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Abstract 

Background: Antibiotic resistance is a global problem and an important public health issue.  
Resistance to antibiotics can develop in case of inappropriate use of antibacterial drugs, self-
medication of general population, antibiotics misuse by providers, which includes 
inappropriate choice of antibacterial drugs as well as incorrect dose, spectrum and period of 
treatment.  Poor prescribing practices and insufficient knowledge about antibiotics 
prescribing among physicians may increase bacterial resistance.  Antibiotics prescribing 
practice may be influenced by the socioeconomic class of a patient, competition among 
physicians, cost of diagnostic tests, pressure by patients, physician’s qualification, education 
and experience.  Also, influence of pharmaceutical company representatives through 
incentives to physicians can have a negative impact on antibiotics prescription practices.  The 
objectives of the study were: measuring the knowledge, attitude and practice scores on 
antibiotics resistance; exploring the association between antibiotics prescribing practice score 
among GPs and their knowledge and attitude scores after adjusting for other factors; and 
identifying barriers for rational antibiotics prescription by GPs.  
Methods: A cross-sectional study design was used.  Data collection was conducted through a 
self-administered survey among GPs in private and public polyclinics in Yerevan. The survey 
questionnaire included sections on demographic characteristics of GPs, professional 
experience, knowledge of GPs about antibiotics and antibiotics resistance, attitude of GPs 
towards antibiotics resistance, GPs’ prescribing practices, and barriers to rational prescribing 
of antibiotics.  Descriptive, simple and multivariable linear regression analyses were 
performed using SPSS 22 software. 
Results: Overall, 291 GPs participated in the study.  The mean age of GPs was 55.1 (SD = 
9.9).  Knowledge, attitude and practice mean percent scores were 58.3%, 67.5%, 63.0%, 
respectively.  In the univariate analyses attitude and knowledge % scores, age of GPs, years 
of experience after graduation were found to be significantly associated with the practice % 
score.  After adjusting for attitude and knowledge % scores, type of polyclinic, years of 
experience, professional education after graduation and number of patients served per day, 
practice % score was significantly associated with attitude % score (β = 0.58; 95% CI: 0.41, 
0.75; p < 0.001) and years of experience of GPs (β = -0.19; 95% CI: -0.37, -0.03; p = 0.022).  
The main barriers reported by GPs were: lack of rapid diagnostic tests, high costs of 
laboratory tests, high costs of some antibiotics and lack of guidelines.   
Conclusion: The study revealed a low knowledge, attitude and practice mean % scores, 
suggesting a need for improvements in these areas.  Also, difference in prescribing practice 
between different age groups of GPs was found in the study, which suggests the need to focus 
on older generation of primary health care physicians when planning training programs.  
Availability of rapid and inexpensive diagnostic tests, enforcement of prescriptions and 
regulation of antibiotic’s prices could help to overcome antibiotics resistance.  This study 
provides a groundwork for the future research among primary health care physicians in 
marzes and other specialists to determine their prescribing practices.   
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1. Introduction 

Antibiotic resistance is a global problem and an important public health issue. Discovery of 

the first antibiotic by Fleming triggered the creation of diverse antibiotics for various goals 

and needs.  Antibacterial drugs helped to prolong life span by altering the outcome of 

bacterial infections.  The beneficial effect of antibiotics demonstrated decrease of mortality 

from bacterial infections contributing to longer life expectancy.1  Antibacterial drugs have 

had a key role in saving people’s life and contributed significantly in the advancement in the 

fields of medicine.  Antibiotics have an essential role in prevention of infections during such 

surgeries as transplantations, joint replacement and heart surgery.2  

In 1945, Alexander Fleming raised the issue of antibiotics overuse, telling, that “public will 

demand (the drug and) … than will begin an era…. of abuses.”3,4  Scientists first noted the 

formation of resistance to penicillin  when low or high dose, or inappropriate period of 

treatment was used, and the relationship between inappropriate usage of antimicrobial 

medicines and spread of resistant bacteria was demonstarted.5,6,7  According to the World 

Health Organization (WHO) data, resistance of bacteria to antibiotics is registered in high as 

well as low income counties.  “The most commonly reported resistant bacteria 

were  Escherichia coli,  Klebsiella pneumoniae, Staphylococcus aureus, and Streptococcus 

pneumoniae, followed by Salmonella spp.”8 

Elevated antibiotic’s use was registered in many countries, such as Russia, China, India, 

Brazil and South Africa in 2000-2010; especially high use of Carbapenems and Polymixins 

was reported.9  Around 140,000 infections per year occur due to the bacteria from 

Enterobacteriaceae family in the U.S., from which more than 9,000 are caused by 

Carbapenem-resistant Enterobacteriaceae.3  Data shows that 600 deaths per year result from 

two species of carbapenem-resistant Enterobacteriaceae in the U.S., such as carbapenem- 

resistant Klebsiella and carbapenem- resistant E.coli, and 11,285 deaths per year result from 
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methicillin-resistant Staphylococcus aureus.3  

According to the data of the Eurobarometer, antibacterial drugs were used by around 40% of 

Europeans for treatment of different diseases in 2016; in Malta10 and Spain10 antibiotics were 

used more often compared to Sweden10 and Netherlands.10  Data showed that women and low 

educated people used antimicrobial drugs more frequently in comparison with others.  

Furthermore, in Bulgaria (31%) and Greece (28%) antibacterial drugs were used for 

treatment of influenza, while the rates were very low in Sweden (1%) and the Netherlands 

(4%).  Antibiotics were used to treat bronchitis by around 27% of Italians and Slovakians, 

whereas this number was significantly lower in Denmark (3%) and Sweden (5%).10  The 

European Antimicrobial Resistance Surveillance Network (EARS-Net) reported the microbial 

resistance to be higher in the southern European countries compared to the northern ones.  

In 2016, decrease of Meticillin resistant Staphylococcus aureus and increase of Vancomycin 

resistant Enterococcus faecium was reported.11  The multidrug resistance to antibiotics 

induces the creation of new and stronger antimicrobial drugs, which requires a lot of 

resources and time (around 10 years). 12  Development of new antibiotics is considered as 

economically unprofitable, because they are usually used for short period of time and they are 

not usually prescribed for long-term use as treatment for chronic conditions.13  

Improper use of antibiotics involves self-medication of general population and antibiotics 

misuse by providers, including incorrect spectrum and dose of antibiotics, wrong period of 

treatment, inappropriate choice of medications.  In settings where there are scarce resources, 

antibiotics prescribing practice may be influenced by social conditions, such as the 

socioeconomic class of a patient, his/her demand for antibacterial drugs, competition among 

physicians, especially physicians from private facilities could influence prescribing practice, 

and patients may directly get antibiotics from pharmacies without prescribtion.14  High cost 

of laboratory diagnostic procedures, such as urine and blood sensitivity tests, not always 
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affordable for poor people, may change physicians’ prescribing practice.15  Physicians can be 

directly and indirectly pressured by patients to prescribe antibiotics.16 

There are many studies showing poor prescribing practices by physicians.14,15,17,18  

Insufficient knowledge about antibiotics prescribing among physicians, as well as population 

lack of awareness about antibiotics use, may lead to bacterial resistance.19,20,21  

Self-medication is elevated in those countries, where antibiotics are sold without prescription 

of physicians or over-the-counter (OTC).22  In Russia23, Greece24, and Malta25, self-

medication without consultation with physicians, has been reported.  Studies in Spain and the 

U.S. reported about use of previous prescriptions of antibiotics or leftover drugs.19,26,27,28,29  

According to some studies, patient’s wrong knowledge about antibiotics can result from 

inappropriate prescribing by physicians.30,31  People reported self-medication for the 

following conditions: sore throat, eye pain, bronchitis and toothache.10   

Antibiotics are widely used in agricultural settings contributing to antibiotics resistance 

development.  In the U.S. around 80% of all realized antibacterial drugs serve as growth 

promoters as well as for prevention of infectious diseases among animals.13,32  Humans 

become infected by pathogenic resistant bacteria from contaminated meat or milk products, 

which can cause different gastrointestinal infections, among which are campylobacteriosis 

and salmonellosis, or indirectly through the contact with water and soil, by which resistant 

microorganisms enter into human body.33,34  Additionally, more than 80% of antibacterial 

drugs are excreted by animals and dispersed to groundwater and soil.13,34  Thus, the use of 

antibiotics promotes alteration in the environmental ecology, which brings to elevation of 

resistant microorganisms’ level in the environment.35 

Education of population by increasing awareness about self-medication, especially with 

“leftover” medication may decrease the formation of antibiotics resistance.36  Education 

should include information about the limited  number of pills dispensed in pharmacies and 
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throw away (discard) of leftover antibiotics.28  Learning about self-medication among 

medical students is also very important, because they are potential doctors and “prescribers” 

and need to be informed.37  A study shows that medical university graduates have a gap in 

knowledge about antibiotics prescription for diverse infectious diseases and drug resistance.38  

In 2008, the European Centre for Disease Prevention and Control (ECDC) together with the 

European Commission and the World Health Organization’s Regional Office for Europe 

(WHO/Europe) established the European Antibiotic Awareness Day (EAAD) on November 

18 to be celebrated every year and launched a program, aiming to increase awareness of 

global antibacterial resistance via spread of information using social media, and will help to 

fight against resistance.  Mobilization of laboratories in different countries would help to 

understand how resistance is spreading and where the highest risk is.39  The influence of 

EAAD on population was demonstrated in several studies.40,41  However, knowledge about 

antibiotics and consequences of their inappropriate use should be improved by regular 

educational campaigns using different media.  

Antibacterial drugs are considered as most commonly utilized medicines and in order to gain 

optimal benefit they should be used rationally, which is a big problem in many countries.42,43  

According to the WHO, rational use of drugs is when “patients receive medications 

appropriate to their clinical needs, in doses that meet their own individual requirements, for 

an adequate period of time, and at the lowest cost to them and their community”.44  Rational 

prescription of antibiotics is related to the type of health care facility, use of guidelines, 

availability of medicines, physician’s trainings, their educational background and years of 

experience.45  When bacteria become resistant to first line antibacterial drugs, then more 

expensive once should be used, which may cause an increase of the duration of treatment, 

hence, the economic burden on society and families could increase.46,7  According to the 

WHO, around 40% of patients are prescribed antibiotics in accordance with WHO 
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guidelines.47  In order to guarantee rational antibiotic prescription, physicians should follow 

the guidelines.48  Unfortunately, physicians use large spectrum of antibiotics very often in 

order to manage both gram positive as well as gram negative bacterial infections.18  Patient’s 

socioeconomic status, age, co-morbidity, as well as physician’s qualification, education, 

experience, and source of new information may influence their prescribing practice.49,14,15  

Insufficient knowledge of physicians, influence of pharmaceutical company representatives 

through incentives or gifts to physicians, uncertainty in diagnosis, and patient’s expectation 

can have negative impact on antibiotics prescription practices.50,51,52  The first contact with 

health care services happens in polyclinics for the majority of people, where the service is 

more affordable.  Therefore, the greatest part of antibiotics prescription is carried out in 

primary health care facilities.  Chung A. et al. showed an association between of resistance 

and antibiotics prescribing at primary care level.53  Consequently, interventions on misuse of 

antibiotics for health care providers working at primary care facilities are necessary.54,55 

 

1.1 Situation in Armenia 

Increasing antibacterial resistance is a public health challenge in Armenia.56  Among 43 

European countries, Armenia joined the campaign and participated in the EAAD in 

cooperation with the WHO/Europe in 2012.39  Data about antibiotics misuse in Armenia is 

scarce.  Two studies were conducted in Yerevan regarding antibiotics resistance.20,57  The 

first study was conducted among Yerevan residents to look at the prevalence of self-treatment 

with antibacterial drugs, and the impact of socioeconomic factors on it in Yerevan in 2005.20  

It was shown that self-medication with antibiotics could bring to antibiotics resistance and 

that pharmacies were the only available source of purchasing self-prescribed drugs. It was 

reported that the prevalence of self-medication during one year was 12%, whereas intended 

self-medication in general was more than 50%.  The second study conducted in 2016 
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measured knowledge, attitude and practice of antibiotics use among adult population in 

Yerevan. The results showed that 57% of people used antibiotics improperly.57  More than 

50% of people thought that antibiotics helped in case of cold, and around 40% were sure that 

antibiotics helped against viruses.  The study showed that self-medication and misuse of 

antibiotics was connected with purchasing them directly from pharmacies without 

prescription.  Moreover, the study showed that doctors might give wrong advice regarding 

antibiotic’s use.  Additionally, high socio-economic status was associated with antibiotics 

misuse.  Both studies demonstrated that legislative changes are necessary to prohibit selling 

antibiotics without prescription to reduce self-medication in Armenia and educational 

programs of population are needed to improve the situation with antibiotics use. 

Hovahnnisyan et al. showed that resistance of Neisseria gonorrheae was registered in some 

regions of Armenia.58  In some pediatric hospitals of Armenia, resistant strains of Escherichia 

coli, Staphylococcus, Shigella and Salmonella were registered.59  

Insufficient data about knowledge of antibiotics resistance, attitude towards this issue and 

poor prescribing practices among general practitioners in Armenia justify the need for this 

research.  

  

1.2 The goal of the study 

The first objective of the study was measuring the knowledge, attitude and practice scores 

among GPs on antibiotics resistance. 

The second objective was exploring the association between antibiotics prescribing practice 

score among GPs and their knowledge and attitude scores after adjusting for other factors.  

The third objective was identifying barriers for rational antibiotics prescription by GPs.  

The smart use of antibiotics was described in a conceptual framework, which consists of 
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three phases (Appendix 1).  Phase 1 includes PRECEDE-PROCEED60 and theory of planned 

behavior61 models, which aim to change prescribing practices among physicians; phase 2 and 

3 include the diffusion of innovation theory62 and the program sustainability framework.63  

According to the framework, patient’s health may be affected by prescribing practices of 

health providers as well as by self- medication.  Predisposing, reinforcing and enabling 

factors can affect prescribing practice of providers. Predisposing factors include knowledge, 

attitude and subjective norms. Peer pressure, promotion of medications, patient’s 

expectations towards antibiotics are included into the reinforcing factors.  Enabling factors 

are those facilitating antibiotics’ prescription, such as physician’s skills for correct diagnosis 

and use of guidelines.64 

 

2. Methods and Materials 

2.1 Study design and settings 

We used a cross-sectional study design.  A self-administered survey was performed among 

GPs in private and public polyclinics in Yerevan.  This design was used because it requires 

less time and resources compared to others.  All GPs, working in Yerevan polyclinics and 

speaking Armenian, were eligible for the study.  The data collection was performed within 

February and March 2020 in Yerevan.  

 

2.2 Sample size 

There was no existing data regarding antibiotics prescribing practice of physicians in 

Armenia.  An estimated standard deviation, equal to 11.1, was taken from a previous study 

regarding knowledge, attitude and practice regarding antibiotics use among healthcare 

providers.65  The sample size calculation was done using the formula for one group: 
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n= 𝒁𝟐	𝟏&𝛂/𝟐×𝛔𝟐

𝒅𝟐
 

Where, 

n = the required sample size 

Z 1-α/2 = 1.96      

σ = estimated standard deviation 

d2 = desired precision  

n= (-./0)2×(--.-)2

(-.3)2
     

n = 209      

  

The student investigator used a precision level of 1.5 percent score in the practice mean 

percent score among physicians, with 95% confidence interval and 80% power for the study.  

Since the study utilized a cluster sampling, with a cluster size of 20, a design effect of 1.3 

was used to reduce the sampling error.66  Taking into consideration the response rate from 

similar studies regarding knowledge, attitude and practice about antibiotics among 

physicians,67,65,68 we utilized a response rate of 80%.  The final sample size was equal to 340.  

n= 𝟐𝟎𝟗×𝟏.𝟑
𝟎.𝟖

= 𝟑𝟒𝟎 

 

2.3 Sampling strategy 

Multistage cluster sampling technique was used to select the study participants.  The list of 

primary health care facilities and the number of population served by each of them was 

obtained from the Yerevan Municipality website and through the National e-Health operator.  

From the list of 26 public and 12 private polyclinics, 17 largest polyclinics in Yerevan, each 

serving a population of at least 30,000, were selected.  Due to refusal to participate in the 

survey of one of the 17 selected polyclinics, the next largest polyclinic by population served 
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was approached.  In each participating polyclinic, the student investigator approached 20 

GPs. 

 

2.4 Data collection and logistic considerations 

The data collection started after receiving permission from the Yerevan Municipality and 

selected public and private polyclinics.  In order to have a high response rate, a self-

administered survey tool was used.  Even though the social desirability bias might be an issue 

with this method, it was considered more cost-effective, as it did not require to hire 

interviewers.  The questionnaires were distributed to the physicians and collected back in 

closed envelopes.  

The student investigator approached all GPs available in selected polyclinics at the time of 

the survey and invited them to take part in the survey.  Due to unavailability of all 20 

physicians at the same time, the student investigator approached those who were available, 

introduced the study and obtained their verbal consent to participate.  Then she waited until 

others became available.  Since many GPs were not able to allocate time for the survey (were 

busy with patients) on the day of survey, the questionnaires were left with them and collected 

back during the next day.  

 

2.5 Study instrument 

A structured questionnaire based on similar cross-sectional study instruments was 

developed.65,68,69,67,73,70  The final survey instrument contained the following sections: 1) 

demographic characteristics of GPs, 2) professional experience, 3) attitude of GPs towards 

antibiotics resistance, 4) knowledge of GPs about antibiotics and antibiotics resistance, 5) 

GPs prescribing practice, and 6) barriers to rational prescribing of antibiotics (Appendix 3).  

The questionnaire included mainly Likert scale answer options.  The survey instrument was 
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translated into Armenian and pretested among three GPs before the start of the fieldwork.  

 

2.6 Measurement and sources of data 

The dependent variable was the practice score of GPs.  The attitude and knowledge scores of 

GPs were the secondary outcome variables. 

GPs’ age, gender, the average number of patients they served per day, their years of 

professional experience, professional education after graduation, and trainings regarding 

antibiotics resistance during the last three years, were included as independent variables.  

Knowledge score was calculated based on the following scoring approach: giving one point 

for correct answers, and zero point for the incorrect answers, “do not know” or missing 

values.  Responses to the six knowledge statements were summed to result in the knowledge 

score, which ranged from 0-6.  The mean knowledge percent score was calculated.  The 

attitude score was calculated by giving from the maximum of four points to the most desired 

response to the minimum of zero point to the most non-desired answer, based on the Likert 

response scale.  The 14 items included in this domain resulted in a score ranging from 0 to 

56.  The mean attitude percent score was calculated.  The practice score was calculated by 

giving 1 point if a participant reported correct practice and 0 if a participant reported 

incorrect practice or in case of missing value.  The range for prescribing practice score was 

from 0 to 9.  The mean practice percent score was calculated.  

In addition, 12 questions were included to identify main barriers for rational antibiotics 

prescribing by physicians, among which one question was open ended (Appendix 3).   

  

2.7 Data analysis 

Single data entry was performed by the student investigator using SPSS 22.0 statistical 
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software in parallel with data collection.  Range check and 10% random check was 

performed to clean the data.  

Descriptive analysis was done to describe the participants’ characteristics, using means and 

standard deviations for continuous variables and percentages for categorical ones.  

Percentages of reported correct prescribing practice, desired attitudes and accurate answers to 

knowledge questions were calculated.  Pearson correlation coefficients were calculated to 

find the direction and strength of linear association between knowledge, attitude and practice 

scores.  Univariate linear regression analysis was performed to find any significant crude 

associations between dependent and independent variables. Multivariable linear regression 

analysis was done to find associations between dependent and independent variables.  The 

student investigator explored the distribution of residuals for the final models to check if the 

distributions were random and normal using normal probability plots of residuals and 

scatterplots of residuals versus predicted values.  Multicollinearity was checked between 

independent variables by Variance Inflation Factor. 

 

2.8 Ethical consideration 

The Institutional Review Board of the American University of Armenia approved the 

proposal.  Oral consent was obtained from GPs participated in the study.  

 

3. Results 

In order to reach the required sample size, 18 public and private polyclinics in Yerevan were 

approached; one polyclinic refused to participate.  Hence, 17 polyclinics (12 public and 5 

private) were included in the study.  Out of 318 approached GPs, 27 refused to participate.  

The resulting response rate was 91.5%.  
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3.1 Descriptive statistics 

Socio-demographic characteristics 

Table 1 represents the descriptive statistics of GPs working in polyclinics of Yerevan.  Mean 

age of the GPs in the whole sample was 55.1 (SD = 9.9), with the range from 27 to 79 years.  

A large proportion of GPs (98.3%) were females.  The mean duration of GPs’ professional 

experience was 28.2 (SD = 11.5).  About 85% of GPs noted that they underwent postgraduate 

professional education with at least 6 months duration.  More than 19% of participants did 

not participate in trainings regarding antibiotics and antibiotics resistance during the last 3 

years.  Average number of patients served per day by GPs was 14.1 (SD = 5.1).  Majority of 

participants (87.3%) desired to participate in educational program on antibiotics.  Knowledge 

mean percent score of GPs regarding antibiotics and antibiotics resistance was 58.3% (SD = 

20.1).  Attitude and practice average percent scores among GPs with respect to antibiotics 

resistance, antibiotics use and prescribing were 67.5% (SD = 10.9) and 63.0% (SD = 16.9), 

respectively.   

 

3.2 Correlation between knowledge, attitude and practice scores 

Pearson correlation analysis was performed to find the strength of the linear associations 

between practice, knowledge and attitude scores (Table 2).  The correlation analysis showed 

that the strength of association between attitude and practice scores was high (r = 0.375) and 

highly significant (p < 0.001).  The strength of association between attitude and knowledge 

scores was also rather high (r = 0.287) and highly significant (p < 0.001).  The strength of 

association between the knowledge and practice scores was relatively lower (r = 0.145), but 

still significant (p = 0.013). 
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3.3 Knowledge regarding antibiotics and antibiotics resistance among GPs in polyclinics 

Table 3 illustrates the percent of GPs’ correct answers to knowledge questions about  

antibiotics and antibiotics resistance.  The vast majority of GPs knew that there is no need to 

prescribe antibiotics for non-febrile diarrhea.  Low proportion of physicians (25.4%) knew 

that methicillin resistant Staphylococcus aureus is resistant to betta-lactam antibiotics.  More 

than 75% of GPs knew about ineffectiveness of antibacterial drugs for upper respiratory tract 

viral infections.  More than half (56.0%) of participants knew that amoxicillin is safe to 

prescribe pregnant women and less than half (39.9%) of the GPs mentioned metronidazole as 

the best preparation against anaerobes.  About 60% of GPs knew that antibiotics were 

effective in patients with cystitis caused by Escherichia coli.   

 

3.4 Attitude regarding antibiotics resistance among GPs in polyclinics 

Table 4 shows the percentages of desired attitudes of GPs to factors related to antibiotics 

resistance.  More than half of GPs believed that improper hand disinfection by physicians 

could not cause spread of drug resistant bacteria.  Moreover, only 35.4% of participants 

thought that a physician would change his/her antibiotic prescribing pattern even if patients 

were satisfied with the treatment.  In addition, 69.3% mentioned that antibiotic guidelines 

were rather obstacles than a help for prescribing antibiotics and more than half of GPs noted 

that development of local guidelines on preventing antibiotics resistance would not be such 

helpful as the international ones.  Besides, 60.5% of GPs considered that dispensing 

antibiotics without a prescription could not drive antibiotic resistance.   

 

3.5 Prescribing practice regarding antibiotics resistance among GPs in polyclinics 

Table 5 shows the percentages of correct prescribing practices among GPs employed in 

Yerevan polyclinics.  Only about 30% of participants did not follow the recommendations 
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made by pharmaceutical companies while prescribing antibiotics.  Wide spectrum antibiotics 

were prescribed by 82.1% of GPs when results of bacteriological analysis were absent.  

Moreover, 32% of GPs considered shortening the recommended duration of treatment if 

patient’s condition got better.  The same antibiotic was prescribed by 58.4% of GPs in case of 

recurrence of the same disease and 12% of GPs prescribed antibiotic if patient insisted on 

that.   

 

3.6 Simple linear regression 

Simple linear regression was conducted to find associations between the main outcome 

(practice % score) and independent variables (Table 6).  Attitude % score, knowledge % 

score, age of GPs, years of experience after graduation from the university were significantly 

(p < 0.05) associated with the practice % score in the univariate analyses. 

Simple linear regression between the secondary outcome of attitude % score and independent 

variables was done (Table 7).  Knowledge % score, age of participants, type of polyclinic, 

years of experience after graduation and the number of patients served per day by GPs were 

significantly associated with the attitude % score in the univariate analyses.  

Simple linear regression between the secondary outcome of the knowledge % score and 

independent variables was performed (Table 8).  Age of participants, years of experience 

after graduation and the number of patients served per day were significantly associated with 

the knowledge % score in the univariate analyses.  

 

3.7 Multivariable linear regression 

Multivariable linear regression was done to find out the relationship between the main 

outcome variable (practice % score) and significant independent variables in the univariate 

analysis, also those variables with p < 0.25 in the univariate analysis (Table 9).  Variables 
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were checked for multicollinearity.  The variance inflation factor, which was equal to 4.6, 

revealed correlation between two independent variables: age and years of professional 

experience of GPs. A decision to use one of these highly correlated two variables (years of 

experience) was made.      

After adjusting for knowledge % score, type of polyclinic, years of experience, professional 

education after graduation and number of patients served per day, only the attitude % score of 

GPs was significantly associated with the practice % score.  Figures 1 and 2 demonstrate the 

distribution of residuals in this model indicating its normality and random pattern.  The 

multivariable linear regression showed that, when holding all the other variables in the model 

constant, one unit increase in the attitude % score was associated with 0.58 unit increase in 

the practice % score (95% CI: 0.41, 0.75; p < 0.001).   

Multivariable linear regression between the secondary outcome variable (attitude % score) 

and available independent variables was done.  After adjusting for other independent 

variables, the knowledge % score, the number of patients served per day and the years of 

experience of GPs were significantly associated with the attitude % score (Table 10).  Figures 

3 and 4 illustrate the normal distribution and random pattern of residuals in this model.  The 

multivariable regression showed that, when holding all the other variables in the model 

constant, one unit increase in the knowledge % score was associated with 0.11 unit increase 

in the attitude % score (95% CI: 0.05, 0.18; p < 0.001); one unit increase in the number of 

patients served per day was associated with 0.25 unit increase in the attitude % score (95% 

CI: 0.01, 0.49; p = 0.042).  Also, one-year increase in GP’s years of experience was 

associated with a 0.27 unit decrease in the attitude % score (95% CI: -0.38, -0.17; p < 0.001). 

Multivariable linear regression with the secondary outcome variable (knowledge % score) 

and independent variables was done.  After adjusting for other independent variables, the 

number of patients served per day and the years of experience of GPs were significantly 
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associated with the knowledge % score (Table 11).  Figures 5 and 6 demonstrate the 

normality and random pattern of distribution of residuals in this model.  The multivariable 

linear regression showed that, when holding all the other variables in the model constant, one 

unit increase in the number of patients served per day was associated with 0.61 unit increase 

in the knowledge % score (95% CI: 0.14, 1.07; p = 0.011).  Also, one-year increase in the 

years of experience was associated with a 0.32 unit decrease in the knowledge % score (95% 

CI: -0.52, -0.12; p = 0.002). 

 

3.8 Barriers to rational antibiotics prescribing among GPs in polyclinics 

The barriers to rational antibiotics prescribing among GPs employed in Yerevan polyclinics 

are presented in Table 12.  The main barriers reported by GPs were the lack of rapid 

diagnostic tests, followed by the high costs of laboratory tests, high costs of some antibiotics 

and lack of guidelines.  Only a small proportion of participants reported “difficulty to make 

an accurate diagnosis”, not enough free/ affordable training courses on optimal antibiotic 

therapy, fear of missing the bacterial infection, lack of time to search for information, 

pressure from patients, lack of motivation to provide quality services because of inadequate 

remuneration and pressure from pharmaceutical companies to be significant barriers. 

4. Discussion 

4.1 Findings on some important items which measure knowledge, attitude and practice 

Our study demonstrated low average knowledge percent score among GPs (58.3) regarding 

antibiotics and antibiotic resistance.  For comparison, a similar study conducted among 

physicians in India reported considerably higher average knowledge percent score regarding 

antibiotics and antibiotic resistance (77.3).65  The knowledge concerning the resistance of 

methicillin resistant Staphylococcus aureus to betta- lactam antibiotics was the lowest in our 

study, which was consistent with the literature.71,72   
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The majority of participants demonstrated good levels of knowledge while answering some 

questions.  Most respondents in this study knew about ineffectiveness of antibacterial drugs 

for upper respiratory viral infections, unlike the participants of studies performed in different 

countries that demonstrated a knowledge gap in this respect.73,72,71  For the question about 

acute diarrhea, the majority of GPs in our study agreed that there was no need to prescribe 

antibiotics for diarrhea similar to what was found in other studies (Appendix 2).74,72,71     

The current study showed a low mean attitude percent score (67.5) regarding antibiotics 

resistance among GPs.  The similar study conducted in India reported higher average attitude 

percent score (87.3).65  Several problematic attitude areas were identified.  More than half of 

the GPs in our study mentioned that in primary care, microbiological results were not useful 

when treating infectious diseases.  Unlike this, the study conducted by Faizullah et al. (2017) 

in Pakistan reported that majority of its participants agreed about the importance of 

microbiological sensitivity tests in treating infectious diseases.82  In our study, 70% of 

participants believed that antibiotic-therapy guidelines were obstacles rather than help for 

prescribing antibiotics, unlike the study which was performed in Lao, where only 22% of 

participants had a similar response.75  Unlike the study conducted by Liu et al. (2019),  

greater part of GPs in our study believed that dispensing antibiotics without a prescription 

cannot drive antibiotic resistance.68   

In some areas, the majority of participants demonstrated desirable attitude. For instance, less 

than half of the participants in our study mentioned that physicians should not change their 

antibiotic prescribing pattern if patients were satisfied with the treatment, which is consistent 

with other studies.68,75  Our study had almost similar results regarding the use of local 

guidelines over international once with the study in Lao, which highlighted that the local 

microbial resistance should be taken into account.75  Majority of GPs mentioned that self- 

medication and inappropriate consumption of antibiotics will bring the development of 
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resistance. This finding was similar to the studies conducted by Thriemer et al. (2013) and 

Wafaa et al. (2019).71,74   

Our study demonstrated relatively low mean percent score (63.0) for prescribing practice 

regarding antibiotics resistance.  The study conducted in India reported almost similar 

average practice percent score (67.6).65  More than two-thirds of participants showed 

incorrect prescribing practice in our study, relaying on recommendations made by 

pharmaceutical companies while prescribing antibiotics.  The majority of GPs demonstrated 

correct prescribing practices in some areas, for example, delaying antibiotics prescription in 

case of viral infections, discussing antibacterial resistance with patients while prescribing 

antibiotics, not prescribing antibiotics based on patient’s desire (Appendix 2).68,76,69 

Most participants considered lack of rapid diagnostic tests and high cost of some antibiotics 

as significant barriers to rational antibiotics prescribing.  The next highly rated barrier in our 

study was lack of clear guidelines.  Most GPs did not consider “difficulty to make an accurate 

diagnosis”, fear to miss bacterial infection, time deficiency to search for information, and 

pressure from patients as significant barriers.70 

 

4.2 Interrelation between knowledge, attitude and practice regarding antibiotics resistance 

According to the conceptual framework of antibiotics smart use, patients’ health may be 

affected by prescribing practices of health providers and self- medication.64  Knowledge and 

attitudes are included into the predisposing factors influencing prescribing practice.  The 

antibiotics smart use framework did not completely fit with the survey data, which was 

demonstrated by the weak positive correlation between the practice and knowledge % scores 

(r = 0.145; p = 0.013).  On the other hand, the strong correlation between practice and attitude 

% scores (r = 0.375; p < 0.001), (β = 0.58; p < 0.001) was present in our study, which showed 

that in this respect our findings were in line with the conceptual framework.  In contrast with 
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our study, Liu et al. (2019) demonstrated that attitude did not predict prescribing practice (β = 

-0.039; p > 0.05).72   Our study reported a weak but significant positive correlation between 

knowledge and attitude (r = 0.287; p < 0.001), (β = 0.11; p = 0.000), which corresponded to 

the conceptual framework.  This result was consistent with the study conducted by Wafaa et 

al. (2019) (r = 0.313; p = 0.001).74  In contrast to our study, Wester et al. (2002) found 

insignificant association between attitude and knowledge.77  

Although knowledge about antibiotics and antibiotics resistance influence the responses of 

the GPs to the various questions, this study showed that knowledge was not associated with 

prescribing practice, which was identical to the results of the study performed by Liu et al. 

(2019).72  The possible explanation might be the influence of pharmaceutical companies or 

representatives, offering a gifts or samples of medication, which affected prescribing practice 

of GPs.  The other reason might be the patient pressure, which will “force” GPs to made a 

wrong prescription.  Unlike our study, Gonzalez-Gonzalez et al. (2015) found that antibiotics 

use was closely associated with the knowledge and attitudes of GPs.78 

 

4.3 Independent predictors of knowledge, attitude and practice regarding antibiotics 

resistance 

Our study showed significant positive association of knowledge with the number of patients 

per day (β = 0.61; p = 0.011) and significant negative association of knowledge with the 

years of GP’s experience (β = -0.32; p = 0.002), which might be explained by insufficient 

education on antibacterial resistance at the time when older generation studied at medical 

university in comparison with younger graduates.79  Also, this study demonstrated significant 

positive association between attitude towards antibiotics resistance and the number of 

patients per day (β = 0.25; p = 0.042), and negative association with the years of GPs’ 

experience (β = -0.27; p < 0.001).  Unlike this study, similar studies in other countries 
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reported either improved attitude with more experience77 or no relationship between the two 

concepts.72  

Antibiotics prescribing practice of GPs in our study was positively associated with attitude of 

GPs (β = 0.58; p < 0.001), in contrast with the study  conducted by Liu et al. (2019) showed 

that attitudes, knowledge and years of experience were not significantly associated with 

prescribing practices among GPs.72   

The results of our study showed that most part of GPs received trainings on antibiotics 

resistance.  However, the knowledge among GPs remained poor in our study.  The influence 

of trainings on healthcare providers was examined by Das et al. (2016) and they found that 

trainings did not decrease unnecessary use of antibiotics.80  Similarly, our study showed 

insignificant association of GPs’ training with attitude towards antibiotics resistance, which is 

identical to a study done by Wester et al. (2002).77  Furthermore, results of our study 

demonstrated that training, being a basis of knowledge, was not associated with the 

knowledge % score, consistent with other studies.74,81  The fact that trainings were not 

associated with knowledge might be connected with the role of internet and availability of 

different online educational programs regarding antibiotics use and prevention of 

antibacterial resistance.74  The results of our study demonstrated that trainings regarding 

antibiotics resistance were not associated with prescribing practice.  

 

4.4 Strengths and limitations 

One of the strengths of this study was the large sample size. Another strengths of the study 

was high response rate among GPs in polyclinics in Yerevan.  The cross-sectional study 

design and the self- administered knowledge, attitude and practice questionnaire made the 

study cost-effective, as it required less time and resources, did not require to hire interviewers 

and gave a possibility to collect information from a larger number of participants.  The 
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questionnaire was developed based on validated questionnaires, which made our study 

robust.  To meet the cluster size requirement, only the largest polyclinics, each serving a 

population of at least 30,000, were selected, leaving out small polyclinics, which could affect 

the generalizability of the findings.  Another limitation could have been the contamination of 

the study, since the questionnaires were left with physicians and collected back during the 

next day, creating a possibility for GPs to discuss the answers with peers.  However, apparent 

similarities between GPs’ responses were not detected.  Another limitation was the response 

scale used for some questions in prescribing practice section of the questionnaire, which 

measured the degree of agreement rather than the actual practice.  The study has a limited 

generalizability for Armenia, because it was done only among GPs in Yerevan, and 

polyclinics in marzes were not included in the study.  

 

5. Recommendations 

The identified difference in prescribing practice between different age groups suggests the 

need to focus on older generation of primary health care physicians when planning training 

programs.  Improving courses on antibiotics resistance in medical universities would be 

beneficial in terms of resistance reduction.  Availability of rapid and inexpensive diagnostic 

tests, enforcement of prescriptions and regulations of antibiotics’ prices could help to 

overcome antibiotics resistance.  We would recommend conducting similar studies among 

primary health care physicians in marzes and other doctors (specialists) in order to determine 

their prescribing practices.   
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TABLES 

Table 1. Descriptive statistics on the main variables of interest among GPs working in 
Yerevan 
 
Variable N=291 

% (n) 
Gender  
     Male 1.7 (5) 
     Female 98.3 (286) 
Working in public polyclinics 86.9 (253) 
Received any 6-month postgraduate education 84.5 (245) 
Received any training on antibiotics resistance during three years prior to 
survey  

80.1 (233) 

Desire to receive training on antibiotics  87.3 (254) 
 Mean (SD) 
Age in years 55.1 (9.9) 
Years of professional experience 28.2 (11.5) 
Average number of patients served per day 14.1 (5.1) 
Knowledge percent score 58.3 (20.1) 
Attitude percent score 67.5 (10.9) 
Practice percent score  63.0 (16.9) 
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Table 2.  Correlation between practice, attitude and knowledge % scores 

 Practice score Knowledge score Attitude score 
Practice % score 1   
Knowledge % score  0.145* 1  
Attitude % score  0.375** 0.287** 1 

* p = 0.013 
** p < 0.001 
 

 

Table 3. Correct answers to knowledge questions among GPs in Yerevan polyclinics, 2020 

Questions N % 
1. Antibiotics should not be prescribed for non-febrile diarrhea 262 90.0 
2. Methicillin resistant Staphylococcus aureus is resistant to 

betta-lactam antibiotics 
74 25.4 

3. Antibiotics are ineffective for upper respiratory tract viral 
infections 

221 75.9 

4. Amoxicillin is safe to prescribe to pregnant women 163 56.0 
5. Metronidazole has the best activity against anaerobes 116 39.9 
6. Antibiotics are effective in patients with cystitis caused by 

Escherichia coli 
182 62.5 
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Table 4.  Desired attitudes on antibiotics resistance among GPs in Yerevan polyclinics, 2020 

Questions (provided in same wording as in the instrument) N % 
1. Inappropriate use of antibiotics drives antibiotics resistance 280 96.2 
2. Broad-spectrum antibiotics do not increase antibiotic 

resistance when equally effective narrower-spectrum 
antibiotics are available 

109 37.5 

3. Lack of hand disinfection by healthcare workers causes 
spread of antibiotics resistance 

138 47.4 

4. In primary care, microbiological results are not useful when 
treating infectious diseases 

165 56.7 

5. Widespread use of antibiotics contributes to generation of 
antibiotic resistance 

269 92.4 

6. Antibiotic prescribing practice influences the antibiotic 
resistance development 

250 86.2 

7. Physicians should not change their antibiotic prescribing 
pattern if patients are satisfied with the treatment 

103 35.4 

8. Too low antibiotic dosages do not contribute to the 
development of antibiotic resistance 

198 68.0 

9. Self-medication contributes to the development of antibiotic 
resistance 

259 89.0 

10. Interrupted antibiotic treatment does not contribute to the 
development of antibiotic resistance 

181 62.4 

11. Antibiotic guidelines are rather obstacles than a help for 
prescribing antibiotics 

201 69.3 

12. Development of local guidelines on preventing antibiotics 
resistance would be more useful than using international 
ones 

143 49.1 

13. Dispensing antibiotics without a prescription cannot drive 
antibiotic resistance 

176 60.5 

14. Prescribing antibiotics when the patient does not need them 
does not cause harm to the patient 

266 91.4 

 

 

 

 

 

 

 

 

 

 



37 
 

Table 5. Correct prescribing practices among GPs in Yerevan polyclinics, 2020  

Practice N % 
1. Selection of antibiotics based on infection cause rather than 

medication expiration date or availability 
251 86.3 

2. Delaying antibiotics prescription in case of viral infections 262 90.0  
3. Discussing antibacterial resistance with patients while 

prescribing antibiotics 
193 66.3  

4. Not taking into account the recommendations made by 
pharmaceutical companies while prescribing antibiotics 

96 33.0  

5. Not prescribing wide spectrum antibiotics when results of 
bacteriological analysis are absent 

52 17.9  

6. Not prescribing antibiotics to patients with acute viral 
infections for preventing secondary bacterial infections 

220 75.6  

7. Not considering shorter-than-recommended duration of 
treatment with antibiotics if the patient’s condition gets better 

198 68.0  

8. Not prescribing the same antibiotic in case of recurrence of 
the same disease in a patient  previously successfully treated 
with that antibiotic 

121 41.6 

9. Not prescribing antibiotics based of patient’s desire 256 88.0 
 

 

 

Table 6. Simple linear regression between practice % score and independent variables 

Variable Regression 
coefficient 

95% (CI) p-value 

Attitude % score 0.58 (0.41; 0.75)         p < 0.001 
Knowledge % score 0.12 (0.03; 0.22) 0.013 
Age -0.25 (-0.45; -0.04) 0.019 
Gender    
     Male 1.0 (ref)   
     Female  -7.53 (-22.61; 7.53) 0.326 
Type of polyclinics    
     Public 1.0 (ref)   
     Private/both 4.59 (-1.20; 10.39) 0.120 
Years of experience after graduation -0.20 (-0.36; -0.03) 0.025 
Professional education after graduation    
     No 1.0 (ref)   
     Yes 3.48 (-1.94; 8.89) 0.208 
Participation in trainings last 3 years    
     No trainings 1.0 (ref)   
     One and more -0.16 (-5.07; 4.75) 0.949 
Number of patients served per day 0.25 (-0.14; 0.63) 0.208 
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Table 7. Simple linear regression between attitude % score and independent variables 

Variable Regression 
coefficient 

95% (CI) p-value 

Knowledge % score 0.16 (0.09; 0.22) p < 0.001 
Age -0.36 (-0.48; -0.23) p < 0.001 
Gender    
     Male 1.0 (ref)   
     Female -2.51 (-12.24; 7.21) 0.612 
Type of polyclinics    
     Public 1.0 (ref)   
     Private/both 3.69 (-0.04; 7.42) 0.052 
Years of experience after graduation -0.32 (-0.43; -0.21) 0.000 
Professional education after graduation    
     No 1.0 (ref)   
     Yes -0.22 (-3.31; 3.75) 0.903 
Participation in trainings last 3 years    
     No trainings 1.0 (ref)   
     One and more -0.09 (-3.26; 3.08) 0.955 
Number of patients served per day 0.38 (0.13; 0.63) 0.003 

 

 

 

Table 8. Simple linear regression between knowledge % score and independent variables 

Variable Regression 
coefficient 

95% (CI) p-value 

Age -0.56 (-0.79; -0.33) p < 0.001 
Gender    
     Male 1.0 (ref)   
     Female -11.8 (-29.64; 5.96) 0.192 
Type of polyclinics    
     Public 1.0 (ref)   
     Private/both 4.07 (-2.80; 10.94) 0.245 
Years of experience after graduation -0.34 (-0.55; -0.14) 0.001 
Professional education after graduation    
     No 1.0 (ref)   
     Yes 3.22 (-3.18; 9.62) 0.323 
Participation in trainings last 3 years    
     No trainings 1.0 (ref)   
     One and more -2.84 (-8.63; 2.96) 0.337 
Number of patients served per day 0.58  (0.13; 1.04) 0.012 
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Table 9. Multivariable linear regression model with the outcome of practice % score  

Variable Regression 
coefficient 

95% CI p-value 

Attitude % score 0.58 (0.41; 0.75) p<0.001 
 

 

 

Table 10.  Multivariable linear regression model with the outcome of attitude % score  

Variable Regression 
coefficient 

95% CI p-value 

Knowledge % score 0.11 (0.05; 0.18) p<0.001 
Number of patients per day 0.25 (0.01; 0.49) 0.042 
Years of experience -0.27 (-0.38; -0.17) p<0.001 

 

 

 

Table 11.  Multivariable linear regression model with the outcome of knowledge % score  

Variable Regression 
coefficient 

95% CI p-value 

Number of patients per day 0.61 (0.14; 1.07) 0.011 
Years of experience  -0.32 (-0.52; -0.12) 0.002 
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Table 12. Barriers to rational antibiotics prescribing reported by GPs in Yerevan polyclinics, 
2020 

 Not a 
barrier 
 % (N) 

Somewhat 
a barrier 
% (N) 

Moderate 
barrier 
% (N) 

Significant 
barrier 
% (N) 

Lack of rapid diagnostic tests 21.0   (61) 14.4 (42) 25.4 (74) 39.2 (114) 
High cost of laboratory tests 19.6   (57) 20.6 (60) 27.8 (81) 32.0   (93) 
High cost of some antibiotics 21.0   (61) 25.8 (75) 32.3 (94) 21.0   (61) 
Lack of clear guidelines 27.1   (79) 26.5 (77) 23.4 (68) 23.0   (67) 
Difficulty of making an accurate 
diagnosis 

26.8   (78) 27.5 (80) 25.8 (75) 19.9   (58) 

Lack of free/affordable quality 
courses on optimal antibiotic therapy 

30.1   (87) 28.4 (82) 26.6 (77) 14.9   (43) 

Fear of missing the bacterial 
infection 

36.1 (105) 27.5 (80) 27.8 (81) 8.6   (25) 

Lack of time to search for 
information 

38.5 (112) 27.1 (79) 22.0 (64) 12.4   (36) 

Pressure from patients 56.7 (165) 23.7 (69) 10.7 (31) 8.9   (26) 
Lack of motivation of physicians to 
provide quality services because of 
their inadequate remuneration 

70.4 (205) 10.0 (29) 9.6 (28) 10.0   (29) 

Pressure from pharmaceutical 
companies interested in selling their 
antibiotics 

71.8 (209) 11.3 (33) 8.6 (25) 8.2 (24) 
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FIGURES 

Figure 1.  Normality of residuals’ distribution of the final model demonstrating the 

association between the practice % score and attitude % score and years of experience 

(standardized normal probability plot) 
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Figure 2.  The distribution of residuals of the final model demonstrating the association 

between the practice % score and attitude % score and years of experience (residuals 

versus predictor scatterplot) 
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Figure 3.  Normality of residuals’ distribution of the final model demonstrating the 

association between the attitude % score and knowledge % score, number of patients 

per day and years of experience (standardized normal probability plot) 
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Figure 4.  The distribution of residuals of the final model demonstrating the association 

between the attitude % score and knowledge % score, number of patients per day and 

years of experience (residuals versus predictor scatterplot) 
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Figure 5.  Normality of residuals’ distribution of the final model demonstrating the 

association between the knowledge % score and number of patient per day and years of 

experience (standardized normal probability plot) 
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Figure 6.  The distribution of residuals of the final model demonstrating the association 

between the knowledge % score and number of patient per day and years of experience 

(residuals versus predictor scatterplot) 
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APPENDICES 

Appendix 1: Conceptual framework of the Antibiotics Smart Use Model64  
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Appendix 2: 

Percentages of reported correct prescribing practices and answers to knowledge 
questions among GPs in Yerevan and other study sites 
 
 
Percentages of correct answers to knowledge questions among GPs in Yerevan in comparison 
with different study sites 
 

Questions 
 

R
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y 
(%

) 

Results from the studies performed 
in different countries (%) 

C
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go
71

 

Eg
yp

t74
 

H
ub

ei
72

 

C
hi

na
68

 

1. Methicillin resistant Staphylococcus aureus 
is resistant to betta-lactam antibiotics 

25.4 36.8 NA  29.06 NA 

2. Metronidazole has the best activity against 
anaerobes 

39.9 93.5 84.1 97.19 98.86 

3. Amoxicillin is safe to prescribe to pregnant 
women 

56.0 97.4 86.1 96.59 96.21 

4. Antibiotics are ineffective for upper 
respiratory tract viral infections 

75.9 35.9 NA 5.01 5.68 

5. Antibiotics should not be prescribed for 
non-febrile diarrhea 

90.0 85.9 89.7 95.19 NA 

NA – not applicable as the item was not asked 

 
 
Percentages of reported correct prescribing practices among GPs in Yerevan and other study 
sites 
 

Practice 
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Results from the studies performed in 
different countries (%) 
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C
on

go
71

 

G
er

m
an

y69
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A
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1. Delaying antibiotics prescription in case 
of viral infections 

90.0  NA NA 29.4 NA NA 

2. Discussing antibacterial resistance with 
patients while prescribing antibiotics 

66.3  NA NA 49.4 89.6 NA 

3. Not taking into account the recommen-
dations made by pharmaceutical compa-
nies while prescribing antibiotics 

33.0  27.2 23.1   NA NA NA 

4. Not prescribing antibiotics based of 
patient’s desire 

88.0 NA NA 60.0 67.0 66.0 

NA – not applicable as the item was not asked 
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Appendix 3: 

Study instrument 

Knowledge, attitudes and practice survey about antibiotics use and antimicrobial 
resistance 

1.Participant’s ID______________ 
 
2.Date (dd/mm/yy)_______/_______/______ 
 

Instructions for Completing the Questionnaire 

Dear participant, first read carefully each question and the possible response options. 
Choose the option that best represent your response and circle the number next to the 
option. Some questions should be answered by words or by a number. For these questions, 
please, write your response on the blank line next to the question. 

Please follow the instructions in Italics. These instructions will help you to complete the 
questionnaire. Please, note that some questions may look like others, but each one is 
different. 

 

Please, try to answer ALL THE questions. 

Please start answering from here. 

This section includes questions regarding demographic data. 

 

3. Your age (completed years) ______years 

4. Your gender � 1. Male 
� 2.  Female 

5. Your marital status � 1. Married 
� 2. Divorced 
� 3. Widowed 
� 4. Single 

 

This section includes questions regarding your professional background. 

6. In what type of healthcare facility do you practice? � 1. Private  
� 2. Public  
� 3. Both 

7. How many years have you been practicing after you graduated 
from the Medical University?  

  

_______years 
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8.  After graduating from the Medical University, have you had 
any professional education for at least 6 months duration? 

� 1. Yes 
� 2. No 

9. During the last three years, how many times have you received 
a training on antibiotics?   

 
____________ 

10. In average, how many patients do you serve per day? _______ patients 

11. I would like to participate in educational programs on 
antibiotics. 

� 1. Yes 
� 2. No 

 

Please, indicate whether you agree with each of the statements below. 

 

 Strongly 
agree 

Agree Neutral Disagree Strongly 
disagree 

12. Inappropriate use of antibiotics drives 
antibiotics resistance. 

1. � 2. � 3. � 4. � 5. � 

13. Use of broad-spectrum antibiotics, when 
equally effective narrower-spectrum 
antibiotics are available, can not increase 
antibiotic resistance. 

1. � 2. � 3. � 4. � 5. � 

14. Lack of hand disinfection by healthcare 
workers causes spread of antibiotics 
resistance. 

1. � 2. � 3. � 4. � 5. � 

15. In primary care, microbiological results 
are not useful when treating infectious 
diseases. 

1. � 2. � 3. � 4. � 5. � 

16. Widespread use of antibiotics 
contributes to generation of antibiotic 
resistance. 

1. � 2. � 3. � 4. � 5. � 

17. Antibiotic prescribing practice 
influences the antibiotic resistance 
development. 

1. � 2. � 3. � 4. � 5. � 

18. If patients are satisfied with the 
treatment, the physician does not need to 
change his/her antibiotic prescribing 
pattern. 

1. � 2. � 3. � 4. � 5. � 

19. Too low antibiotic dosages do not 
contribute to the development of antibiotic 
resistance. 

1. � 2. � 3. � 4. � 5. � 

20. Self-medication contributes to the 
development of antibiotic resistance. 

1. � 2. � 3. � 4. � 5. � 

21. Interrupted antibiotic treatment does not 
contribute to the development of antibiotic 
resistance. 

1. � 2. � 3. � 4. � 5. � 

22. Antibiotic guidelines are rather 
obstacles than a help for prescribing 
antibiotics. 

1. � 2. � 3. � 4. � 5. � 
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 Strongly 
agree 

Agree Neutral Disagree Strongly 
disagree 

23. Development of local guidelines on 
preventing antibiotics resistance would be 
more useful than using the international 
ones.   

1. � 2. � 3. � 4. � 5. � 

24. Dispensing antibiotics without a 
prescription cannot drive antibiotic 
resistance. 

1. � 2. � 3. � 4. � 5. � 

25. I think prescribing antibiotics when the 
patient does not need them does not cause 
harm to the patient. 

1. � 2. � 3. � 4. � 5. � 

 

 

Please, indicate to what degree do you agree with each of the statements below. 

 

 Strongly 
agree 

Agree Neutral Disagree Strongly 
disagree 

26. When I decide which antibiotic to use, 
my selection is more affected by the 
expiration date or availability of the 
antibiotic than the cause of the infection. 

1. � 2. � 3. � 4. � 5. � 

27. I usually delay antibiotics prescribing in 
case of viral infections. 

1. � 2. � 3. � 4. � 5. � 

28. I discuss the subject of antibacterial 
resistance with my patients while 
prescribing an antibiotic. 

1. � 2. � 3. � 4. � 5. � 

29. When prescribing antibiotics, I usually 
take into account recommendations made 
by pharmaceutical companies.  

1. � 2. � 3. � 4. � 5. � 

30. I usually prefer to prescribe wide 
spectrum antibiotics when results of 
bacteriological analysis are absent. 

1. � 2. � 3. � 4. � 5. � 

31. I usually do not prescribe antibiotics to 
patients with acute viral infections for 
prevention of development of secondary 
bacterial infections. 

1. � 2. � 3. � 4. � 5. � 

32. I usually consider shorter-than-
recommended duration of treatment with 
antibiotics if the patient’s condition gets 
better. 

1. � 2. � 3. � 4. � 5. � 
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 Strongly 
agree 

Agree Neutral Disagree Strongly 
disagree 

33. If the patient was previously 
successfully treated with some antibiotic, in 
case of recurrence of the same disease I 
usually prescribe him/her the same 
antibiotic. 

1. � 2. � 3. � 4. � 5. � 

34. If the patient insists on being treated 
with antibiotics, I usually prescribe them.  

1. � 2. � 3. � 4. � 5. � 

 

Please, indicate the right answer. 

 

35. A 4-year-old girl has diarrhea for 4 days (3 stools/day). She has 
no fever at examination nor during the last few days. Which 
treatment would you propose? 

�1. Amoxicillin    
�2. TMP/SMX     
�3. Amoxicillin-clavulanic 
acid  
�4. No antibiotic treatment, 
only oral rehydration    
�5. I don’t know 

36. Methicillin resistant - Staphylococcus aureus is susceptible to: 

(Please, choose one or more correct answers.) 

�1.Amoxicillin-clavulanic 
acid  
�2. Cefotaxime   
�3. Ceftriaxone  
�4. None of those antibiotics 
�5. I don’t know 

37. Which of the following statements is correct? 
(Please, choose one or more correct answers.) 
 

�1.Antibiotics are helpful in 
treating upper respiratory 
tract viral infections  
�2.Antibiotics reduce the 
duration of upper respiratory 
tract viral infections 
�3.Antibiotics can reduce the 
occurrence of complications 
of upper respiratory tract viral 
infections  
�4. None of the above 
�5. I don’t know 

38.  Which one of the following antibiotics may be safe during 
pregnancy? 

�1. Amoxicillin 
�2. Ciprofloxacin 
�3. Gentamicin 
�4. None of the above 
�5. I don’t know 
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39.  Which one of the following antimicrobials has the best activity 
against anaerobe bacteria?  

 

�1.Ciprofloxacin 
�2. Metronidazole 
�3.Trimethoprim-

sulfamethoxazole 
�4. None of the above 
�5. I don’t know 

40. A 30 years old female has cystitis and complaining on pain. 
Microbiological analysis revealed E.coli . Will you prescribe 
antibiotics? 

�1.Yes 
�2. No 

 

To what extent, in your opinion, the following factors are barriers to prescribing antibiotics 
appropriately in your setting? 

 Not a 
barrier 

Somewhat a 
barrier 

Moderate 
barrier 

Significant 
barrier 

41. Lack of rapid diagnostic tests. 1. � 2. � 3. � 4. � 

42. Cost of laboratory tests. 1. � 2. � 3. � 4. � 

43. Difficulty of making an accurate 
diagnosis. 

1. � 2. � 3. � 4. � 

44. Fear of missing the bacterial infection. 1. � 2. � 3. � 4. � 

45. Lack of clear guidelines. 1. � 2. � 3. � 4. � 

46. Lack of time to search for information. 1. � 2. � 3. � 4. � 

47. Cost of some antibiotics. 1. � 2. � 3. � 4. � 

48. Lack of free/affordable quality courses 
on optimal antibiotic therapy. 

1. � 2. � 3. � 4. � 

49. Pressure from patients. 1. � 2. � 3. � 4. � 

50. Pressure from pharmaceutical 
companies interested in selling their 
antibiotics. 

1. � 2. � 3. � 4. � 

51. Lack of motivation of physicians to 
provide quality services because of their 
inadequate remuneration.   

1. � 2. � 3. � 4. � 

52. What other barrier could you point out? ___________________________________ 

 

Thank you very much for participation 
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Հարցաշար հակաբիոտիկների օգտագործման և 
հակաբիոտիկակայունության վերաբերյալ բժիշկների գիտելիքների, 

վերաբերմունքի և գործելակերպի մասին 

 

1. Հարցվողի ՏՀ  ______________________  

2. Ամսաթիվ (օր/ամիս/տարի) ____ / ____/_____ 

 

Հարցաթերթիկի լրացման ցուցումներ 

 Հարգելի՛ մասնակից, ուշադիր կարդացեք յուրաքանչյուր հարց և 

պատասխանների ներկայացված տարբերակները: Ընտրեք այն տարբերակը, որն 

ավելի մոտ է Ձեր կարծիքին և նշում կատարեք (√) Ձեր նախընտրած տարբերակի 

կողքին դրված վանդակում` շրջանակի մեջ վերցնելով Ձեր նախընտրած 

տարբերակի առջև գրված թիվը։ Որոշ հարցերի պետք է պատասխանել բառերով 

կամ թվերով: Այդ հարցերին հաջորդում են դատարկ տողեր, որպեսզի Դուք գրեք 

Ձեր պատասխանը: Խնդրում ենք հետևել շեղառառ ցուցումներին: Այդ 

ցուցումները կօգնեն Ձեզ լրացնել հարցաշարը։ Որոշ հարցեր կարող են նման 

լինել մյուսներին, սակայն դրանցից յուրաքանչյուրը տարբեր է: Խնդրում ենք 

պատասխանել ԲՈԼՈՐ ՀԱՐՑԵՐԻՆ ԱՆԽՏԻՐ:  

Այս բաժնում ընդգրկված հարցերը վերաբերում են Ձեր ժողովրդագրական 
տվյալներին։ 

3. Ձեր տարիքը (լրացրած տարիների թիվը)   
_____ տարեկան 

4. Ձեր սեռը � 1. Արական 
� 2.  Իգական 

5. Ձեր ամուսնական կարգավիճակը � 1. Ամուսնացած 
� 2. Ամուսնալուծված 
� 3. Այրի 
� 4. Չամուսնացած 
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Այս բաժնում ընդգրկված հարցերը վերաբերում են Ձեր մասնագիտական 
փորձառությանը։ 

6. Նշեք, թե ո՞ր տիպի պոլիկլինիկայում եք աշխատում։ � 1. Մասնավոր 
� 2. Պետական 
� 3. Երկուսում էլ 

7. Բժշկական Համալսարանն ավարտելուց հետո քանի՞ 
տարի եք աշխատել Ձեր մասնագիտությամբ։ 

  
_______տարի 

8.  Բժշկական Համալսարանն ավարտելուց հետո ստացե՞լ 
եք որևէ մասնագիտական վերապատրաստում՝ 
առնվազն 6 ամիս տևողությամբ։  

� 1. Այո 
� 2. Ոչ 

9. Վերջին երեք տարվա ընթացքում քանի՞ անգամ եք 
մասնակցել հակաբիոտիկների վերաբերյալ 
դասընթացների։  

 
____________ 

10. Միջինում օրական քանի՞ հիվանդ եք զննում։   
_______ հիվանդ 

11. Ես կցանկանայի մասնակցել հակաբիոտիկաբուժման 
վերաբերյալ դասընթացների։ 

� 1. Այո 
� 2. Ոչ 

 
 
Խնդրում եմ նշեք՝ որքանո՞վ եք համաձայն հետևյալ պնդումներից 
յուրաքանչյուրին: 
 

 Լիովին 
համա-
ձայն եմ 

Համա-
ձայն 
եմ 

Ո՛չ 
համա-
ձայն եմ, 
ո՛չ էլ՝ ոչ  

Համա-
ձայն 
չեմ 

Ամենևին 
համաձայն 
չեմ 

12. Հակաբիոտիկների սխալ 
օգտագործումը բերում է հակաբիոտի-
կակայունության զարգացման։ 

1. � 2. � 3. � 4. � 5. � 

13. Նեղ սպեկտրի արդյունավետ 
հակաբիոտիկների առկայության 
դեպքում լայն սպեկտրի հակաբիո-

1. � 2. � 3. � 4. � 5. � 
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 Լիովին 
համա-
ձայն եմ 

Համա-
ձայն 
եմ 

Ո՛չ 
համա-
ձայն եմ, 
ո՛չ էլ՝ ոչ  

Համա-
ձայն 
չեմ 

Ամենևին 
համաձայն 
չեմ 

տիկների նշանակումը չի հանգեցնում 
հակաբիոտիկակայունության աճի։ 

14. Բուժաշխատողների կողմից 
ձեռքերի հիգիենայի կանոնների ոչ 
լիարժեք պահպանումը կարող է բերել 
հակաբիոտիկակայուն շտամերի 
տարածման։  

1. � 2. � 3. � 4. � 5. � 

 

15. Ամբուլատոր պայմաններում 
վարակների բուժման ժամանակ 
բակտերիաբանական 
հետազոտության արդյունքները 
կարևոր չեն։ 

1. � 2. � 3. � 4. � 5. � 

16. Հակաբիոտիկների լայն կիրառումը 
նպաստում է հակաբիոտիկակա-
յունության ավելացմանը։ 
 

1. � 2. � 3. � 4. � 5. � 

17. Հակաբիոտիկների նշանակման 
գործելակերպը ազդում է 
հակբիոտիկակայունության 
զարգացման վրա։ 

1. � 2. � 3. � 4. � 5. � 

18. Եթե հիվանդները գոհ են իրենց 
ստացած բուժումից, բժիշկը կարիք 
չունի փոխելու  հակաբիոտիկների 
նշանակման իր գործելակերպը։ 

1. � 2. � 3. � 4. � 5. � 

19.Հակաբիոտիկի չափազանց ցածր 
դեղաչափը չի հանգեցնում 
հակաբիոտիկակայության 
զարգացման։ 

1. � 2. � 3. � 4. � 5. � 

20. Ինքնաբուժումը նպաստում է 
հակաբիոտիկակայության 
զարգացմանը։ 

1. � 2. � 3. � 4. � 5. � 
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 Լիովին 
համա-
ձայն եմ 

Համա-
ձայն 
եմ 

Ո՛չ 
համա-
ձայն եմ, 
ո՛չ էլ՝ ոչ  

Համա-
ձայն 
չեմ 

Ամենևին 
համաձայն 
չեմ 

21.  Հակաբիոտիկի կուրսը չավար-
տելը չի նպաստում հակաբիոտի-
կակայության զարգացմանը։ 

1. � 2. � 3. � 4. � 5. � 

22. Հակաբիոտիկներ նշանակելիս 
ուղեցույցներից օգտվելը ավելի շատ 
խանգարում է, քան՝ օգնում։ 

1. � 2. � 3. � 4. � 5. � 

23. Հակաբիոտիկակայունության 
կանխարգելման վերաբերյալ 
տեղական ուղեցույցների մշակումն 
ավելի օգտակար է, քան՝ միջազգային 
ուղեցույցների օգտագործումը։ 

1. � 2. � 3. � 4. � 5. � 

24. Հակաբիոտիկների վաճառքն 
առանց դեղատոմսի չի կարող 
նպաստել հակաբիոտիկակայունու-
թյան աճին։  

1. � 2. � 3. � 4. � 5. � 

25. Իմ կարծիքով՝ հակաբիոտիկի 
նշանակումը չի վնասում հիվանդին, 
եթե նույնիսկ նա դրա կարիքը չունի։ 

1. � 2. � 3. � 4. � 5. � 

 

Խնդրում եմ նշեք՝ արդյոք համաձա՞յն եք հետևյալ պնդումներին, թե՞ ոչ։ 

 Լիովին 
համա-
ձայն եմ 

Համա-
ձայն 
եմ 

Ո՛չ 
համա-
ձայն եմ, 
ո՛չ էլ՝ ոչ  

Համա-
ձայն 
չեմ 

Ամենևին 
համաձայն 
չեմ 

26. Հակաբիոտիկների նշանակման 
ժամանակ ես ավելի շատ 
ուշադրություն եմ դարձնում դրանց 
օգտագործման ժամկետին կամ 
մատչելիությանը, քան՝ հիվանդության 
հարուցիչին։ 

1. � 2. � 3. � 4. � 5. � 
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 Լիովին 
համա-
ձայն եմ 

Համա-
ձայն 
եմ 

Ո՛չ 
համա-
ձայն եմ, 
ո՛չ էլ՝ ոչ  

Համա-
ձայն 
չեմ 

Ամենևին 
համաձայն 
չեմ 

27. Հակաբիոտիկներ նշանակելու 
հարցում ես սովորաբար կիրառում եմ 
սպասողական մոտեցում, երբ 
կասկածում եմ վիրուսային վարակ։ 

1. � 2. � 3. � 4. � 5. � 

28. Հակաբիոտիկ նշանակելիս ես 
հիվանդի հետ քննարկում եմ  
հակաբիոտիկակայունության 
հարցերը։ 

1. � 2. � 3. � 4. � 5. � 

29. Հակաբիոտիկ նշանակելիս ես 
սովորաբար հաշվի եմ առնում 
դեղագործական ընկերությունների 
խորհուրդները:  

1. � 2. � 3. � 4. � 5. � 

30.  Երբ բակտերիաբանական 
հետազոտության արդյունքները 
բացակայում են, ես սովորաբար 
նախընտրում եմ նշանակել լայն 
սպեկտրի հակաբիոտիկներ: 

1. � 2. � 3. � 4. � 5. � 

31. Երկրորդային բակտերիալ 
վարակների կանխարգելման 
նպատակով ես սովորաբար չեմ 
նշանակում հակաբիոտիկներ սուր 
վիրուսային ինֆեկցիայով 
հիվանդներին։ 

1. � 2. � 3. � 4. � 5. � 

32. Եթե հիվանդի վիճակն արագ 
լավանում է, ես սովորաբար 
նախընտրում եմ կրճատել 
հակաբիոտիկաթերապիայի 
սահմանված տևողությունը։ 

1. � 2. � 3. � 4. � 5. � 

33. Եթե նախկինում հիվանդը հաջող 
բուժում է ստացել տվյալ 
հակաբիոտիկով, ապա նույն 

1. � 2. � 3. � 4. � 5. � 
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 Լիովին 
համա-
ձայն եմ 

Համա-
ձայն 
եմ 

Ո՛չ 
համա-
ձայն եմ, 
ո՛չ էլ՝ ոչ  

Համա-
ձայն 
չեմ 

Ամենևին 
համաձայն 
չեմ 

հիվանդության կրկնության ժամանակ 
ես սովորաբար նշանակում եմ նրան 
այդ նույն հակաբիոտիկը։ 

34. Եթե հիվանդը պնդում է, որ իրեն 
անհրաժեշտ են հակաբիոտիկեր, ես 
սովորաբար նշանակում եմ դրանք։ 

1. � 2. � 3. � 4. � 5. � 

 

 

 

 

 

 

 

Խնդրում եմ նշեք ճիշտ պատասխանը։  

35. Հիվանդը 4 տարեկան աղջիկ է և ունի փորլուծություն 
(օրը 3 անգամ)։ Նա չունի ջերմություն ո՛չ հետազոտման 
պահին, ո՛չ էլ վերջին օրերին:	Տրված տարբերակներից 
ո՞ր բուժումը կընտրեք։ 

�1. Ամոքսիցիլին    
�2. Տրիմեթոպրիմ-
սուլֆամեթոքսազոլ   
�3. Ամոքսիցիլին-
կլավուլոնաթթու  
�4. Չեմ նշանակի 
հակաբիոտիկներ, միայն 
օրալ ռեհիդրատացիա    
�5. Այլ_____________ 

36. Ո՞ր հակաբիոտիկների նկատմամբ է զգայուն  
մետիցիլինակայուն Staphylococcus aureus-ը։ 

 (Նշեք բոլոր ճիշտ պատասխանները) 

�1. Ամոքսիցիլին-
կլավուլոնաթթու   
�2. Ցեֆոտաքսիմ   
�3. Ցեֆտրիաքսոն  
�4. Նշվածներից ոչ մեկը 
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37. Նշեք, թե ո՞ր պնդումն է ճիշտ։ 
(Նշեք բոլոր ճիշտ 
պատասխանները) 

�1.Հակաբիոտիկները արդյունավետ են վերին 
շնչառական վիրուսային ինֆեկցիաների ժամանակ։
  

�2.Հակաբիոտիկները կարճացնում են վերին 
շնչառական վիրուսային ինֆեկցիաների 
տևողությունը։  

�3.Հակաբիոտիկները նվազեցնում են վերին 
շնչառական վիրուսային ինֆեկցիաների 
բարդությունների հավանականությունը։ 
�4. Նշվածներից ոչ մեկը 

38.  Նշված ո՞ր հակաբիոտիկներն են անվտանգ հղիության 
ժամանակ։ (Նշեք բոլոր ճիշտ պատասխանները) 

�1. Ամոքսիցիլին 
�2. Ցիպրոֆլոքսացին 

�3. Գենտամիցին 

�4. Նշվածներից ոչ մեկը 

�5. Չգիտեմ 

39.  Նշված ո՞ր հակաբիոտիկներն են նշանակվում 
անաէրոբ ինֆեկցիաների ժամանակ։  

(Նշեք բոլոր ճիշտ պատասխանները) 

�1. Ցիպրոֆլոքսացին 
�2. Մեթրոնիդոզոլ 
�3. Տրիմեթոպրիմ-

սուլֆամեթոքսազոլ  
�4. Նշվածներից ոչ մեկը 

�5. Չգիտեմ 
40. Հիվանդը 30 տարեկան կին է, որն ունի ցիստիտ և 

գանգատվում է ցավից։ Մանրէաբանական 
հետազոտությունը հայտնաբերել է  E.coli ։ Կնշանակե՞ք 
արդյոք հակաբիոտիկներ։ 

�1.Այո 
�2. Ոչ 

Ձեր կարծիքով, որքանո՞վ են հետևյալ գործոնները խոչընդոտում 
հակաբիոտիկների ռացիոնալ նշանակումը Ձեր պոլիկլինիկայում։ 

 

 Չեն 
խոչըն-
դոտում 

Թեթևակի  
խոչընդո-
տում են 

Չափավոր 
խոչընդո-
տում են 

Զգալի 
խոչընդո-
տում են 

41. Արագ ախտորոշման թեստերի 
բացակայությունը։ 

1. � 2. � 3. � 4. � 

42. Լաբորատոր թեստերի արժեքը։ 1. � 2. � 3. � 4. � 

43. Ճիշտ ախտորոշման դժվարությունը։ 1. � 2. � 3. � 4. � 
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 Չեն 
խոչըն-
դոտում 

Թեթևակի  
խոչընդո-
տում են 

Չափավոր 
խոչընդո-
տում են 

Զգալի 
խոչընդո-
տում են 

44. Ինֆեկցիան բաց թողնելու վախը։ 1. � 2. � 3. � 4. � 

45. Մատչելի ուղեցույցների 
բացակայությունը։  

1. � 2. � 3. � 4. � 

46. Ինֆորմացիա որոնելու համար 
ժամանակ չունենալը։ 

1. � 2. � 3. � 4. � 

47.Որոշ հակաբիոտիկների արժեքը։ 1. � 2. � 3. � 4. � 

48. Օպտիմալ հակաբիոտիկա-
թերապիայի վերաբերյալ անվճար կամ 
մատչելի որակյալ դասընթացների 
բացակայությունը: 

1. � 2. � 3. � 4. � 

49. Հիվանդների կողմից ճնշումը։ 1. � 2. � 3. � 4. � 

50. Դեղագործական կազմակերպու-
թյունների կողմից ճնշումը, որոնք 
շահագրգռված են իրենց 
հակաբիոտիկների վաճառքով։ 

1. � 2. � 3. � 4. � 

51.Բժշկի աշխատանքի անբավարար 
վարձատրության պատճառով նրա՝  
որակյալ ծառայություն մատուցելու մղում 
չունենալը:  

1. � 2. � 3. � 4. � 

52. Այլ խոչնդոտ (նշեք) ————————
————————————— 

 

 

 

Շնորհակալությո՛ւն մասնակցության համար: 

 

Appendix 4: Oral consent form 

English version: 

American University of Armenia  
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Institutional Review Board #1  

Consent form 

Knowledge, attitude and practice regarding antibiotics resistance among general 

practitioners in polyclinics in Yerevan 

 

Hello, my name is Diana Muradyan. I am a final year graduate student at the Turpanjian 

School of Public Health at the American University of Armenia. Our department is 

conducting a study to better understand the knowledge, attitude and practice regarding 

antibiotics resistance among general practitioners in polyclinics in Yerevan.  

We have randomly chosen 17 private and public polyclinics located in Yerevan. From these 

polyclinics 340 general practitioners, who speak Armenian fluently, will participate in this 

study. Your polyclinic also has been chosen and You are one of 20 general practitioners from 

this polyclinic whom we invite to participate in the study. Your participation only involves 

self-completion of a questionnaire that should take no longer than 15 minutes. The 

questionnaire consists of questions about knowledge, attitude and practice regarding 

antibiotics resistance. The information received from you is entirely confidential and will be 

used only for study purposes. Your name, contact information and other identifiable 

information will not be recorded on the questionnaire and will not appear in any presentation 

of the project. Nobody except research team will have access to the data you will provide. 

Your responses to the questions will contribute to this project and your answers will be put 

together with the answers of other participants.  

Your participation in this study is voluntary. There is no penalty if you decline to take part in 

this project. You may refuse to answer any question you feel uncomfortable with. There are 
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no known risks to You if you participate in the study. You will not gain any financial 

compensation or other personal benefits by participating in this study, but Your honest 

answers will help us to conduct this study, the results of which will be important in the 

effective implementation of preventive measures against antibiotic’s resistance in Yerevan. If 

you have any questions regarding this study you can contact the Principal Investigator 

Varduhi Petrosyan by this phone number: (37460) 612592. If you feel you have not been 

treated fairly or think you have been hurt by joining the study you should contact Human 

Participants Protections Administrator in the American University of Armenia Varduhi 

Hayrumyan by this phone number: (37460) 612561. Do you agree to participate? (YES or 

NO) Thank you. 
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Armenian version: 

Հայաստանի Ամերիկյան Համալսարան 

Գիտահետազոտական Էթիկայի թիվ 1 Հանձնաժողով  

Իրազեկ Համաձայնության ձև 

Հակաբիոտիկակայունության վերաբերյալ Երևան քաղաքի ընդհանուր 

պրակտիկայի բժիշկների  գիտելիքների, վերաբերմունքի և գործելակերպի մասին 

Բարև Ձեզ։ Իմ անունը Դիանա Մուրադյան է։ Ես Հայաստանի Ամերիկյան 

համալսարանի Թրփանճեան Հանրային առողջապահության ֆակուլտետի 

մագիստրատուրայի ավարտական կուրսի ուսանող եմ։ Հանրային առողջապահության 

ֆակուլտետը կատարում է հետազոտություն, որի նպատակն է պարզել 

հակաբիոտիկակայունության վերաբերյալ Երևան քաղաքի ընդհանուր պրակտիկայի 

բժիշկների գիտելիքները, մոտեցումները և գործելակերպը։  

Երևան քաղաքի պետական և մասնավոր պոլիկլինիկաների ցանկից մենք 

պատահականության սկզբունքով ընտրել ենք 17 պոլիկլինիկա։ Ընտրված 

պոլիկլինիկաներից 340 ընդհանուր պրակտիկայի բժիշկներ, ովքեր ազատ 

տիրապետում են հայերեն լեզվին, կմասնակցեն այս ուսումնասիրությանը։ 

Պոլիկլինիկան, որտեղ որ Դուք եք աշխատում, նույնպես ընտրվել է և Դուք այս 

պոլիկլինիկայի 20 բժիշկներից մեկն եք, ում մենք հրավիրում ենք մասնակցելու այս 

ուսումնասիրությանը։ Հետազոտության համար անհրաժեշտ է, որ Դուք ինքնուրույն 

լրացնեք այս հարցաթերթիկը, ինչը Ձեզնից կպահանջի առավելագույնը 15 րոպե։ 

Հարցաշարը կազմված է հակաբիոտիկակայունության վերաբերյալ գիտելիքների, 

վերբերմունքի և գործելակերպի մասին հարցերից։ Ձեր տրամադրած 

տեղեկությունները գաղտնի կպահվեն և կօգտագործվեն միայն հետազոտության 

շրջանակներում։ Ձեր անունը, հասցեն, հեռախոսահամարը և ինքնությունը 
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բացահայտող որևէ տվյալ չի գրանցվի հարցաթերթիկում և չի ներկայացվի ոչ մի 

զեկույցում։ Հետազոտության խմբի անդամներից բացի ոչ մեկին հասանելի չեն լինի 

Ձեր տված պատասխանները։ Ձեր տված անհատական պատասխանները և մեր մյուս 

մասնակիցների պատասխանները կհավաքվեն մեկ տեղում և կօգնեն այս 

հետազոտության իրականացմանը։   

 Ձեր մասնակցությունն այս ուսումնասիրությանը կամավոր է։ Ձեր իրավունքն է՝ 

համաձայնել կամ հրաժարվել մասնակցել՝ առանց որևէ բացասական հետևանքների 

Ձեզ համար։ Հարցաթերթիկը լրացնելիս Դուք կարող եք հրաժարվել պատասխանել 

այն հարցերին, որոնք Ձեզ դուր չեն գա։ Ուսումնասիրությանը Ձեր մասնակցությունը 

որևէ ռիսկ չի ենթադրում։ Չի ենթադրում նաև որևէ ֆինանսական փոխհատուցում 

կամ ուղղակի շահ Ձեզ համար, սակայն Ձեր անկեղծ պատասխանները կօգնեն մեզ 

իրականացնել այս ուսումնասիրությունը, որի արդյունքները շատ արդյունավետ 

կարող են լինել հակաբիոտիկակայունության կանխարգելմանն ուղղված 

արդյունավետ միջոցների մշակման համար Երևանում։  

Այս հետազոտության վերաբերյալ հարցեր ունենալու դեպքում կարող եք զանգահարել 

հետազոտության համակարգողին՝ Վարդուհի Պետրոսյանին հետևյալ 

հեռախոսահամարով՝ (37460) 612592: Եթե Դուք կարծում եք, որ հետազոտության 

ընթացքում Ձեզ լավ չեն վերաբերվել և/կամ հետազոտությունը Ձեզ վնաս է հասցրել, 

կարող եք կապվել Հայաստանի Ամերիկյան Համալսարանի Էթիկայի հանձնաժողովի 

համակարգող Վարդուհի Հայրումյանի հետ հետևյալ հեռախոսահամարով՝ (37460)  

612561: Դուք համաձա՞յն եք մասնակցել այս հետազոտությանը։ (Այո, Ոչ):                      

Շնորհակալություն։ 

 

 


