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EXECUTIVE SUMMARY

Introduction

The tobacco epidemic is one of the biggest public health threats the world has ever
faced, killing around 6 million people a year. Smoking rate among Armenian men is one of
the highest in the European region (63%). To achieve reductions in smoking rates, it is
critical to reach smokers with effective smoking cessation interventions. Treatments that
combine both counseling by physicians and pharmacotherapy increase cessation rates and are
cost-effective. Studies suggest that trained physicians are about twice as likely to offer
assistance to their patients who smoke as non-trained physicians. Yet, inadequate training on
tobacco dependence and its treatment is one of the major obstacles for consistent and
effective treatment of tobacco dependence in Armenia.

The Center for Health Services Research and Development (CHSR) of the School of
Public Health at the American University of Armenia (AUA) conducted this study to identify
primary healthcare physicians’ baseline knowledge, attitude and practices regarding smoking
cessation, as well as to clarify their perceived needs for training and support for addressing
tobacco use among their adult patients.

Methods

The research team developed and implemented a qualitative study through focus
group discussions (FGDs) with primary healthcare physicians. A semi-structured guide was
developed based on the main research questions for moderating the FGDs. The study took
place in Yerevan (the capital city) mainly at the American University of Armenia and Shirak
marz (one of the 10 provinces in Armenia). Overall, 23 primary healthcare physicians
participated in 5 focus group discussions in Yerevan (3 FGDs) and Gyumri (2 FGDs).
Twelve primary healthcare providers were from Yerevan, and eleven from Gyumri. Directed
deductive content analysis was utilized for data analysis.

The research team used the Knowledge, Attitude, Practices (KAP) study framework
to answer the research question. Corresponding themes (physicians’ knowledge, attitude and
practice) were developed with appropriate categories and subcategories. Other specific
domains (obstacles for providing effective smoking cessation trainings, perceived needs for
trainings) that emerged during the analysis and was not included in the KAP framework were
carefully analyzed and labeled.

Results

The study found that primary healthcare physicians strongly believed that smoking is
a serious public health problem in Armenia. Cardiovascular diseases, cancer, injuries, as well
as chronic obstructive pulmonary diseases (COPD) were identified as the leading causes of
death among the adult Armenian population and the physicians acknowledged the role of
smoking in the development of these diseases.

Primary healthcare physicians identified themselves as practitioners who mainly
provided preventive services to the general population. They acknowledged their role in
advising patients to quit smoking but they did not accept that assistance in smoking cessation
is their responsibility. Primary healthcare physicians believed that financial burden and health
hazards of smoking are the main reasons why smokers should quit smoking. The majority of
participants considered willpower as the main tool for quitting in Armenia. Moreover,
participants reported that the patients who developed chronic diseases were more likely to
quit.

Study findings highlighted that there was no formal and regulated way for identifying
and reporting the smoking status of patients. In most cases physicians were unaware of the
smoking status of their patients and they usually did not report that in the medical charts.



The study results showed that primary healthcare physicians did not have appropriate
skills and knowledge in smoking cessation pharmacotherapy and they rarely prescribed drugs
to assist their patients in smoking cessation. They mostly provided behavioral support to their
patients for quitting (advice, tips). Unreasonable paper work and lack of time were identified
as other obstacles for providing comprehensive counseling in smoking cessation. Primary
healthcare physicians believed that their patients did not use/did not ask for smoking
cessation drugs because of the high price and low access to drugs.

The majority of primary healthcare physicians participated in several professional
trainings and events during which they briefly covered the role of smoking as a risk factor for
developing some diseases. The main motivation for participation was that training courses
were free of charge and physicians received credits for participation. Physicians were
interested and willing to participate in trainings/courses on smoking cessation counseling to
help their patients to quit. They were mostly interested in gaining skills and knowledge on
different smoking cessation methods, particularly in pharmacotherapy. Primary healthcare
physicians' expectations from the upcoming smoking cessation training were the following:
relevant content (including practical sections), be short-term and organized in a small group
outside of their polyclinics. Psychologists, oncologists, cardiologists, pulmonologists as well
as trained professionals in smoking cessation were considered as potential trainers.

Conclusions/Recommendations

Based on the study findings, the research team developed a set of recommendations
including 1) Development and implementation of smoking cessation training for primary
healthcare physicians; 2) Introduction of changes in the official medical chart forms to
facilitate documentation of the smoking status of patients; 3) Regular update of the National
Smoking Cessation Guideline and its implementation into the primary healthcare physicians’
practice, and 4) Development of performance-based reimbursement mechanism to motivate
primary healthcare physicians to provide smoking cessation counseling. Moreover, additional
measures should be taken to ensure the availability and affordability of smoking cessation
products in Armenia.

Vi



1. INTRODUCTION

The tobacco epidemic is one of the biggest public health threats killing around 6
million people a year.! Eastern Europe has the highest smoking rates in Europe, yet tobacco
dependence treatments are virtually unavailable to smokers in many Eastern European
countries.> Smoking rate among the Armenian men is one of the highest in the European
region (63% in 2010).>*Smoking is also remarkable among Armenian physicians (48.5% -
male, 12.8% -female) and medical students (50.0%-male, 7.7% -female).’

Armenia was the first former soviet union country to accede to the World Health
Organization (WHO) Framework Convention on Tobacco Control (FCTC) (November
2004); soon after that it adopted a national tobacco control law to ban smoking in healthcare,
education, and culture facilities and public transport.® The country also banned tobacco
advertising on TV and radio (2002) and on billboards (2006) and introduced larger (30%)
health warnings on cigarette packs (2006). One of the areas where Armenia’s progress is less
than satisfactory is the implementation of the FCTC Article 14. The Ministry of Health
(MoH) approved “Guidelines for tobacco cessation counseling and treatment” for use by
primary healthcare physicians in 2009, but no further steps were undertaken to enable
physicians to implement the guidelines.

To achieve reductions in smoking rates, it is critical to reach smokers with effective
cessation interventions. Treatment that combines both counseling by physicians and
pharmacotherapy can increase cessation rates.’

The FCTC Article 14 states “in order to promote tobacco cessation and develop
tobacco dependence treatment as rapidly as possible and at as low a cost as possible, Parties
should use existing resources and infrastructure as much as they can, and ensure that tobacco
users at least receive brief advice”.® The Article 14 also highlights that “brief advice should

be integrated into all health-care systems. All health-care workers should be trained to ask



about tobacco use, record it in the notes, give brief advice on stopping, and direct tobacco
users to the most appropriate and effective treatment available locally. Brief advice should be
implemented as an essential part of standard practice and its implementation should be
monitored regular”.’ The same Article highlights the role of healthcare workers in smoking
cessation stating that healthcare workers should act as a role model for their patients and
avoid using tobacco themselves.®

Studies suggest that trained physicians are about twice as likely to offer assistance to
their patients who smoke compared to non-trained physicians.®® Yet, inadequate training on
tobacco dependence and its treatment is one of the major obstacles to getting consistent and
effective treatment of tobacco dependence.’®™* Surveys showed that the majority of
European medical students recognized the need for smoking cessation training, and that up to
30% of medical students in the Eastern European countries use tobacco products.*? This is
another important barrier to provision of quitting assistance, as physicians who smoke are
less likely to advise patients to quit.

The study conducted among healthcare workers (physicians and nurses) in the largest
oncology hospital in Armenia demonstrated the need of implementing smoking cessation
counseling training among Armenian health providers.”®* The study findings suggested that
physicians underestimated their own responsibility in providing smoking cessation
counseling and they are more likely to delegate the counseling role to other specialists (such
as primary health care providers or cardiologists).® Lack of oncologists’ motivation to
provide smoking cessation assistance was explained by lack of appropriate training on
smoking cessation and lack of time and incentives.*®

The goal of this research is to identify primary healthcare physicians’ baseline
knowledge, attitude and practices regarding smoking cessation, as well as to clarify their

perceived need for training and support for addressing tobacco use among their adult patients.



2. METHODS

2.1  Study design

The research team developed and implemented a qualitative study through focus
group discussions (FGDs) with primary healthcare physicians to clarify their baseline
knowledge, attitude and practices regarding smoking cessation, as well as to identify the
perceived need for smoking cessation training to enable them to advise and assist smoking
patients to quit. The research team identified key informants using purposive sampling
method to provide pertinent information for the assessment, based on participants experience
and expertise in smoking cessation in Armenia. Further recruitment of participants was
achieved using “snowball” sampling based on the recommendations of initial participants.

2.2 Study settings and study participants

The qualitative study was conducted among primary healthcare physicians from two
Armenian cities, Yerevan, the capital of Armenia, and Gyumri, the second largest city located
in Shirak region (marz). Three focus group discussions were held at the American University
of Armenia (AUA) in Yerevan and two focus group discussions in the Family Medicine
Center and Polyclinic #2 in Gyumri. Overall, 23 primary healthcare physicians were recruited
with help from the family physicians association and in cooperation with the National
Institute of Health (NIH) of the Republic of Armenia.

2.3 Study instrument

A semi-structured guide for moderating the FGDs was developed based on the main
research questions (see Appendix 1). The research team adapted the questions included in
the guide to participants’ roles, responsibilities and professional/individual experience and
practice in the areas related to smoking cessation in Armenia. The research team developed a
short demographic information form to be completed by participants after each FGD (see

Appendix 2). The Center for Health Services Research and Development (CHSR) team of



the School of Public Health at AUA developed the guides in English and then translated them
into Armenian.

2.4  Data collection and analysis

The data collection took place in March 2015. Each FGD had a trained moderator
and a note-taker. The sessions were audio recorded with permission of all study participants.
All FGDs were transcribed. The qualitative study followed the research methods of
heterogeneity and triangulation, and terminated when saturation was achieved. After data
collection, the research team analyzed focus group discussion transcripts using directed
deductive content analysis techniques. The research team used the Knowledge, Attitude,
Practices (KAP) study framework to answer the research question. In addition, other specific
domains that emerged during the analysis that was not included in the KAP framework were
carefully analyzed and labeled.

2.5  Categorization of study participants

Direct quotes provided in the boxes in the Results section are taken from focus group
discussions. All participants are physicians employed in primary healthcare facilities. The
individual informant identifiers (e.g., Phys. 3.1.A.1) specify the category of participants who
provided the quote (e.g., Phys), the subhead of the report (e.g., 3.1.A) and the sequential
number of the given category of participant who provided the quote for the given box (e.g.,
1). If the same participant provided more than one quote within a single box, these quotes are
provided under the same identifier. A single informant who provided quotes in more than
one box has different identifiers for each box. After each identifier, the geographic area of
his/her practice or residency is shown (Yerevan versus Shirak marz).

2.6 Ethical considerations

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

study for compliance with locally and internationally accepted ethical standards. All



participants were informed about their rights (their participation was voluntary, they could
stop at any time and refuse to answer any question they chose, and their anonymity and
confidentiality were fully respected) (see Appendix 3). Audio-recording was possible only
with permission of all participants; if a participant did not want to be audio-recorded, only
written notes were taken. The final report does not contain respondents’ names, positions,

institutions, or any other details that could identify the participants.
3. RESULTS

Overall, 23 primary healthcare physicians participated in 5 focus group discussions in
Yerevan (3 FGDs) and Gyumri (2 FGDs). The mean duration of the FGDs was 38 minutes.
Twelve primary healthcare providers were from Yerevan and eleven from Gyumri. The
mean age of primary healthcare providers was 53 (range 37-75) and all of them were female.
The mean professional experience of providers was 27 years (range 9-53). Two primary
healthcare physicians from Yerevan reported smoking less than one cigarette per day, while
the other participants reported that they never smoked. Thirteen primary healthcare
physicians reported that they participated in smoking cessation trainings (6 from Yerevan and
7 from Gyumri) in the past (see Table 1).

3.1  Primary healthcare physicians’ knowledge of smoking-related issues

3.1.A Burden of smoking in Armenia

The overwhelming majority of the respondents believed that smoking was a serious
issue for Armenia. Some of the primary healthcare physicians believed that about 80% of
Armenian adult population was smokes. Respondents mentioned wide range of numbers to
describe the smoking rate among adult men (60%-80%) and women (4%-70%) in Armenia.
Moreover, most of the participants highlighted that there was an increase in women’s

reporting of smoking in recent years because of the change in moral values.



“The population [in Armenia] is 60% male and 40% female. Out of the 60% male population
85% smoke, and out of the 40% female population 10% smoke.

Phys. 3.1.A.1,
Yerevan
“I think that approximately 80% of adult population smokes [in Armenia] .
Phys 3.1.A.2,
Gyumri
“In my opinion poor socioeconomic situation increases the chance of smoking.
Approximately 57% of men, no even more, up to 80% are smokers”.
Phys 3.1.A.3,
Yerevan

“In the past women were hiding their smoking status more frequently, as smoking was
associated with poor moral values. Nowadays, people think that smoking is not associated
with moral values”.
Phys 3.1.A.4,
Yerevan
“Nowadays there are lots of smokers among women and young people”.
Phys 3.1.A.5,
Yerevan

3.1. B. Leading causes of death and risk factors in Armenia

Most of the primary healthcare physicians acknowledged that the first two leading
causes of death among adult Armenian population were cardiovascular disease and malignant
neoplasms. The respondents also mentioned injuries and chronic obstructive pulmonary

disease (COPD) as the third leading causes of death following heart diseases and cancer.

“[ think that the main causes of death are cardiovascular diseases, malignant neoplasms and
accidents”.
Phys 3.1.B.1,
Yerevan
“Heart diseases, ischemic disease, oncological problems and chronic obstructive pulmonary
disease are the main causes of death in Armenia”.
Phys 3.1.B.2,
Yerevan
“To me, heart disease, injuries and lung disease are three main causes of death among the
Armenian adult population”.
Phys 3.1.B.3,
Gyumri

Participants of almost all groups identified smoking, diet, alcohol consumption,

environmental pollution (including living conditions), sedentary lifestyle, and stress as




common risk factors for developing cardiovascular disease, malignant neoplasms as well as
other main causes of death in Armenia. Moreover, primary health care physicians from
Gyumri highlighted that people who live in temporary shelters (called “domics™) had

significantly worse health conditions compared to those who live in residential buildings.

“They eat food that concentrates the blood [increase blood clotting]. They [patients] do not
take it into account, they use mainly “dry” food (snp ulinilip), they do not use “liquid food”

(ophl uliniliy), and they mainly focus on sweets”.
Phys 3.1.B.4,
Yerevan
“... Obesity, sedentary lifestyle... patients are not KNnow that they should walk”.
Phys 3.1.B.5,
Yerevan
“The most important risk factor for developing diseases is stress”.
Phys 3.1.B.6,
Gyumri
“Malnutrition is also an important risk factor, as not every person can afford to buy cheese.
For example, cheese has the same price as meat”.
Phys 3.1.B.7,
Gyumri
“The risk factor for chronic obstructive pulmonary disease is smoking”.
Phys 3.1.B.8,
Yerevan
“Smoking may even cause urinary bladder cancer”.
Phys 3.1.B.9,
Yerevan
“I serve 2 districts. In one district people live in buildings and in the other district people live
in temporary shelters (called “domics ™). There is a huge difference in their health status.
People who live in domics get sick more often than people living in the buildings”.
Phys 3.1.B.10,
Gyumri

3.2 Primary healthcare physicians’ attitude towards smoking cessation

3.2. A.The role of physicians in provision of smoking cessation

The overwhelming majority of primary health care physicians identified themselves
as the practitioners who mainly provide preventive services to the general population.
Meanwhile, some of the primary healthcare physicians complained that their role as a treating

doctor was underestimated, which was “offensive” and “humiliating” for them.




“Prevention is the primary aspect of our work, as we initially work with a healthy
population.”

Phys 3.2.A.1,
Yerevan
“The polyclinic is a preventive clinic. It is not a treatment clinic.”
Phys 3.2.A.2,
Yerevan
“Apparently, we are dealing only with prevention; we do not play any role in the treatment of
patients. It is very offensive; the physician in the hospital received the same diploma as me.
So why are you underestimating us? Why are you humiliating me in front of my patient? We
prescribe the drugs, we consult them [patients], explain them their condition, but the patient
said that the doctor from hospital told him something else. But | am his/her primary
healthcare physician. Why is the hospital doctor’s opinion more important?”
Phys 3.2.A.3,
Yerevan

The vast majority of primary healthcare physicians acknowledged their role in
advising patients to quit. Nevertheless, almost all physicians reported that they did not
consider provision of smoking cessation assistance as their duty. Some of the physicians

highlighted the important role of psychologists in assisting patients to quit.

“I feel confident when advising my patients”’.
Phys 3.2.A.4,
Yerevan
“We have never prescribed drugs, it is not our duty”.
Phys 3.2.A.5,
Gyumri
“...all over the world people visit psychologists for quitting smoking. If pharmacotherapy is
not the primary method, so psychological assistance comes first”.
Phys 3.2.A.6,
Yerevan

3.2. B. Primary healthcare physicians’ misconceptions related to smoking
cessation

While sharing their ideas on smoking cessation, the physicians underestimated the
role of pharmacotherapy in smoking cessation and highlighted patients’ willpower as the
main tool for quitting in Armenia. Physicians noted that smoking related financial burden

and health hazards drive patients’ willingness to quit smoking. Moreover, several physicians




believed that smoking cessation was not beneficial for some groups of patients and they
shared their concerns about providing smoking cessation assistance to people with certain

conditions.

“I do not prescribe the drugs as I believe that for quitting only the will is needed. The patient
should have a will to understand that he does not need medication for quitting”.

Phys 3.2.B.1,
Yerevan
“I focus on the power of will. If you do not quit, this means that you do not want”.
Phys 3.2.B.2,
Yerevan
“Indeed, everyone should have a willingness to quit smoking”.
Phys 3.2.B.3,
Yerevan

“Once my husband found an article on the Internet. It was written that nicotine has good
influence on 20% of world population. My husband said that maybe he was in that 20% and
he should continue smoking .
Phys 3.2.B.1,
Yerevan

“I think that there is no need to convince 70 years old person to quit smoking, as well as a
patient with a severe condition. They already have serious problems and stress associated
with quitting will harm them even more, rather than nicotine”.
Phys 3.2.B.4,
Yerevan

3.3 Practice related to smoking cessation in Armenia

3.3. A. Physicians’ practice in smoking cessation

3.3. A.1. Identifying and reporting patients’ smoking status

Almost all physicians confirmed that there was no formal and regulated way of
identifying and reporting patients’ smoking status. The majority of physicians reported that
identification of smoking status was not mandatory; mostly they did it on their own initiative.
Moreover, several participants mentioned that asking patients about their smoking status
could be “offensive” and “harmful”.

There was a difference between asking women and men about their smoking status.

The majority of physicians reported that they only asked men about their smoking status.




Some of the physicians from Yerevan mentioned that they asked women about their smoking
status only if they noticed changes in the woman’s voice or if the woman developed
bronchitis. Only few physicians mentioned that they asked every patient about his/her
smoking status regardless of the gender. Some of the physicians indicated that they assumed
the patient was a smoker if they were not aware of the patient's smoking status.

The overwhelming majority of primary healthcare physicians from Gyumri reported
that they did not ask women about their smoking status because “it may harm them” or “they

do not have women smokers”.

“I only ask men [about smoking status], but not women”.
Phys 3.3.A.1.1,
Gyumri
“You know why we do not mention that [smoking status of woman], because when a woman
smoker enters the room, | can smell the cigarette, but she may say that she does not smoke.
Does it make sense to ask her [about her smoking status] ”?
Phys 3.3.A.1.2,
Yerevan
“I also ask women about their smoking status. | ask when | notice that there are changes in
the patient's voice or they have a tendency to develop bronchitis”.
Phys 3.3.A.1.3,
Yerevan

“I ask women as well. I tell them, I should ask you a question, if you want, you can answer, if
Nno, you do not have to”.
Phys 3.3.A.1.4,
Yerevan
“I have never met a woman who smokes.”
Phys 3.3.A.1.5,
Gyumri
“It [asking a woman about her smoking status] would be a bit offensive for women.”
Phys 3.3.A.1.6,
Gyumri

The majority of the participants emphasized that the medical records had no special
place where they could record smoking status (see Appendix 4 for information about existing
medical records). They report patients’ smoking status of the patients on their own initiative
under the “harmful behaviors” section. Nevertheless, the majority of respondents reported

that they do not report about the provided smoking cessation services in the medical charts.
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Physicians should provide counseling on healthy lifestyle issues, which should also include
smoking cessation advice. So, they only report about provided healthy lifestyle counseling.
All participants mentioned that they receive bonuses for providing healthy lifestyle

counseling, but not specifically for smoking cessation services.

“Smoking is included in counseling on healthy lifestyle, but we do not mention it as a
separate point. When you see a record in a medical card that consultation on healthy lifestyle
IS provided, it is obvious that smoking is included. But I think that smoking and alcohol
consumption should be recorded separately for further screening. For example, you are
asking patient about number of cigarettes that s/he smokes. He said 2 packs. | advice to
reduce the daily consumption to one pack. It would be better to report this progress .
Phys 3.3.A.1.2,
Yerevan
“We do not have special place to write it [smoking status of the patient]. When [ was in
clinical internship, we recorded about non-healthy behavior (smoking, coffee) of our patients
in the medical cards. Now we do not have a special place or a column where we can write
this.”
Phys 3.3.A.1.3,
Yerevan
“In cases when I do not know the smoking status of the patient, [ mention that they smoke.
This is because the majority of men are smokers in Armenia. You can hardly find someone
who does not smoke”.
Phys 3.3.A.1.1,
Yerevan
“We just mention that counseling on healthy lifestyle has been provided.”
Phys 3.3.A.1.4,
Gyumri

3.3. A.2. Providing counseling and pharmacotherapy for smoking cessation

The majority of primary health care physicians felt comfortable when advising their
patients to quit smoking. Some of the physicians noted that convincing others to quit
smoking was a sensitive issue that might lead to conflict situations. Several participants
agreed that they felt more comfortable while advising relatives to quit rather than patients and

shared their experience regarding convincing their family members to quit.

“I feel confident when advising my patients [to quit] ".
Phys 3.3.A.2.1,
Yerevan
“Advising a person not to smoke may lead to conflict situation”.
Phys 3.3.A.2.2,
Yerevan
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“If the person is very close to me... | definitely want him to quit smoking. But if the person is
not so close, maybe it will sound not correct to ask him give up smoking”.
Phys 3.3.A.2.3,
Yerevan
“It is a very sensitive issue. You should not impose, but you should explain. That is why | was
stressing that if the person is your relative, you can try to convince him; otherwise, they may
think that you are very talkative”.
Phys 3.3.A.2.4,
Yerevan

Developing a chronic health condition and financial burden were identified as
motivations for quitting among family members. The majority of the primary health care
physicians mentioned that after providing counseling on smoking cessation “patients did not
quit smoking immediately, but reduced the number of cigarettes they used”. Some of the
respondents mentioned that they have never had a successful case of smoking cessation,

while others shared that they had patients who quit smoking for a long time.

“You know at that time there were 3 smokers in my home,; my youngest son was smoking, but
then he quit as | have chronic bronchitis. Recently, | haven't been able to control my chronic
bronchitis and simultaneously | have developed asthma, and these conditions influenced my
son’s smoking behavior”.
Phys 3.3.A.2.1,
Yerevan
“My father quit, due to social reasons. He worked for many years, but quit smoking when he
retired. He said that the money he would have spent on cigarettes he could now give to his
Children and grandchildren. Mostly they should have a motivation to quit”.
Phys 3.3.A.2.2,
Yerevan
“I do not say to quit, | suggest minimizing it [the number of cigarettes]. | suggest that as
soon as you [patients] reach the middle of the cigarette; throw it away, as at the end it
contains much more nicotine. And gradually | see that he [patient] decreases the number of
cigarettes he uses. But they do not stop abruptly”.
Phys 3.3.A.2.3,
Yerevan
“I encourage quitting smoking, and the patient reduces the number of smoked cigarettes, but
I cannot say that this is due to my efforts”.
Phys 3.3.A.2.4
Gyumri
“I have never had a successful case of a patient quitting smoking”.
Phys 3.3.A.2.5,
Gyumri
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The overwhelming majority of the participants mentioned that they did not prescribe
smoking cessation medication to their patients. Physicians mostly provide them behavioral
counseling including some tips to help them to quit. The most popular tips included eating
sunflower seeds and candy, methods for distracting attention from smoking (e.g. hand-held
calculators), not putting cigarettes in their pockets and leaving the cigarettes in a hidden

place.

“If they say that cannot live without smoking, I advise just do one inhalation and then put
out the cigarette”.
Phys 3.3.A.2.3,
Yerevan

“I advise activities that distract their attention, for example hand-held calculators and for
those who do not have diabetes I advise eating small candies”.
Phys 3.3.A.2.4,
Yerevan

“I advise -Do not put the cigarette in the pocket. Leave it [cigarette] in a hidden place”.
Phys 3.3.A.2.3,
Yerevan

3.3. B. Patients' practice in smoking cessation

3.3. B.1. Willpower as a main tool for quitting in Armenia

The overwhelming majority of primary healthcare physicians highlighted that
developing chronic conditions (such as myocardial infarction and cancer) triggered patients’

desire to quit smoking. Patients’ willpower was identified as the main tool for quitting.

“...1 have patients that quit smoking after stroke and myocardial infarction and do not return
to it again. The same person before stroke said that it is impossible for him to quit, but after
having a stroke the same person quit smoking”.
Phys 3.3.B.1.1,
Yerevan
“My husband was smoking 3 packs per day. After having a myocardial infarction he gave
up”.
Phys 3.3.B.1.2,
Gyumri
“I have also noticed that after illness they quit smoking”.
Phys 3.3.B.1.3,
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Gyumri
“It does not matter, how much women or children ask the father or husband to quit; each
person should have willingness to quit smoking .
Phys 3.3.B.1.4,
Yerevan
“It does not matter how much drugs you prescribe. If the patient does not want to quit, if

he/she does not have willingness to stop smoking, nothing will help”.
Phys 3.3.B.1.5

Gyumri
“You can advise, but I do not remember any case during my practice that patient follows my
advice and takes smoking cessation drugs. For example, once | advised a patient to use
“Tabex” for quitting. But still I do not remember any case that patient said that he followed

my advice and now he does not smoke”.
Phys 3.3.B.1.6,
Yerevan

3.3. B.2 “Adverse effects” of smoking cessation
The majority of primary healthcare physicians reported that while trying to stop
smoking their patients experienced loss of teeth, weight gain, and nervous tension. Some of

the respondents highlighted that these symptoms made their patients to start smoking again.

“One of my patients told. “I know that the cause of my disease is smoking, but my friend quit

smoking and lost his teeth””.
Phys 3.3.B.2.1,

Yerevan
“After quitting smoking my husband gained weight. He did not smoke a year, and it was not
difficult for him to quit smoking. But because of his weight gain, he started smoking again”.
Phys 3.3.B.2.2,
Yerevan
“They [patients] start smoking again when their teeth begun to move”.
Phys 3.3.B.2.3,
Gyumri
“My patients experience problems with their teeth and gums and also gain weight.”
Phys 3.3.B.2.4,
Gyumri
“...gaining weight, losing teeth, coughing... because of these reasons they [patients] start
smoking again.”
Phys 3.3.B.2.5,
Gyumri
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3.4 Obstacles for providing effective smoking cessation

3.4. A. High price and unavailability of smoking cessation drugs

Many of the respondents mentioned that their patients did not use smoking cessation
drugs for quitting because of the high price of the drugs. Some of the physicians mentioned
that they prescribed smoking cessation products, but found them to be ineffective.
Unavailability of smoking cessation products was stressed as another obstacle for providing
effective smoking cessation services. One of the physicians mentioned that she was not able

to find smoking cessation products for her son.

“It [pharmacotherapy] is very costly. People in developed countries receive a large amount
of nicotine gums. In Armenia smoking cessation drugs are very expensive as very few
companies import it to our market.
Phys 3.4.A.1
Yerevan
“Sometimes we can prescribe the medication; and then the patient comes back and says that
it is almost several months that this drug is not available in the market. | feel very
embarrassed. It would be better to be informed about the turnover of drugs during training
courses”.
Phys 3.4.A.2,
Yerevan
“I have never heard that they [patients] quit smoking due to drugs, because the drugs are
very expensive”.
Phys 3.4.A.3,
Yerevan
“My elder son is a musician and he frequently goes abroad. He always asks me to find
Nicorette for him to take in the airplane. But | was not able to find it. | suggested that he can
buy an ordinary chewing gum and put the nicotine from cigarette and chew it in the airplane.
Every pharmacy that I visit, I was told that I should order it [Nicorette] beforehand”.
Phys 3.4.A.4,
Yerevan

3.4. B Overload of primary healthcare physicians

Physicians reported that they are overwhelmed with patients and with paperwork
which restricts the time they spend with patients. Almost all primary healthcare physicians
reported that unreasonable paper work and lack of time were the major obstacles for

providing comprehensive counseling, including smoking cessation counseling.
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“Usually I am so busy with paperwork that my patients say that | do not even look at their
faces”.
Phys 3.4.B.1,
Yerevan
“It [paperwork] gradually increases. Although it does not help us to follow-up the patients”.
Phys 3.4.B.2,
Yerevan
“It is impossible to write and work with patients simultaneously, that is why usually we put
aside the paperwork which gradually becomes a big pile of paper”.
Phys 3.4.B.3,
Gyumri
“We need enough time to provide concealing, but we do not have a lot of time. If we speak a
lot we will not have time to write and as a result we will serve only 2-3 patients per day. In
this case they [healthcare authorities] should pay attention to reducing the paperwork.
Otherwise, it is impossible. We do not treat the patients because of lack of time .
Phys 3.4.B.4,
Gyumri
“I do not like unreasonable paperwork. Now we type the same data and then we write the
same thing manually. It is ridiculous”.
Phys 3.4.B.5,
Gyumri
"In our daily practice when during 3-4 hours we serve 10-15 patients and have a load of
paper work, we are able to say only one thing “You are not allowed to smoke”. And the
patient may deny this (Op, pdolinihh owlr). And this is the end of the conversation”.
Phys 3.4.B.6,
Gyumri

3.4. C. Lack of knowledge and professional trainings on smoking cessation

The overwhelming majority of the participants mentioned that they did not feel
comfortable for prescribing pharmacotherapy for smoking cessation to their patients. Lack of
knowledge on smoking cessation drugs’ side effects, as well as limited information on
smoking cessation drugs in general were identified as the main reasons for not providing

pharmacotherapy for smoking cessation.

“I do not try to prescribe the drugs”.
Phys 3.4.C.1,
Yerevan
“We do not know about negative side effects of [smoking cessation] drugs”’.
Phys 3.4.C.2,
Gyumri
“... We are not knowledgeable enough [to prescribe the smoking cessation drugs], we are
not professionals in it”.
Phys 3.4.C.3,
Yerevan
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“... I am not fluent in prescribing smoking cessation drugs”.
Phys 3.4.C.4,
Yerevan
“I also do not prescribe the drugs, as I do not know how these drugs work .
Phys 3.4.C.5,
Yerevan

The majority of the respondents mentioned that during several trainings and events
they briefly covered smoking as a risk factor, while others noted that they had never
participated in training courses covering smoking related issues. Some of the respondents

indicated that they participated in training courses on smoking cessation several years ago.

“During the last training on the prevention of non-communicable diseases, there was a well
written section about smoking, about patients' motivation”.
Phys 3.4.C.6,
Yerevan
“I clearly remember that training on non-communicable diseases had a section on smoking”.
Phys 3.4.C.7,
Gyumri
“During the training courses they [organizers] only mentioned about smoking as a risk
factor, and how to control it, but did not mention about other aspects of smoking cessation”.
Phys 3.4.C.8,
Yerevan
“During the course on non-communicable diseases we referred to smoking as a risk factor”.
Phys 3.4.C.10,
Yerevan
“In 2008, | participated in a 3-days training. The trainers were from Kazakhstan. It was a
great pleasure to participate”.
Phys 3.4.C.11,
Yerevan
“There was a training relating to tobacco control. It was 3 years ago. It was a 5-day course
and it was very well organized ”.
Phys 3.4.C.12,
Yerevan
“We briefly touched upon smoking-related issues during the training on family medicine”.
Phys 3.4.C.13,
Yerevan
“I participated in training; | was given a CD. It was 5 years ago, he [the trainer] came from
Russia; he presented smoker's lung and bronchial conditions. He [the trainer] directed
patients to a non-smoking lifestyle through influencing on patient psychology and educating
the patient”.
Phys 3.4.C.14,
Yerevan
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3.5 Professional Trainings

3.5. A. Past trainings

The overwhelming majority of the respondents mentioned that they recently
participated in trainings on “Treatment and management of non-communicable diseases”,
“Diagnosis, management and prevention of cervical cancer”, and “Emergency situations”.
Several participants took part in trainings on nephrology, gastroenterology, and neurology.

The physicians highlighted that the main motivation for participation in the trainings
was that the trainings were free of charge and they received CME (continuous medical
education) credits for participation. Moreover, the respondents mentioned that every 5 years
they have to pass several courses in order to have a right to continue working, otherwise they

should pay for their training.

“Let us talk openly. If it is free we want to participate, as the physician should pay for
trainings ”.
Phys 3.5.A.1,
Yerevan
“Credits are important because we are required to gain credits during the year for having
the right to work. But from the perspective of knowledge, the credits are not required. But the
trainings are required”.
Phys 3.5.A.2,
Gyumri
“Of course, we would like to participate in professional trainings, but for most of the offered
courses we have to pay”.
Phys 3.5.A.3,
Gyumri
“Every 5 years we are obliged to participate in training courses”.
Phys 3.5.A.4,
Yerevan
“That course was free of charge, and we participated in it with great pleasure. It was

important for us, as we know that we would receive credits for participation”.
Phys 3.5.A.5,
Yerevan

Physicians clarified that they did not receive credits for participating in trainings
organized by pharmaceutical companies. Despite this fact the physicians expressed

willingness to participate in training courses related to drug administration, as they become
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informed about “latest news in pharmaceutical industry, as well as about latest drugs”. The
respondents also highlighted that participation in the trainings provide them up-to-date

information, which is very important for them.

“Trainings organized by pharmaceutical companies do not provide any credits”.
Phys 3.5.A.6,
Yerevan
“Credits are not so important for me. When I participate in trainings I become more
confident”.
Phys 3.5.A.7,
Yerevan
“Training content should include new information. The information should be beyond what
we can find from the books .
Phys 3.5.A.8,
Yerevan

Some of the participants noted that they received supportive materials during several
training courses that referred to smoking cessation issue. However, the overwhelming
majority of respondents mentioned that they were not familiar with the smoking cessation
guidelines for primary healthcare physicians developed by the NIH (see Appendix 5 for the
assessment of the existing National Smoking Cessation Guideline).

3.5. B. Interest in participation in a smoking cessation training

Almost all physicians expressed a willingness and interest to participate in smoking
cessation training. Moreover, some of the respondents noted that the knowledge and skills
gained from the training they would use not only while working with patients but also with

their family members.

“I like that during trainings I receive new information that I can use in my daily practice”.
Phys 3.5.B.1,
Gyumri
“If as a result of the training we can help our patients, | will participate with great
pleasure”.
Phys 3.5.B.2,
Yerevan
“I am very interested in that training as I need skills for my personal life as well”.
Phys 3.5.B.3,
Gyumri
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3.5. C. Expectations from the upcoming smoking cessation training
While setting the expectations from the smoking cessation training to help their
patients to quit smoking the physicians suggested that the smoking cessation training should

have relevant content and include not only theoretical but also practical sections.

“It [smoking cessation training] should have a practical component”.
Phys 3.5.C.1,
Yerevan
“The training should be interactive”.
Phys 3.5.C.2,
Yerevan
“The content of the training should be up-t0o-date and interesting”.
Phys 3.5.C.3,
Gyumri
“Methods should be applicable and correspond to the needs of population that we can use
them in Armenia”.
Phys 3.5.C.4,
Yerevan
“It is very important not only to provide knowledge but also practice. It would be better to
organize groups with certain people and convince those people with certain words
[demonstration of counseling] .
Phys 3.5.C.2,
Yerevan

In addition, some of the participants valued the importance of being taught about
smoking cessation products available in the Armenian pharmaceutical market. Several of the
participants mentioned that nowadays only pharmaceutical companies presented smoking
cessation drugs, while they would like to receive the latest guidelines and treatment schemes

during professional trainings.

“It is a pity that nowadays the pharmaceutical companies present the drugs. We do not
receive the latest guidelines and latest treatment schemes during professional trainings .
Phys 3.5.C.5,
Yerevan
“Please inform us about the pharmaceutical market. What kinds of products are available for
smoking cessation”?
Phys 3.5.C.6,
Yerevan
“We are aware of harmful effect of nicotine, but we do not know the harmful effects of
smoking cessation drugs”.
Phys 3.5.C.5,
Yerevan
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The respondents also mentioned that they would like to participate in a short-term
training that will last from 3-4 days up to 1 week, and would like to be organized in small
groups with 10-15 people. Some participants noted that they would not like to participate in
the training that lasts 4 hours per day, while others prefer having 3-4 days training that would
last the whole day. However, the majority of physicians highlighted the importance of being

"given time off from work" while participating in the smoking cessation training.

“One week may be too long. For example, we all are very satisfied with the course on
cervical cancer[name], but let us speak frankly, 2 days are more than enough to gain that
knowledge”.
Phys 3.5.C.5,
Yerevan
“It [training on smoking cessation] should be short, no more than 4 hours per day”.
Phys 3.5.C.7,
Yerevan
“It [training on smoking cessation] may last several days (3 or 4 days), even the whole day.
And smoking cessation guide should be presented”.
Phys 3.5.C.6,
Yerevan
“It [training on smoking cessation] can be organized with a small group of people, maximum
10-15 people in a group”.
Phys 3.5.C.8,
Yerevan
“Training may last for 3-4 days; it depends on the volume of information. Plus we should be
given time off from our work, as it would be very difficult to digest such difficult material
after a working day .
Phys 3.5.C.9,
Yerevan

The respondents expressed diverse opinions regarding who should be
lecturers/trainers. Psychologists, oncologists, cardiologist, pulmonologist and trained
smoking cessation professionals were considered as appropriate potential trainers. There were
contradictory opinions regarding the role of psychologists in providing the smoking cessation
training. Some of the participants highlighted the important role of psychologists, while

others noted that no one will visit a psychologist for quitting.

“We do not have a culture of visiting psychologists .
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Phys 3.5.C.10,
Yerevan
“Maybe people visit psychologists for quitting, but in Armenia who visits psychologists?
Phys 3.5.C.11,
Yerevan
“Therapist plus psychologist [should be trainers], as the psychologist may suggest his/her

own options”’.
Phys 3.5.C.6,

Yerevan
“A person who deals with this issue [should be a trainer]. It does not matter the specialty,

but it should be a person with experience and who can share own results ”.
Phys 3.5.C.2,

Yerevan
“Trained professionals should teach us. But that professional should be foreigner, as in

Armenia we do not have such specialists”.
Phys 3.5.C.5,

Yerevan
“Pulmonologist. The trainers should be aware of the topic in order to share it with us”.

Phys 3.5.C.6,
Yerevan

The overwhelming majority of respondents mentioned that the training should be
organized outside of the polyclinic; nevertheless, some physicians mentioned that the training
could be run in the polyclinic as well. Moreover, primary health care physicians from
Gyumri expressed contradictory opinions regarding the city where the training could be
organized. Some of them preferred to participate in a training organized in Gyurmi, while

others in Yerevan.

“It would be better to organize training in our polyclinic”.
Phys 3.5.C.2,

Yerevan
“It is impossible [to organize training in the polyclinic] as patients will disturb us. During
the cervical cancer course we were listening with a clear mind. If you see your patient one
hour ago, he/she will be in your mind. Moreover, patients would find us in the polyclinic”.
Phys 3.5.C.9,
Yerevan
“The training should be organized out of polyclinic, as patients will disturb us all the time;
they will knock the door, as well as will open and close it all the time”.
Phys 3.5.C.1,
Yerevan
“[Training should be organized] close to our workplace in order not to lose time. Maybe in
polyclinic”.
Phys 3.5.C.2,
Yerevan
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“I would like to participate in a training that is organized in Gyumri”.
Phys 3.5.C.10,
Gyumri
“In Yerevan. I would like to enjoy Yerevan for one or two days”.
Phys 3.5.C.11,
Gyumri

4.  CONCLUSIONS AND RECOMMENDATIONS

Based on the study findings the research team made the following conclusions:

. Primary healthcare physicians acknowledged smoking as a serious public
health problem in Armenia.

o Cardiovascular diseases, cancer, injuries and COPD were identified as the
leading causes of death among the adult Armenian population. Primary healthcare physicians
considered diet, alcohol consumption, smoking, environmental pollution ecology (including
living conditions), sedentary lifestyle and stress as the common risk factors for developing
those diseases that are the leading causes of death in Armenia.

. Primary healthcare physicians identified themselves as the practitioners who
mainly provided preventive services to the general population. They acknowledged their role
in advising patients to quit smoking but they did not accept that assistance in smoking
cessation is their responsibility.

o Primary healthcare physicians believed that financial burden and health
hazards of smoking were the main reasons why smokers should quit smoking. Willpower
was considered as the main tool for quitting in Armenia.

o Primary healthcare physicians reported that there was no formal and regulated
way for identifying and reporting the smoking status of patients, thus physicians were not

always aware of the smoking status of their patients.
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o Physicians mostly provided behavioral support to their patients for quitting
(advise, tips). Primary healthcare physicians identified that patients who developed chronic
diseases were more likely to quit.

o Primary healthcare physicians believed that while trying to stop smoking some
patients experience loss of teeth, weight gain, and nervous tension.

o Primary healthcare physicians did not have appropriate skills and knowledge
in smoking cessation pharmacotherapy and they rarely prescribed drugs to assist their patients
in smoking cessation. Unreasonable paper work and lack of time were identified as other
obstacles for providing comprehensive counseling in smoking cessation.

. Primary healthcare physicians believed that their patients did not use/did not
ask for smoking cessation drugs for quitting because of the high price and low access to the
drugs.

o Primary healthcare physicians participated in several professional trainings
and events during which they briefly covered the role of smoking as a risk factor for some
diseases. The main motivation was that training courses were free of charge and physicians
received continuous professional development credits for participation.

o Physicians were interested and willing to participate in training/courses on
smoking cessation counseling to help their patients to quit. They were mostly interested in
gaining skills and knowledge on different smoking cessation methods, particularly in
pharmacotherapy.

o Primary healthcare physicians indicated that they expected from upcoming
smoking cessation training the following: relevant content (including practical sections), be
short-term and organized in a small group outside of the polyclinics. Psychologists,
oncologists, cardiologists, pulmonologists as well as trained professionals in smoking

cessation were considered as potential trainers.
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Taking into consideration the study findings, the research team presents the following
recommendations:
J Develop and implement smoking cessation training for primary healthcare
physicians to:
= provide evidence-based brief advice on quitting smoking to all
patients at any medical contact
= ensure accurate and adequate identification/documentation of
smoking status.
. Make appropriate changes in medical charts to ensure accurate and adequate
documentation of smoking status
o Ensure availability and affordability of smoking cessation medications
. Regularly update the National Smoking Cessation Guideline and implement it
into the primary healthcare physicians’ practice
o Develop performance-based reimbursement mechanism to motivate primary

healthcare physicians to provide smoking cessation counseling.
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TABLES

Table 1. Demographic characteristics of FGD participants

Characteristics N (number)
Age, Mean (Range) 53 (37-75)
Gender

Male 0

Female 23
Residence

Yerevan 12

Gyumri 11
Current smoking status

Yes 2

No 21
Working Years, Mean (Range) 27 (9-53)
Training on Smoking Cessation

Yes 13

No 10
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APPENDICES

Appendix 1: Focus group discussion guides (English and Armenian versions)

Place
Date

Time

Moderator

Recorder

Introduction

Purpose: Today we will be focusing our discussion on the tobacco burden in Armenia and
the important role of health professionals in tobacco control. All your views, concerns,
perspectives and suggestions for solutions of the issues concerning high smoking prevalence
and smoking attributable morbidity/mortality in Armenia will play an important role in
national planning and strategizing. We will ask the question to better understand what you
think and do related to smoking cessation.

Procedures: Our discussion will take about 60-70 minutes. Please remember that there are
not right or wrong answers and you are free to ask for clarification if you do not understand
the question. We want this to be a group discussion, so feel free to respond to me and to
other members in the group without waiting to be called on. However, we would appreciate it
if only one person did talk at a time. Be ensured that all of you will have equal opportunity to
express your opinions and please be respectful to divergent attitudes expressed by other
participant.

Confidentiality: The session will be recorded with your permission and a transcript of the
discussion will be made so that we do not miss anything you have to say. Please be assured
that at no time will I record any names or other identifying information. We will protect the
information you give us as best as we can and the audio-recording will be destroyed after
completion of the project.

You can refuse to answer any question and leave discussion group at any time. You will not
be penalised in any way if you decide not to participate.

May | continue?
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A. General questions on medical practice:

1.

2.
3.

Let’s start with each of you telling about your daily work activities and years of work
as a primary health care physician?
For probing: What kind of patients do you often see? How many per day/week? How

much time do you spend with each patient?

What do you like/dislike most in your work?
In your opinion, what is the main role of the primary health care physician?

B. Professional trainings

1. Could you please tell us about professional trainings that you participated in the
last two years?

For probing: Who organized them? How did you learn about them? Did you pay for

them? Were they required or you decided by yourself to participate? Did you receive

credits for participating in the training?

2. Which training did you like the most? Why?
3. Could you please list courses during which you learned about tobacco/smoking?
4. Which of the courses covered the topic more effectively? Please explain.

C. Questions on smoking-related issues.

1. What proportion of population smoke in Armenia? Male, female? How does that
compare to rates of smoking in other countries?

2. Could you please list three leading causes of death in Armenia?

3. What are the most common risk factors related to these diseases and what are the
ways of altering these risk factors?

4. Have you ever asked anyone not to smoke around you?

5. How much would you worry about the smoking habits of your close friends
and/or a member of your family?

6. Have you ever tried to convince someone to quit smoking?

D. Physician and patient smoking

ok~

~No

9.

10.

11.

How do you identify your patients’ smoking status?

Have you ever tried to intervene about patients’ smoking? How?
For probing: Tell us about your success stories? Failures?

How do you report your patients smoking status and/or provided consultation in the
medical records?

Could you suggest a few reasons why smokers should quit?

Could you please list/ describe the most common ways people quit smoking in
general and in Armenia? Any other suggestions?

What difficulties, issues can a smoker experience while trying to stop smoking?
How comfortable do you feel about advising your patients to quit? Why?

How comfortable do you feel about prescribing your patients medications for quitting
smoking? Why?

Have you seen the smoking cessation guide developed for the family doctors in
Armenia? If yes, what do you think about it?

Would you be interested in taking a short course/training on smoking cessation
counseling to help your patients to quit? Why? Why not?

What would be your main expectations from that course/training?
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For probing: How long the training should be? What topics are you most interested
in? Who should be the teachers? Where should this trainings be organized?

12. Is there any other information regarding this topic you would like to add?

Closure of the Focus Group Discussion

Though there were many different opinions about smoking cessation. It appears unanimous
that smoking cessation counselling is/NOT the part of your work. Does anyone see it
differently? It seems that most of you agree/disagree to participate in the training on smoking
cessation and then advise and help your smoking patients to quit smoking. Does anyone want
to add or clarify an opinion on this?

We have finished with the discussions today. Thank you very much for participation. Your
time is very much appreciated and your comments have been very helpful. You have a card
with the name of the people who manage the research, their phone number, if you have any
questions or concerns, at any time you can contact us.

Time at the end of the discussion [ | |hl | [|min

Comments:

Attitudes of the participants during the diSCUSSION: ............coiiiiiiiiii e,

THANK YOU
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Unwobughti onuljh pnidwpjumnnnubph htwn jpdpuyhi ptbwpldw ninkgnyg

Huyp
Uduwphy
dud

“wpnn
Gpunnidutp juwnwpng

Ukpwénipinih

Lywuwwly: Ujuop  dkup  Ypubwplhklp Zwjwunwinmd — Spuwjuninp
ognnugnpédwtt  dwtp  htwbwbputph U Spjwjunnp nbd  wuypwpnid
pnidwpfuwnnnutiph uplnp pbph dwuhte
Ohubnt juyt nwpwdjwsdnipjut b Spjuwjuninh oquuugnpédwt htnn Juwydwd
dwhwgnpyuivhhyuinugnipyut  juughputph  msdwt 2Ep nbuwblyniuubpp,
dinwhngmpnitittpp, htowulwputpp b wpwewpymipmnibtutpp Juplnp
wtwlnipnit mukt wyu nppumd wqquyhtt puquuyupnipjut dzuﬂp{l:lh
gnpénud: Uktup bq hupglp Juwp, npytugh wybih juy hwuljwbwp, pt gnip h s
Jupshp niukp L h'y pupbtp btp ppwluwbwugimd Sjukp  punupkgubp
hupwuntubint hwdwnp::

Cupwguljupg: Ukp puttwpnudp Jutih dnwn Uk dwd: Magpnud Bd hhobp, np
sjut £hown bt uppw Wyuwnwupuwbkp, b gnip wquun Jupny Ep hwupgub, tpt hus-np
pwl wthwuwtwh t dkq hwdwp: Uktup nignud tup, np uw judpuyhtt puttwplnid
1hth, htmbwpwup wquu qqugtp dtq b Jhudtp hd b fjudph dniu wunwdubph htwn,
tpt wubjhp mubkp: Uwljuyt Jupunp kE np hbppny punuktp, npuybtuqh dkquihg
mipwpwignipp ubkthwljuw dnpbptt wpnwhwynbnt hwjwuwp htwpwynpnipini
nitubtw: Mungpnid BU hwpquhg quudbl] dhdjwig ujuundwdp, btpk wwppbp
Jupshpukp husk:

Qunuihmpnit: 2bEp poyjnynipjudp wju hwinhwnidp fadwjuwgnptup,

nputiugh ns Uh uplnp mbnkjuwnynipinit pug spnnukup: N1y Akp winibubpp, ns &
Atp wudp pugwhwjnnn nplk wy; minjuwnynipnit sh nplik thoynud sh
wpdwbwgpyh: 2Ep Ynnuhg unugus mbnkjuwnynipniup dkup jphun qununuh
Eup wuwhbny, hulj dwjtwgpnipnittpp ook nt kup dpwqph wjwpwnhg htwnn: Fnip
Jupnn tp hpwdwpyt] dwutwlglinig fud |pt) pttwpnidp guijugws wuhh:
ns Uh Ytpw sh wmqnh dkq Ypw, Ept nnip hpwdwpybtp dwutmlglky putwpljdwip:

Yuipn' 1 U swpni bl by:
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U. Bdouljut wpulnhhuyh Jepupkpyuy pinhwimp hupgkp

a. Blbkp ujukup tpwihg, np dkquithg jnipupwisnipp ywwndh hp
wpfnwwnwipuht gnpéniubnipyut Ykpwpbpyuy b hp wytwwnwipwhtt nuphubph
dwuht npuybu wnwelughtt oqulh pnidwshiunng: @npd. Pasuhup*hhjuinbkph
Ep pnip hwdwjfu phnni bnud: Opklwl/swpwupwlwi pubh”hhjwby Ep phoniinud:

Nppu'tt dunfwbnuly Ep nnpudwnpnid jnipupwbsinig Ahgubinhb:

b. B’ust bip wdkbwpwnp uhpnid/ skp uhpmd dkp wypwinwbipnd:
c. Qtp Jupshpny, n pit E wnwgliught onuiljh pnidwpuunnnubph hhdbwljwh ghpp:

B. Tuuntwghnuljub Jipuyyunpuunmdubp/quupbpwugutp

1.

2.

3.

unpnud Bl wuwndbp dwutwghnwlwt Jepuyunpuunnidutph/
nuupupwgutph dwuhl, npnug dwutwljgh) p yipeht Epynt nuphukph
pipugpmu: @npd. Mpk p kb huquulbpyly wn JEpuyunpuunnidakpp/
puuphpughkpp: Phswk u kp puwgly uyn JEpunyunnpunnnnidakpp/
puuphpughkph twupb: 9awpk 7 bp wpgnp wy Jkpungunpuunnulakphby
puupbpughbphl vwubwlghint hudup: 4Epuwyunpuunnidabph/
puuphpughbphl dwubnulglp wuwpnunh p Ip, pk dkp gublnipundp kp
dwubnuligly: dnip [pkppunbkp mnugk 7 Ep uyn JEpuyunnpunnnnidiEphl)/
puupbpugibphll Jwulnulglint hudwp:

N0"p YEpuyunpuunmdibpp/quupipughbp bp huguit) wdbbuwswnp:
busn 1

Yuipn ' bp puply wy JEpuyunpuunmdibpp/puupipugbpp, npnig
pupwugpnid winpunwpdb] kp sSfuwunnp/shutint jnunhptbphte

4. N°p JEpuyuwnpuunndibpp/quupbpugibp b w]b)h wppnibwdbn

(nruwpwtl] vfjuy punghp: unpnud B wupqupwtp:

Q. Ofubknt httw juuyjws hwpgkp

1.

2tp Jupshpny Zwjuuinwimd phwljsnipyub np dwub b sunud:
Squlwpnh, fubwjp: Puswyk v Ewpu gniguithop hudbdwnws wyy
Epypubpnud sfubjnt gnigutihoh htwn:

vunpnud B pdupltp, pk npnup ki Zujwunwinid dwhdw tpkp hhdbwlut
wuwwndwnubpp:

ﬂpnnhp Lkl wyu hhjuwunnipjniuubph wnwewgdw hhdttwljwt nhljh
gnpoéntubkpp b npnnhp Ll wyn nhuljh gnpénutbpp bwqbgubknt ninhubkpp:

4. Bpplk jnpk’] Ep nplk UbYht sshuly dbp tbplugnipyudp:

Nppw’t kp nmp withwiquinmbnud Akp dnkphd pljkpne b/wd dkp
puunwihph wunudh spubjnt unynpnipjut hwdwnp:
Epplt huningt'| kp nplkt Ukt nunupbghty Spabyp:
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T PFniduwpjuwnnnubph b hhuunubnh spubjnt unynpnypep

1.
2.

10.

11.

12.

Puswyb u kp pugwhuwynnud dkp hhjuinh spubjnt jupquidhgulyp:

Amp kpplt” thnpdky bp thnjuby dkp hpjuigbph subnt unnpoipniap:
buswb w: @npd. Dunnllp jutgpnid b dkp buonniwé/mbhwenn plupkph
dwuhb:

Pdroyulub huunupnphpmud hisyk v bp wpdwiwgpnid hhywinh
Shutiint jupquyhdwlp b/jud tput npudwnpdus pnphppuwnynipniun:

Yuipn'n bp puplly Uh pulh wuwngwnibp, ph hisne Sjunnitpp whwnp k
nunupkt/pnnuku Spabkp:

Juplbp/ujupugnpbp punpnud Bl wdkbwwnwpudyws dubkpp, ph husybu
tu dwpphly pnnunid Sjubjt punutpuybu b Zuyjuunwinid: Uy
wnwewnnipniuukp:

Bty ndupnipnitibph/junhpitph Jupnn Emabbu dwpngp, ng
guujuunid k pnnuk) Spubjp:

Nppw uny kp dkq Junnwh qgnud hhwinht Sutp nunupkghbyn
hunphnipn tnunt wpnidny: I\hznoL:

Nppw’tny kp dkq Junwh qgnud hhubinht sutp nuyupkgbnt hudwp
ntnnpuyp towhwlkm weniny: busn

Amp swin p bp Zuyuwunwinud pnwiklub pdholukph hwdwp
wuwnpwunyws shubp nunupkgubint wqquyht ninkgnyght: Gph wn, wyw
"ts bp Jupsmud npu twuhb:

Qtq htwnwppph p [htkp vwubwlghy Spubjp qupupbgibing Ukpnnubph
Jbpupkpyuy Jup& JEpuywnpuundw/quupbpugh: Busn’t: busn™ ns:

N0"pl k &bkp hpdiwlwh wlaljuyhpp wyy
Jkpuyuinpuuinmuhg/muuppwughg: @npd. Appu i pljup whknp F
JEpuyunnpunnnnudp/guupbpugp wlh: 1 p pllubkph kb dkq wnunfly
hEunwppphp: 17 whnp F1pbh nuupbpugugupp: Apunk 7 bp bupuplunpno,
np whghugh JEpuyunnpuunnidp/puupbpugp:

Yu’ wnpnnp npbk put, np gnip Ygubljwbwghp wdbkjugub:
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uvdpuyhti putmplyuwt wwupnp/thwuljnudp

Bl nwpplp Yupshpubkp hykght Sjulint nunupigdwt yepupkpyuy, wljuhwyn k, np
Shubint nunupbkgdwut ninnus funphppuwnynipniup dkp wppuwnwtph vh dwut £
Juqunid/sh juqunid: Yu® nplk dkYyp, np wy Yhpy E jupédnud:

Uluhwywn E, np dkquithg owwntipp guiljuwind bu dwubwlygly/skt guljuitind
dwutimljgh] nuupbpwugh/Jipuyunpuundwt, npytugh htnwqunid junphnipn
nwl/oqlikl hpklig hhjwlnubpht nunupbghty)/pnnuk) sjubkip: 4w’ his-np Ukyp,np
guuuunud £ nplk put mybjuguby jud wqupqupwik) hp jupshpt wyu dwuht:

Ujuopyuw dkp puttmpynidt mjwpunytg: Cuinphwlju) Gup dwubtwljgnipjui b dkp
npudunpus dudwbwlh hwdwp: 2Ep jupshpubpp pun ogrnuljup Eu: Fnip niukp
wjgkpwpuntp, npnig Ypw tpgws Lu hbnmwgnunuljuwt phuh winudubph winitbubpp b
htnwpunuwhwdwpubtpp: Zwpgbp niubbwgnt nphypnid Jupnn p nhuty:

Lutuplldwh wjwupwh dunlp | |d|_|_|pnuyk

‘Uonidukn:
Uwutwlhgubph yEpwpbkpuniupp pttwupuut dudwbiua] ...

Luttupyniudubph dwudwbwly punhwwnnidubp: wn/ny

cuNrzuuurnNkE3NkL
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Appendix 2: Demographic forms for FGD participants (English and Armenian
versions)

1 | Age

2 | Gender
o Male
o Female

3 | Where do you work?

oYerevan
o other city
o village

4 | Which statement best describes you?

o I have never smoked cigarettes

o [ smoke cigarettes less than daily

o [ smoke cigarettes every day

o I quit smoking cigarettes less than 1 year ago
o I quit smoking cigarettes more than 1 year ago

5 How many years do you work as a physician (excluding residency)

6 | Have you ever participated in training on smoking cessation?

oYes When?
oNo
dnnnprugpuljui nydyuykp
- | Swphp
2. | Utkn
O Snudwny
o Uht
3. | Npuk 1 kp Mnip woluunnu:
o Bplwut
0 wyj] punup
0 gjnin

4. | Ukppnhhoju n'p wigmul Ewdbimpunjp pintpugpnid 2kg:
0 Bu kpplp Sjpwjunwin skl oquuuugnpsty

0 Bu ogqnnuugnpénid kU Sjuwjunwn, puyg ns wdkh op

0 Bu oqunuugnpédnid Ed Shawpunn wdkh op

0 Bu pnnk) U Slubp yipohtt 1 nupdu pupugpnid

0 Bu pnnk) B Shubip wybkih pwt 1 tnwuph wnwe

5. | fwih” wwph k, np nip wouwnnud bp npuybu pdholy (shwoyws Ihihjulub
opphttwnnipub)

6. | Bpplk dwutulgh | bp Showunnh punuipkguut Jkpupbpyug
JEpuyuinpuundw/guuptpugh:
o Upmn bnpp

o s

w
(o]




Appendix 3. Consent forms (English and Armenian versions)

Consent form
American University of Armenia
Institutional Review Board #1
“Implementing the FCTC Article 14 in Armenia through Building National Capacity in
Smoking Cessation Training”

Hello! My name is... I am working at the Center for Health Services Research and
Development within the School of Public Health at the American University of Armenia. American
University of Armenia (AUA) is conducting a project that aims to design, implement and evaluate the
first smoking cessation training program for health professionals in Armenia.

You have been invited to this meeting because you are a primary healthcare phycisian
working in Yerevan/... We will have a few such meetings with up to 15-20 other physicians. The
purpose of our meeting today is to learn your opinions that will help us to assist in the development of
the training course and to assess the current practices and possible obstacles and challenges in the
implementation of this innovative course.

The information provided by you will remain confidential and will be used only for current
project. Only aggregate/summary data will be used in further research. The participation in this
discussion is completely voluntary. It is your right to withdraw whenever you want; there won’t be
any negative consequences related to your work. Please feel free to share and present your opinions
on the discussion questions, because all different opinions are equally important and respected.

Participation in these discussions does not have any direct benefit or harm to you, but your
responses are valuable for us and will contribute to successful development and implementation of
this project.

Today’s discussion will last approximately 1 hour. We will take notes throughout the session.
Also with your permission we will audio-record the discussions to make sure that we will not miss
any of the information you provide.

Here is the card with contact information for the research team. If you have any questions
regarding this project you can call the Principal Investigator Dr. Arusyak Harutyunyan, (+37460)
612621 or (+374 94) 630077 (mobile).

If you feel you have not been treated fairly or think you have been hurt by joining the project
you should contact Dr. Kristina Akopyan, the Human Subject Protection Administrator of the
American University of Armenia (37460) 61 25 61.

Do you agree to participate?

Thank you.

If yes, shall we continue?
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Ppuqkl hwdwdwjunipjub dh
Zujuunnuth wdkphljjut hwdwuwpub
Ghunwhtunwgnunuljut tphljwh phy 1 hwudtwdnnny

«ONTY 14-pn hnpjwsh tbpypoudp Zuywunmbnd” sty nununpbkgubint ykpwpbpuy
nuupbpwugubph hpujwbwgubint wqquyhtt jupnnnipniuutph qupgqugdwt dheongny»

Puipl dkq, hd wbintub ..... E: Gu wphuwunnud bl Zuywunwth wdkphljjut
hudwjuupwh Zwtpuwjhtt wennewwwhnipyut pulnintnnid: Zujwunwh wdkphljjut
hwdwjuupwith Unnnouwywhwljut swnwynipjniuitbph hknmwgnunnipjnibubph b
qupqugdut JEunpntt hpujwtwgunid £ dh dpwghp, nph tyunwulju £ unwgtiughte
onuljh pnidupiwnnnubph hwdwp dpwlyk), ubppubk] b quwhwnk) sfubjp punupkgutinia
ninnyud ntunignnulju puupupug:

“nip hpwdhpyws tp dwutmlghnt wyu hwtnhuydwp, pwth np pnip wnwetiwghte
onuljh pnidwphiwnnnubp Ep b wohtwwnnid Ep Gplwth phy ... wynihhuhuyynud:

Utup vh pwtth tdwttwunhy hwtinhyndubp nitktwp 15-20 wy
pnrdwofumnnnutiph hkwn: Ujuopdu dtip hwtinhydwb twyuwnwlj £ swinpwtiug Qtp
Jupshputpht, npp Yoquh Ukq qupqugit) tnpupuwpuljut wyju ntunignquljut Spwghpp,
quuwhwwnt) Qbp thnpdwpnipniup b dpwugph ukppypdw htwpwynp jungpunnuntbpp:

Qtp Ynnuhg mpudwunpyus mbknkjunynipmniup juywhwywilgh qununih b Yjjhpungh
vhuyt hbnwgnuuljut tyuwnwlutpny: Uhuyt wdthnthdws wndjuubpp jubpjuyugyti
Ybpoumljut qklnygnid:

Qtp dwutwlgnipinit wyu Spwgpnid judwynp k: dnip hpuniup nitbp nnipu quy
dpwqnhg, kpp guujutiwp, b nu ny Uh pmuguuwljuit hknmbwtp sh muktw QEp wohiwwnwph
Jpu: vunpnud Bl wmquan qqugkp 2kq, wipnnwhwjnbp 2Ep upshpp pttwpyynn hwpgkph
Jbkpwpkpyuy, pwuh np pnnphn upshpubpp hwjwuwpwwybu uplnp b dkq hwdwp b
wpdwth kbt nupwunpnipjut:

Qtp dwutwlgnipinit wyu putwpnudubpnid sh twppwwntunid nplk wtdhowlju
ognin Jud Juwu, vwljuyt QbEp wuljbns quwnwupiwmbubpp swthwqutg fupbnp Bu dkq
hwdwp b juyuuwnbti wyu Spugph pupthwenn qupgugdwt nt ukpypdwip:

Ujuopw putiwplnidp mnbitjnt £ dninnwynpuytiu 1 dud: Ukup Ygpuntkup b Qtp
poynynipyulp twl jadwjiwgpkip hwinhyndp hwingqws (hiknt hudwp, np ns Uh
Juplinp hupnplughw pug skp ponby:

Bpt Mnip nplk hupg niubuwp wyu Spugph JEpwpkpjuy, wyw Jupnn Ep wyu
wygkpuwpuinid tpyws htin. hwdwpny quuquhwnt] gjluwynp hinnwgnunnng Upniujuly
Zupnipiniiywuhi (374 60)612621 Y (374 94) 630077 (peowyht). Gptk Inip Yupsnid kp, np
Qtq htitnn wpnwpwugh skup Jupybty jud nplk Yepy Juwu Bup yqundwnt) Qbkq Spugph
dwubwlgnipjut pipugpnid, wyw juungponid Eup ghul) Zuywunwth wdkphljjut
hwdwjuwpwh Ephlugh hwtdtwdnnnyh hwdwlwpgnn £phunhiw Zulynpjutht hbwnbyug
htnwnuwhwdwpny (374 60) 61 25 61:

Amp guiljwin " bp twubulghy:

Cunphwlwnipni: Ywupn'n kup uljuby;:
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Appendix 4. Information on existing medical records in Armenia

According to the Article 14 of the WHO FCTC “parties should ensure that the
recording of tobacco use status in all medical and other relevant notes is mandatory, and
should encourage the recording of tobacco use in death certification”.

In order to achieve the best smoking cessation rates, all smokers must be
systematically identified at each medical contact, whether or not the patient is in consultation
for a tobacco-related disease. All doctors, independent of their specialty, should use these
occasions to identify smokers and to organize cessation therapy. Clinical evaluation of
tobacco use is a mandatory medical act and must be legitimized as a routine intervention.

According to the Decree N 1752-N adopted by the Ministry of Health of the Republic
of Armenia in 2007, there are three types of outpatient medical record’. The Decree N73-N
adopted by the Ministry of Health of the Republic of Armenia in 2013 includes the
Outpatient medical record for oncology patients?

1. Adult outpatient medical record (Ukdwhwuwlh wdpnijuwnnp pdojujut pupn)

2. Child (male) outpatient medical record (kpkhuuyh (nnu) pdojuljute
huljnnnipjut wdpnijuwnnp pupun)

3. Child (female) outpatient medical record (kptjuwjh (wunohly) pdojuljut
huljnnnipjutt wdpnijunnp pupwn):

4. Outpatient medical record for oncology patients (ntpnigpwpwiwlju

hhJwunh wdpnijunnp puipwn)

None of the existing outpatient medical records have special place for recording the
smoking status of patients. In the outpatient oncology patient’s medical record point 19

refers to patients “harmful habits” without any further specification.

The Decree N 02-N adopted by the Ministry of Health of the Republic of Armenia in 2014
there are four types of inpatient medical records?;
1. Adult inpatient medical record (Ukdwhwuwlh hhywunnipjub yuwindwghp)

2. Psychiatric inpatient medical record

! http://www.arlis.am/DocumentView.aspx?Docl D=45412
2 http://www.arlis.am/documentview.aspx?doclD=87877
3 http://www.arlis.am/DocumentView.aspx?DoclD=89951
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3. Child inpatient medical record (Eptuwyh hhjuwinnipjut wuwwndwghp)
4. Labor/Delivery inpatient medical record (Otunwptpnipjut wuwindwghp)
Only in adult inpatient medical record under “objective examination data”
(Opnhy quudwb wyjujutip) section there is a place where the physician may record
smoking status of the patient (smoking yes/no) without any specification on the duration of

smoking, number of smoked cigarettes per day, level of dependence , and other details.
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Appendix 5. Assessment of the national guideline on smoking cessation

In 2009, the National Institute of Health (NIH) developed the first smoking cessation national
guideline for primary healthcare physicians in Armenia, and the Ministry of Health (MoH) approved
it.

In 2010 smoking cessation national guideline was revised and designed for all healthcare
professionals with the main focus on primary healthcare physicians.

We assessed/summarized the main components of the latest smoking cessation national guideline
currently available in Armenia using the questionnaire used for “Tobacco dependence treatment

> 4 article.

guidelines in 31 countries

1. The guideline focuses on those interventions, which are applicable in healthcare system and
support those who want to quit. The guideline recommends brief interventions for smoking
cessation which include recommendations about smoking status of the smokers and
interventions for smoking cessation. The interventions based on the international 5 A’s
algorithm for guiding the development of behavioral interventions, which represent ask,
advice, assess, assist and arrange principles.

2. The guideline recommends medications for smoking cessation that are registered in Armenia
and it contains information about drugs, which are widely used internationally but are not
registered and available in Armenia. Table 1 presents the medications described in the
guideline.

Table 1: Recommended Drugs According to the National Guideline on Smoking Cessation for

Primary Healthcare Physicians in Armenia

Varenicline _ Champix Nicotine inhaler _ Nicotrol
Nicotine gum _ Nicorette gum Nicotine nasal spray _ Nicotrol
Cytisine _ Tabex Nicotine patch _ Nicoderm, Nicotrol

3. The guideline does not recommend alternative interventions such as quit lines, self-help

books/resources, hypnosis, acupuncture, laser therapy, and other ways.

*Raw M, Regan S, Rigotti N, McNeill a. A survey of tobacco dependence treatment guideilnes in 31
countries. Addiction. 2009;104(7):1243-1250. d0i:10.1111/j.1360-0443.2009.02584.x.A
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4. The interventions described in the guideline can be used by doctors having different
professions but are more applicable in primary health care settings.
5. The guideline does not explicitly refer to the Cochrane database.
6. For the development of the guideline the following main documents were considered:
a. The WHO European strategy for smoking cessation policy, WHO, Copenhagen, 2004
b. The WHO evidence-based recommendations on the treatment of tobacco dependence,
WHO, Copenhagen, 2001
c. Fiore MC, Baily WC, Cohen SJ, et al. Treating tobacco use and dependence, Clinical
practice guideline. Rockvile, MD: US Department of Health and Human Services.
Public health service. June 2000
7. The guideline is a national document.
8. The guideline is applicable for the whole healthcare system and for the entire country.
9. The guideline was prepared by the working group from the Ministry of Health of Armenia.
10. From the guideline it is not clear whether it went through any kind of peer review process.
11. Information about funding is not provided.
12. Working group from Ministry of Health of Armenia led the process of guideline development.
13. The guideline does not include evidence on cost-effectiveness of different interventions.
14. The guideline does not contain information about the impact the guideline had on the
treatment policy.
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