). The clinical dental
examination will be executed at the Dental Clinic of NSMU from February to May 2016. One
researcher (Sergei Drachev) will perform all dental examinations. An assistant will fill in the details
into a clinical sheet. The researcher will be carefully calibrated on examination style and diagnostic
thresholds at the Dental Clinic of UiT The Arctic University of Norway, Tromse, Norway in January
2016.

Funding and the role of the Department of Community Medicine, UiT The Arctic University of
Norway, Tromse, Norway.

The study is funded by a research grant from the Department of Community Medicine, UiT The
Arctic University of Norway, Tromse. The results from this study will be reported at scientific
conferences, published in a Doctoral Thesis and in Master Theses at UiT The Arctic University of
Norway and in international research journals.

KKK

Consent for participation in the study

I have received the information and I am willing to participate in the study

«Oral health and occupational stress in undergraduate students»

(Signed by you - the project participant, date)



3a11p0c Ha YIaCTHE B HCCJICA0BATCIbCKOM IMIPOCKTE
«Cmomamonozuieckoe 300pogve U npoghecCUOHANILHBLI CIPecC Y CNYOEHMO8)

Nudopmanust 00 Mccae10BAHUU

l'[pezmocm.mm N IeJIb HCCIICA0BAHUSA

MEI xoTenu ObI npuUriIaCuThb Bac MNPUHATH Y4aCTUC B UCCIICAOBAHUU, LICIBIO KOTOPOTO ABJIACTCA OILICHKA
CTOMATOJIOTMYCCKOTO 300POBbA U (baKTOpOB, CBA3aHHBIX C HHUM, a TAKXXC U3Yy4YCHUC (baKTOpOB puCKa
HpO(l)eCCI/IOHa.HBHOFO CTpecCa y CTYyACHTOB-MCIUKOB H CTYACHTOB-CTOMATOJIOT'OB, 06y‘-IaIOH_II/IXC$I B
CeBepHOM rocyaapCTBCHHOM MCIAUIMUHCKOM YHUBCPCUTCTC (F. ApXﬁHFeJ’IBCK). HO HaCTOAIICTO BPECMCHU
HCCHeﬂOBaHHﬁ, HaIlpaBJICHHBIX Ha OLCHKY ACTCPMHUHAHT CTOMATOJIOTHUYCCKOT'O 3J0POBLA Yy MOJIOABIX
moz[eﬁ Ha CeBepo—3anazLe POCCI/II/I, HC BBbIIIOJJIHAIOCH. KpOMe TOT0, JAHHOC HMCCJIICAOBAHUEC ITIO3BOJIHUT
JIy4dlIC MOHATH pa3JIMYHBIC aACIICKThI CTPECCa Y CTYACHTOB.

KT0 MOXKeT NpMHATH y4acTHe B HCCJIEAOBAHUM ?
Bce cTymeHTBI, KOTOpBIE MPUCYTCTBYIOT CErOAHS Ha JIEKIHMH, MOTYT Y4acTBOBaTb B IEPBOM CTaauu
uccnenosanus. Cieayrommue CTyIeHTh OyAyT NpUTIIAILCHbI [UIs BTOPOI CTaluy UCCIEIOBaHUS:

v’ pycckue CTyJeHTHI J1e4eOHOr0, MeaTPHIecKOro U CTOMATONOrHYeckoro (pakynsreros CTMY,

C MEPBOTO MO MIECTON Kypc 00yUeHHS;

v’ cTynenTsl B Bo3pacte 18-25 ner;

v/ CTYIEHTBI, KOTOpBIE IPEOCTABMIIM CBOI HOMep TeneoHa [y BO3MOYKHOCTHU CBA3aThCSA ¢ HUMH
W Ha3HAuUUTh JaTy M Bpems A OeCIIaTHOTO KIMHHUYECKOTO CTOMAaTOJIOTHYECKOTO
00CIIeIOBaHMS;
CTYZEHTBI, COTJIaCHBIIMECS y4acTBOBAaTh B MCCICJOBAaHUH W MOAIMCABIINE WHPOPMUPOBAHHOE
corjacue;
CTYICHTHI Oe3 OpeKeTOB Ha 3y0ax;
HeOepeMeHHbIE KEeHIIUHBL;
CTyZAEHTHI 0e3 jkanod Ha CUCTEMHBIE XPOHUYECKHE/OCTphIe 3a00JICBaHHUS.

NN NN

Yro BKJIIOYAET B ceOs1 JaHHOE HCCJIef0BaHue?

HccnenoBanue Oyner BeimoidHEHO B 2 craxuu. CeromHs mpoBoauTcs l-ast cragus. Becem cryaeHTam,
KOTOpBIEC MPUCYTCTBYIOT CETOAHS Ha JIEKIHHU, OyIeT MPesIoKEeHO 3al0JIHUTh aHKETY AJsl CaMOOLEHKU
COLIMANIBHO-IEMOTpauUecKuX M COLHAJIbHO-)KOHOMUYECKUX  (PaKTOpOB; CTOMATOJIOTHYECKOTO
3I0POBbS; CTOMATOJIOTMYECKHX MPUBBIUEK, YCTAaHOBOK W 3HaHWMU. CTyaeHTaM-CcToMarojoraMm OyAer
MPEIOAKEHO TAKKE OTBETUTH HA BOMIPOCHI OTHOCUTEIBHO MCTOYHUKOB cTpecca. Ha 2-oif craauu, Bce
YYacTBYIOIINE B MCCIEIOBAHUH CTYIEHTHI-CTOMATOJIOTH U CIy4aifHO BEIOpaHHBIE CTYAEHTHI JIeueOHOTO
U TeauaTpuyeckoro (akynbTeTa U3 Yhcia TeX, KTO NPUHsUT y4acTHe B TIEPBOH CTAAWN MCCICAOBAHMS,
OyIyT MpHIIAIeHbl HA KIMHUYECKOE CTOMATOIOTHIecKoe o0cnenoBanue. B xoxe oOcnenoBanus OyayT
OTIPENeNAThCS HAIWYHE CTOMATOJIOTHYECKUX 3a00JeBaHMIl; Kapuec; TUTHEHA MOJIOCTH PTa; COCTOSHUE
JieceH. YUacTHUKY OyJAeT TakKe MPeIUIoKEHO 3aloJIHUTh aHKETY C OOIIMMH BOIPOCAMH OTHOCHUTEIIEHO
CBOET'0 3I0pOBbA M 00pa3a *HU3HH, COLUATEHO-DKOHOMHUYECKOT'O CTaTyca, YPOBHS CTpecca U cTpareruit
o ero npeogoneHuo. Ilepsas cranus uccnenoBanus 3aiimer y Bac ~15 Munyr, Bropas- ~40-45 MuHyT.

IoTenunanbHbIe NPEUMYIIECTBA U HEOCTATKH YYACTHS B HCCIIeI0BAHNHU

Knuanyeckoe cromaronmormueckoe oOcnenoBaHue OyneT BBIOMHEHO OecruiaTHO. Pe3ynbraThl
uccnenoBanus OyayT cOOOLICHBI yYacTHUKY cpa3y ’ke. Bce yyacTHHKM BTOPOW CTaluM HCCIEIOBaHUS
MOJTy4aT COBETHI 110 TUTUEHE TIOJIOCTH B MHANBH Iy aTbHOM TNopsiike. VccnenoBanue He BKIIIOYaeT B cebs
npoBeneHust JiedeHus. CTyOeHTBI, KOTOphIe HYXKIOAIOTCS B JICYCHWH, OyOyT HampaBleHBI K
COOTBETCTBYIOILIEMY CIIELUAINCTY. Bce ctomaronornueckue WHCTPYMEHTHI OyOyT cTepuiibHbIe. JJaHHoe
oOcnenoBanne He OyIeT COMPOBOXKIAATHCS KaKOW-THOO O0NBbI0 MM HEYyIOOCTBOM JJIsl €0 Y4acTHHUKA.
Kakux-110o HexxenaTenbHbIX (T000UHBIX) 3(h(PEeKTOB OT CTOMATOIOTHUECKOTO 00CIEI0BaHUS HET.

B xoHme mepuoma cbopa maHHBIX (MPEnNnoNokuTeNbHO, Mait 2016 Toma) cpeam TeX CTYACHTOB, KTO
3aIOJTHUJI IEPBYIO aHKETY M OCTaBWJI CBOW HOMep TenedoHa, OyaeT pasbirpan rpat (2500 HOpBEKCKUX
KpOH). AHJIOTHYHBIA T'paHT OyJeT pas3bilpaH U CPeAH TE€X YYaCTHHUKOB, KTO MPUAET Ha KIMHHYECKOE



06CH€Z[0BaHI/Ie U 3al0JHUT BTOPYHO YaCThb OIPOCHUKA. HO6€I{I/ITCHI/I 6YIIYT OIMpeACICHbI MYyTCM
cnyqaﬁﬁoro 0T60pa C IOMOIIBIO KOMHBIOTepHOfI mporpamMmal.

Yro cayuurcs ¢ nHgopManuei, koropas Oyaer mosay4dena ot Bac?

[Mony4yennas undopmanus OyneT HCHONB30BaHA TOJIBKO B COOTBETCTBUH C 00O3HAYEHHBIMHU LIESAMU
WCCIIeIOBaHUs, ONMMCAaHHBIMU BbIme. MHpopmanus Oyzer oOpabaTeiBaThcs B aHOHMMHOM BHIE, 0e3
nmeH. CeroaHsi Mbl norpocuM Bac octaBuTh cBOW MOOMIBHBIN TelaedoH i TOT0, YTOOBI MBI CMOTJIN
cBsA3aThCs ¢ Bamu m ompenenuts ans Bac maty m Bpems BTOpOH CTaAMM HMCCIEAOBAaHUS, a Takke
nHpopmupoBaTh Bac B ciydae mobeapl B posbirpeime. IlpemocraBneHHas wHpopmanus He Oyaer
nepefaBaTbcs OpYyruM JHuaMm (opraHu3auusM). byner HEBO3MOXHO ONpeaenuTh HH(OpMAIUIO,
MPEeIOCTaBICHHYIO HMEHHO BamMu, B pe3ynbraTax HCCIIeIOBaHUs, KOT/Ia OHU OYAYT OIyOJIMKOBaHBI.

Jdo0poBoJibHOE yuyacTHe

VY4yacTHe B HMCCIEeNOBaHUM SBIACTCS HOOPOBOJBHBIM. BBl MOXeTe OTKa3aThCsl OT y4acTHA B JI0OOe
Bpems 0e3 0cOOBIX Ha TO MPUYMH. JTO HE OyAET UMETh KaKuX-TO MOCIeACTBUI i Bariero oOyuenus.
Ecmu Ber cornmacHel yuactBoBaTh, moxnuiunte Cornacue Ha ydactue. Jaxke ecnu Bbl cormacutech
ydacTBOBaTh ceiiuac, Brl Mokere oTkazarbesi mosnmuee. st Gonee moapoOHoW mHbOpManmu, B
MoOKeTe cBsizaThesl ¢ uccienosateneM (padeB Cepreit HukonaeBud, mcciaenoBatenb, CTOMATONOT) 110
tenedony: +78182285785

IIpaBo noay4YuTh AOCTYN U YIAJIMTDH JAHHBIE

Ecnmn Bwl cormacunmch ydacTBOBaTh B MCCIEIOBaHMHM, 3HA4YMT, Bbl MMeeTe mpaBo Ha TOCTyH K TOH
nHpopMaun, KoTopas KacaeTcs JTuuHO Bac. B manmpHeiimem Bbl MokeTe mpoBecTH KOPPEKIHIO TOH
nHpopManuK, KoTopas Obula mpenocraBieHa. Ecaum Bbl  oTkaseiBaeTech OT  HCCIEIOBAaHUSA
BIIOCTIE/ICTBHHY, BBl mMeere mpaBo moTpeboBath, 4TOOBI Besl MOdydeHHas oT Bac madopmarnms Obuia
yaaneHa. OTO BO3MOXHO A0 TeX IOp, NMoka uHpopManus He Oyner BKIIOYEHA B aHAIU3 WIH
WCTIOJIb30BaHa B HAYYHBIX ITyONHUKaIUsIX.

I'paduk ucciaenoBanus

IlepBasi cragusa wuccnemoBaHusi OyAeT mpoBencHa cerogHs (B HosOpe um gekadbpe 2015 roga).
Knuanyeckoe cromaronoruueckoe oociaeqoBanue OyJeT MPOBOIUTHCS B CTOMATOJIOTHYECKOW KIMHUKE
CI'MY c ¢eBpans no maii 2016. Bce oGcnemoBanusi OyAyT BBIIOJHEHBI OJHHM HCCIEIOBaTENeM
(dpaueBbim Cepreem). AccHUCTeHT OyneT 3aHOCHUTh HH(OpManHI0O B KapTy CTOMAaTOJIOTHYECKOTO
oOcnenoBanus. Jlo Hauyanma ucclenoBaHUS HCCIEAOBaTeNb OydeT OTKAIMOpOBaH Ha MPOBEICHUE
KJIMHUYECKOTO CTOMATOJIOTMYECKOT0 O0CIEeIOBaHUSI B CTOMATOJOTHUECKOH KIMHUKE APKTHYECKOTO
VYuusepcurera Hopserum, r. Tpomce, Hopserust.

DuHAHCHPOBAHHUE U Pe3yJILTATHI IPOEKTA

UccnenoBanne noanepKuBaeTcsl HAyYHO-UCCIIEAOBATENBCKUM I'PaHTOM APKTUYECKOTO YHHBEpPCHUTETA
Hopeerun, r. Tpomce, Hopserus. PesynapraTsl wucciemoBanus OyAyT [OJOXKEHBI Ha Hay4HO-
MPaKTHYECKUX KOH(EepeHIHsIX, OMyONMKOBaHBI B JOKTOPCKOW M MAaruCTEpPCKHX IHUCCEPTalUAX B
VYHuBepcutere TpoMce U MEXIyHAPOIHBIX KypHaAJIax.

KKK
Cor.ﬂacne Ha yqaCTne B HCCJICA0OBaAHHUU

S momyuun uapopmanuio 06 ucciuenoBanuu «CTOMAaTOIOTHYECKOE 3/10POBBE U

npodecCHOHATIBHBIN CTPECC y CTYJCHTOB U JKEJIal0 B HEM y4acTBOBATh

(ITonnuceiBaercs Bamu - yqacTHUKOM ITPOEKTA, AaTa)



Appendix B

Stage 1 questionnaire (English and Russian versions)






Date

QUESTIONNAIRE 1

“Oral health and occupational stress in undergraduate students”

Give only one answer to each question if no other information is given

Y our phone number:

Section A 6. Do you receive scholarship/funds to
Personal background information support your studies at NSMU?
1 yes
1. Sex 2 E no
1 [] male
2] female 7. What is your marital status?
1[] single
2. Year of birth? 2[] married

3[] living with a partner
4[] other, please specify

3. Year of undergraduate

education? 8. What is your nationality?
1] 1% year 1 [] Russian
2[] 2™year 2] other, please specify
3[] 3"year
4] 4™ year
5[] 5" year
6] 6"year
9. Where did you live during childhood

4. In which topic/direction are your and adolescence?

tudies?
studies 1 [] urban area

1 [] General medicine 2[] rural area

2[] Dentistry

3[] Paediatric medicine

10. Where did you finish school?
1 [] Arkhangelsk City
2[] Arkhangelsk Region

5. Your education at NSMU is: 3 I:l other, please specify:

1[] free

2] fee-based




11. Where do you stay during your
student years (this year)?

1 [] inahostel
2 [] in a flat/house without parents
3[] in a flat/house with parents

12. Do you have additional paid
work during your student years
(this year)?

1[] vyes
2[] no
3[] difficult to answer

13. How many hours do you watch TV
on a daily basis?

1 [] less 0.5 hour
2[] 0.5-1 hour

3[] 1-2hours

4[] 2-3 hours

5[] more than 3 hours

14. How many hours do you use internet
on a daily basis?

1 [] less 0.5 hour
2[] 0.5-1 hour

3[] 1-2hours

4[] 2-3 hours

5[] more than 3 hours

Section B
Self-reported oral health

15. Are you presently in need for any
dental treatment? (A dentist told you)

1[] yes

2[] no
3[] difficult to answer

ID-number:

16. Are you presently in need for any
dental treatment? (Your personal
opinion)

1[] yes

2] no

3[] difficult to answer

17. Have you ever experienced pain in
the mouth?

1 [] never
2[] rarely
3[] sometimes
4[] often
5[] always

6 [] difficult to answer

18. Have you ever experienced dental
pain?

1 [] never

2[] rarely

3[] sometimes

4[] often

5[] always

6 [] difficult to answer

19. Have you ever noticed gum bleeding
during tooth brushing?

1| never

2[] rarely

3[] sometimes

4[] often

5[] always

6 [] difficult to answer

20. Have you ever had your teeth
restored?

3[] difficult to answer



21. Have you ever been informed, that
you have periodontal gum disease?

1[] vyes
2[] no

3[] difficult to answer

22. If you have extracted teeth, what was
the main reason for the extraction(s)?
(Give more answers, if several apply)

I have never extracted teeth
periodontal disease

pain

trauma

orthodontic reasons

dental caries

difficult to answer

NN N R W=

23. In whole, would you say that your
oral health is?

1 [] excellent
2[] wverygood

3[] good
4[] fair
5[] poor

6 [] difficult to answer

24. How do you evaluate your dental
aesthetic?

1 [] excellent

2[] wverygood

3[] good
4[] fair
5[] poor

6 [] difficult to answer

25. Are you satisfied with the state of
your mouth and teeth?

1[] vyes
2[] no

3[] difficult to answer

ID-number:

Section C
Oral health behaviours, attitudes and
knowledge

26. How often do you see a dentist?

1 [] regularly, at least once every 6 mth
2[] regularly, at least once a year

3[] occasionally

4[] no visits in the last 3 years

5[] difficult to answer

27. Why did you visit the dentist last time
you saw him/her?

1 [] itwas aregular check-up
2[] because of pain
3[] other reason (please specify)

28. Is it difficult for you to get a dentist
appointment if you need it?

1|:| no —— -gotoQ30
2[] possibly } 5010029

3] vyes

29. If you have difficulties with getting a
dental appointment, what is the most
important reason?

economic reason (cost)

no time

waiting list

fear of dental treatment
hope the problem disappear
other reason (please specify)

AN DN BN W=




30. How often do you brush your teeth?

1 [ | never

2 [] less than once a week
3[] once every few days
4[] onceaday

5[] twiceaday

6

more than twice a day

31. Do you use any tools to clean
between your teeth?

1[] no » -goto Q33

2] yes - tooth pick 00 t0 O3
3[] vyes - dental floss } gotoQ

32. How often do you use tools to clean
between your teeth?

1 [ less than once a week
2[] once every few days
3[] onceaday

4[] twiceaday

5[] more than twice a day

33. What kind of toothpaste do you use?

1 [] with fluoride
2 [] without fluoride
3[] difficult to answer

34. Do you sometimes skip tooth
brushing for some reason?

1 [] never or almost never
2 [] every day or almost every day
3[] sometimes during a week

35. Have your dental check-ups and
treatment been costly for you or your
family?

1[] vyes
2[] no
3[] difficult to answer

ID-number:

36. Is a good oral health important to
you?

very much so

yes

to some degree
not very important
not at all

difficult to answer

AN DN BN W=

37. Do you usually notice the teeth and
the oral health hygiene of your friends,
family members or colleagues?

1 [] verymuchso

2[] ves
3[] tosome degree
4 not very important
é\ not at all
difficult to answer

38. What aspect of dental health do you
notice the most? (Give more answers, if
several apply)

1 [] the cleanness

2[] the colour

3[] thesmell

4[] the dentition

5[] the appearance as such
6 [] difficult to answer

39. Do you think that good teeth and
good oral health is an expression of... ?
(Give more answers, if several apply)

1 [] being happy

2[] high intelligence
3[] cleanliness

4[] good general health
5[] difficult to answer



ID-number:

40. In case the state of your mouth and 42. Were your parents (or guardians)
teeth is not optimum, what is the reason strict with you while growing up, with
for this? (see Q25, p3) respect to regularly tooth brushing?

1 [] insufficient dental hygiene habits 1 [] no,not the least

2 [] insufficient food habits 2] no

3[] heritage 3[] yes

4[] insufficient dental treatment 4[] yes, absolutely

5[] difficult to answer 5]

don’t remember

43. From which authorities would you

41. Is your knowledge about dental

prefer to receive the additional

health and dental hygiene sufficient? knqwledge about or al'health ?
(Give more answers, if several apply)

1 ] no, not the least
2[] no 10
3[] vyes 2]

4[] yes, absolutely 30

Section D - only applicable for dental students

Dental Environment Stress (DES)

Please indicate how stressful the following events were to you for the past month by circling on a scale below

from parents during childhood
from teachers in school

from mass media

from the dentist

from leaflets

difficult to answer

Not Some Quite Ver Nonappl

stres what stress y icable
sful  stress ful  stres item
at ful sful
all
1 2 3 4 5
44 Amount of assigned classwork 0 o o 0 0
45 Lack of cooperation by patients in their home care 0 0 o 0 0
46 Difficulty of classwork o 0 0 0 0
47 Responsibilities for comprehensive patient care 0 o o 0 0
48 Competition for grades 0 0 0 0 0
49 Patients being late or not showing for their appointments 0 0 o 0 0




50 Examinations and grades

51 Difficulty in learning clinical procedures

52 Atmosphere created by clinical faculty

53 Relations with members of the opposite sex

54 Receiving criticism about work

55 Difficulty in learning precision manual skills

required in preclinical and laboratory work

56 Lack of confidence to be a successful dental

student

57 Lack of confidence in self to be a successful

dentist

58 Lack of time for relaxation

59 Amount of cheating in dental school

60 Rules and regulations of the school

61 Working on patients with dirty mouths

62 Lack of home atmosphere in living quarters

63 Completing graduation requirements

64 Having children in the home

65 Marital adjustment problems

66 Expectations of dental school and what in reality it is like

67 Lack of input into the decision-making process
school

68 Fear of failing course or year

69 Insecurity concerning professional future

70 Financial responsibilities

71 Lack of time to do assigned school work

72 Considering entering some other field of work

73 Forced postponement of marriage or engagement

74 Personal physical health

75 Attitudes of school toward women dental students

76 Necessity to postpone having children

ID-number:

o
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ID-number:

77 Conflict with partner over career decision o 0 0 0
78 Discrimination due to race, class status, or ethnic group 0 0 0 0
79 Having a dual role of wife/mother or husband/father and o 0 0 0

dental student

80 Inconsistency of feedback on your work between o 0 0 0

different instructors

81 Fear of being unable to catch up if behind o 0 0 0
82 Having reduced holidays compared with other students 0 o 0 0
83 Moving away from home 0 0 0 0
84 Making friends 0 0 0 0

Thank you for your participation!






AaTa

ID-number:

AHkeTa 1

« CTomaro/10ruiecKkoe 310poBbe H MPO(hecCHOHANIBHBIN CTPecC y CTY/IEHTOBY

Ommembme, NOHCAIVUCMA, MOJLKO 0OUH OMEEeMm, eclii He YKA3aHO HUKAKOU Opy2ol

leHQZOQMCZi_/!MM

Bam Homep tenedoHna:

Cexuusi A

Ilepconanvnas ungpopmayusn

1. Baw non

1] wmyxckoit
2[] xenckuit

2. I'00 poowcoenus?

3. Kypc obyuenus 6 BY3e?

1|:| 1 rox

2|:| 2 rox
3[] 3rox
4|:| 4 ron
5[] 5ron
6[ ] 6ron

4. Hanpaenenue Bawezo 0byuenus?

1[] JleueGuoe meno
2[] Cromaromorus
3] [Menuatpus

5. Bawe obyuenue 6 CTMY:

1[] 6ecrmarnoe
2[] mnnarnoe

6. Bvl nonyuaeme cmunenouro ¢ CIMY?

1[] nma
2[] mer

7. Bawe cemetinoe nonootcenue?

1] He xenar /He 3amyxeM

2] xenar / 3amyxem

3] sxuBy c mpyrom/moapyroit

4[] npyroe (moxanyiicta, yTouHHTE):

8. Bawa nayuonanvnocms?

1] Pycckuit
2] npyroe (moxanyiicra, yrounure):

9. I'0e Bwvi npoorcusanu 6 demcmee u
toHocmu?

1] ropon
2[] cenbckas mecTHOCTD

10. I'0e Bvi 3axonuunu wikony?

1] Apxanremsck
2[ ] Apxanrensckas o6macTs
3] apyroe (moxanyiicta, yTouHuTE):

11. I'0e Buvi orcuseme 6 cmyoenyeckue
200bl (3mom 200)?

1[] B o6uexuruu
2[ ] B xBapTupe/nome 6e3 pomuTeneit
3] B KkBapTHpe/mOME C POIUTETAMH



12. YV Bac ecmb dononnumenvras
oniavyueaemas paboma 6 nepuoo
obyuenus ¢ BY3e (6 samom 200)?

1[] nma
2[] mer

3] sarpyaHsroch OTBETUTH

13. Konuuecmeo npocmompa TB 6 denb
8 cpeonem
1] wmenee nomyuaca

2[] 0.5-14ac
3[] 1-24aca
4[] 2-3 gaca

5[] 6onee yem 3 uaca

14. Konuuecmeo noniv306anus
HUnmepnemom 6 oenv 6 cpeonem
1] wmenee nonyuaca

2[] 0.5-14ac
3[] 1-24aca
4[] 2-3 gaca

5[] 6onee yem 3 uaca

Cexknus B

Camoouenka cmomamonocuieckozo
300p06bA

15. B nacmosee epems Bol
HYJcOaemecs 8 CmoMamoa0SU4ecKom
nevenuu? (Tax ckazan cmomamonoz)

1[] nma
2[] mer

3] sarpyamsroch OTBETUTH

16. B nacmoswee epems Bol
HyJHcOaemecs 8 CIomMamoa0euieckom
nevenuu? (Bawe nepconanvnoe muenue)

1[] nma
2[] mer

3] sarpynmsroch OTBETUTH

ID-number:

17. Bot K020a-Hu6y0b ucnvlmvigéaiu 60ib
6 nonocmu pma?

1[] w=ukorma

2] penxo
3[] wnorma
4[] wacro
5[] Bcerna

6] 3arpynHsroch OTBETUTH

18. Bol K020a-Huby0b ucnvblmvieaiu
3Y0HYI0 60/1b?

1[] w=ukorma

2] penxo
3[] wnorma
4[] wacro
5[] Bcerna

6] 3arpynHsroch OTBETUTH

19. Boi K020a-Huby0b 3ameuanu
KpPOBOMOYUBOCTL 0eCeH 80 8peMs
yucmxu 3y608?

1[] w=ukorma

2] penxo
3[] wnorma
4[] wacro
5[] Bcerna

6] 3arpyaHsroch OTBETUTH

20. Bwvl k020a-1u60
JIeYUIU/B0CCAHABIUBAIU 3Y0bL?

1[] nma
2[] mer

3] sarpyamsroch OTBETUTH

21. Bac koz0a-1ub6o ungpopmuposanu,
ymo y Bac ecmb 3a001e8anus decen?

1[] nma
2[] mer

3] 3arpyamsroch OTBETUTH



22. Ecau y Bac ecmb yoanennwiii
nOCMOosIHHbIU 3Y0(bl), Kakas Ovlia
2N1a8HASI NPUYUHA OJIAL

yoanenus(uii)? (Bozmooicnwl neckonvko
8apUAHMO8 0OMEEmos)

1] o aukorna we ymansi(a)
MOCTOSTHHBIE 3YObI

2[] 3aboneBanus necen
(TIOIBMKHOCTH TIOCTOSTHHOTO 3y0a)

3[] 6oms

4] tpaBma
5[] opromoHTHYECKHE IPUUNHEI
6] xapuec

701 3arpynmsrock OTBETUTH

23. B yenom, Bawe cmomamonozuueckoe
300p08be

1[] ormuunoe
2[] ouens xopomree

3] xopomree
4[] ynoenerBopuTenpHOE
5 |:| MI0X0€

6] 3arpyaHsroch OTBETUTH

24. Kax Bol oyenusaeme Bauty
CMOMamMo102U4eCcKyIo dCMemuKy
(6Hewnutl 6uo 3008, notocmu pma)?

1[] ornmunas
2[] ouens XOpolast

3] xopomas
4[] ynoenerBopuTenbHas
5[] mmoxas

6] 3arpyaHsroch OTBETUTH

25. Bvl yoosnemeopenvi cocmosinuem
Baweu nonocmu pma u 3y608?

1[] nma
2[] mer

3] sarpyamsroch OTBETUTH

ID-number:

Cexnusi C

Cmomamonozuuecxkue npUBbIUKU,
YyCmano6Ku U 3Hanus

26. Kak yacmo Bwvi nocewaeme
cmomamonoza?

1] perynspro, no xpaitaeit mepe,

pa3 B 6 MecsIeB

2[ ] perynsapro, no xpaitHeii mepe,

pa3 Broa

3[] wnHorna, BpeMsl OT BpEMEHHU

4[] He GBUIO HUKAKKX MOCEIICHUIT B
nocieaHue 3 roga

5[] sarpymusrock OTBETUTB

27. C kaxoti yenvio Bvl nocewanu
CMomMamoJioea 8 NoCcieOHull paz?

1] 92T0 GbIT perymspHEIi 0ocMOTp
2] mo npuunse 6om
3] apyroe (moxanyiicta, yTouHuTE):

28. Jlna Bac cnoscHo 3anucamuvcsi K
cmomamornoey, ecau Bam smo
mpebyemcs?

1[] wer —

2[] Bo3moxHO

3[] nma

29. Ecau 'y Bac ecmb croscnocmu
3anucamvcs Ha npuem K CmomamoJozy,
mo Hauboiee 8aX}CHAS NPUHUHA ITO20

1[] oskxoHOMHMYECKas mpudmHA
(cToumocCTh npuema)

2[] wuemocrarok BpPEMEHH

3] ouepens

4[] crpax cTOMaToNIOrHYECKOro
JICYCHUS

5[] mnanexna, uro npo0iiema
MCYE3HET

6 ] npyroe (moxanmyiicta, yTouHHTE):

-nepexoaute K Bompocy 30.

]» -IIepexoIuTe K Bompocy 29.




30. Kax yacmo Bvl uucmume 3y6e1?

1[] w=ukorma

2[] wmenee 1 pa3a B Henemo
3] pa3 B HecKOMBKO IHEH
4[] onuH pa3 B neHb

5[] nBapasa® meHs

6 ] Gonee uem 2 pasa B JeHb

31. Buvl ucnonvzyeme xakue-iuoo
cpeocmea OJist YUCmKU

2
Medncoy 3ybamu nepexomTe K

1 I:I HET / BOIIPOCY 33.

2[] na-s3y6ouncrka
3[] nma- 3yOHast HUTh

32. Kak yacmo Bbl ucnonvsyeme
cpeocmea OJisl OUUWEHUSL MeNHCOY
3yoamu?

1] wmenee uem 1 pa3 B Henemo
2] 1 pa3 B Heckonbko nHeit
3] 1 pa3snens

4[] 2 pa3sas nens

5[] 6omnee uem 2 pasa B neHb

33. Kaxyro 3y6mnyto nacmy Boi
ucnonvzyeme?

1] c ¢dropom
2[] 6e3 dropa

3] sarpyaHsroch OTBETUTH

34. Buvl ko20a-HubyO0b nponyckaiu
YucmKy 3y008 8 CUy KaKux-iuoo
npudun?

1[] wwukorma wiu moutH HUKOTIA
2] xaxmpiii neHp WK MOYTH
KaXKObIU I€HD

3[ ] wHorna B reuenne Hemenu

35. Cmomamonozuueckue ocmompul u
Jleyenue CIuUKom oopozue no
cmoumocmu 05t Bac u Baweti cemvu?

1[] nma
2[] mer

3] sarpyaHsroch OTBETUTH

-[IepeXOJUTe K
Bompocy 32.

ID-number:

36. Xopowee cmomamonozuyeckoe
300p0o8be 8axicHo 0151 Bac?

1[] ouens BaxHO

2[] ma, BaxHO

3] B mekoropoii creneHn
4[] He oueHp BaxkHO

5[] coBcem He BaxHO

6] 3arpynHsroch OTBETUTH

37. Bvl 06b1uHO 0Opawaeme HuMaHue
Ha 3y0bl U 2ueueHy nojiocmu pma
Bawux opyseii, unenos cemvu unu
Konnee?

1[] ouens cunpHOE BHUMAHKE

2[] nma

3] B mekoropoii creneHn
4[] or0 He OUeHB BAKHO
5[] »sro coBcem He BaxHO
6] 3arpyaHsroch OTBETUTH

38. Kaxue acnekmul cocmosinus 3y006
Buvi ommeuaeme kax camvie eadxichvie?
(B03MOJHCHBI HECKOILKO 8APUAHTNOG
omeemoas)

1[] wuncrora

2[] user

3[] s3amax

4[] pacronoxenne

5 |:| BHEITHHUI B KaK TAKOBOM
6] 3arpyaHsroch OTBETUTH

39. Bvl Oymaeme, umo xopouiue 3y0bl u
Xopouiee cmomamonocuyeckoe 300p08be
- 9mo evipasicenue... ?

(B03MOJHCHBI HECKOILKO 8APUAHTNOG
omeemoas)

1] cuactss

2[] Bsicokoro maTEIIEKTA

3[] uncrommorHOCTH

4[] xopomrero o6miero 310poBbs
5[] sarpymHsroch OTBETUTH



40. B cnyuae, ecnu cocmosinue Baweti

nosocmu pma u 3y008 e ONMUMailbHoe,
8 uem npuduna 3moeo? (cm. eonpoc 235)

(B03MOJCHO HECKONbKO 6ApUAHTNO8
omeemoas)

1] HemocraTouHbIe IPHBBIYKK B
TUTHEHE TIOJIOCTH PTa

2[] HemocraTouHbIE IPHBEIYKK B
IMUTaHUU

3[] wnacmencrBeHnHOCTH

4[] wemocrarouHoe
CTOMATOJIOTHYECKOE JICUCHUE

5[] sarpymHsrock OTBETUTB

41. Bawu 3nanus 0 300posbe 3y008 u
2ueuene 3y008 00CmMamoyHl?

1[] Her, coBcem HemOCTATOUHEI
2[] mer
3] ma

4[] na, abcomoTHO

ID-number:

42. Bawu pooumenu (onekyHst)
mpebosanu ¢ Bac, noka Buvl pociu,
pe2VIApHOL YUCmKU 3y008?

1[] wer, coBcem et
2[] wer

3] nma

4[] na, abcomoTHO
5[] we nomuro

43. U3 kaxux ucmounuxoé Bui bl
npeonoyiu noxy4ams 0ONOJHUMeNbHble
3HAHUSL O CIMOMAMONIO2UYECKOM
300posbe?

(BO3MOMCHO HECKOILKO 6apUaHmMo8
omeemoas)

1] B nercrBe ot pomuTeneit

2] or yuureneii B mxomne

3] w3 cpenctB MaccoBoii
uHpOpMaIuu

4[] or cromaromnora

5[] w3 uHEpOPMAIHOHHBIX JINCTOB

(6pourop)

6 ] s3arpymHsroch OTBETHTH



ID-number:

Cexknysi D — TOJIBKO U1l CTYJIEHTOB CTOMATOJIOTMY€eCcKOro pakyjabTera
Orenka crpecca

Vkaotcume, noowcanyiicma, Hackoibko cmpeccogbimu Ovliu 015 Bac kaxcooe uz
nepevUcieHHbIX COObIMUL 6_NPOULIOM MecaUe, cOelas OMMemKy Ha npediazaemou
wiKane

OueHnn
cTpecc
0BOE
JloBosibHO
CTpECCcoBOE
Caerka
CTpecco
CoBceMm He BOC
CTpeccoBoe

\

Hemon
X011
Ui s
MEHS

ITYHKT

04;(7

1 2 3 5

44.  Koauuecmeo 3a0anH020 Mamepuaia no uzyiaemvim npeomemam 0 0 0 0
45.  Heoocmamounoe cooelicmaue co CmopoHvl NAYUEHMO8 8 o o o o o

8LINOIHEHUU OOMAUIHE2O YX00a
46.  Tpyonocmo npeomemos 0 0 o o o
47.  OmeemcmeeHHOCMb 34 KOMNJIEKCHBIU YX0O 3a NAYUECHMOM 0 0 o o0 o
48.  Komukypenyus 3a oyenxu 0 0 o o o
49.  Onozoanus nayuenmos uiu Hesi8Ka Ha npuem 0 0 o o o
50.  Oxzamenwvt u oyenxu 0 0 o o o
51.  Cnoscrnocms ocsoeHust KIUHUYECKUX MEMOOUK (npoyedyp) 0 0 o o o
52, Ammocghepa na gpaxyromeme 0 0 o o o
53, Ommuowenus c npomueonono’cHvIM NOIOM 0 0 o o o
54.  Honyuenue kpumuxu o ceoeu pabome 0 0 o o o
55.  Tpyonocms 6 oceoenuu mouHocmu npaKmu4ecKux HagblKos Ha o o o o o

NPeOKNUHUYECKUX U 1aDOPAMOPHBIX 3AHAMUAX
56. Heoocmamox ysepennocmu 6 cebe Oblmb YCHeUHbIM CIYOeHmMOM- o o o o o

CMOMAMON020M
57. Hedocmamox ysepennocmu 6 cebe Obimb YCHeUHbIM CIMOMAMONI020M O 0 o o0 o
58.  Heoocmamox épemenu Ha omowvlx 0 0 O o0 o
59.  Konuuecmeo napywenuii (obmana, mowenHuuecmaa) na 0 0 O o0 o




60.
61.
62.
63.
64.
65.
66.

67.

68.
69.
70.
71.
72.
73.
74.
75.

76.
77.
78.

79.

80.

81.

82

CMOMAMON02UYECKOM (PaKyibmeme

IIpasuna u HOpMbL CMOMAMONOCUYECKO20 (haKyIbmema

Paboma na nayuenmax, ne cobnooarowux eueueHy noiocmu pma
Heoocmamox domawneti ammocghepol 6 mecme npoxicusanus
Buinonnenue mpebosanuii 015 OKOHUAHUS Y4eOHO20 3A8e0eHUs.
Hanuuue demeii 6 oome

Vaaswcusanue cemetinvix npooiem

Odicudanus om cmomamono2uyecko2o Gaxkyibmema u mo, KaKosa
peanbHocmy

Heoocmamok exnaoa 6 npoyecc npunamus peuteHull Ha
CMOMAMONI02UYECKOM PaKyibmeme

Cmpax He coamb npedmem uiu He OKOHYUMb Y4eOHbll 200
Heysepennocms omnocumenvHo npogeccuonanbio2o 6yoyuezo
Dunancosvie oba3amenbcmsa

Heoocmamox epemenu coenamo 3a0annoe 8 yHugepcumeme 3a0anue
Paccmompenue 6osmodcnocmu cmenwl cghepuvl dessmenvHocmu
Buvinyoicoennas omepouka c6adbOuvl unu nOMoaeKu

Cobcmeennoe ghusuyeckoe 300posbe

Omuowenue Kk cmyOeHmam HceHcKo20 Noia Ha CMoOMamonI02UYecKkom
Gaxyromeme

Heobxooumocms omaoscums 3a6edenue oemetl

Kongruxm ¢ napmuepom u3z-3a evibopa xapvepbvi

Juckpumunayus no pace, K1accogomy cmamycy, i SMHUYecKou
epynne

Hanuyue osotinou ponu sicenvt/mamepu (unu mysica/omya) u
CMyOeHmKu (-ma) cmomamonocuiecko2o gaxyiomema
IIpomusopeuusocms omeemmuou peakyuu Ha Bawy pabomy meaxncoy
PA3HBIMU HACMABHUKAMU (Npenodasamensimil)

Cmpax ne ycnems 0ocHamy (Hagepcmams)  ciyuae Omcmaganusi
Hanuuue 60nee kopomxux Kanukyi 8 CpasHeHuu ¢ Opyeumu

cmyoeHmamu

ID-number:
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ID-number:

83 Ilepee3o uz ooma 0 0 0

84  Vemanoexa Opyosiceckux omuouweHul 0 0 0

Cnacuoo 3a yuacmue!



Appendix C

Stage 2 questionnaire (English and Russian versions)






1. In whole, would you say that your
general health is:

1[] excellent

2[] verygood

3[] good

A[] fair

5[] poor

6[ ] difficult to answer
2. In whole, would you say that your
social life is:

1[] excellent

2] verygood

3] good

4[] fair

5[] poor

6[ ] difficult to answer

3. In whole, would you say that your
psychological health is:

1]
2]
3[]
4[]
5[]
6[]

excellent

very good

good

fair

poor

difficult to answer

4. During one regular week, how many
people you actually know, do you meet
or hang out with?

nobody
1-2
3-5
6-10
11-15
> 15

Date ID number
QUESTIONNAIRE 2
“Oral health and occupational stress in undergraduate students”
Give only one answer to each question if no other information is given
Section A

5. Your mother’s level of education is:

1] high school (9-11 years)

2[ ] specialized secondary
3] university
4[] difficult to answer

6. Your father’s /evel of education is:

1] high school (9-11 years)

2[ ] specialized secondary
3] university
4[] difficult to answer

7. In whole, would you say that your
quality of life related to your health is:

1[] excellent

2] verygood

3] good

4[] fair

5[] poor

6[ ] difficult to answer

8. Are you a current smoker?

1] neversmoke —

go to Q10

3] vyes, acurrent-smoke

2[] no, ex-smoker }
r —>

goto Q9




9. When you smoked — or presently, how 12. Please, indicate how often you took

many cigarettes per day? any alcohol (beer, wine, vodka, etc.) in
1[] upto10 the last 12 months
2] more than 10, up to 20 1[] everyday or more often
3[] morethan 20 2] nearlyevery day
4[] difficult to answer 3[] 3-4times per week
4[] once or twice a week
5[] 1-3timesamonth
10. Approximately, how many times per 6[ ] afew timesa year
week do you perform light physical 7[ ] never or almost never

activity, ie without getting sweaty or
breathless?

1] none 13.1In v_vhole, W_ould you say that you
2] less than 1 time per week cope with the different aspects of live?
3[] 1-2times per week 1] excellent
4[] 3time per week or more 2[] verygood
5[] difficult to answer 3] good

4[] fair

5[] poor
11. Approximately, how many times per 6[ ] difficult to answer

week do you perform hard physical
activity, ie getting sweaty and
breathless?

1[] none

2] lessthan 1 time per week
3[] 1-2times per week

4[] 3time per week or more
5[ ] difficult to answer

Section B

General Wellbeing (WHO-5 Version 2)

Please circle a number on each of the following
statements to indicate how often you feel each of
them has applied to you

In the last few weeks, how often have you:

More than half

of the time Some
’7 of the
Most of Less than time
Allof | the At no
the time half of the time
. time
time \\ N~ /

14. | I have felt cheerful and in good spirits

15. | | have felt calm and relaxed

16. | I have felt active and vigorous

17. | 1 woke up feeling fresh and rested

18. | My daily life has been filled with things that interested me




Section C H:\;grly
Quality of Life (Oral Health Impact Profile- OHIP-14) Occasionall N
ever
Fairly ;
often Don’t
Very know

often \
In the last year, how often have you: \ v

4 1312 ]1|0]|5

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

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

21. Have you had painful aching in your mouth?

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

23. Have you been self-conscious because of your teeth, mouth
or dentures?

24. Have you felt tense because of problems with your teeth,
mouth or dentures?

25. Has your diet been unsatisfactory because of problems with
your teeth, mouth or dentures?

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

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

28. Have you been a bit embarrassed because of problems with
your teeth, mouth or dentures?

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

30. Have you had difficulty doing your usual jobs because of
problems with your teeth, mouth or dentures?

31. Have you felt that life in general was less satisfying because
of problems with your teeth, mouth or dentures?

32. Have you been unable to function because of problems with
your teeth, mouth or dentures?




Section D
Dental Anxiety Scale (Corah's Dental Questionnaire)

33. If you had to go to the dentist tomorrow for a check-up, how would you feel about it?

1] 1would look forward to it as a reasonably enjoyable experience
2] 1'would not care one way or the other

3] Iwould be a little uneasy about it

4[] 1would be afraid that it would be unpleasant and painful

5[] 1would be very frightened of what the dentist would do

34. When you are waiting in the dentist's office for your turn in the chair, how do you
feel?

1[ ] Relaxed

2[ ] Alittle uneasy

3[ ] Tense

4[] Anxious

5[] Soanxious that | sometimes break out in a sweat or almost feel physically sick

35. When you are in the dentist's chair waiting while the dentist gets the drill ready to
begin working on your teeth, how do you feel?

1[ ] Relaxed

2[ ] Alittle uneasy

3[] Tense

4[] Anxious

5[] Soanxious that | sometimes break out in a sweat or almost feel physically sick

36. Imagine you are in the dentist's chair to have your teeth cleaned. While you are
waiting and the dentist or hygienist is getting out the instruments, which will be used to
scrape your teeth around the gums, how do you feel?

1[] Relaxed

2] Alittle uneasy

3[] Tense

4[] Anxious

5[ ] Soanxious that | sometimes break out in a sweat or almost feel physically sick

Section E
MacArthur Scale

37. Subjective socioeconomic status

,.
-
o

Think of this ladder as representing where people stand in Russian society. At
the top of the ladder are the people who are the best off (they have the most
money, the highest amount of schooling, and the jobs that bring the most
respect), at the bottom are the people who are the worst off (they have the
least money, little or no education, no jobs or jobs that no one wants or
respects). The higher up you are on this ladder, the closer you are to the
people at the very top; the lower you are, the closer you are to the people at
the very bottom.

Now think about your family. Fill in the circle

that best represents where your family would be

on this ladder.

=N w sV OV W




Section F
Perceived Stress Scale (PSS-10)

The questions in this scale ask you about your feelings and thoughts during THE LAST

MONTH. In each case, you will be asked to indicate your response by placing an “X”

representing HOW OFTEN you felt or thought a certain way. Some questions may seem
identical. Nonetheless, the best approach is to answer quickly. Don’t try to count up the

number of times you felt a particular way, but rather indicate the alternative that seems like a

reasonable estimate

In the last month, how often have you:

Almost
never

Fairly
often

N\

Sometimes

S\

Very
often

/

0 |1 |2

38.

Been upset because of something that happened
unexpectedly?

39.

Felt that you were unable to control the important things in
your life?

40.

Felt nervous and “stressed”?

41.

Felt confident about your ability to handle your personal
problems?

42.

Felt that things were going your way?

43.

Found that you could not cope with all the things that you
had to do?

44,

Been able to control irritations in your life?

45.

Felt that you were on top of things?

46.

Been angered because of things that were outside of your
control?

47.

Felt difficulties were piling up so high that you could not
overcome them?




Brief Approach/Avoidance Coping Questionnaire (BACQ)
How do you usually cope with problems and illness?

The questions on this page deal with how you usually act in relation to problems and
disease. For each item, place a tick in the box that fits best with what you think about

yourself just now. The questions are written in ‘I’

form and you place your tick depending on how Tend to Tend to
much you agree/disagree. The purpose of the disagree agree
questions is to make you think about whether or not ) Ves and
you are satisfied with the way you react to problems €sandno Ag;ee |
and illness. Disagree completely
completely
W /
1 |12 |3 |4 |5

48.

| say so if | am angry or sad

49.

I like to talk with a few chosen people when things get too
much for me

50.

I make an active effort to find a solution to my problems

51.

Physical exercise is important to me

52.

| think something positive could come out of my
complaints/problems

53.

| firmly believe that my problems will decrease (and my
situation improve)

54.

| try to forget my problems

55.

| put my problems behind me by concentrating on something
else

56. | I bury myself in work to keep my problems at a distance
57. | | often find it dif. cult to do something new

58. | I am well on the way towards feeling I have given up
59. | I withdraw from other people when things get difficult




60. In whole, would you say that your
harmony of stress/relax is:

1[] excellent

2[] verygood

3[] good

A[ ] fair

5[] poor

6[ ] difficult to answer

61. In whole, would you say that your grip
on study-progress is:

1[] excellent
2[] verygood
3[] good
A[] fair

5[] poor

6[ ] difficult to answer

62. Please, indicate the consequences of
stress you may have experienced in the last
12 months (Give more answers, if several
apply)

1[] headache

2] sleep disturbance

3[] fatigue/tiredness

4[] eyestrain

5[] back pain

6] abdominal disturbance

7] oralulcers

8[ ] mood alteration

9[ ] affect performance

10 [ ] other consequences

63. Please, indicate the most used
methods of stress reduction you may
have used in the last 12 months

(Give more answers, if several apply)

1[] read magazines or books

2] praying/spiritual activity

3[] physical activity

4[] meditation

5[] listening to music/playing a
musical instrument

6 ] shopping/window shopping

7] watching movies at home or at
the cinema

8[ ] smoking cigarettes

9[ ] drinkingalcohol

10 [] sleeping

11 [_] spouse/girlfriend/boyfriend

12 [ ] friends

13[] family

14 [ ] lecturers/mentors/academic
advisors

15[ ] professional help: doctor,
psychiatrist, counselor

16 [ ] other

Thank you for your participation!






ID number:

OaTta

AHkeTa 2

« CTOMaTO0JIOTHYECKOE 310POBbe M MPO(eCCHOHATBHBIN CTPecC y CTYAeHTOB»

Ommembme, noxcanryucma, moabko o00un omeem, eciiu e YKa3aHo HUKAKOU ODVZOIZ
UH@opmayuu

Cexuus A

1. B yenom, Bvi 61 mo2nu ckazams, ymo 5. Obpa3zosanue Baweii mamepu:
Bauwe obwee 300posve: 1] cpennstsa mxona (9-11 knaccos)
2[ ] cpennee cnenmansHoe

1] ormuunoe N
(MeIUIIMHCKUHT WU

2[] ouens xopoliee

MeIarornueckKuil KoJjIemx,
3] xopoiiee
TEXHUKYM H Jp.)
4[] ynoBnerBOpHTENBLHOE
3] YHUBEPCUTET

5 |:| IJI0X0¢e
4[] 3arpymHsIOCH OTBETHTb
6] 3aTPyAHSIOCH OTBETUTD

2. B yenom, Bvl 6b1 moenu ckazamo, umo 6. Obpaszosanue Bawezo omuya:

Bawa coyuanshan Acushb: 1] cpemnsas mxoma (9-11 x1accoB)
1] ornmunas 2] cpennee crenmansHoe

2[ ] ouens xopomas (MEMUMHCKUHA Wi

3[] xopomas TIEArOTUYECKHiT KOJLIEK,

4[] ynoBnerBopuTenbHAS TEXHUKYM U JIp.)

5[] mmoxas 3[] yuusepcurer

6] sarpynmmsrocs oteTHTS 4[] sarpymusocs otBeTHTh
7. B yenom, Bul Ob1 Mo2nu ckazams, umo

xavecmso Baweiti IHCU3HU, C6A3AHHOE C

3. B yenom, Bol 661 Mo2nu cxazamos, 4umo Bawum 300posvem:

Bauwe ncuxonoeuueckoe 300posve: 1] ommunoe

1] oramunoe 2[] ouens xopoiiee

2[] ouens xopoiiee 301 xopoiiee

3[] xopomee 4[] ynosnerBopuTenbHOE
4 |:| YAOBJIETBOPUTEIBHOE 5 |:| IJ10X0¢€

5[] mnoxoe 6]

6] 3aTPyAHSIOCH OTBETUTD

3aTPYIHSIOCh OTBETUTh

8. Buvl kypume?
4. B meuenue oonot 0bwbiunoll Heoeu, 1]
CKOIbKO Jt00ell, komopuvle Bam 2] e, KypHI pAHbIIIE nepexomITe K
3HaKomwl, Boi 6cmpeuaeme u 3 1a Bompocy 9
obwaemecy ¢ HUMU?

-TIEPEeXOUTE K
HUKOTJ]a HE KypHII > BOTIPOCY 10

9. Koeoa Bul kypunu (uiu

HUKOTO cetiuac) - ckoivko cueapem Bui
2] 122 8bIKYypUBanu(-ume) 8 Oerv?
H = 0
S 1115 2[] 10-20
61 >15 3[] 6onee 20

4[]

3aTPYIHSIOCh OTBETUTh



B nocneonue neckonvko neoenw, Kak yacmo

10. Ilpumepro, ckorvko paz 6 Hedeio
Bui gvinonnsieme nezkyio ghuzuueckyro
HazpysKy (m.e. He CONPOBOHCOAIOUWLYIOCS
NOMAUBOCMBIO UNU HANPAHCEHUEM
ovixarus)?

HU pazy
MeHee 4eM | pa3 B HEJEIo
1-2 paza B Henento

3 pa3a B Hezemo 1iu 6oee
3aTPyAHAIOCH OTBETUTH

11. Ilpumepno, ckonvko paz 6 Hedeio
Bui gvinonnsieme msasicenyio ghuzuueckyro
HazpysKy (m.e. CONPOBOHCOAIOUYIOCS
NOMAUBOCMBIO UNU HANPAICEHUEM
ovixamnus)?

1]
2[]
3]
4]
s

HU pazy
MeHee 4eM | pa3 B HEJEIo
1-2 paza B Henento

3 pasa B Hezemo 1M Ooee
3aTPYyAHAIOCH OTBETUTH

Cexnus B

Ouenka oomero 6aronoayunst (WHO-5 Version 2)

ID number:

12. Ioorcanyucma, ykaxcume, KaxK
yacmo Bel ynompe0asiiu 110601
anKo20b (NUBO, 8UHO, BOOKA, U MO) 8
nocneonue 12 mecaueg?

1 |:| Ka)Xblil ICHb WJIM HECKOJIBKO Pa3
HOYTH KaXKIBbIA JCHb

3-4 paza B HeleNIO

1-2 paza B Henento

1-3 paza B Mecs1

HECKOJIBKO pa3 B rojl

HUMKOTIa MJIH ITI0YTH HUKOT 1A

13. B yenom, Bvi 661 moenu ckazamo,
umo Bvl cnpasisemecs ¢ paziuiHbiMu
HCUSHEHHBLMU CUMYAYUIMU

OTIIMYHO
2] ouens xopomro

3] XOpOIIIO

4[] ynoBneTBOpHTENLHO
501 mmoxo

3aTPYIHSIOCh OTBETUTh

Bonee
4em

OtmetbTe, MoKanyicra, udpy, Koropas
COOTBETCTBYET TOMY, KaK 4acTO KaXJ10€ U3

IIOJIOBUHA

BpEeMEHH Wnorpa

IIEPEUUCIIEHHBIX YTBEPKICHUM XapaKTepHO IS Bosbias

Memnbie

qacCTb
BpEMEHU

TIOJIOBUHBI
BPEMCHU

Bac

Huxornga

Bce
BpeMs

14. | A yuyscmeosan(a) ceds HcU3HePaAOOCMHBIM U 8 XOPOUEM
HACmMpoeHuu

15. | A uyscmeosan(a) cebs CnOKOUHBIM U PACCAAOIEHHBIM

16. | A yyscmeosan(a) cebss akmuHbiM U FIHEPLUYHBIM

17. | A npocvinancs(-racs) 600puim(oii) u omooxnyguium(etr)

18. | Mos noeceonesnas scusib ObLIa HANOIHEHA 8eujamil, KOMopbvle

MEH UHmepecoeaiu




Cexuus C

Cromatosiornyeckoe kadecTBo xxu3Hu (Oral Health Impact Profile- OHIP-14)

Kak uacmo Bot umenu l’lpOﬁJleMbl, Komopbsle yKa3ansl 6 eonpocax,

3d ROCJICOHUTL 200?

ID number:

OYCHb J0CTAT (MHOT |IIOYTHU | HUKOT HC
qacTo OYHO Ja | HUKOTI aa 3HaA
4) gacto | (2) | nma (0) 5
(3) (1) (%)

19. Ucnvimvieaeme nu Bol 3ampyonenus npu npousHoueHuu
C068 U3-3a npobem ¢ 3y6amu, causUCmou 060104KOU
nosoCcmu pma unu npomezamu?

20. Bvl nomepsiiu 6Kyc K nuwye uz-3a npoonem ¢ 3y0amu, ciu-
3UCmol 000JI04KOU NOIOCIU PMA ULU RPOMe3aMu?

21. Ucnvimvisaeme u Bul Oonesvle owyujenus 8 noaocmu
pma?

22. Buizvisaem 'y Bac 3ampyonenue npuem nuwu uz-3a
npoobaem ¢ 3y6amu, cIu3UCMO 000IOYKOU NOIOCHU PTG U
npomezamu?

23. Yyscmayeme u Bol cebsi cmecheHHbIM 8 00WeHuu ¢
00bMU U3-3a NPOOIEM ¢ 3y0Oamu, CIUZUCIOU 000N0UKOU
noxocmu pma unu npomesamu?

24. Ucnvimwvisaeme au Bol Heyoobcmea uz-3a npobnem ¢
3y6amu, CAU3UCIOU 000A0UKOU NOIOCTHY PMA ULU
npomezamu?

25. [lumaemeco au Bbl Hey0081emMBOPUMENLHO U3-3d
npoobaem ¢ 3y6amu, cIu3UCMO 000IOYKON NOIOCHU PINA U
npomezamu?

26.IIpuxodumcs au Bam npepvisamv npuem nuwju u3-3a
npobaem ¢ 3y6amu, cIu3UCMO 000IOYKON NOIOCHU PINA U
npomezamu?

27.Mewarom nu Bam npobnemvt ¢ 3y6amu, cauzucmoi
000104KOU NOAOCMU PIA WU NPOME3aAMU OMObIXAMD,
paccrabismecs?

28.Cmasam nu Bac npobremot ¢ 3ybamu, ciuzucmoi
000104KOT NOAOCMU PTA UNU NPOME3AMU 8 HETOBKOe
noaooicernue?

29.Ilpusoosm au Bac npobremul ¢ 3y6amu, causzucmoi
000104KOTl NOLOCIU PMA ULU NPOME3AMU K NOBLIUEHHOLL
pazopasicumenpbHOCmu npu 00weHuu ¢ aodovmu?

30. Ucnvimuvieaeme iu Bol 3ampyonenust ¢ 06viunou pabome
u3-3a npodaem ¢ 3yoamu, Cru3UcCmol 060a04KOU HOIOCU
pma unu npomesamu?

31. Cmanoeumces au Bawa sicuznb meHee uHmepecHoul u3-3a
npobaem ¢ 3yb6amu, ciuzucmot 000J04KoU NOAOCU PMA UIU
npomezamu?

32.Ilpuxooumcs au Bam noaHocmuvio «8blnadams u3 Jeu3Hu»
u3-3a npodaem ¢ 3yoamu, Cru3UcCmol 060a04KOU HOIOCU
pma uau npomesamu?




ID number:

Cexuus D

Ouenka cromaronorudeckoii TpeBoxkHocTH (Corah’s Dental Questionnaire)

33. Ecnu 6v1 Bul 0onoicHbl Ovlau 3a6mpa uomu K CMomamosno2y Ha OCMomp, Kaxkue Ovl
yyecmea Buvl ucnvimuieanu 6 ceéazu ¢ smum?

1] £ 65 c HETepIEHHEM KA ITOTO, KAaK JOCTATOUHO IPHATHOE COOBITHE
2] Msme 6Gblno GBI Bce paBHO

3[] Mmue 6b10 651 HEMHOTO TPEBOXKHO

4[] Mmae 6b110 GBI CTpANIHO, 4TO GYAET HENPHATHO U GONBHO

5[] I 651 661 ouens ucmyran Tem, uTo GyneT AeaTh CTOMATONIOT

34. Kozoa Bui sicoeme ceoell ouepeou 6 cmomamono2uieckom kabuneme, kax Bol cebs
uygcmeyeme?

1[] Paccnabnenno

2[] Hemnoro HenoBko (6eCOKOIHO)

3[] Hampsxenno

4[] Tpesoxmuo

5[] Tak TpeBoxHO, uTo MHOrIA MeHs GPOCAET B HOT, MM 5 IOYTH YTO YYBCTBYIO CEOs
¢bu3nUecKn HE3T0POBBIM

35. Kozoa Bvl Haxooumecs 6 Kpecie CIomamonoza u sxcoeme, noKd epayd npueomosum
bopmawumny, ymobsl Havames pabomams ¢ Bawumu 3y6amu, kax Bl cebs uyscmayeme?

1[] Paccnabnenno

2] Hemuoro HemoBKo (6eCroKOiHO)

3[] Hanpsxenno

4[] Tpesoxmuo

5[] Tak TpeBoxHO, uTo MHOrA MeHs GPOCAET B HOT, MM S IOYTH YTO YYBCTBYIO CeOs
¢bu3nUecKn HE3T0POBBIM

36. I[Ipeocmasvme, umo Bvi Haxooumecs 6 kpecie y cmomamonoea, 4mobvl Bam
noyucmunu 3youl. Iloka Buvl osicudaeme, u cmomamonos unu cueueHucm 0ocmarom
UHCMpYyMeHmsl, Komopbie 6y0ym UCnOIb308AMbCS, YMooObl Nockodbums Bawiu 3y6b1
BOKpYe OeceH, Kak Bovi cebs uyscmeyeme?

1[] Paccnabnenno

2] Hemuoro HemoBKo (6eCOKOIHO)

3[] Hanpsxenno

4[] Tpeoxmuo

5[] Tak TpeBoxHO, uTo MHOrIA MeHs GPOCAET B HOT, MM 5 IOYTH YTO YYBCTBYIO CeOs
(bu3nvIecKn HE3TOPOBBIM



ID number:

Cexknus E

37. CyOveKkmueHblil COUUAIbLHO-
Ikonomuueckuii cmamyc (MacArthur
Scale)

IIpeocmasbme, umo 3ma n1ecmHuya
npeocmasisem noaodiceHue nooel 6
Poccutickom obwecmese. Ha camoti
8epXHell CIMyneHUu Haxo0amcs
cocmosmenbHule 100U, KOmopbvle
UMerm MHO20 0ene2, camoe aydulee
0bpazosanue, camyro 1y4uyio pabomy.
Ha camoti nusicneti cmynenu Haxoosmces
00U, AHcusyuue 8 Hysicoe (¢
MUHUMATILHBIM KOIUYECTN8OM OeHee, Ceiiuac noaymaiite o Bameii cembe.
MUHUMATLHBIM 00PA308AHUEM, C OTMeThTe, MOKATYHCTA, KPYKOK
Hauxyoutell pabomou uiu omcymcmeuem (undpy), rae 661 Haxoauaach Bama
pabomwl). Yem eviuie Bol Haxooumecw ceMbsl HA ITOH JIeCTHHIIE.

Ha >motul recmuuye, mem oaudxce Bul k

JI0OSIM, KO HA CAMOM 8epXy, U 4em

HUdIce - mem Onudce K mem, Kmo Ha

Ccamou HUdICHel CmyneHu.

= )

-0 W AW

Cexnuus F
Ixkana Bocnpustus crpecca (PSS-10)

Bompocsl B 3TOM 1IKajge KacarwTCs BallMX OLIYIIEHWH M MBICICHM B TEYCHHUE
HNOCJIEAHEI'O MECSHA. B kaxaoMm ciaydae HEOOXOIMMO IMPEIOCTaBUTh OTBET,
nomectuB “X” B kpyxouke, onpenensoomeM KAK YACTO Bbl uyBCTBOBAJIM WIH JyMajiu
orpeieIeHHBIM 00pa3oM. X0Tsl HEKOTOpPbIE BOIIPOCHI MOI00HBI, MEK/y HUMH €CTh Pa3HHIIA,
U BBl JOJDKHBI pacCMaTpUBaTh KaKIbld M3 HUX, KaK OTAENbHBIN Bompoc. CaMmblil JIydIuit
MOJIXO/ - OTBETUTh CPABHHUTEIBHO OBICTPO. [Ipyrumu cioBamu, HE MBITAUTECh MOJCUUTATD,
CKOJIbKO Pa3 Bbl UyBCTBOBAJIM CEO0sl ONMpENEICHHBIM 00pa3oM, a JIydllle YKaXUTE BapUaHT,
KOTOPBIN Ka)KeTCsl BAM MPABIOIOI00HBIM.

Jloctatou
TToutn HO 4acTo
HUKOT'1a
" QOueHb
HI/IKOF HOrIa qacTo
za /
3a mocjaeaqHHUN MecHll KaKk 4acTo Bel 0 |1 |2 |3 |4
38. | bviiu paccmpoenvt uz-3a ye2o-mo, Ymo NpPoOU3OULILO
HeoAHCUOAHHO?

39. | Yyscmesosanu, umo He Mo2iu KOHMPOIUPOBAMb BANCHBLE
sewyu 8 Bawetl oicuznu?

40. | Yyecmesosanu cebs HepBHLIM U HANPAHNCEHHBIM?

41. | Yyecmeosanu ysepeHHOCHb 8 CHOCOOHOCIU Peulams C80U
JU4Hble npobembl?




ID number:

42. | Yyscmesosanu, umo deia udym coaaacio Bawum nianam?

43. | Ilonumanu, ymo He Modiceme CHPABUMbCA CO 8CeMU 0eNaAMU,
Komopwie Bvl 0ondicHbL Obliu coenams?

44. | Bviiu cnocobHbl KOHMPOIUPOBAMY PA3OpaAdHCeHUe?

45. | Yyscmesosanu, umo y Bac éce noo noiwvim KoHmponem?

46. | 3nunuce uz-3a nPOUCXoO0AWUX COOLIMUL, KOMOpble He DbLIU
nood Bawum konmponem?

47. | Yyecmeosanu, umo mpyoHocmu Haganrusaiomces Ha Bac mak
cunvHo, ymo Bul ne mooiceme ux npeodonems?

Kak Bb1 00b14HO cipaBisieTech ¢ mpodJjeMaMu i 00JIe3HbIO?

Bomnpockl B 3TOM pazfene BBIACHSIOT, Kak Bbl 00BIYHO iefiCTBYeTe B OTHOILICHHU IPOOIeM
u Gonieznelt. [l Kax10ro yTBep)KICHHS TOCTaBbTE B MOJIE TATIOYKY, KOTOpast JIy4Ille BCETo
OTpa3uT CTENEHb Bamero coriacus ¢ JaHHBIM YTBEPKICHUEM Ha JaHHBIM MOMEHT BPEMEHH.
Iens BOIpoCOB - 3acTaBuTh Bac 3axyMarbes 0 TOM, YAOBJIETBOPEHBI Bbl 1 HET
TeM, KaKk Bbl pearupyere Ha mpo0iaeMbl U OOJIE3HH.

Cxkopee

Ckopee He
coriaceH

CorjraC€H I[a U HET

- TTonHocTEIO
OJIHOCTBIO coriaceH
HE COrJIaceH /

48. | A co60pro, eciu s 3110Ch UIU MHE 2PYCMHO

49. | Mue upasumcsi 2060pumo ¢ HECKOAbKUMU U3OPAHHBIMU
AI00bMU, KO20A 0ell CIMAHOBUMCSL CAUUKOM MHO20 Ol MEH

50. | A npunacaro akmugnsie ycunus, umoodvl HaAtmu peuieHue
Moux npoobiem

51. | Qusuueckue ynpasicHeHus: 8ax3CcHulL Ol MeHsl

52. | A oymaro, umo umo-mo nonodxcumenbHoe Mo2no Obl 8bllimu
u3 Moux 2#canod / npodnem

53. | A meepoo sepro, umo mou npobremuvl 6y0ym yMeHbUamvcs
(u Mos cumyayus yry4uumcsi)

54. | A neimarocs 3a661me mou npodiemvl

55. | A omoosuearo ceou npobremvl, KOHYEHMPUPYACHL HA YEM-MO
opyeom

56. | A noepysrcaroce 6 pabomy, umodwl Oepacamsb MOU nPoodIeMbl
HA paccmosiHuu

57. | Mue wacmo mpyoHo coenamov 4mo-mo Hogoe

58. | A uyscmayio cebs xopouio, ocoznasas, ymo coaics

59. | A omoansioce om opyaux nooeii, ko2oa 0b6cmosamensbcmsa
CMAHOBAMCSL MPYOHBIMU




60. B yenom, Boi moenu b6vl ckazamo,
umo bananc cmpecc/omovix:

1] ormmunsi
2[] ouens XOPOLINN

3] XOpOIIHI
4[] yIOBJIETBOPUTEIbHBII
5 |:| IJI0XOH

6] 3aTPyAHSIOCH OTBETUTD

61. B yenom, Boi moenu ovl ckazamo,
umo Baw konmpons Hao ob6yyeHuem:

1] ormmunbii
2[] ouens XOPOLINN

3] XOpOIIH
4[] yIOBJIETBOPUTEIBHBII
5 |:| IJI0XOH

6] 3aTPYAHSIOCH OTBETUTD

62. Iloorcanyicma, ykaxcume
nocieocmsusi cmpecca, Komopwie Bbi,
B03MOICHO, UCNBIMATIU 8 MeYeHUe
nocneonux 12 mecayes

(Bo3MmooicHo HecKonbKo 8apuanmos
omeema)

1[] ronosuas Goms

2[ ] napymenne cna

3] yCTaJIOCTh

4 |:| [EpEeyTOMIICHHUE IJ1a3

5[] 6omns B crivue

6[ ] a6nomunaneubie HapymeHus
(HapyIIeHUS B KEITYyA0YHO-KUIIICUHOM
TPaKTe)

7 |:| SI3BBI B TIOJIOCTH PTa

8 ] wusmenenue HaCTPOCHHUS

9[ ] cHmkeHne paBoTOCIOCOGHOCTH
10 ] nmpyroe (moxanyiicra, yro4Hure)

ID number:

63. Hoocanyiicma, ykaxcume Haubonee
4acmo UCnob3yemvie Memoobvl
CHUDICeHUs1 cmpecca, Komopbie Bbi,
B03MOIHCHO, UCNOIL308AU 8 HeYeHUe
nocneonux 12 mecaues (Bozmoowcrno
HEeCKOIbKO 8aApUAHMO8 0Omeema)

1] urenue sxypHAIOB MM KHHUT
2] MOJIUTBA/ Iy XOBHAas
aKTUBHOCTH

3] (u3nueckas akTHBHOCTh

4 |:| MeIUTaIus

5[] mnpocnymupanue
MY3BIKH/UTpa Ha MY3bIKaTbHBIX
WHCTPYMEHTaX

6[ ] [IOTTUHT/pa3TisAbIBaHUE
BUTPHUH B Mara3suHe

7] mnpocmorp ¢puIEMOB JOMA HIH B
KHHOTEAaTpe

8] xypenue

9] ynorpe6iaenue amkoros
10[] con

11 [] obmenue ¢ apyrom/moapyroit
12[ ] o6menwue ¢ PYy3bsIMU

13[] obuienne ¢ cembeit

14[ ] obwenwue ¢ MpernoaBaTeNsIMU
15[ ] nmpodeccronansras momons:
Bpay, ICUXUATP, KOHCYJIHTAHT

16 ] npyroe (noxanyiicta, yrounure)

Cnacuoo 3a Bawe yuacmue!






Appendix D

Clinical sheet for clinical dental examination

(English and Russian versions)






ID-number:

Date
CLINICAL DENTAL EXAMINATION
“Oral health and occupational stress in undergraduate students”
1. Sex 4. Do you have any of the listed
1] male «conditions»?
2[] female

2. Year of birth

3. Year of undergraduate

1[] fixed orthodontic bands

2 [ ] pregnancy

3[] complaints on any systemic chronic
/acute diseases

education?
1] 1%year
2] 2"year
3[] 3"year
4[] 4% year 5. Total number of teeth
5[] 5™year Total no. of teeth in upper jaw
6] o6%year
Total no. of teeth in lower jaw
6. DMFT
Upper right Upper left
18 17 16 15 14 13 12 11 21 22 23 24 25 26 27 28
48 47 46 45 44 43 42 41 31 32 33 34 35 36 37 38
Lower right Lower left
7. OHI-S (debris+calculus)
Debris/ Right molars Anterior Left molars
calculus
Buccal 16 Lingual 46 Labial 11 Labial 31 Buccal 26 Lingual 36
Upper / / /
Lower / / /




ID-number:

8. Gingival Index (inflammation)

N Gl
oftooth | B| L

44

32

36

24

12

16




ID-number:

AaTta
KapTta ctoMmaTOoN10rm4eckoro obcnepnosaHus
« CTtoMaToJI0rH4ecKoe 310poBbe  NPo(ecCHOHATBHBIN cTpece y
CTYAECHTOB»
1. Ilon 4. Ecmo nu y Bac nepeuucnentvie
. «cocmosHusay?
1] wmyxckoit

2[] xenckuit

2. T'00 poorcdenus

3. Kypc obyuenus?

1 ] HecheMHBIe OPTOTOHTHYECKHE
anmapartsl (OpeKeTsl)

2] 6epemennocts

3 [] amoOsl Ha CHCTEMHBIE XPOHUUECKHE
/unu ocTpble 3a00JIeBaHUS

1] 1
201 2
3L 3
4] 4 5. Obwee uucno 3y606
5 ; 5 Ha B.Y.
6L 6
Ha H.94
6. KITY
6EpPXHUe npaesbvle 6EpPXHUe Jieeble
18 17 16 15 14 13 12 11 21 22 23 24 25 26 27 28
48 47 46 45 44 | 43 42 41 31 32 33 34 35 36 37 38
HUJICHUe npaesvle HUJICHUE Jlesble
7. OHI-S (3yonout nanem~+xamens)
Hanem+ IIpagvie monsapol Ilepeonue 3y6b1 Jlegvie monapwi
KameHb
nieuHas 16 sI3pIYHAL 46 ryonas 11 ryonas 31 nieuHas 26 sI3pI4HALA 36
/ / /
B.Y.

HY.




8. 'N-I'muruBaabHbIA MHIEKC (BOCTIATICHHE)

3y6

'

BectuOynsipnas

CTOpOHA

JInarBajgbpHas

CTOpOHA

44

32

36

24

12

16

ID-number:
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