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ABBREVIATIONS

Cl — confidence interval

DA — dental assistant

df — degree of freedom

DH — dental hygienist

DHCP - dental health care professional
HBYV — hepatitis B virus

HCV — hepatitis C virus

HIV — human immunodeficency virus

IC — infection control

n — number of cases

OR — odds ratio

OR? — odds ratio estimating all others attributes
p — value of statistical significans

x* — chi square criterium

WHO — World Health Organization



1. INTRODUCTION

1.1. Investigation problem and its relevance

The oral flora is one of the most ecologically dse microbial populiations
known to man [1].The composition and number of anadroorganisms change over life.
The number of microorganisms in 1g of oral mucoeaches even 19 (including
constant and temporary oral microorganisms andogaties) [2]. Most of them are not
hazardous and being in the mouth for a long timg n@t cause any disease; however,
when entering other parts of the body of the sargarosm or the organism of another
person they may become pathogenic. According tohtgacteristics, saliva and blood
are the two favourable media for multiplication,ogth and proliferation of
microorganisms [3]. During dental treatment, botadm are faced, which are related
with the risks of the spread of infection: fromipat to dental health care professional
(DHCP), from DHCP to patient and from patient tdigrat. It has been proved that any
dental intervention: dental preparation, professiooral hygiene, extraction of teeth,
regular prophylactic examination of patient's moighrelated with a possible spread of
infection. [4, 5]. When carrying out dental procesk) oral and upper respiratory tract
microorganisms contaminate smaller and largeruns&nts used for work, and get into
the environment [6]. If compulsory personal hygieaee measures are not taken, they
get into respiratory tract, eyes, settle on hdwthes of DHCP, contaminate working
place surfaces, may be transmitted to other pemptause a disease. [3]. Therefore, one
of the most important tasks for the dental cardgza®onals is to prevent the spread of
infection and create safe environment for a patidr@ dentist himself and other dental
staff [7].

Safety of DHCP and patients' health depends onindevidually implemented
requirements of the infection control programmee &m of this programme is to ensure
the safety of dental and oral treatment proceduoesyoid disease, transmitted via blood
and saliva. The requirements of the programme $leatibserved in daily dental practice

[8]. In the Republic of Lithuania, infection conkrprocedures are regulated by the



Lithuanian legislation, hygiene norms, which shoblkl observed by each dental care
professionals (when the data was collected, LHNwd& LHN 47 were in force) [9, 10].
A dentist frequently works with a very small stafid is usually the leader of that team
(dental assistant, dental hygienist or a junioteague) and is responsible for infection
control procedures. The main principles of infectamntrol are taught at university, and
practical skills are acquired at work.

The quality of infection control in dental healthre institutions is checked by the
State Public Health Services under the MinistryHeflth of the Republic of Lithuania.
The findings of inspection show that the principdésnfection control in a daily dentistal
care practice are not always observed accurately.

Studies carried out in other countries show theddimon control does not always
comply with the recommendations and requirememis,iais a burning problem both in
developed European countries or the USA and indéneloping Asian and African
countries [3, 11-16]. A number of studies have besmied out in the world, which study
not only the dentists’ but also other heath camdfpsionals attitudes towards infection
control and its quality when carrying out diagnogr treatment procedures. To sum up
the of studies results, the following causes oftiffisient infection control in medicine
and dentistry are frequently pointed out: lack aofowledge about infection control
procedures; insufficient provision with materiatglanstruments; lack of time for patient
examination and treatment; hand, respiratory tradation due to improper use of
chemical materials, which are used to process aesfand instruments; inapt behaviour
of senior colleagues forming erroneous attitudgrainger colleagues to the performed
procedures; indifference of the dentist himself do¢ his health [17, 18]. It has also

been proved that education on infection controll dfeacontinuous and systematic [19].
1.2 The aim and objectives
The aim of the present studyis to identify and evaluate the attitudes of

Lithuanian dental health care professionals towandisction control and carried out

infection control procedures, and to determine waton frequency against hepatitis B.



To reach the aim of this work, the following objedtves were set:

1. To analyze the attitude of dental health care psitmals towards infection
control and its procedures.

2. To compare the attitudes of dental health cardepsionals towards infection
control and carried out procedures according to dbeation of professional
activity, ownership status of a dental health gastitution (public, private) and
geographical localization of workplace (a majorhuidnian city, other Lithuanian
regions).

3. To evaluate possible incompliance of infection colnprocedures in dental health
care institutions with normative documentation.

4. To identify the causes of possible incompliancénééction control procedures in
dental care institutions with normative documents.

5. To identify the frequency of vaccination againstpdigtis B virus among

Lithuanian dental health care professionals.

1.3 Scientific novelty and relevance

The attitude of Lithuanian dental care professidoalards infection control, its
necessity, peculiarities, possible spread of deseasl factors related with incompliance
of the requirements set in hygiene norms, wereuatadl for the first time.

The opinion, attitude, knowledge about infectiomtcol in the workplaces of
dental health care professionals were investigatédd the help of a questionnaire.
Special attention was paid to personal safety nmreastaken by dental health care
professionals. The findings of this investigationll vimelp to study the principles of
infection control observed by Lithuanian dental ltteacare professionals more
thoroughly, to identify the factors which might liénce on the quality of infection
control, to set prevention measures and to giverneeendations on how to improve the

quality of dental services.



The conducted study showed that the topic undeesiiyation is of utmost
importance in Lithuania. Although strict infectimontrol norms are valid in medical
institutions of our country, they are not alwaysetved in dental health care practice.

This study could be useful when drafting normatd@umentation, planning
material base of dental services and implemenhegight attitude towards the health of
dental health care professionals and appropriatelicagion of infection control

procedures.



2. MATERIALAND METHODS

The study highlighteningt the dental health carefgssionals' attitude towards
infection control and infection control procedutes well as incompliance of infection
control procedures with the valid normative docutagon was conducted at the Institute
of Odontology, Faculty of Medicine, Vilnius Univans in 2008-2010. All 2,235
Lithuanian dentists, registered in the Lithuaniaenial Chamber Registry in 2008 and
carrying general practice dentist's license, a1, dental assistants and all 370 dental
hygienists registered in 2010 (according to thealola¢e of the Lithuanian Dental
Chamber Registry) were invited to take part inithestigation.

Minimal study sample size was calculated through tise of sample size
spreadsheet [20]. The probability selected for itneestigation and written into the
spreadsheet was that of 95%, and error — 5% [21d.CRlculated minimal sample values
for dentists was 328 and those for dental assst@md dental hygienists were 317 and
189, respectively. Dentists carrying general psactlicense were selected for the
investigation as these physicians had not undantak®y special graduate studies.
Therefore, their opinion best reflects the genattitude of dentists towards infection
control.

Dental health care professionals were questionedtabeir age, gender, attitude
towards infection control procedures, their obseova and possible causes of
incompliance of the infection control proceduresiwvihe set requirements (Annex). The
questionnaire was developed based on the hygiemmsnwalid in the Republic of
Lithuania during the investigation as well as recmndations approved in the world on
the infection control in dental health care indittns [3, 9, 10]. The questionnaire
contained 9 general questions, 30 questions owtinfecontrol (IC): the importance of
IC in dentist's work, hand hygiene, care about deptofessionals’ health (gloves, facial
masks, protective glasses, face shields); surfame; cattitude towards infection
transmitted via saliva and blood, vaccination agfairepatitis B; water pollution control,
desinfection and sterilization of large instrumenke use of ruber dam system. These
were multiple choice questions. Respondents watfigethto choose the answer that best
fitted their attitude.
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The participants of the survey were sent questioesavith an explanatory letter.
The questionnaire was sent by post. An envelopéacted another stamped addressed
return envelope and the delivery fee was paid. questionnaires were anonymous. The
questionnaires were sent once. Overall dentistgaese rate was 64.7% (1,446 dentists
replied). Overall dental assistants' response naele up 53.3% (971 dental assistants
replied) and that of dental hygienists‘ was 57.@%3(dental hygienists replied).

All received questionnaires were coded, accordmnghich the data was handled
and analyzed with the softwa®8®SS 15.0 for Windows.

Before carrying out the main investigation, thesjiomnaire was fully piloted and
refined for clarity before being issued. It wasofed by 50 dentists who took part in a
conference. It turned out that the questions wérarcand their number did not cause
any difficulties; therefore, they were not amendElde estimatedappa coefficient was
0.752.

All obtained data were analyzed and compared takimgp account the
respondents' duration of professional activity, king place localization (a major
Lithuanian city or other Lithuanian regions), then@rship status of the working place
(private, public institution), an educational itgtion dentists graduated from (Vilnius
University, Lithuanian University of Health Sciescéormer Kaunas Medical Institute,
Kaunas Medical Academy, Kaunas Medical Universdg)well as other universities.
Major Lithuanian cities were considered cities wittore than 100,000 inhabitants:
Vilnius, Kaunas, Klaipda, Siauliai, Panexsys [22].

According to the duration of their professional inaty, respondents were
categorized into 4 groups: group A (work experieficgears and under), group B (work
experience of 10-19 years), group C (work expegerfc20-29 years) and group D (work
experience of more than 30 years).

The attitudes of dentists according to the gradLateiversities was compared
only among those respondents who graduated fromieensity since year 2000 as that
year the first crop of Vilnius University dentist&s produced.

Statistical analysis of the study data was conduetigh softwareSPSS 15.0 for
Windows (Statistical Package for Social Sciences). The strength of statistical relationship
dependences among qualitative features was evdltlateugh the use of related features

Chi square ) criterion. Statistical relationship of qualitatifeatures was investigated
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through the use of related tables method. Basdti@nalues of tables, the value of Chi
square ) criterion and its degree of freedom (df) as ves|statistical significance (p
value) were calculated. These parameters enablattout if features are related.

The phenomenon (correct or incorrect complianceh wimfection control
requirements) probability was evaluated by caloudathe odds ratio through the use of
univariate or multiple logistic regression analysiBossible independent impact of
various factors on the application of infection tohmeasures was evaluated through the
use of the method of inclusion of multiple facttogistic regression into the model by
calculating the odds ratio and 95% confidence watlefCl). Multiple logistic regression
was calculated only for those cases where theagin of univariate logistic regression
yielded significant differences. A group was seddcas a dependent variable (improper
infection control measures: 0, proper infection tooin 1), and significant infection
control factors were selected as independent (p%0All factors were included into the
model as categorical. When calculating the odds,ratrelatively more ordinary group
was selected as a comparative (reporting) groujer@n x* was used to verify if the
logistic regression model was coordinated with theta. To verify the values of
dependent Y and dependences of independent vearidlzgelkerke coeficient was
calculated. To verify if the model is suitable forognosis, the percentage of correct

prognoses was calculated (classification table).
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3. RESULTS

3.1. Description of the studied population

Study results revealed that the population of wompesvailed among dentists,
dental assistants and dental hygienists: 87.4%018@d 98.6%, respectively (Table 1).

Table 1. The studied contingent according to gender

Groups of Female, n (%) Male, n (%) Total, n
respondents

Dentists 1264 (87.4) 182 (12.6) 1446
Dental assistants 971 (100) - 971
Oral hygienists 210 (98.6) 3(1.49) 213

The mean age of dentists was 44.8 (£12.4) (rang@42gears), dental assistants:
42.5 (£10.6) (range 22-67 years), dental hygien@s6 (£5.8) (range 22-52 years). A
majority of respondents lived in major Lithuaniaties. More than half of the dentists
and dental hygienists worked in private clinics:880 and 64.8%, respectively; whereas
dental assistants worked more often in public tianprivate dental health care
institutions. (Tables 2, 3, 4). The distributionrespondents by duration of professional
activity is presented in Tables 2, 3, 4. Dentidental assistants and dental hygienists
with shorter work experience more often than thesth longer work experience

worked in major Lithuanian cities and private aimi
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Table 2. Geographical localization and working environment of dentists according to the

duration of their professional activity

Groups of respondents
A B C D Total
n=320 n=380 n=324 n=422 n=1446
(22.1 %) (26.3 %) (22.4 %) (29.2 %)
Working place localization
Major cities, n (%) | 257 (80.3) 283 (74.5) 185 (57.1 | 202 (47.9) 927 (64.1)
Other regions, n (%) 63 (19.7) 97 (25.5) 139 (42.9) | 220 (52.1) 519 (35.9)
%°=109.6; df=3; p<0.001
Ownership status of the working place
Public institution, 22 (6.9) 60 (15.8) 80 (24.7) 186 (44.1) 348 (24.1)
n (%)
Combination of 67 (20.9) 67 (17.6) 38 (11.7) 47 (11.1) 219 (15.1)
public and private
institution,
n (%)
Private institution, | 231 (72.2) 253 (66.6) 206 (63.6) 189 (44.8) 879850
n (%)

¥°=163.113; df=6; p<0.001

Table 3. Geographical localization and working environment of dental assistants

according to the duration of their professional activity

Groups of respondents
A B C D Total
n=246 n=223 n=282 n=220 n=971
(25.3 %) (23.0 %) (29.0 %) (22.7 %)
Working place localization
Major cities, n (%) | 202 (82.1) 156 (70.0) 161 (57.1 | 112 (50.9) 631 (65.0)
Other regions, n (%) 44 (17.9) 67 (30.0) 121 (42.9) | 108 (49.1) 340 (35.0)
v*=61.016; df=3; p<0.001
Ownership status of the working place
Public institution, | 57 (23.2) 73 32.7) 184 65.2) 174 (80.2) 488 (50.4
n (%)
Combination of 7 (2.8) 19 (8.5) 27 (9.6) 8 (3.7) 61 (6.3)
public and private
institution,
n (%)
Private institution, | 182 (74.0) 131 (58.7) 71 (25.2) 35 (16.1) 419 ($3.3

n (%)

v*=238.257; df=6; p<0.001
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Table 4. Geographical localization and working environment of oral hygienists according

to the duration of their professional activity

Groups of respondents
A B C D Total
n=160 n=44 n=4 n=3 n=213

(75.8 %) (20.9 %) (1.9 %) (1.4 %)
Working place localization
Major cities, n (%) | 105 (65.6) 25 (56.8) 4 (100) ((0))] 112 (63.5)
Other regions, n (%) 55 (34.4) 19 (43.2) 0 (0) ao)L 101 (36.5)

x°=8.68; df=3; p=0.034

Ownership status of the working place
Public institution, 22 (13.8) 17 (38.6) 0 (0) 3 (100) 42 (19.9)
n (%)
Combination of 23 (14.4) 10 (22.7) 0 (0) 0 (0) 33 (15.6)
public and private
institution,
n (%)
Private institution, n| 115 (71.9) 17 (38.6) 4 (100) 0 (0) 136 (64.5)
(%)

v*=35. 572; df=6; p<0.001

Out of the respondents of the survey, there wele (83.1%) dentists who have

graduated Kaunas Medicine University since 2000 3hd83.1%) have graduated from

Vilnius University.

3.2.

care professionals

Dental health care professionals taking part indterey were asked about the
role of infection control in their work and aboutgsible consequences of the spread of
infection. Even 95.3% of the surveyed dentistsQ@60f dental assistants and 93.4% of
dental hygienists answered that infection contsoimportant and if its principles were
not observed, both patients and staff could bectate The comparison of this attitude
according to the duration of professional activstyowed that statistically significantly
more dentists and dental assistants with shortek wxperience than those with longer

work experience shared this opinion (Table 5). ®p@ion of dental hygienists in this

category did not differ statistically significantly
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Table 5. Attitude to infection control according to the duration of professional activity

Attitude to Groups of respondents
infection control A B C D Total
Dentists
Patients can be infected,4 (1.3) 13 (3.6) 16 (5.3) 29 (7.6) 62 (4.6)
n (%)

Patients and staff can be308 (98.7) | 347 (96.4) | 285(94.1)] 352(92.4) 12®3Pp
infected, n (%)
No importance, n (%) 0 (0) 0 (0) 2 (0.6) 0 (0) 2100
¥°=23.9; df=6; p=0.01

Dental assistants

Patients can be infected,4 (1.6) 5 (2.3) 10 (3.5) 13 (5.9) 32 (3.3)
n (%)

Staff can be infected, n| 5 (2.0) 0 (0) 0 (0) 0 (0) 5 (0.5)
(%)

Patients and staff can be237 (96.3) 215 (97.7) 272 (96.5) 295 (93.2) 929
infected, n (%) (96.0)

No importance, n (%) 0 (0) 0 (0) 0 (0) 2 (0.9) 2]0

¥°=29.104; df=9; p=0.01

Oral hygienists

Patients can be infected,8 (5.0) 6 (13.6) 0 (0) 0 (0) 14 (6.6)
n (%)

Patients and staff can bel52 (95.0) 38 (86.4) 4 (100) 3 (100) 163
infected, n (%) (93.4)

¥°=4.670; df=3; p=0.198

The attitude towards the importance of infectiomtoal among dentists working
in private and public health care institutions diok differ (;°=4.620; df=4; p=0.329);
however, dentists working in other Lithuanian regionore often than those working in
major Lithuanian cities considered that infecti@mirol is important as only patients can
be infected £°=25.9; df=2; p<0.01). The same attitude was obskmmong dental
hygienists working in public health care instituso (°=36.372; df=2; p<0.001) and
those who worked not in major citieg*€11.683; df=1; p=0.001). However, dental
assistants working in other Lithuanian regions egped such attitude more rarely than
those working in major Lithuanian citieg?7.835; df=3; p=0.05); whereas dental
assistants working in public health care institasio(?=21.272; df=6; p=0.002)
expressed this attitude more often.

Although dentists must take care and observe igfectontrol, which is an
inseparable part of their work, in a dental settingly 90.7% of them take care of
infection control in their working places. The atheeplied that they do not take care of

it and that other dental health care staff in chaw§infection control takes care of it.
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Dentists with work experience under 9 years moterothan older respondents answered
that they do not take care of infection controldaese there is other staff in charge of it
(Table 6). Dentists working in private health camstitutions more often take care of
infection control themselves than those workinguiblic institutions (Table 6).

Table 6. Care of infection control in a working place among dentists according to professional
activity and owner ship status of the institution

Care of infection control

Yes | No | Others*
Groups of the duration of professional activity
A group, n (%) 270 (84.9) 2 (0.6) 46 (14.5) . )
B group, n (%) 334(93.3) | 0(0) 24 (6.7) ﬁfjé_o-%“'
C group, n (%) 293 (91.8) 2 (0.6) 24 (7.5) 0=0 603
D group, n (%) 375 (91.9) 0 (0) 33 (8.1) '
Ownership status of the working place
Public institution, n (%) 293 (86.7) 1(0.3) 44 QB v’=11.114;
Public and private institutio] 194 (89.8) 0 (0) 22 (10.2) df=4,
n (%) p=0.025
Private institution, n (%) 785 (92.5) 3(0.4) 612)7
Total, n (%) 1272 (90.7) 4 (0.3) 127 (9.1)

Others* - dentists do not care of infection control in arking place, because other dental health caré staf
is in charge
Dental assistants working in public, private andthbalental health care

institutions take equal responsibility for infecti@ontrol: 97.8%, 97.7% and 95.1%,
respectively (%=5.274; df=4; p=0.260). Statistically significantiffdrence was
estimated among dental hygienists working in payatublic and both dental health care
institutions, 133 (96.4%), 40 (95.2%) and 26 (78.8%spectively £*=10.599; df=2;
p=0.005). Others replied that they do not take chiafection control or that other staff
is in charge of it in their dental health care itagion. The comparison of replies about
the care of infection control did not show any istatally significant difference among

dental hygienists and dental assistants with shaated longer duration of their
professional activity.

3.3. Hand hygiene and gloving when working with patients

According to the Lithuanian guidelines in force idgr data collection, dental

health care professionals before work (i.e. beftwening gloves) and after work with
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each patient (i.e. after removing gloves) shalltwteeir hands. Only 83.0% (1,113) of
the surveyed dentists wash their hands before dgremd after removing gloves after
work with each patient. Meanwhile, 6.5% (87) ardPb.(73) of respondents wash their
hands only before donning gloves or right after oeimg gloves, respectively.
Aproximatelly 5.1% (68) of the respondents pointad that they do not wash their
hands between patients or wash them irregularly2982(787) of dental assistants
observe requirements when washing their handsptret 59 (6.2%) wash them before
donning gloves, 43 (4.5%) after removing gloves @8d7.1%) wash them irregularly or
do not wash them at all. Dental hygienists prepae& hands as follows: 179 (86.1%)
wash their hands according to the set requireme6t$9.6%) before donning gloves, 3
(1.4%) after removing gloves, and 6 (2.8%) waslir thends irregularly or do not wash
them at all.

The analysis of differences among dentists, ddmntgienists and dental assistants
working in major cities and other regions of Lithnie showed statistically significant
differences (Table 7). It was estimated that denasd dental hygienists working not in
major Lithuanian cities more frequently wash thleands correctly, whereas dental

assistants do not.

Table 7. Hand hygiene according to working place localization

Working place Washing of hands
localization Before After Before and after | Irregular Never
glowing glowing glowing
Dentists
Major cities, n (%) 68 (7.8) 47 (5.4) 705 (80.7) (863) 8 (0.9)
Other regions, n (%) 19 (4.1) 26 (5.6) 408 (87.4) 4 (3.0) 0 (0)

v*=15.9; df=4; p=0.003

Dental assistants

Major cities, n (%) 36 (5.8) 22 (3.5) 524 (84.1) 1 (6.6) 0 (0)

Other regions, n (%) 23 (6.9) 21 (6.3) 263 (78.7) 4(22) 3(0.9)
¥°=10.583; df=4; p=0.032

Oral hygienists

Major cities, n (%) 20 (15.3) 0 (0) 108 (82.4) 332 0 (0)

Other regions, n (%) 0 (0) 3 (3.9) 71 (92.2) 0 (0) 3 (3.9)
v’=24.264; df=4; p<0.001

Having compared hand hygiene habits according ¢odtiration of professional
activity, statistically significant difference ampuentists £°=46.2; df=12; p<0.001) and
dental hygienistsyf=25.757; df=12; p=0.012) with different work experce was found.

18



It was noticed that dentists and dental hygienisith shorter duration of their
professional activity more rarely than their oldetleagues correctly prepare their hands
before work with a patient. Dentists washing habdfore and after gloves removal
distributed as follows: A group — 250 (78.6%), Bgp — 277 (76.9%), C group— 264
(88.9%) and D group — 325 (88.1%). According to theation of their professional
activity, dental hygienists wash their hands befdoaning gloves and after removing
gloves as follows: group A — 138 (89.0%), group B2-(72.7%), groups C and D — all
wash correctly. Dental assistants wash their haod®ctly more often in groups of the
shortest and longer duration of professional agtigroup A: 205 (83.3%), group B: 173
(79.0%), group C: 226 (82.2%), group D: 183 (84)3(96=32.294; df=12; p=0.001).

Having compared the answers according to the statuswnership of the
institution, it was identified that there was natstically significant difference among
dentists; whereas dental assistants and dentakmigts working in public healt care
institutions more often wash their hands corretttgn in those working in private or both
dental health care institutiong’€64.538; df=8; p<0.001 angf=26.174; df=8; p=0.001,
respectively).

79.6% (1,061) of dentists, 78.4% (163) of dentadiéyists and 77.5% of dental
assistants not only wash their hands but desitifiech with hand desinfectants.

Appliyng the model of multiple logistic regressiaand gradually removing
statistically insignificant factors from the modelwas identified that longer duration of
professional acitivity, male gender, care of inf@etcontrol and correct attitude towards
the importance of infection control had the greategpact on the correct hand hygiene
(washing hands before donning and after removiogeg) of dentists (Table 8). Work in
a public dental health care institution, workingg# localization in major cities, and care
of infection control had the greatest impact on ¢berect hand hygiene (hand washing
before donning gloves and after removing them) eftdl assistants (Table 9). The
application of multiple logistic regression moddiowed that only care of infection
control among dental hygienists increases a pdisgitn wash their hands correctly by 8
to 10 times £°=26.93, df=5, p<0.001, determination coefficiéggelkerke R*=0.257).

The impact of other factors in the model was ingigant.
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Table 8. The probability of dentists washig hand correctly (before and after glowing) in relation
to professional activity, gender, working place localization, ownership status of the working

place, the importance and care of infection control (multiple logistic regression)

Attribute OR?® 95% CI p
Groups of professional activity
A group 1
B group 0.89 0.61-1.30 0.529
C group 2.27 1.42-3.65 0.001
D group 2.08 1.31-3.31 0.002
Gender
Female 1
Male 1.62 1.00-2.61 0.049
Working place localization
Major cities 1
Other regions 1.49 1.05-2.1 0.024
Ownership status of the working place
Public institution 1
Public and private institution 1.67 1.00-2.79 0.048
Private institution 1.30 0.89-1.91 0.178
The importance of infection control
Incorrect 1
Correct 3.70 1.90-7.17 <0.001
Care of infection control
No 1
Yes 2.00 1.290-3.10 0.002
a — estimating all others attributes in the taBIR,— odds ratio. Cl — confidence interval, p — ledfe
significance.
The compatibility of the model with the dat&59.57, df=9, p<0.001; the suitability of the modehe
determination coefficierilagelkerke R? =0.075; the model prognosticated 82.5% accuracy.

Table 9. The probability of dental assistants washig hand correctly (before and after glowing)
in relation to working place localization, ownership status of the working place, the importance

and care of infection control (multiple logistic regression)

Attribute OR? 95% CI p
Ownership status of the working place
Public institution 1.542 1.05-2.27 0.028
Public and private institution 0.274 0.15-0.49 <0.001
Private institution 1
Working place localization
Other regions 1
Major cities 1.659 1.14-2.41 0.008
The importance of infection control
Incorrect 1
Correct 0.634 0.20-2.03 0.443
Care of infection control
No 1
Yes 3.57 1.74-7.32 0.001
a — estimating all others attributes in the talid? — odds ratio, Cl — confidence interval, p — leg
significance.
The compatibility of the model with the dagd=43.92, df=5, p<0.001; the suitability of the modelhe
determination coefficierilagelkerke R? =0.075, the model prognosticated 83.8% accuracy.
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The use of disposable gloves in dental settingasdatory as dentists and their
assistants directly contact with patient's saliweuth mucous and possibly with blood.
However, during the investigation it turned outttbaly 85.3% of dentists always work
with gloves, 10.7% use them sometimes and 3.6%tlisen only during surgical
operations, and 0.3% of respondents replied they #dways work without gloves.
Almost 93% (1,296) of dentists change them befahgatient, and 5.7% change them
only sometimes, and 1.4% of the surveyed do nosiden that they should change
gloves between patients and desinfect them (TalleQnly 76.5% of dental assistants
always use gloves at work. Comparison of the fraqueof using gloves according to
the duration of professional activity, the statdsowvnership of the institution and
working place localization identified that more tlrassistants with shorter duration of
professional activity as well as those working nvate dental health care institutions

and major Lithuanian cities use gloves always (¢dd).

Table 10. Use of medical gloves among dentists according to the duration of professional

activity, ownership of status of institution and workplace localization

Use of medical glowes
Never Only for Sometimes | Always
surgery

Groups of duration of professional activity
A group, n (%) 0 (0) 0 (0) 2 (0.6) 316 (99.4) 4*=132.306;
B group, n (%) 0 (0) 8 (2.2) 28 (7.7) 330 (90.2) df=9;
C group, n (%) 4(13) 12 (3.8) 39 (12.3)| 262 (2.6 P<0-001
D group, n (%) 0 (0) 31(7.7) 82 (20.4) 288 (71.8)
Ownership status of the working place
Public institution, n (%)| 0 (0) 18 (5.4) 61 (18.4) | 253 (76.2) | x°=38.586:
Public and private 0 (0) 12 (5.5) 17 (7.8) 188 (86.6)| df=6;
institution, n (%) p<0.001
Private institution, n (%) 4 (0.5) 21 (2.5) 73 (8.6 | 755 (88.5)
Working place localization
Major cities, n (%) 0 (0) 12 (1.3) 78 (8.6) 818 (B0 | x°=63.630;
Other regions, n (%) 4 (0.8) 39 (7.9) 73 (14.8) gme5) | df=3;

p<0.001
Total, n (%) 4 (0.3) 51 (3.6) 151 (10.8) 1196 (85.3)
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Table 11. Use of medical gloves among dental assistants according to the duration of

professional activity, ownership of status of institution and workplace localization

Use of gloves
Never Only for | Sometimes Always
surgery
Groups of the duration of professional activity
A group, n (%) 0 (0) 7(2.9) 27 (11.1), 210(86.1
B group, n (%) 0 (0) 8 (3.6) 51(22.9) 164 (73.5) 4*=25.060;
C group, n (%) 4 (1.4) 9 (3.2 68 (24.3 199 (71.1)df=9; p=0.003
D group, n (%) 3(1.9 9(3.2) 41 (18.9 164 (75.6)
Ownership status of the working place
Public institution, n (%) 7(1.4) 19 (3.9) 119 @).| 341 (70.2) | ?=32.907;
Public and private 0 (0) 5 (8.2) 12 (19.7) | 44 (72.1) | df=6; p<0.001
institution, n (%)
Private institution, n (%) 0 (0) 9(2.2) 56 (13.5) 349 (84.3)
Working place localization
Major cities, n (%) 0 (0) 15 (2.4) 92 (14.7) 512@ | y°=47.458;
Other regions, n (%) 7 (2.1) 18 (5.3) 95 (27.9) peo7) |df=3;p<0.001
Total, n (%) 7(0.7) 33(3.4) 187 (19.4) 737 (76.5

Eight hundret fifty four (94.3%) dentists working imajor cities and 442 (90.2%)
in other Lithuanian regiong;{=7.912; df=2; p=0.019) change gloves between pitien
Comparison of groups according to the duration mffgssional activity showed that
younger dentists change gloves between patientg mwiben than dentists with longer
work experience: in group A: 306 (96.2%), in graBp346 (95.1%), in group C: 281
(90.4%) and in group D: 363 (90.1%)%17.301; df=6; p=0.008). Dentists working in
private dental health care institutions more oftesn those working in public and both
dental health care institutions always change globetween patients: 94.7% (802),
89.5%, (297), 90.8% (197), respectivejy<£11.802; df=4; p=0.019).

Only 83.9% (778) of dental assistants always chagigees between patients.
Dental assistants working in major cities changevgg more often: 86.2%, and those
working in other Lithuanian regions: 79.6%°¢11.212; df=3; p=0.011). Statistically
significant difference was identified among growpth different duration of professional
activity. Like dentists, their assistants with georwork experience more often always

change gloves than those with longer work expeéeimcgroup A: 211 (86.5%), in group
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B: 193 (86.5%), in group C: 213 (82.2%) and in gra@u 161 (80.1%)%*=40.882; df=9;
p<0.001). Having compared the habit of changingvegoaccording to the status of
ownership of institution, statistically significadifference was not estimated.

Almost 99.0% (210) of dental hygienists always degloves between patients.
Statistically significant difference was not fourainong respondents’ habit when
compared by the duration of professional activiyorking place localization and
institution‘s ownership status.

Dentists were asked if their assistants use glok&4.% of the surveyed answered
that their assistants always use gloves, 20.7%aosbmetimes, and 6.2% use them only
when working with desinfection materials or do mse them at all. When asked about
the habit of using gloves, 83.9% of dental assistanswered that they always use them.
In the opinion of dentists, 74.1% of their assittaalways change gloves between
patients. 83.9% of dental assistants themselvegaxad that they change gloves between
each patient.

The use of gloves at work was always positivelptedd with the shorter duration
of dentists* activity, working place localization major Lithuanian cities, female gender
and correct interpretation of the importance ofeation control. Dentists with the
shortest duration of their professional activitylleven 34 times bigger possibility to use
gloves correctly than dentists with the longestation of professional activity (Table
12). Female gender, work in major Lithuanian citiésd correct attitude towards
infection control increased a possibility to alwayse disposable gloves by almost twice
(1.87; 1.77 and 2.39 respectively). However, shosterk experience had no impact on
the correct use of gloves among dental assist@miy. the second group according to the
duration of professional activity (from 10 to 19ays) was statistically significantly
negatively related with the correct use of glow#srk in a major city and private clinics
increased a possibility to use gloves at work Inyast twice (2.24 and 1.80, respectively)
(Table 13). The analysis of univariate and multiplgistic regression revealed that none
of the independent factors had statistically sigarit impact on the correct use of gloves

of dental hygienists.
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Table 12. The probability of correct use (always) of medical gloves among dentistsin relation to

the duration of professional activity, gender, working place localization and the importance of

infection control (multiple logistic regression)

Attribute OR? 95% ClI p
Groups of the duraton of professional
activity
A group 34.03 7.89-146.79 <0.001
B group 3.17 1.84-5.45 <0.001
C group 1.78 1.07-2.89 0.022
D group 1
Gender
Female 1.87 1.14-3.07 0.014
Male 1
Working place localization
Major cities 1.77 1.26-2.47 0.001
Other regions 1
The importance of infection control
Incorrect 1
Correct 2.39 1.35-4.26 0.010
a — estimating all others attributes in the taBIR,— odds ratio, Cl — confidence interval, p — ledfe
significance.
The compatibility of the model with the data=161.54, df=6, p<0.001; the suitability of the mbdé¢he
determination coefficieri¥lagelkerke R* =0.20; the model prognosticated 85.8% accuracy.

Table 13. The probability of correct use (always) of medical goves among dental asisstants in

relation to the duration of professional activity, working place localization and ownership of

working institution (multiple logistic regression)

Attribute OR?® 95% CI p
Groups of the duration of professional
activity
A group 1.14 0.68-1.94 0.618
B group 0.61 0.38-0.97 0.037
C group 0.75 0.47-1.08 0.114
D group 1
Working place localization
Major cities 2.24 1.62-3.09 <0.001
Other regions 1
Ownership status of the working place
Public institution 1
Public and private institution 1.22 0.66-2.25 0.522
Private institution 1.80 1.23-2.62 0.002

significance.

a — estimating all others attributes in the taBIR, — odds ratio, Cl — confidence interval, p — lefe

The compatibility of the model with the dat&61.03, df=6, p<0.001; the suitability of the modehe
determination coefficierilagelkerke R? =0.093; the model prognosticated 76.4% accuracy.
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The habits of dentists to change gloves betweeln patient was positively related
with the correct attitude towards the importanceindéction control. Work in private
clinics increased a possibility to change glovdsraéach patient; however, the level of
statistical significance was p=0.059. The duratioin professional activity had no
statistically significant impact; however, dentistith shorter duration of professional

activity tended to change gloves after each patiene often (Table 14).

Table 14. The probability of dentist changing glowes between patients (always) in relation to
the duration of professional activity, ownership status of the working place and the importance

of infection control (multiple logistic regression)

Attribute OR?® 95% CI p
Groups of the duration of professional
activity
A group 1.94 0.94-3.98 0.072
B group 1.76 0.92-3.34 0.086
C group 0.758 0.44-1.30 0.314
D group 1
Ownership status of the working place
Public institution 1
Public and private institution 0.93 0.49-1.77 0.825
Private institution 1.64 0.98-2.75 0.059
The importance of infection control
Incorrect 1
Correct 3.89 2.02-7.5 <0.001
a — estimating all others attributes in the taBIR, — odds ratio. Cl — confidence interval, p — lefe
significance.
The compatibility of the model with the data=35.51, df=6, p<0.001; the suitability of the modehe
determination coefficieri¥lagelkerke R* =0.067; the model prognosticated 93.1% accuracy.

The dental assistants‘ habit of changing glovesrafach patient was statistically
significantly positively impacted only by the wonkj place localization, i.e. dental
assistants working in major Lithuanian cities hal times bigger possibility to change
gloves after each patient. The impact of otherdiactvas statistically insignificant (Table
15). The analysis into the impact of factors on hlabit of dental hygienists to change
gloves after each patient was not conducted as ®myt of 213 respondents change

them sometimes, and the rest of them always chidwege after each patient.
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Table 15. The probability of dental asisstants changing glowes between patients (always) in
relation to the duration of professional activity, working place localization, the importance and

care of infection control (multiple logistic regression)

Attribute OR? 95% Cl p

Groups of the duration of
professional activity

A group 1.441 0.853-2.436 0.172
B group 1.619 0.945-2.773 0.079
C group 1.130 0.702-1.820 0.614
D group 1

Working place

localization

Major cities 1.465 1.008-2.129 0.045
Other regions 1

The importance of
infection control

Incorrect 1

Correct 0.280 0.066-1.187 0.084
Care of infection control

Care by others 1

Care by themselves 0.801 0.18-359 0.772

a — estimating all others attributes in the taBIR,— odds ratio, Cl — confidence interval, p — lefe
significance.

The compatibility of the model with the dat&=14.96, df=6, p=0.021; the suitability of the modehe
determination coefficient Nagelkerké R0.028; the model prognosticated 84.1% accuracy.

3.4. The use of medical face masks and protective fackialds and eye

glasses

Face masks protect DHCP from microorganisms, dejererated during dental
procedures, intake of vapour of chemical materiate respiratory tract and in the
opposite way from staff to the treated patient‘spreatory tract. However, only 1,057
(75.1%) of dentists always wear masks when workifith a patient, 317 (22.5%) use
them only sometimes, and 34 (2.4%) do not use maslkal. Only 377 (28.0%) of
dentists always change masks after each patieat(3&7%) change them sometimes,
and 143 (10.6%) change them when they wear ouB@Ad27.7%) change them once in
a shift. According to the model of univariate ldgisregression, none of the factors
(working place localization, the status of ownepshuf the institution, duration of
professional activity, attitude towards the impoda of infection control) had impact on
changing masks (p=0.064, of the total model). Dmtivorking in private and both

private and public clinics always wear masks mamely than those working only in
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public clinics (Table 16). The use of face maske lihat of gloves has a tendecy to
decrease with the increasing duration of profesgiaactivity of the respondents
(p<0.001) (Table 16).

Table 16. Use of facial masks among dentists according to the duration of professional activity,
ownership status of the working place and working place localization

Use of facial masks

Never | Sometimes | Always
Groups of the duration of professional activity
A group, n (%) 4(1.3) 36 (11.3) 278 (87.4)
B group, n (%) 6 (1.6) 71 (19.5) 285 (78.3) | v*=64.940; df=9;
C group, n (%) 4(1.3) 83 (26.2) 230 (72.6) | p<0.001
D group, n (%) 18 (4.4) 127 (31.1) 264 (64.5)
Ownership status of the working place
Public institution, n (%) 20 (6.0) 95 (28.4) 21%(®) ¥*=42,930; df=6;
Public and private 0 (0) 52 (24.0) 165 (76.0) | p<0.001
institution, n (%)
Private institution, n (%) 12 (1.4) 170 (19.8) g78.5)
Working place localization
Major cities, n (%) 12 (1.3) 199 (22.0) 693 (76.5) | y*=12.184; df=3;
Other regions, n (%) 20 (4.0) 118 (23.5) 364 (72.5) p=0.007

Dentists with work experience with and under ninearg had a greatest
possibility, i.e. 3.65 times, to use face maskgo4&sibility to use face masks at work
decreased with the increasing duration of profesdiactivity (Table 17). According to
the replies of dentists a possibility to use maska private health care institution was
1.47 (Table 17).
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Table 17 . The probability of dentist to use facial masks in relation to the duration of
professional activity, working place localization, the importance of infection control and
owner ship status of the working place (multiple logistic regression)

Attribute OR? 95% ClI p
Groups of the duration
of professional activity

A group 3.645 2.387-5.565 0.000
B group 1.868 1.322-2.639 0.000
C group 1.414 1.009-1.982 0.044
D group 1

Working place

localization

Major cities 0.89 0.683-1.183 0.445
Other regions 1

The importance of
infection control

Incorrect 1
Correct 1.289 0.737-2.254 0.373

Ownership status of the
working place

Public institution 1

Public and private 1.181 0.782-1.784 0.429
institution

Private institution 1.476 1.087-2.003 0.013

a — estimating all others attributes in the taBIR,— odds ratio, Cl — confidence interval, p — lefe
significance.

The compatibility of the model with the dat&63.72, df=7, p<0.001; the suitability of the modehe
determination coefficierilagelkerke R? =0.069; the model prognosticated 75.4 % accuracy.

Statistically significant difference in the use dnebjuency of changing masks was
not identified among dentists who have graduatechfKkaunas Medical University since
2000 and those who have graduated from Vilnius ehsivy.

Dental assistants use face masks even more rén@tydentists. 423 (44.1%) of
the surveyed dental assistants replied that thesaysl use face masks. Statistically
significantly more assistants always use masksivate dental health care institutions in
major Lithuanian cities as well as those with sioduration of professional activity
(Table 18). When asked about the frequency of thesistants’ use of masks, 45.5% of
the dentists replied that their assistants alwags face masks when working with
patients (44.1% of dental assistants replied that always use face masks at work).

Working place localization in major Lithuanian egiincreased a possibility for
dental assistants to use face masks always at o201 times, and working in private
clinics by 2.29 times, and correct opinion aboetithportance of the infection control by
2.77 times (Table 19).
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Table 18. Use of facial masks among dental asisstant according to the duration of professional

activity, ownership status of the working place and working place localization

Use of facial masks

Never | Sometimes | Always
Groups of professional activity
A group, n (%) 20 (8.2) 93 (38.1) 131 (53.7) 2 _
B group n (%) 11 (4.9) 82 (36.8) 130 (58.3) gf:g,ﬁ-g&
C group, n (%) 28 (10.3) 163 (59.9) 81 (29.8) p<_0 '001
D group, n (%) 26 (11.8) 113 (51.4) 81 (36.8) '
Ownership status of the working place
Public institution, n (%) 61 (12.6) 273 (56.3) 131.1) v*=80.775;
Public and private 9(16.1) 23 (41.1) 24 (42.9) df=4;
institution, n (%) p<0.001
Private institution, n (%) 15 (3.6) 155 (37.3) 4459.0)
Working place localization
Major cities, n (%) 25 (4.0) 277 (44.5) 320 (51.4) ¥?=70.813;
Other regions, n (%) 60 (17.8) 174 (51.6) 103 (BO.6 df=2;

p<0.001

Table 19. The probability of dental asisstants to use facial masks in relation to the duration of
professional activity, working place localization, the importance of infection control and
owner ship status of the working place (multiple logistic regression)

Attribute OR?® 95% CI p

Groups of the duration of professional

activity

A group 1.04 0.68-1.60 0.854
B group 1.58 1.04-2.42 0.033
C group 0.62 0.41-0.92 0.018
D group 1

Working place localization

Major cities 2.01 1.48-2.73 <0.001
Other regions 1

The importance of infection control

Incorrect 1

Correct 2.77 1.24-6.18 0.013
Ownership status of the working place

Public institution 1

Public and private institution 1.54 0.86-2.78 0.150
Private institution 2.29 1.66-3.15 <0.001
a — estimating all others attributes in the taBIR,— odds ratio, Cl — confidence interval, p — ledfe
significance.
The compatibility of the model with the data&121.30, df=7, p<0.001; the suitability of the mbd¢he
determination coefficierilagelkerke R? =0.160; the model prognosticated 67.8% accuracy.

Face masks are always changed after each patigntbpri226 (25.3%) dental
assistants. Having applied the model of multipletda logistic regression, none of the
factors had statistically significant impact on ttenge of masks.
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Medical face masks are always used at work by 81300) of dental hygienists.
Other 40 (18.8%) use them sometimes. The use oksnsftistically significantly
differed among dental hygienists working in majahluanian cities and in other regions:
117 (86.0%) and 56 (72.7%), respectively=5.704; df=1; p=0.017), among those
working in private clinics 117 (84.8%), in both ggof dental health care institutions 33
(100%), and those working in public institutions (83.8%) §*=28.055; df=2; p<0.001).
However, only work in a private health care ingitn increased a possibility to use face
masks always by 3.85 times (after removal of oftetistically insignificant factors from
multiple logistic regression model and retainingyoworking place localization and
various types of institutions)y{=31.86, p<0.001Nagelkerke R* = 0.244, the model
prognozed at the accuracy of 81.2%). Only 71 (33.de#tal hygienists change masks
after each patient. None of the factors had sieibt significant impact on the frequency
of changing masks after each patient.

Protective eye glasses or face shields are impogarsonal dentists’ barrier
protection measures protecting eyes, facial skahraspiratory tract from miscellaneous
contamination when working with patients. Only #8.6f dentists always use protective
eye glasses and face shields when working witle psti

Dentists working in major Lithuanian cities and ethregions always use
protective shields and eye glasses when workingh vpiatients, 49.2 and 50.0%
respectively. Statistically significantly more distg working in private clinics use
protective eye glasses and face shields (50.8%)tti@se working in public health care
institutions (44.5%) (°=31.8; df=6; p<0.001). Dentists with the longestation of
professional activity use protective eye glasseas$ fage shields most rarely. They are
always used as follows: in group: A 51.3%, in gr&ib5.4%, in group C: 51.0%, and in
group D: most rarely 40.5%{=104.2; df=9; p<0.001).

Shorter duration of professional activity had pesiimpact on the habit of always
using face shields when working with patients.l$bampacted on the positive attitude
towards infection control. However, the institut®ownership status did not have
statistically significant impact on the habit oingsface shields (Table 20).
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Table 20. The probability of dentist to use protective glasses and face shields in relation to the
duration of professional activity, the care of infection control and ownership status of the

working place (multiple logistic regression)

Attribute OR?® 95% ClI p
Groups of the duration of professional
activity
A group 1.46 1.05-2.017 0.023
B group 1.76 1.29-2.39 <0.001
C group 1.30 0.95-1.78 0.096
D group 1
Care about infection control
Others 1
Themselves 1.49 1.02-2.19 0.041
Ownership status of the working place
Public institution 1
Public and private institution 1.19 0.822-1.72 0.358
Private institution 1.19 0.90-1.58 0.223
a — estimating all others attributes in the taBIR,— odds ratio, Cl — confidence interval, p — lefesignificance.
The compatibility of the model with the data=23.92, df=7, p=0.001; the suitability of the modehe
determination coefficieri¥lagelkerke R* =0.160; the model prognosticated 54.6% accuracy.

Only 13.4% of dental assistants use protective gdgeses or face shields when
working with patients, 43.0% use them sometimeseush 46.1% do not use them at all.
Statistically significant difference of using ey&agses and face shields was identified
among dental assistants working in private (17.2%3 public institutions (10.9%)
(x*=89.0; df=4; p<0.001) as well as groups accordinthé duration of their professional
activity: in group A: 11.6%, in group B: 20.5%, gmoup C: 13.3%, in group D: 9.6%
(x*=39.9; df=6; p<0.001). According to dentists, potiee eye glasses or face shields are
used when working with patients by 11.4% of theisistants. Having applied multiple
factor logistic regression model and removed othggnificant factors, it was found out
that the second age group and work in a privatéatiéealth care institution increased a
possibility to use protective eye glasses or féwelds by 2.4 and 1.5 times, respectively
(Table 21).
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Table 21. The probability of dental asisstants and oral hygienists to use protective glasses and
face shields in relation to the duration of professional activity and other factors (multiple

logistic regression)

Attribute | OR® | 95%cCl | p

Dental assistants

Groups of the duration of

professional activity

A group 1.11 0.561-2.21 0.759
B group 2.4 1.27-4.53 0.007
C group 1.66 0.89-3.074 0.108
D group 1

Ownership status of the working

place

Public institution 1

Public and private institution 0.51 0.17-1.47 0.210
Private institution 1.50 1.00-2.42 0.049

The compatibility of the model with the data=21.89, df=5, p=0.001; the suitability of the
model — the determination coefficiedagelkerke R* =0.043; the model prognosticated 86.6 %
accuracy.

Oral hygienists

Ownership status of the working

place

Public institution 1

Private institution 2.90 1.11-7.38 0.029
Self-dependence in the private

institution

Hired, no possibility to choose 1

Hired, may choose 12.93 2.81-59.39 0.001
Owner of institution 6.50 1.37-30.82 0.018

a — estimating all others attributes in the tal@&® — odds ratio. Cl — confidence interval, p — lesk
significance.

The compatibility of the model with the dat&24.90, df=3, p<0.001; the suitability of the modehe
determination coefficierilagelkerke R? =0.187; the model prognosticated 63.9% accuracy.

Dental hygienists always use protective face shialibre often than dental
assistants. 41.2% of the surveyed always work faitle shields. 48.5% of them working
in private clinics always use face protection, #mase working in public and both types
of institutions 33.3% and 21.2%, respectively’=0.8; df=4; p=0.44). Statistically
significant difference was not identified among @érhygienists working in major
Lithuanian cities and other regions as well as gsowith different duration of
professional activity. According to the multiplectar logistic regression model and after
removing statistically insignificant factors, wairk a private health care institution (&R
— 2.9), work in a private institution when a derttahblth care specialist is hired and may

choose protective means for work (OR12.9), when a dental hygienist or a dentist in
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whose clinics they work is the owner of the indittn (OR' — 6.5) had the greatest

impact on a possibility to always use face protectheans (Table 21).

3.5. The analysis of the causes of not changing disposalpersonal
protection equipment after each patient and not usig face shields and

protective eyewear

51.5% of dentists who do not change face masks edieh patient pointed out that
they should not be changed as they do not get comdded. 35.3% of the surveyed do
not change masks and gloves because they econdiviee.8.9% of the dentists replied
that they get a limited number of protective means.

Dentists working in public clinics claimed more ait that they economize
disposable personal protective equipment and dochahge them because they get a
limited number of them (p<0.001) (Table 22) eveouth they are aware that masks do
get contaminated. It should be pointed out thaheé24% of dentists working in private
clinics and not changing masks claim that masksilshaot be changed as they do not get
contaminated. 30.6% of dentists working in publealth care institutions share this
opinion (p<0.001) (Table 22). Differences amongsthavorking in major Lithuanian

cities and other regions were statistically indigant.
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22 Table. Causes why dentists do not change personal protective equipment between patients

according to the duration of professional activity and ownership of working place

Reply options
Saving Limited | Masks do not | Gloves
number | get might be
contaminated | washed
Groups of the duration ofprofessional activity
A group, n (%) 40 (31.7) 12 (9.5)| 68 (54.0)* 6048 | . )
B group, n (%) 34 (30.1) 9(8.0) | 66(584) 4 (3.5) gf:g?’-”g’
C group, n (%) 33 (32.4) 7 (6.9) 52 (51.0) 10 (9.E)p=_O 606
D group, n (%) 60 (46.2) 14 (10.8) 56 (43.1) 0 (0) '
Ownership status of the working place
Public institution, n (%)| 58 (46.8)** 24 (19.4) 380.6) 4(3.2) | %*=53.117:
Public and private 30 (33.7) 12 (13.5) 43 (48.3)*** 4 (4.5) | df=6;
institution, n (%) p<0.001
Private institution, n (%) 79 (30.6) 6 (2.3) 162 @**** |12 (4.7)
Total, n (%) 167 (35.5) 42 (8.9) | 242 (51.4) 20 (4.2

* univariate logistic regression: OR — 1.76; Cl 93%9-2.60; p=0.04.

** univariate logistic regression: OR — 2.0; Cl 93%40-2.92; p<0.001.

*** ynivariate logistic regression: OR — 1.83; CG3% 1.25-2.67; p=0.002.
***% ynivariate logistic regression: OR — 1.99; 85% 1.24-3.20; p=0.004.

None of the factors had any impact on the possibib change any disposable
personal protective equipment among dentists inntibétiple factor logistic regression
model.

The most frequent cause pointed out by dental tass$ss (who do not change
disposable personal protective equipment after @atient) was saving (40.6%). 36%
pointed out that masks do not get contaminated; &ld%ned that gloves may be washed,
and 10.4% pointed out that the number of dispospblsonal protective equipment is
limited. Statistically significant differences werebtained when the answers of
respondents were compared according to the durafidheir professional activity and
various types of institutions (Table 23). Applyintge model of multiple logistic
regression and removing insignificant factors, aswound out that saving among dental
assistants is positively related with the statuswhership of the institution (public and
both types of dental health care institutions) & as with the duration of professional
activity (dental assistants with the shortest domabf professional activity save more

often) (Table 24). The same tendency was observedn@ those respondents who
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replied that the number of provided disposable graakprotective equipment is limited
(Table 24).

Table 23. Causes why dental asisstants do not change personal protective equipment between

patients according to the duration of professional activity, ownership and and localization of
working place

Reply options
Saving Limited Masks do not | Gloves might
number get be washed
contaminated

Groups of the duration of professional activity
A group, n (%) 62 (45.3) 9 (6.6) 48 (35.0) 18 (33.1 2 ]
B group, n (%) | 51 (46.4) 6 (5.5) 47 (42.7) 6 (5.5) gf:g;.oo7,
C group, n (%) 36 (29.3) 24 (19.5) 45 (36.6) 18614 p<_0 601
D group, n (%) 38 (41.8) 9 (9.9) 26 (28.6) 18 (39.8 '
Ownership status of the working place
Public institution, | 96 (44.9) 37 (17.3) 57 (26.6) 24 (11.2) | *=52.633;
n (%) df=6;
Public and private | 21 (63.6) 5(15.2) 5(15.2) 2(6.1) p<0.001
institution, n (%)
Private institution, | 70 (32.7) 6 (2.8) 104 (48.6) 34 (15.9)
n (%)
Total, n (%) 187 (40.6) 48 (10.4) 166 (36.0) 60 (13.0)

Table 24. The probability of dental assistants not to change personal protective equipment in

relation to saving and limited nubers of personal protective equipment (multiple logistic
regression)

Saving Limted numbers
Attribute OR? P OR? D
(95% CI) (95% CI)
Groups of the duration of
professional activity
A group 1.97 (1.07-3.64) 0.030 3.02 (1.16-7.89) | 0.024
B group 1.73 (0.93-3.20) 0.820 1.05 (0.346-3.15) | 0.983
C group 0.58 (0.31-0.98) 0.430 2.77 (1.21-6.33) | 0.160
D group 1
Ownership status of the
working place
Public institution 2.42 (1.51-3.98) p<0.001 10.48 (4.07- 0.001
Public and private institution | 5.87 (2.54-13.54) p<0.001 27.01) 0.003
Private institution 1 7.51 (1.99-28.38)

Saving The compatibility of the model with the dagd=53.30, df=6, p<0.001; the suitability of the
model — the determination coefficieNagelkerke R* =0.21;. the model prognosticated 88.1% accuracy.
Limited numbers: The compatibility of the model with the data&=33.79, df=5, p<0.001; the suitability

of the model — the determination coefficievagelkerke R? =0.095; the model prognosticated 63.6%
accuracy.
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Univariate and multiple logistic regression angldysevealed that none of the
factors had impact on the opinion of dental assistthat gloves may be washed.

Out of 96 dental hygienists who do not change diapte personal protective
equipment between patients, 43 (44.8%) replied ttay save the equipment, 5 (5.3%)
get a limited number of them, and 48 (50.0%) replitnat masks do not get
contaminated; therefore they should not be chargféel each patient. Statistically
significant differences were not identified amongnthl hygienists working in private
and public institutions as well as those workingniajor Lithuanian cities and other
regions and in groups of various duration of prei@sal activity. Applying univariate
and multiple logistic regression, none of the fextioad impact on the decision of dental
hygienists not to change disposable personal greéeequipment between patients.

Allergy to latex gloves was pointed out by 152 8P@) dentists, 117 (12.2%)
dental assistants, 29 (14.1%) dental hygienists ianwehs not related with not using
gloves at work.

Even 80.6% (275) of dentists claimed that the nfiejuent cause of not using
face shields and protective eye glasses is theonwenience to work with. Other 80
respondents (14.7%) pointed out that they are moviged with these protective
measures and 4.7% (16) replied that these meadarast protect against the spread of
disease or there is nothing dentists should prakeshselves from. Dentists working in
public health care institutions pointed out thagytldo not get this equipment (33.6%)
(x?=53.09, df=2, p<0.001). Univariate logistic regieasanglysis showed that work in a
public health care institution increases a posgtbiiot to be provided with these face
protection means by 14.0 times (OR = 14.0; 95% @D£4.42; p<0.001). Dentists
working in private dental health care institutiqgg@nted out the inconvenience of work
with this equipment more often than those workingpublic health care institutions:
93.0% (160) and 59.7% (71), respectivel§=52.18, df=2, p<0.001).

Dental assistants pointed out the inconveniencevadfk with face protection
equipment as the most frequent cause of not ugiaggkasses and face shields (54.3%,
n=287). 173 (32.7%) respondents claimed that tleegat get these measures. 43 (8.1%)
stated that there is nothing they should proteettelves from at work, and 26 (4.9%)

claimed that this equipment does not protect froen dpread of disease. The cause that

36



they are not provided with this equipment was pamriut more often by dental assistants
who worked in public than those who worked in prévdental health care institutions:

39.3% (112) and 24.5% (49), respectively=12.34, df=2, p=0.002). According to the

univariate factor analysis, work in a public headtre institution increased a possibility

not to be provided with this equipment by almostenOR = 0.50, p=0.001).

84.4% (54) of dental hygienists pointed out they i use face shields and
protective eye glasses because they are inconvenieork with. 12.5% (8) pointed out
that they are not provided with them, and 3.1%répJied that they do not protect from
the spread of disease. Having applied univariateraultiple logistic regression, none of
the factors (working place localization, the stadtiswnership of the institution, duration
of professional activity) had impact on the deaisiof dental hygienists not to use

protective face shields or eye glasses.

3.6. Injury with sharp instruments. Immunoprophylaxis

Only 506 (35.9%) of the surveyed dentists have hesgcinated against hepatitis
B virus according to the approved scheme (secosd:dbmonth after the first dose, the
third dose: in 6 months after the first dose). EB&B% (717) of respondents have not
completed the whole set of vaccination. 4.3% (60the surveyed had had hepatitis B.
2.3% (32) responded that they had positive sercébgevidence of hepatitis B. Even
78.4% (1,113) of dentists have had at least onaryinyvith a sharp instrument or a
needlestick.

Dentists with shorter duration of professsionalivigt have been vaccinated
against hepatitis B more often: in group A: 63.1%group B: 42.9%, in group C: 27.3%,
in group D: 14.7%,*=231.7; df=12; p<0.001). It was also found out trepondents
with longer duration of professional activity maséien had hepatitis than in groups A
and B: in group A: 0.6%, in group B: 3.8%, in gro@ 6.2%, in group D: 5.9%.
Statistically significant difference among vaccettentists who worked in private and
public health care institutions was identified<27.4; df=8; p=0.001). By comparisson
of respondents who worked in major Lithuanian sitend other regions, statistically

significant difference in the number of dentistscainated against hepatitis B was

37



estimated (in major Lithuanian cities: 41.7%, imest regions: 25.5%)y{=37.1; df=4;
p<0.001) (Table 25).

Table 25. Vaccination against hepatits B status among dentists according to the duration of

professional activity, ownership status of the working place and working place localization

Vaccination status
Not Incomplete Complete  Positive Has a
vaccinated vaccination vaccination serological history of
markers hepatitis
Groups of the duration of professional activity
A group, n (%) 78 (24.8) 26 (8.3) 200 (63.7 8J2.5 | 2(0.6)
B group, n (%) 161 (43.8) | 29 (7.9) 158 (42.9) ®)1. | 14 (3.8) g$_=12231-73i
C group, n (%) 193 (59.9) 13 (4.0) 88 (27.3) 8)2.5 | 20 (6.2) p<_0.061
D group, n (%) 285 (70.0) | 28(6.9) 60 (14.7) 1®)2. | 24 (5.9)
Ownership status of the working place
Public institution, | 195 (58.2) | 27 (8.1) 89 (26.6) 4(1.2) 20 (6.0)
n (%) .
Public and private | 101 (46.5) | 17 (7.8) 01 (41.9) | 2(09) | 6 (28)|*&27-36;
institution, n (%) 0=0 601
Private institution, | 421 (49.0) 52 (6.1) 326 (38.0) 26 (3.0) 34 (4.0)
n (%)
Working place localization
Major cities, n (%)| 418 (46.2) | 57 (6.3) 377 (41.7) 18 (2.0) 34 (3.8) | y2=37.1;
Other regions, n | 299 (59.0) | 39 (7.7) 129 (25.4)| 14 (2.8) 26 (5.1)df=4;
(%) p<0.001
Total, n (%) 717 (50.8) | 96 (6.8) 506 (35.9)| 32(2.3) 60 (4.3)

The number of vaccinated dental assistants was @watier. They made up only
25.0% (230) of all surveyed dental assistants. 3(2% are immmuned and 1.3% (13)
had hepatitis B. Statistically significant diffenwas not identified in the groups of
respondents according to the duration of professiaativity, working place localization
and the status of ownership of the institution.424.(201) replied that they have had
injury with a sharp instrument, and even 72.0% JjGfMdental assistants did not know if
they had ever had injury with a sharp instrument.

There were 90 (42.3%) dental hygienists vaccinaggminst hepatitis B.
Statistically significantly more of them worked private than in a public health care
institutions: 65 (47.1%) and 9 (21.4%), respective{y’=24.69; df=6; p<0.001).
According to the univariate logistic regression lgsia, work in a private health care

institution had positive impact on the frequencya€cination against hepatitis B (OR —
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3.51; 95% CI 1.56-7.89; p=0.002). 22.4% (46) resj@ohthat they had had injury with a
sharp instrument, and even 67.3% (138) of dentglemysts did not know if they had

ever had injury with a sharp instrument.

3.7. Collection of medical records according to infectias diseases

All participants of the survey were asked how oftieey ask their patients about
infectious diseases they could carry. Only 30.9%hef dentists pointed out that they
always ask and 35.5% pointed out that they oftdnadeut it. Having compared the
answers of dentists working in major Lithuanianiesitand other regions, it was
identified that their answers differed statistigadignificantly: 34.4% of those working
in major Lithuanian cities and 24.8% of those wogkiin other regions always
thoroughly collect medical records about their guats* infection (p<0.001) (Table 26).
35.5% of the dentists working in private clinicsdannly 18.6% of those working in
public health care institutions always thoroughbllect medical records about the
diseases (p<0.001) (Table 26). Dentists with shafteation of professional activity
tend to always collect medical records about tlseales thoroughly more often than
their older colleagues with longer duration of gsdional activity (Table 26).

With the model of multiple logistic regression,vilas identified that greater
possibility to collect medical records of infectiapositively related with shorter work
experience, working place localization in majorhiui&nian cities and work in private
clinics (Table 27).
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Table 26. Obtaining of medical history about HBV, HCV and HIV from patients according to
the duration of professional activity, working place localization, ownership status of the

working place

Reply options
Never When suspected Often Always
infection carrier

Groups of the duration of professional activity
A group, n (%) 8 (2.5) 70 (22.3) 112 (35.7) 124.839 ,
B group, n (%) 21 (5.7) 91 (24.7) 134 (36.4) 12273 éf:g?-o“i
C group, n (%) 6 (1.9) 104 (33.0) 117 (37.1) 88927 p<0.601
D group, n (%) 17 (4.1) 156 (37.8) 138 (33.4) 1p27)
Ownership status of the working place
Public institution, 15 (4.4) 149 (44.1) 111 (32.8) 63 (18.6) | y*=54.654;
n (%) df=6;
Public and private 7 (3.3) 60 (27.9) 79 (36.7)| 69 (32.1) | pP<0.001
institution, n (%)
Private institution, 30 (3.5) 212 (24.7) 311 (36.3) 304 (35.5
n (%)
Working place localization
Major cities, n (%) 38 (4.2) 236 (26.1) 320 (35.4811 (34.4) | y*=23.59;
Other regions, n (%) 14 (2.8) 185 (36.6) 181 (35.8)25 (24.8) | df=3;

p<0.001
Total, n (%) 52 (3.7) 421 (29.9) 501 (35.5) 436 (30.9

Table 27. The probability of dentists obtaining of medical history about HBV, HCV and HIV
from patients in relationship to the duration of professional activity, working place localization,

owner ship status of the working place (multiple logistic regression)

Attribute OR? 95% CI p

Groups of the duration of

professional activity

A group 1.57 1.11-2.23 0.010
B group 1.28 0.93-1.75 0.119
C group 1.15 0.84-1.57 0.378
D group 1

Working place localization

Major cities 1.42 0.99-2.00 0.05
Other regions 1

Ownership status of the working

place

Public institution 1

Public and private institution 1.76 1.21-2.55 0.003
Private institution 2.06 1.57-2.72 <0.001
a — estimating all others attributes in the taBIR,— odds ratio, Cl — confidence interval, p — ledfe
significance.
The compatibility of the model with the dat&52.22, df=6, p<0.001; the suitability of the modehe
determination coefficierilagelkerke R? =0.055; the model prognosticated 65.4% accuracy.
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3.8. Maintenance of surfaces and instruments, control ofdental

equipment water contamination and the use of rubedam system

The surfaces which are touched by hands in a dsetihg are always thoroughly
cleaned after each patient by 80.6% (776) of deadsistants. 74.1% of dentists pointed
out that their assistants thoroughly clean surfafess each patient. Others make it in
haste or once in a shift. Comparison of the ansekdental assistants by the duration of
their professional activity, the status of ownepshif the institution, working place
localization did not identified statistically sidiwant differences.

When asked about the sterilization of handpiecal; 6.6% of dentists replied
that in their workplaces all handpieces are seedi after each patient. 84.2% only
desinfect them after each patient, 2.7% of respaiscgterilize them only once in a shift.
According to the answers of dental assistants,%7(%67) of respondents sterilize
handpieces, 74.6% (713) only desinfect them, 1.8%) ¢terilize them only for surgical
operations, and the rest sterilize them once imiti. Dental hygienists answered as
follows: 9.9% (21) sterilize them after each patie86.5% (122) only desinfect them
after each patient, and the rest sterilize thene ama shift.

The main cause pointed out by 71.4% of dentist§%6of dental hygienists and
69.9% of dental assistants why they do not steriiandpieces was lack of items and
time between the visits of patients to carry oatikzation. 15.0% of dentists, 14.4% of
dental assistants and 14.7% of dental hygienistdgubout that the sterilized handpieces
get damaged; whereas 10.2% of dentists, 11.0%rdadassistants and 13.7% of dental
hygienists consider that handpieces are not a sooffanfection. Comparison of the
answers of respondents working in private and pubdalth care institutions did not
identified statistically significant difference.

Several answers to the question about dental equpwater contamination were
submitted. Respondents’ answers differed signiflganThe most frequent answer
selected by dentists was the use of demineraliza@rweservoir: 34.7%. The second
answer by frequency was (24.2%) that they desinfleet water system. 10.8% of

respondents replied that they use filters andwaig carry out water system desinfection.
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7.6% of the surveyed use the reservoir of demireedlwater and desinfect the system.
The range of answers of dental assistants and |deydg&enists varied even more. As
several answers were circled, 12 answer variaosi® obtained. Most of them were
illogical. Due to this, the analysis of the answ&es not conducted.

Our investigation showed that even 66.0% (955)itdfuanian dentists never use
the system of dental dam and only 12% of dentistays and often use this system in
endodontic treatment. Younger dentists (groups d\B)hwith work experience under 19
years, use the system of dental dam more often tthein older colleagues with work

experience of more than 20 years. 84.2% of Litrammentists with work experience

over 30 years never use the system of dental d&r294.2; df=6; p<0.001) (Table 28).

28 Table. Use of rubber dam according to the duration of professional activity

Use of rubber dam

Always/often | Sometimes/occasionally Never
Groups of the duration of professional activity
A group, n (%) 115 (35.8) 85 (26.6) 120 (37.7 ,
B group, n (%) | 38 (10.0) 99 (26.0) 243 (63.9 gfzg%-z?
C group, n (%) 6 (1.9) 82 (25.2) 237 (73.0 p<O.bOl
D group, n (%) 11 (2.7) 55 (13.1) 355 (84.2
Total, n (%) 170 (11.8) 321 (22.2) 955 (66.0)

17.4% (153) of dentists working in private clinigsed the system of dental dam
more frequently, and even 92.0% (320) of dentistwkuag in public health care

institutions never used the system of dental dgim27.36; df=4; p<0.001).
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4. CONCLUSIONS

. Majority of Lithuanian dentists (95.3%), dental iaemnts (96.0%), and dental
hygienists (93.4%) correctly pointed out the impade of infection control and
take care of infection control procedures in thewrking places themselves
(90.7%, 96.9%, 90.1%, respectively).

. The attitude of dental health care professionaigatds infection control and
carried out procedures frequently differed amongséhworking in private and
public health care institutions, major Lithuaniaties and other regions, and those
with different duration of their professional adtyv Appropriate procedures and
correct attitude towards infection control wererped out more frequently by
those dental health care professionals who workajor Lithuanian cities, private
health care institutions and with shorter durabbtheir professional activity.

. Most infection control procedures (hand hygiene, tise of personal protection
equipment, change of disposable protective equiprffane masks and gloves),
vaccination against hepatitis B, dental settingfasie desinfection, handpieces
sterilization) in dental health care institution®ed not comply with the
requirements set in the standard documentation.

. Professionals working in public dental health cergtitutions are insufficiently
provided with personal protective equipment. Insight knowledge about
infection control of dentists with longer duratiohtheir professional activity may
be related with deficiencies of previous educatigmagrammes or former attitude
towards infection control.

. Few Lithuanian dental health care professionalsraceinated against hepatitis B
virus (35.9% of dentists, 25.0% of dental assistants,%4208 dental hygienists).
More dentists with the shorte duration of profesaloactivity were vaccinated
against hepatitis B compare to dentists with londaration of professional
activity. More dental hygienists vaccinated agaheatitis B virus were working

in private dental health care institutions.
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5. PRACTICAL RECOMMENDATIONS

Based on the findings of the investigation, théol@ing practical recommendations may

be presented:

1. To modify and improve students’ education of ini@ctcontrol competency. The

discipline of infection control should be taughtsaseparate subject.

2. To encourage in-service training of dental healtdrecprofesionals dentists
(lectures, seminars, informative publications), pgying special attention to
infection control elements: the use personal ptotecequipment, proper hand

hygiene, sterilization of handpieces.

3. To educate and motivate dental health care prafesks to take care of their own

health. To encourage vaccination against hep&iitis

4. To provide continuous postgraduate practical trnon infection control for

dental health care professionals.

5. To improve legal acts regulating infection contrta, specify requirements for

personal dental health care professionals’ praiecti
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SANTRAUKA

Burna yra viena labiausiai infekuptzmogaus organizmo 8n; [1]. Burnos
mikroorganizny sucktis ir skatius gyvenimo eigoje kinta. Apskailota, kad 1g burnos
gleivinés mikroorganizm lasteliy skatius gali siekti net 18 (jskaitant pastovius ir
laikinus burnos mikroorganizmus ir patogenus) [RRuguma y yra nepavojingi ir
btudami burnoje ilg laika gali nesukelti joki ligy, taciau patek j kitas to paties
organizmo sritis arbakito zmogaus organizgngali tapti ligy sukéléjais. Seies ir kraujas
— dvi pagal savo savybes puikios terpnikroorganizmams daugintis, augti ir plisti [3].
Odontologinio gydymo metu susiduriama su abiem Bdergmis, kurios susijusios su
infekcijy plitimo rizika: iS paciento gydytojui, iS pacienpacientui, iS gydytojo pacientui.
Jrodyta, kad bet kuri odontologinntervencija — damtpreparavimas, profesionali burnos
higiena, danf Salinimas,jprastiré profilaktiné paciento burnos apiia — yra susijusi su
galimu infekciy plitimu [4, 5]. Burnos ir kgpavimo taky mikroorganizmai
odontologiniy procediry metu uZterSia darbui naudojamus mazesnius ir dides
instrumentus, patenka aplinkg [6]. Nesilaikant privalom darbuotoy asmenini
apsaugos priemoni patenkaj personalo k&pavimo takus, akis, néda ant plauil,
drabuzi;, uzterSia darbo aplinkos pavirSius, galitibpperduodami kitiems zmeéms ar
sukelti ligas [3]. Todl vienas iS svarbiausiodontologine praktika besivganciy asmen
uzdavinip yra uZzkirsti kely infekcijy plitimui ir sudaryti saugi aplinkg pacientuli,
gydytojui odontologui ir kitam personalui [7].

Odontologires sveikatos prieidros specialist ir pacient; sveikatos saugumas
priklauso nuo individualiajgyvendinam infekcijy kontroks programos reikalavim
Sios programos tikslas yra uztikrinti odontologiglydymo procediry saugum, siekiant
iSvengti ligy, plintartiy per kraug ir seiles. Programos reikalawimbitina laikytis
kasdieije odontologijos praktikoje [8]. Lietuvos Respuldj& infekciy kontroks
procediras reglamentuoja Lietuvos téss aktai, higienos normos, kuyrikiekvienas
odontologires sveikatos prie#ros specialistas privalo laikytis (duomgrinkimo metu
galiojo LHN 45; LHN 47) [9, 10]. Gydytojas odontgjas labai daznai dirba mazame
darbuotoy kolektyve ir dazniausiai yra tos komandos (gydytodontologo pagjéjo,

burnos higienisto ar jaunesnio kolegos) lyderisygbantis atsakyti uz infekajjkontroks
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procediras tame kolektyve. Pagrindini infekcijy kontroks principp mokoma
universiteting studiy metais, o praktiniaigtdziai jgyjami dirbant.

Infekcijy kontroks kokylke odontologirs sveikatos prieiiros jstaigose tikrina
Valstybires visuomeis sveikatos priedros tarnybos prie Sveikatos apsaugos
ministerijos Visuomeés sveikatos centras. Pateikiamos pastabos po ipatkr rodo,
kad infekciy kontroks principai kasdiet)e odontologo praktikoje ne visada krutis
jgyvendinami. Odontologés sveikatos priedros specialisf poziario j infekcijy
kontrok ir jy p&iy atliekamas proceudas tyrimas yra svarbus, nes gali gadsiaiskinti
patiy specialisi huomor, realg infekcijy kontroks situaciy odontologirje praktikoje,

galimas infekciy kontroks procedry neatitikimy norminiams dokumentams priezastis.

Darbo tikslas — nustatyti ir jvertinti Lietuvos odontologis sveikatos prie#ros
specialisy poziirj j infekcijy kontrok ir atliekamas infekcij kontroks procedras,
iSsiaiSkinti vakcinacijos nuo hepatito B apjntérp Lietuvos odontologés sveikatos
priezitros specialist.

Darbo uzdaviniai

1. ISanalizuoti odontologiis sveikatos prie#iros specialist poziirj j infekcijy kontrok
ir jos procedras.

2. Palyginti odontologias sveikatos prie#iros specialisf poziirj j infekcijy kontrok ir
atliekamas procenlas pagal darbo st@azdarboviets nuosavybs fornmy (viesoji,
privati jstaiga) ir lokalizacg (didysis Lietuvos miestas, kiti Lietuvos regionai)

3. ]vertinti galimus infekciy kontroks procedry neatitikimus odontologiss sveikatos
priezitrosjstaigose, lyginant su norminiais dokumentais.

4. Nustatyti infekcijy kontroks procedry neatitikimy odontologiis sveikatos
prieziarosjstaigose, lyginant su norminiais dokumentais, jaiS&3.

5. Nustatyti vakcinacijos nuo hepatito B viruso apirtdarp Lietuvos odontologis
sveikatos priefiros specialist.

Odontologires sveikatos prie#iros specialist poziirio j infekcijy kontrok,

atliekamas infekcij kontroks procedras, infekcij kontroks procedry neatitikimus
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galiojantiems norminiams dokumentams tyrimas a&fkP008 — 2010 metais Vilniaus
universiteto Medicinos fakulteto Odontologijos ihge. Tyrime buvo pakviesti dalyvauti
visi 2235 Lietuvos gydytojai odontologai, 2008 meteegistruoti Lietuvos odontolag
rimuose ir turintys bendros praktikos gydytojo odéogo licencip ir visi 1814 gydytoy
odontolog; pacjéjai bei visi 370 burnos higienistai, registruoti 120 metais (pagal
Lietuvos odontolog rimy duomem baz).

Klausimynas sudarytas remiantis tyrimo metu Liesivorespublikoje
galiojartiomis higienos normomis, bei pasaulyje priimtomisfekcijy kontroks
odontologirese jstaigose rekomendacijomis. Klausimyne buvo patetktibendrieji
klausimai, 30 klausimp apie infekcijy kontrok: infekcijy kontroks svarba odontologo
darbe, ranif higiena, fipinimasis darbuotgjasmenine apsauga (pir&tn veido kauks,
apsauginiai akiniai, veido skydai); pavifSprieziira; poziris j per seiles ir krayj
plintarcia infekcija, vakcinacija nuo hepatito B; vandens uZzterStummtrods;
sterilizacijos priedira; stamhijy instrumeng dezinfekcija ir sterilizacija, koferdamo
sistemos naudojimas. Klausimai buvo pateikti su irpakamaisiais atsakymais.
Respondentai téjo atsakyti pasirinkdami labiausiai tinkaatsakym.

Tyrimo dalyviams buvo iSgsti klausimynai su paaiSkinamuoju laiSku.
Klausimynas buvo siwamas pastul voka jdétas kitas vokas su atgaliniu adresu ir
apmokéta siuntimo paslauga. Anketos buvo anoniminKlausimynai buvo sidfmami
vieng kartg. Gydytoy odontolog bendras gautas atsakas buvo 64,7 proc. (1446 ggdyt
odontologai), odontolag pacjéjy — 53,3 proc. (971 odontologo pgas) ir burnos
higienisty — 57,6 proc. (213 burnos higienjkt

Visiems suggzintiems klausimynams buvo suteikti numeriai, padgakiuos
duomenys buvo sutvarkyti ir analizuojami naudofa®S 15.0 for Windows progranma.

Visi gauti duomenys buvo analizuojami ir lyginanisiavelgiantj respondent
darbo staz, darbo vied (didysis Lietuvos miestas, kiti Lietuvos regionaarbojstaigos
nuosavybs formg (privati, vieSoji jstaiga), gydytojai odontologai pagal baigt
universitey (Vilniaus universitetas, Lietuvos sveikatos magksiniversitetas (bus
Kauno medicinos institutas, Kauno medicinos akagemiKauno medicinos
universitetas), kiti universitetai. Didiesiems nté@as buvo priskirti Lietuvos miestai,
kuriuose gyvena daugiau nei 100 000 gyventdjilnius, Kaunas, Klaipda, Siauliai,
Panezys (110).
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Pagal darbo stazespondentai buvo suskirstytd grupes: A grup (darbo stazas
iki 9 mety), B grug (darbo stazas 10-19 mgt C grug (darbo stazas 20-29 mgtir D
grupe (darbo stazas daugiau kaip 30 et

Statistire tyrimo duomen analiz atlikta naudojantSPSS 15.0 for Windows
(Satistical Package for Social Sciences). Statisting rySiy stiprumas tarp kokybini
pozymiy buvo jvertintas naudojant susijusipozymiy Chi kvadrato %) kriterijy.
Kokybiniy pozymi; statistinis rySys buvo tirtas susjéénteliy metodu.

ReisSkinio (teisingo ar neteisingo infekgijkontroks reikalaviny laikymosi)
galimybé buvo vertinta skd#iuojant galimyby santyk panaudojant vienaveik&s bei
daugiaveiksas logistires regresijos anakz Jvairiy veiksniy galima nepriklausomgaka
taikant infekcijy kontroks priemones vertintgtraukimo ;j mode] daugiaveiksés
logistinés regresijos metodu, skaiojant galimyby santyl ir 95 proc. pasikliautigj
intervah. Daugiaveiksé logistine regresija buvo sk&uojama tik tiems atvejams,
kuriems taikant vienaveikgnlogistinge regresijy buvo gauti statistiSkai reikSmingi
rezultatai. Priklausomas kintamasis perkoduotastinkemos infekcy kontroks
priemores — 0, tinkamos infekajj kontroks priemoris — 1. Visi veiksniaij mode]
jtraukti kaip kategoriniai. Lyginagia (ataskaitine grupe), skaiojant galimyby santyk,
pasirinkta glyginai prastesnioji. Logistiés regresijos modelio suderinamumui su
duomenimis buvo sk&iuojamas x* kriterijus. Kintamyjy priklausomylks dydZiui
jvertinti buvo skaiiuojamas Nagelkerke koeficientas). Teising prognoziy procentas
skatiuotas modelio progn@és tinkamumuivertinti (klasifikavimo lented).

Vertinant tirtuosius Odontologés sveikatos prie#iros specialistus respondentus
pagal lyf, buvo nustatyta, kad tiek tarp gydyjopdontolog, tiek tarp gydytaqj
odontolog pactjéjy bei burnos higienigtvyravo moterys, atitinkamai — 87,4 proc., 100
proc. ir 98,6 proc. Gydytgjodontology amziaus vidurkis buvo 44,8 (x12,4) metai (23-
74), odontolog pactjéjy — 42,5 (£10,6) metai (22-67), burnos higienist 30,6 (5,8)
metai (22-52). Dauguma atsakiysi respondent dirbo didziuosiuose Lietuvos
miestuose. Daugiau nei gugydytoy odontolog ir burnos higienist dirbo priv&ioje
praktikoje, atitinkamai— 60,8 proc. ir 64,8 proz.gydytoj odontolog padtjéjai dazniau
dirbo vieSojoje nei privdoje praktikoje. Mazegn darbo staz turintys gydytojai
odontologal, § pacjéjai ir burnos higienistai dazniau nei didgstarbo stag turintys

dirbo didziuosiuose Lietuvos miestuose ir ptieae klinikose.
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Tarp atsakiusjjy j klausimus gydytaj odontologg nuo 2000 met 265 (83,1
proc.) buvo baig Kauno medicinos universitgir 54 (16,9 proc.) buvo bagVilniaus
universites.

Tyrime dalyva¢ burnos sveikatos pria#ios specialistai buvo paklausti, ar
infekcijy kontrok yra svarbiy darbe ir kokios galimos infekaijplitimo paseknas. Net
95,3 proc. apklausty gydytoy odontolog, 96,0 proc. odontolagpactjéjy ir 93,4 proc.
burnos higienist atsak, kad infekcijy kontrok yra svarbi, nes jos prinajpnesilaikant
galima uzkesti tiek paciery, tiek personal. Palyginus g poziirj pagal darbo stazo
grupes nustatyta, kad taip mano statistiSkai reik§an daugiau gydytgj odontolog; ir
gydytojy odontolog pactjéjy, turincéiy mazesndarbo staz nei dirbaciy ilgesn laika.
Burnos higienisf nuomor lyginant pagal darbo stastatistiSkai reikSmingai nesiskyr
Savo darbo vietose infekgijkontrole fipinasi 90,7 proc. gydytgjodontolog. Kiti
atsak, kad nesiiipina arba, kad yra tam skirtas personalas. Mazssin9 metai darbo
staz turintys gydytojai odontologai dazniau, nei vyresespondentai atsak kad
nesifipina infekciy kontrole darbo vietoje patys, nes tam yra paskikitas personalas.
Privatioje praktikoje dirbantys gydytojai odontologai d&u infekciy kontrole fipinasi

Gydytojy odontolog pacjéjai vienodai daznaitapinasi infekciy kontrole tiek
privaciose klinikose, tiek dirbantys vieSosiogtaigose bei dirbantys ahiepuosavybs
formy jstaigose, atitinkamai 97,8 proc., 97,7 proc. irl9%roc. (°=5,274; lls=4;
p=0,260). Buvo nustatytas statistiSkai reikSmingkstumas Sio po#rio tarp burnos
higienisty, dirbartiy privacioje, vieSojoje ir derinatiy darly abiejose jstaigose,
atitinkamai 133 (96,4 proc.), 40 (95,2 proc.) ir 88,8 proc.) %°=10,599; lls=2;
p=0,005). Kiti atsak kad nesiiipina infekciy kontrole arbay jstaigoje yra paskirtas uz
infekcijy kontrok atsakingas personalas. Palyginus atsakymus apieimasi infekcijy
kontrole pagal darbo stazstatistiSkai reikSmingo skirtumo tarp mazesridesn darbo
staz turinc¢iy burnos higienistir odontolog pacjéjy nebuvo nustatyta.

Tik 83,0 proc. (1113) apklaustgydytoyy odontology plaunasi rankas pries
apsimaunant ir nusimovus pirstines po darbo. Tuaout®,5 proc. (87) ir 5,4 proc. (73)
respondent rankas plauna tik prieS apsimaunant ar tik nusimquirstines (atitinkamai).

5,1 (68) proc. respondentatzyntjo, kad visai neplauna ragktarp pacienf arba jas
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plauna nereguliariai. 82,2 proc. (787) odontglogactjéjy rankas plaunasi pagal
reikalavimus, kiti — 59 (6,2 proc.) plauna prieSsiapaunant pirstines, 43 (4,5 proc.)
nusimovus pirstines ir 68 (7,1 proc.) — neregudiearba neplauna. Burnos higienistai taip
paruoSia rankas: 179 (86,1 proc.) rankas plaunalpatgalavimus, 20 (9,6 proc.) priesS
apsimaunant pirstines, 3 (1,4 proc.) po pirgtinusimovimo, o 6 (2,8 proc.) rankas
plauna nereguliariai arba neplauna. Rarausinimui po plovimo 97,7 proc. (1363)
apklausti gydytopy odontolog, 95,0 proc. (918) gydytgjodontolog pactjéjy ir 96,2
proc. (205) burnos higienishaudojo popierinius vienkartinius ranksldos arba rankas
sausino oro dziovintuvais. Kiti respondentai nuétodkad naudoja daugkartinius
ranksSluosius. Tik 85,3 proc. gydytgjodontolog visada dirba su pirStimis, 10,7 proc.
jas naudoja kartais, o 3,6 proc. — tik, kai dirberwrginj darky. 0,3 proc. respondant
atsak, kad visada dirba be pirstini92,8 proc. (1296) gydytpjodontolog jas ketia
prieS kiekvieg pacien, o 5,7 proc. jas keia tik kartais. Nemano, kad pirstines reikia
keisti tarp pacientir jas dezinfekuoja 1,4 proc. atsakiysgi Visada pirstines darbo metu
naudoja 76,5 proc. odontolpgpactjéjy. Palyginus pirstinj naudojimo daznugpagal
darbo staz, jstaigos, kurioje jie dirba nuosawg formy ir darbo vietos lokalizagjj
nustatyta, kad mazesmarbo staz turintys odontolog padtjéjai, taip pat dirbantys
privaciose odontologiés sveikatos priedros jstaigose ir didziuosiuose Lietuvos
miestuose dazniau naudoja pirstines. 205 (97,2.ypmsakiusijy burnos higienist
pirstines naudoja visada ir tik 6 (2,8 proc.) kart&tatistiSkai reikSmingo skirtumo tarp
amziaus grupmj, dirbartiy skirtingy nuosavybs form; jstaigose ir skirtingos lokalizacijos
darbo vietose nebuvo nustatyta.

Tik 1057 (75,1 proc.) odontologai visada naudojakies dirbant su pacientu, 317
(22,5 proc.) tik kartais, o0 34 (2,4 proc.) — visenaudoja kauki Po kiekvieno paciento
kaukes keiia tik 377 (28,0 proc.) gydytoj 454 (33,7 proc.) — jas kea kartais, o 143
(10,6 proc.) — kai susidi ir 374 (27,7 proc.) jas k&éia viery kartg per darbo dien Pagal
daugiaveiksés logistires regresijos modgl kauki keitimui po kiekvieno paciento
netugjo jtakos nei vienas veiksnys (darbo lokalizacija, dagbaigos nuosavyis forma,
darbo stazas, paxis j infekcijy kontroks svarlg) (viso modelio p=0,064). Veido kaukes
re¢iau visada naudoja gydytojai odontologai dirbamysaciose jstaigose ir derinantys
darly abiej; nuosavybs formy jstaigose, negu tie, kurie dirba tik vieSojggaigoje.

Veido kaukiy naudojimas turi tendengijmazti didéjant respondent darbo stazui
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(p<0,001). Tik 423 (44,1 proc.) odontolpgactjéjy atsak, kad veido kaukes naudoja
visada. StatistiSkai reikSmingai daugiau odontglqEacjéjy visada kaukes naudoja
privaciose odontologiése sveikatos prie#ios jstaigose, dirbantys didziuosiuose
Lietuvos miestuose ir turintys maze¢starbo staz Medicinines veido kaukes visada
darbo metu évi 173 (81,2 proc.) burnos higienistKiti 40 (18,8 pro) jas &i kartais.
Kaukiy naudojimas statistiSkai reikSmingai sésirtarp dirbagiy didziuosiuose Lietuvos
miestuose — 117 (86,0 proc.) ir kituose regionub8e(72,7 proc.) (*=5,704; lls=1;
p=0,017), tarp dirbaiy privaciosejstaigose 117 (84,8 pro.) bei deritandarky abiejy
nuosavykbs formy jstaigose 33 (100 proc.) ir dirban vieSosiosejstaigose 23 (54,8
proc.) §*=28,055; lls=2; p<0,001). Ea@u tik darbas priwdose jstaigose 3,85 karto
padidino galimyk visada naudoti veido kaukes darbo metu (iS daegiaxs logistires
regresijos modelio &nus kitus statistiSkai nereikSmingus veiksniusalikus tik darbo
lokalizacija bei skirtingagstaigy nuosavybs formas) £°=31,86, p<0,001Nagelkerke R?

= 0,244, modelis prognozavo 81,2 proc. tikslumu),55proc. gydytaj odontolog,
neketianciy kaukiy po kiekvieno paciento nurédkad j3 nereikia keisti, nes kaak
neuzsiterSia. 35,3 proc. apklaysgtkaukiy ir pirstiniy neketia, nes taupo. Net 8,9 proc.
odontolog atsak, kad gauna ribgtapsauginj priemoni; skatiy. Odontolog pactjéjai
(neketiantys vienkartini apsaugos priemani po kiekvieno paciento) dazniausia
priezastimi, kodl neketia vienkartini asmenini apsaugos priemamni nuroc: taupyny
(40,6 proc.). Taip pat 36 proc. nuépdkad kauks neuzsiterSia, 13 proc. — kad pirstines
galima plauti ir 10,4 proc. — iSduodamiboty vienkartinyy priemoniy skatiy. StatistiSkai
reikSmingi skirtumai rasti palyginus respondgatsakymus pagal skirtingas stazo grupes
ir darky skirtingg nuosavyhi formy jstaigose. IS 96 burnos higienjstnekeéianciy
vienkartiny priemoni tarp pacienf, 43 (44,8 proc.) atséakkad priemones taupo, 5 (5,3
proc.) gauna ribat priemoniy skatiy, 48 (50,0 proc.) atsak kad kauks neuzsiterSia,
todkl jy nereikia keisti po kiekvieno paciento. NenustatgtatistiSkai reikSming
didZiuosiuose Lietuvos miestuose ir kituose regomm) tarp skirting stazo grupj.
Pritaikius vienaveikspir daugiaveiksa logistire regresig, nei vienas veiksnys netjo
lemiamosjtakos burnos higienistsprendimui nekeisti vienkartspiasmeniny apsaugos

priemoni; tarp pacienf.
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Tik 506 (35,9 proc.) apklausti gydytojai odontologaa atlike imunizacip dél
hepatito B viruso pagal schgnf antroji doz — 1 nenuo po pirmos das, treioji — 6
mén. nuo pirmosios da@s). Net 50,8 proc. (717) respondgmiebuvo visai pasiskiepi]
4,3 proc. (60) apklaugty buvo sirg hepatitu. 2,3 proc. (32) atsakkad jiems yra
nustatyti teigiami serologiniai hepatito B zZymenyéet 78,4 proc. (1113) gydyipj
odontology buvo nors kast susizei@ astriu instrumentu ar adata. Dar maziau atlikusi
pilng vakcinaciy prieS hepatif B buvo odontolog pacijéjy tarpe. Jie sudartik 25,0
proc. (230) vig atsakiusijy gydytoy pactjéjy. Imunitey turi 3,2 proc. (31), persieg—
1,3 proc. (13). Tik 30,9 proc. gydytppdontolog atsak, kad visada ir 35,5 proc., kad
daznai apie tai paklausia pacent Palyginus gydytej odontolog, dirbartiy
didziuosiuose miestuose ir kituose regionuose gteak, nustatyta, kad;jatsakymai
skyrési statistiSkai reikSmingai: visada krudj@ surenka infektologig anamneg 34,4
proc. didziuosiuose miestuose dirbay ir 24,8 proc. kituose regionuose dirban
respondent (p<0,001).

Tuos pavirSius, kurie darbo metu yraciani rankomis visada po kiekvieno
paciento kruopSai nuvalo 80,6 proc. (776) gydytpjodontolog pacjéjy. 74,1 proc.
gydytojy odontologai atsak kad j; asistentai kruog$ai nuvalo pavirSius po kiekvieno
paciento. Kiti tai daro paskubomis arba vdw@rg per pamaig. Tik 6,6 proc. gydytaj
odontolog; atsak, kad j darbo vietose antgaliai sterilizuojami po kiekwepaciento.
84,2 proc. juos tik dezinfekuoja po kiekvieno patoe 2,7 proc. respondengjuos
sterilizuoja vien kartg per pamaig. Net 3,2 proc. apklaugy antgalyy nesterilizuoja net
ir operacijoms. Remiantis odontolp@actjéjy atsakymais, 17,5 proc. (167) respondent
antgalius sterilizuoja, 74,6 proc. (713) juos tilkezohfekuoja, 1,8 proc. (17) juos
sterilizuoja tik operacijoms, o likusieji steriliaja viery kary per pamaig. Burnos
higienisty atsakymaj § klausimy pasiskirst taip: 9,9 proc. (21) sterilizuoja po kiekvieno
paciento, 86,5 proc. (122) juos tik dezinfekuojakpekvieno paciento, o likusieji juos
sterilizuoja vien karty per pamaig.

Net 66,0 proc. (955) Lietuvos gydytopdontolog niekada nenaudoja koferdamo
sistemos ir tik apie 12 proc. gydywopdontolog Sig sistem endodontinio gydymo metu
naudoja visada ir daznai. Jaunesni odontologaiijykstazas mazesnis nei 19 met

dazniau naudoja koferdamo sistermegu didesn kaip 20 mei staz turintys
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respondentai. 84,2 proc. Lietuvos odontaloguriy darbo stazas didesnis nei 30 met

niekada nenaudoja koferdamo sistemg@s294,2; lls=6; p<0,001).

ISvados

1.

Dauguma Lietuvos gydytgj odontolog (95,3 proc.), odontolag pactjéjy (96,0
proc.), burnos higienigt(93,4 proc.) teisingai nurédnfekcijy kontroks svarly ir
patys savo darbo vietosgpinasi infekcij kontroks procedromis (atitinkamai 90,7

proc., 96,9 proc., 90,1 proc.).

. Odontologires sveikatos prieidros specialist poziris j infekcijy kontrok,

atliekamas proceadlas ir jprociai dazniausiai skyssi tarp dirbagiy privatiose ir
vieSosioséstaigose, didziuosiuose Lietuvos miestuose ir kituegionuose, turtng
skirtingg darbo stag Tinkamas proceadas ir teising poziirj j infekcijy kontrok
dazniaujvardino dirbantys didziuosiuose miestuose, @inse jstaigose ir turintys

mazesindarbo staz

. Dauguma infekcij kontroks procedry (ranky higiena, darbuotg) asmenini

apsaugos priemopinaudojimas, vienkartigi priemoni; (veido kauki ir pirstiniy)
keitimas, vakcinacija nuo hepatito B, darbo aplmlavirsy dezinfekcija, antgali
sterilizavimas) odontologése sveikatos prie#ios jstaigose neatitika nornis
dokumentacijos reikalavim

VieSyjy odontologigs sveikatos priedros jstaigy darbuotojai nepakankamai
apfipinami individualios apsaugos prientoms. llgesi darbo stag turintiy
gydytojy odontology nepakankami infekajj kontroks jprociai gali biti susig su
ankstesnj mokymo programp spragomis arba tuometiniu poau | infekcijy
kontrok. Neteisingas poiiris j kaukiy dévéjimag (jas avi tik 51,4 proc. gydytaj
odontolog, 36,0 proc. odontolag pactjéjy ir 50,0 proc. burnos higienigt rodo
odontologirés sveikatos prie#iros specialist infekcijy kontroks Ziniy stol, taip pat

nepakankamai aiskius normiglokumeng reikalavimus.

. Nedaug Lietuvos odontologia sveikatos prie#iros specialist yra vakcinuot; nuo

hepatito B(35,9 proc. gydytaj odontolog, 25,0 odontolog pacjéjy, 42,3 proc.
burnos higienisf). Dirbantys privéiose odontologiés sveikatos prie#rosjstaigose,
didZiuosiuose Lietuvos miestuose ir majestarbo stag turintys gydytojai

odontologai, buvo dazniau pasiskiepmuo hepatito B, nei didesrdarbo staz
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turintys kolegos. Daugiau pasiskiepijusiuo hepatito B viruso burnos higiemjist

buvo priv&iose gydymagstaigose.
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