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EXECUTIVE SUMMARY

Introduction

The tobacco epidemic is one of the biggest public health threats killing around 6
million people per year worldwide. The smoking rate among the Armenian men is one of the
highest in the European region (63% in 2010). Armenia was the first former Soviet Union
country to accede to the World Health Organization (WHO) Framework Convention on
Tobacco Control (FCTC). Armenia’s progress in implementing the FCTC Article 14 is less
than satisfactory. Although FCTC Article 14 highlights that the parties/countries should
strengthen or create a training capacity to arm physicians with the evidence-based smoking
cessation counselling and treatment knowledge and skills, no formal smoking cessation
training has been designed for primary healthcare providers in Armenia. The Center for
Health Services Research and Development (CHSR) within the Gerald and Patricia
Turpanjian School of Public Health, American University of Armenia (AUA) implemented a
project aimed to develop a national capacity in implementing the FCTC Article 14 in
Armenia. In the scope of this project the CHSR designed, implemented and evaluated the first
smoking cessation training program for practicing primary healthcare professionals in
Armenia to arm them with the evidence-based smoking cessation counseling and treatment
knowledge and skills.

Methods

A 2-day training curriculum was developed based on evidence-based international
resources and were adapted to the local context. The Ministry of Health accredited the
training curriculum and designated five continuing medical education (CME) credits for
those who take the course. The training participants (intervention group) were identified
through the existing network of family physicians’ association with assistance from Yerevan
and Gyumri Municipalities’ Health Departments. Overall, 58 primary healthcare physicians
(family physicians and general practitionners) from 18 polyclinics in Yerevan (n=40) and
Gyumri (n=18) participated in the 2-day trainings. Control group participants (n=51) were
selected by convenience among those physicians who were available at the time of visits to
the polyclinics (Yerevan (n=36) and Gyumri (n=15)). Upon completion of the study all
control group participants were invited to participate in tobacco dependence treatment
seminars (shorter version of the trainings). Overall, 37 primary healthcare physicians from 8
polyclinics in Yerevan and Gyumri participated in the seminars and received all the materials.
Additional 12 (Yerevan (n=9) and Gyumri (n=3)) control group participants who did not
attend the seminars received the training materials.

The project employed a quasi-experimental design to evaluate the overall
effectiveness of the trainings (the intervention). We utilized three measurements: training
expectations (training expectation survey), training improvement (pre- and post-training test),
and training effectiveness (knowledge, attitude and practice (KAP) survey). Training
expectation survey and pre- and post-training tests were administered only among
intervention group participants, while the training effectiveness survey that aimed to evaluate
primary healthcare physicians’ KAP regarding smoking cessation was administered among
both the intervention and control group participants during the baseline (pre-intervention) and
follow-up (post-intervention) data collections.



We performed paired analysis to compare the baseline and follow-up data. The
continuous variables such as knowledge, attitude, practice, and confidence scores were
compared using the paired t-test. The McNemar’s test was used for matched data with binary
outcomes and Wilcoxon signed-rank test for matched data with multiple levels.

Results

Overall, 108 participants completed the baseline KAP survey! (52.78% (n=57)-
intervention group; 47.22% (n=51)-control group). The mean age of the participants was
53.19 (SD=10.19) and most of them were females: 97.22% (n=105). The intervention and
control groups were not statistically significantly different in terms of baseline socio-
demographic characteristics.

Training expectation survey -The vast majority of participants (more than 80%)
reported that the training course strongly met all its objectives and almost all the participants
(except two) agreed or strongly agreed that the training course was well-organized, the
training enhanced their knowledge and skills in smoking cessation and the trainers were
knowledgeable about the training topics. The most frequently reported positive aspects of the
trainings included high quality of trainers, delivery of up-to-date information and proper
organization of the training, while the shortage of time was identified as the main negative
aspect.

Training improvement survey - The mean pre-and post-training test scores were 5.93
and 11.29, respectively. On average, the mean test score among all participants increased by
5.36 (5.93 vs. 11.29, p < 0.001). The increase of the mean test score was statistically
significant in all three groups 4.94 (6.26 vs.11.21), 5.50 (6.33 vs. 11.83), 5.61(5.28 vs.10.90)
respectively, p < 0.001).

Training effectiveness survey - Those who completed both baseline and follow-up
surveys were included in the baseline vs. follow-up paired analysis (57 pairs-intervention
group, 48 pairs-control group). Comparison of baseline and follow-up knowledge scores
revealed significant improvement in the intervention group (10.23 vs. 12.46, p<0.001) but not
in the control group (9.56 vs.8.85, p=0.529). There was a statistically significant increase in
the proportion of the intervention group physicians that answered correctly to most of the
knowledge questions. The mean medication score also improved significantly in the
intervention group (3.23 vs. 5.51, p<0.001) but not in the control group. The baseline and
follow-up attitude scores were not statistically significantly different either in the intervention
group (16.54 vs. 16.65, p=0.681) or in the control group (15.21 vs. 15.81, p=0.194), which
might be due to high baseline scores.

Paired analysis revealed significant improvement in the intervention group regarding
all components of the 5 A model: higher proportion of intervention group physicians were
always 1) asking more details about patients’ smoking behavior (the time of the first smoked
cigarette (38.60% vs. 63.16% , p=0.003), smoking behavior at home (70.18% vs. 75.44%,
p=0.051), and previous quit attempts (63.16% vs. 80.70%, p=0.019)), 2) advising smoking
patients on the need to quit (91.23% vs. 100.0%, p=0.025), 3) assessing patients’ willingness
to quit (49.12% vs. 66.67%, p=0.005), 4) assisting patients to quit (e.g. prescribing

! One intervention group participant joined the training when the KAP survey was already completed
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pharmacological treatment: Cytisine (1.75% vs. 24.56%, p<0.001), NRT (5.36% vs. 24.56%,
p<0.001), and Varenicline (3.51% vs. 8.77%, p<0.001)) and 5) arranging follow-up
appointment to review the patients’ progress in quitting (21.05% vs. 50.88%, p<0.001).
Overall, the mean practice scores improved significantly in the intervention group (10.23 vs.
15.12, p<0.001) but not in the control group (9.98 vs. 10.33, p=0.605).

The results of baseline and follow-up comparison of participants’ confidence in
providing tobacco dependence treatment revealed a statistically significant improvement in
the intervention group physicians’ confidence related to all the listed statements. The mean
confidence score statistically significantly improved in the intervention group (4.44 vs. 6.28,
p<0.001) but not in the control group (4.13 vs. 4.60, p=0.208).

At follow—up, the proportion of intervention group participants that rated the listed
barriers as being “important” decreased for all items and for the three of them the decrease
was statistically significant. Those barriers included: lack of smoking cessation specialists to
refer patients to for further assistance (54.39% vs. 29.82%, p=0.027), insufficient training on
smoking cessation (63.16 vs. 29.82, p=0.003) and insufficient knowledge on smoking
cessation interventions (56.14 vs. 36.84, p=0.011).

Conclusions/Recommendations

Based on the study findings, the research team developed a set of recommendations
including: 1) implement the tobacco dependence treatment training for all primary healthcare
physicians in Armenia to provide them with the evidence-based smoking cessation
counseling and treatment knowledge and skills; 2) adapt and implement the tobacco
dependence treatment training package for other healthcare professional groups (e.g.
cardiologists, oncologists, TB physicians, nurses and others) to ensure provision of evidence-
based assistance on quitting to all patients at any medical contact; 3) incorporate tobacco
dependence treatment course into the graduate and post-graduate training curricula of all
health professionals.
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1. INTRODUCTION

The tobacco epidemic is one of the biggest public health threats killing around 6
million people per year worldwide.! Eastern Europe has the highest smoking rates in Europe,
yet tobacco dependence treatments are virtually unavailable to smokers in many Eastern
European countries.> The smoking rate among the Armenian men is one of the highest in the
European region (63% in 2010).>* Smoking is also remarkably prevalent 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 Armenia adopted a national tobacco control law to ban smoking in
healthcare, education, and cultural facilities, as well as public transport.® The country also
banned tobacco advertising on TV and radio (2002), on billboards (2006), and subsequently it
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 primary healthcare physicians in 2009, however no further steps were
undertaken to enable physicians to implement these guidelines.

The WHO FCTC Article 14 states:

. Healthcare workers should play a central role in promoting tobacco cessation
and offering support to tobacco users who want to quit.

. All healthcare workers should be trained to record tobacco use, give brief
advice, encourage a quit attempt, and refer tobacco users to specialized tobacco dependence

treatment services where appropriate.



. Tobacco control and tobacco cessation should be incorporated into the training
curricula of all health professionals and other relevant occupations both at pre- and post-
qualification levels, and in continuous professional development. Training should include
information about tobacco use and its harmful effects, the benefits of cessation, and the
influence that trained workers can have in prompting quitting among patients®.

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 acquiring consistent
and effective treatment of tobacco dependence.”!® Surveys indicated that up to 30% of
medical students in Eastern European countries use tobacco products.'! This is another
important barrier to the provision of quitting assistance, as physicians who smoke are less
likely to advise patients to quit.

Physicians play key role to initiate and promote smoking cessation. Smoking is a
chronic disease and repeated, opportunity-based interventions are most effective in
addressing physical dependence and modifying deeply ingrained patterns of beliefs and
behavior.!? The US Clinical Practice Guideline for Treating Tobacco Use and Dependence
recommends that tobacco use should be addressed at every patient visit using the 5 A’s
model.!* The 5 A’s model is an evidence-based approach to increase smoking cessation. The
5 A’s methodology has been used in a variety of smoking cessation intervention programs.'4
According to this model, clinicians should ask about smoking status of patients at each visit
and document smoking status in the patient’s medical record. Physicians should then deliver
personal advice to quit smoking and assess the willingness to make a quit attempt. If the
patient is willing to quit, the clinician should assist him/her in making a quit attempt by
offering medication and providing or referring for counseling or additional treatment, and

arrange for follow-up contacts to prevent relapse. If the patient is unwilling to make a quit



attempt, the physician should provide a motivational intervention and arrange to address
tobacco dependence at the next clinic visit (Appendix 1).!314

Although FCTC Article 14 highlights that the parties/countries should strengthen or
create a training capacity to arm physicians with the evidence-based smoking cessation
counselling and treatment knowledge and skills, no formal smoking cessation training had
been designed for primary healthcare providers in Armenia. In order to address this gap
CHSR within the Gerald and Patricia Turpanjian School of Public Health at the American
University of Armenia (AUA) implemented a project aimed to develop a national capacity in
implementing the FCTC Article 14 in Armenia through: a) building smoking cessation
training capacity of the medical faculty through training on evidence-based methods and
tools; b) training primary healthcare physicians to provide them with knowledge and skills to
provide smoking cessation counselling to smokers; c) developing a White Paper: “Mapping
the FCTC Article 14 Implementation in Armenia” and discussing it with the health
policymakers and other stakeholders; d) strengthening the support from the key stakeholders
including: the policy and decision-making community and the institutions of medical
education in order to sustain the project outcomes and advocate for a system-wide change.

Throughout the scope of this project CHSR designed, implemented and evaluated the
first smoking cessation training program for practicing primary healthcare professionals in
Armenia. The goal of the trainings was to provide Armenian physicians with the evidence-

based smoking cessation counseling and treatment knowledge and skills so that they are able

to motivate and assist patients to quit.



2. METHODS

2.1 Training materials, facilitators and participants

Formative research - The majority of smoking cessation treatment approaches is
based on the evidence from high-income countries that have different socioeconomic
background and healthcare system. Therefore, the application of the existing best practices in
a transition country such as Armenia (and perhaps in other low or lower-middle income
countries) requires a careful examination and a thorough adjustment of the approaches to be
used in knowledge transfer. This necessitated a formative research during the development
of the training course including 1) a qualitative research'® with future beneficiaries to clarify
the perceived needs for training and 2) a pharmaceutical market research'® to determine
availability, affordability, and prices of the smoking cessation drugs. The results of the
formative research were extensively used during the training development/adaptation.

Training materials - A 2-day training curriculum (see Appendix 2) was developed by
the research team and included (a) didactic sessions on tobacco epidemics; neurobiology of
nicotine addiction; the role of primary healthcare professionals in smoking cessation (5 A’s);
motivational interviewing; pharmacotherapy for smoking cessation; relapse prevention; and
(b) interactive sessions including case studies, role play and film demonstrations, as well as
demonstration of the breath carbon monoxide (CO) monitors as an example of a motivational
visual aid in smoking cessation counseling. The film “30 seconds” produced by the English
National Centre for Smoking Cessation and Training was used to highlight the importance of
delivering a brief intervention to smokers by primary healthcare physicians.!” It was
translated/adapted and voice overed in Armenian. Another film, “Living without Smoking”
was used as a visual tool to demonstrate the “ideal” physician-patient encounters and
cumulative impact of brief interventions in primary care settings to motivate patients to quit

smoking. The film was developed during a joint research grant between the Swiss Agency



for Development and Cooperation together with the Swiss National Science Foundation
through the University of Geneva.

All the training materials were developed based on evidence-based international
resources and were adapted to the local context using the findings of the formative research
conducted in the frame of this project. The Ministry of Health accredited the training
curriculum and designated five continuing medical education (CME) credits to the physicians
that were involved in the training sessions.

Training facilitators - Smoking cessation trainings were conducted by the CHSR’s
senior researcher Arusyak Harutyunyan, MD, MPH and research assistant and clinical
psychologist Armine Abrahamyan, MS, MPH, and the senior lecturer from the Department of
Family Medicine, Yerevan State Medical University Armine Danielyan, PhD. Dr. Arusyak
Harutyunyan, the Principal Investigator of this project, is the only expert in Armenia that has
the Mayo Clinic’s provisional Tobacco Treatment Specialist Certificate.

Training participants - The training participants (the intervention group) were
identified through the existing network of family physicians’ association with assistance from
Yerevan and Gyumri Municipalities’ Health Departments. Overall, 58 primary healthcare
physicians (family physicians and general practitioners) from 18 polyclinics in Yerevan
(n=40) and Gyumri (n=18) participated in the 2-day trainings (two trainings in Yerevan and
one training in Gyumri). Control group participants (n=51) were selected by convenience
among those physicians who were available at the time of visits to the polyclinics (Yerevan
(n=36) and Gyumri (n=15)). Trainings were conducted in May, 2016. Upon completion of
the study, all control group participants were invited to participate in the tobacco dependence
treatment seminars (a shorter version of the trainings). Overall, 37 primary healthcare
physicians from 8 polyclinics in Yerevan and Gyumri participated in the seminars and

received all the materials. An additional 12 control group participants (Yerevan (n=9) and



Gyumri (n=3%)) who did not attend the seminars received only the training materials.
2.2 Evaluation design, study instruments and data collection
The project employed a quasi-experimental design to evaluate the overall

effectiveness of the intervention/trainings.

Pre-intervention Post-intervention
Interdention
Eroup | Al Je——N I Intervention | — | A2 |
Nen-random
assignment to
groups - | B1 3 | . B2 . |
e
Contral R & fro inte tion)
group !
Al B = Pre-infervention data collection points
A2 B2 = Post-intervenion data colled Sion posnts

Figure 1. Evaluation design
For the evaluation of the intervention/trainings, the research team utilized three
measurements: training expectation, training improvement, and training effectiveness.

Evaluation

Training expectation measurement
Training expectation survey

Training improvement measurement
Pre-and post-training test

Training effectiveness measurement
KAP survey (before and 4 months after training)

Figure 2. Training evaluation

2 One participant did not complete the follow-up KAP survey



Training expectation survey - Upon completion of the training (at the end of the 2"
day), participants were asked to complete a short training expectation evaluation
questionnaire (see Appendix 3) to assess their satisfaction with the training course. The
project team developed the questionnaire based on widely used evaluation questionnaires and
translated/adapted it into Armenian.'® This evaluation questionnaire contained 20 multiple
choice and 6 open-ended questions. The mean duration of completing this evaluation form
was 10 minutes.

Training improvement survey - In order to measure the training impact on the
physicians’ knowledge improvement, the pre- and post-training test was developed based on
the training materials and contained 14 multiple-choice questions (see Appendix 4).
Intervention group participants completed the pre-training test at the beginning of the 1% day
of the training and the post-training test was administered upon completion of the training (at
the end of the 2" day). Both training tests were evaluated by the research team and the
answers were discussed with the participants at the end of the training. Each participant
received individual feedback on training improvement at the end of the training. The mean
duration of completing the pre- and post-training tests was 12 minutes.

Training effectiveness survey - The study team utilized a self-reported, structured
questionnaire to evaluate primary healthcare physician’s knowledge, attitude and practice
(KAP) regarding smoking cessation (see Appendix 5). The KAP survey questionnaire had
five main sections including: primary healthcare physicians’ knowledge, attitudes, and
practices regarding smoking cessation, as well as questions on physicians’ confidence and
potential obstacles in providing smoking cessation counseling. The survey questionnaire also
included the questions on socio-demographic characteristics of the study participants. The

mean duration of completing the KAP questionnaire was 20 minutes.



The KAP questionnaire was administered among both the intervention and control
group participants during the baseline (pre-intervention) and follow-up (post-intervention)
data collections. The intervention group participants completed the baseline KAP
questionnaire at the beginning of the 1%'day of the training. The trained interviewer visited
the control group participants at their polyclinics and asked them to complete the
questionnaire. The follow-up KAP survey was conducted four months after the baseline
measurements in both the intervention and control groups. Trained interviewers visited
polyclinics and distributed self-administered questionnaires to the intervention group
participants at their convenience. The control group participants were asked to complete the
follow-up KAP questionnaire before tobacco dependence treatment seminars. The trained
interviewers visited those control group participants who were not present at the seminars.
They completed the KAP questionnaires at the time and place convenient for them and then
received the training materials.

2.1 Data management and analysis

Single data entry was performed using SPSS 22.0 statistical package followed by
logical and range checks to ensure the accuracy of data. Statistical analysis was done using
SPSS 22.0 and STATA 13.0 statistical software. The study team used descriptive statistics to
summarize the participant’s characteristics. The mean, median, standard deviation and
corresponding ranges were generated for the continuous variables and categorical variables
were represented by percentages. Simple comparative analysis for categorical data included
Pearson's Chi-square (y2) tests and Fisher’s exact test (Yerevan vs. Gyumri; pre- vs. post-
training answers, intervention vs. control groups) and for continuous variables, independent t-
test (intervention vs. control, Yerevan vs. Gyumri), paired t-test (pre- vs. post- training

scores, baseline vs. follow-up scores) and one-way ANOVA (to compare 3 groups



categorized according to the place and date of training) were used. In all analyses, statistical
significance was accepted at p<0.05.

Training expectation evaluation questionnaire included both “close-ended” and
“open-ended” questions. “Open-ended” questions allowed participants to provide specific
feedback. The open-ended questions were analyzed using content analysis.'® The content
analysis involves both manifest (visible, obvious components) and latent (interpretation of the
underlying meaning of the text) content.!>?* In the first step of the analysis, the answers were
read by the researchers. The manifest messages that occurred more than 5 times were
“coded” and sorted according to content and meaning.?° The sets of codes were included into
categories. The manifest messages that occurred less than 5 times were included in the
“Other” category. In the second step, a binary index (yes/no) was created with the purpose of
exploring whether the created categories were present or absent in the individual’s answers.?!

Training improvement survey questionnaire contained 14 multiple-choice questions
with only one correct answer. In order to calculate the overall pre- and post-training test
scores each correct answer was scored as one point, while incorrect or missing responses
were scored as zero, which resulted in the maximum possible score of 14 points and a
minimum score of 0.

The analysis of training effectiveness survey (KAP survey) data was performed by
comparing the intervention and control groups, as well as baseline and follow-up data by both
groups. Knowledge score was calculated by giving 1 point to correct answers, and 0 to
wrong, “do not know” or missing answers. The range of general knowledge score was 0 to
16 and medication knowledge score was 0 to 7. Attitude score was calculated by awarding 1
point to the desired answer and 0 to the wrong or missing answers. The higher the attitude
score indicated more positive attitude toward smoking cessation. The range of attitude score

was from 0 to 18. Practice score was calculated in two ways. First, the practice score 1 was



calculated by giving 1 point if the respondent mentioned that he/she always includes
recommended procedures in everyday practice and 0 if he/she answered “never”,
“sometimes” or did not answer to that question. The practice score 2 was calculated by
giving 1 point to “always” answers, 0.5 point to answered “sometimes” and 0 to those who
answered “never” or did not answer to that question. The range for practice scores was from
0 to 28. During the calculation of the confidence score 1 point was awarded to those
“confident” answers and 0 to “not at all confident” or “a little confident” answers. The range
of confidence score was 0 to 8. The KAP survey questionnaire with the scoring template is
provided in Appendix 6. In addition, we calculated the percent score to express the mean
score as a percentage of the maximal possible score.

We performed paired analysis to compare the baseline and follow-up data. Only
those who completed both baseline and follow-up surveys were included in the paired
analysis (57 pairs-intervention group, 48 pairs-control group). The continuous variables such
as knowledge, attitude, practice, and confidence scores were compared using paired t-test.
The McNemar’s test was used for matched data with binary outcomes and Wilcoxon signed-
rank test for matched data with multiple levels. During the paired analysis the multiple level
answers options of knowledge questions were collapsed into binary levels: “do not know”
responses were combined with the wrong answers and coded as “0”, and right responses were
coded as “1”. For example, for the statement “Patients should only be asked about their
smoking history if they have a smoking related disease/ illness”, “true” response (wrong
answer) and “do not know” answers were combined and coded as “0”, “false” (right answer)
was coded as “1”.

2.2 Ethical considerations

The AUA Institutional Review Board (IRB) approved that the study was in

compliance with locally and internationally accepted ethical standards. The research team
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obtained an oral consent from the study participants before the surveys (Appendix 7). All
study instruments did not include any identifiable information. ID system was developed to
manage the training improvement (pre-and post-training test) and training effectiveness
surveys (KAP questionnaire), as well as the electronic database. Only the study investigators
had an access to the obtained information as well as the database. The final report does not
contain respondents’ names, positions, institutions, or any other details that could identify the
participants.

Upon completion of the follow-up KAP survey, the control group participated in
smoking cessation seminars and received all the training materials. The control group

participants who refused to participate in the seminar also received the training materials.
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3. RESULTS

3.1 Socio-demographic characteristics of participants

Table 1 presents the socio-demographic characteristics of the participants derived
from the baseline KAP questionnaires. Overall, 108 participants completed the baseline KAP
survey? (intervention group - 52.78% (n=57)- and control group - 47.22% (n=51)).

The mean age of the participants was 53.19 (SD=10.19): the mean age of intervention
and control groups were 51.98 (SD: 10.00) and 54.51 (SD: 10.34), respectively (Table 1).
Most of the participants were females: 96.49% (n=55) and 98.04% (n=50) in the intervention
and control groups, respectively. On average the participants worked as healthcare
physicians for 25.41 (SD: 12.80) years: 24.53 (SD: 12.79) and 26.42 (SD: 12.87) years in
intervention and control groups, accordingly. The majority of the participants in both the
intervention and control groups mentioned that they did not participate in smoking cessation
trainings prior to this intervention: 70.18% (n=40) and 66.67% (n=34), respectively. The vast
majority of participants (87.96% (n=95)) were not teaching at any educational institution.
The intervention and control groups were not statistically significant different in terms of
baseline socio-demographic characteristics (Table 1).

3.2 Results from the training expectation survey

The participants were asked to share their opinions on the extent of which the training
course met its objectives (Table 2). The vast majority of participants (more than 80%)
reported that the training course strongly met all its objectives and none of them mentioned
that the course did not meet any of its objectives. According to the majority of participants
the training course strongly met its objective in a) providing appropriate knowledge on
smoking hazards and smoking related disease (92.98 %, n=53); b) identifying the advantages

of quitting (98.25%, n=56); ¢) understanding the neurobiology of tobacco dependence

3 One intervention group participant joined the training when the KAP survey was already completed
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(92.98%, n=53); d) defining the role of primary healthcare physicians in smoking cessation
(94.74%, n=54), e) providing smoking cessation counselling depending on the patients’ stage
of motivation (87.50%, n=35); f) prescribing smoking cessation drugs (87.72%, n=50); and
g) increasing self-confidence and commitment to support patients to quit (80.70%, n=46).
These answer options were compared between Yerevan and Gyumri participants and no
statistically significant differences were observed between the groups.

Participants were asked to share their impressions with the design and delivery
process of the trainings (Table 3). All the participants (except two) agreed or strongly
agreed with all the provided statements on this. The great majority of participants strongly
agreed that the training course was well-organized (92.98 %, n=53), the training enhanced
their knowledge and skills in smoking cessation (91.23%, n=52), and that the trainers were
knowledgeable about the training topics (94.74%, n=54) (Table 3). Most of the participants
(68.42% (n=39)) strongly agreed that they expect to use the knowledge and skills gained
from the training, while the rest of them (29.82%, n=17) agreed with this statement. All the
participants either agreed (10.53%, n=6) or strongly agreed (87.72%, n=50) that they were
statisfied with the training course. There was no statistically significant difference between
Yerevan and Gyumri participants in regards to their impressions with the trainings.

Table 4 summarises the results of the “open ended” questions that allowed
participants to provide specific feedback on positive and negative aspects of the training as
well as skills or lessons learned during the training. The most frequently reported positive
aspects of the training included clear content of the materials (38.18%, n=21), teaching style
(16.36%, n=9), delivery of up-to-date information (14.55%, n=8), high quality of trainers
(10.91 %, n=6) and proper organization of the training (10.91 %, n=6). While reporting
about negative aspects of the training, the shortage of time was identified as the main

negative aspect (32.50 %, n=13).
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When asked about three skills or lessons learned during the training that would be
applied at their worksite/practice, participants identified motivational interviewing (61.40 %,
n=35), pharmacotherapy (58.93%, n=33), and counselling skills (15.79%, n=9). Only one
primary healthcare physician from Yerevan (2.50 %, n=1) and three physicians from Gyumri
(17.65%, n=3) reported that they were eager to use CO monitors in their daily practice.

Training participants provided their suggestions on how the trainings could be
improved. The suggestions included: repeating the training in the future (9.7%, n=5), change
the training location (5.77%, n=3) and allocate more time for the training (5.77%, n=3).
Sereval physicians (46.42%, n=24) had other suggestions incuding organizing smoking
cessation training for all primary healthcare physicians, allocating more time for the
pharmacotherapy session, adding more role plays, and discussions during the training, and
distributing CO monitors to physicians.

33 Results from the training improvement survey

3.3.1 Pre-and post-training test results

The pre-training test revealed varying degree of knowledge related to different
components of the tobacco dependence treatment (Table 5). The majority of the participants
(96.55%, n= 56) correctly agreed with the statement that withdrawal symptoms reach their
maximum intensity in the first 24 to 72 hours. About three-quarters of the participants
(74.14%, n= 43) correctly recognized the definition of the ex-smoker (quitted smoking at
least six months ago) and 67.24% (n= 39) identified from the listed options the combination
nicotine replacement therapy as the most effective pharmacotherapy for treating tobacco
dependence. Participants’ knowledge regarding the duration of craving and correct order of 5
A’s components during the pre-training test was low. For instance, more than half of the
participants (55.17%, n=32) wrongly chose the correct order of the 5 A’s components as:

“ask, assess, advice, assist, arrange” rather than “ask, advice, assess, assist, arrange” (13.79%,
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n=8) and 55.17% (n=32) wrongly believed that cravings usually last 24-72 hours, rather than
3-5 minutes (15.52%, n=9). However, the percentage of correct answers to these questions
improved about four times after the trainings (68.97% and 72.41%, respectively). During the
pre-training test only one respondent correctly answered the question regarding the
mechanism of Cytisine. However, during the post-training test 72.41% of primary healthcare
physicians correctly answered this question (Table 5).

During the pre-training test about one third of the participants correctly recognized the
definition of relapse (34.48%, n=20), knew that the person should not eat or drink 15 minutes
before or during the use of the nicotine gum (34.48%, n=20), and correctly identified that
nicotine is not a carcinogen (29.31%, n=17). After the training, the proportion of correct
answers to these three questions significantly increased by about three-fold: 91.38%, 93.10%,
and 84.48%, respectively (Table 5).

The knowledge on motivational interviewing, which aims to promote initial
motivation for smoking cessation, did not change significantly after the training (43.10 % to
48.28 % respectively, p=0.164). The two-fold statistically significant increase in knowledge
was observed for questions regarding Forgerstrom test for assesment of the nicotine
dependence level, the side effects of Varenicline, and the most effective method for treating
nicotine dependence (39.66% vs. 91.38%, 41.38% vs.91.38%, 51.72% vs.96.55%,
respectively) (Table 5). During the pre-training test about half of the participants correctly
answered that 50-60% of smokers die because of tobacco-related diseases. However, the
knowledge improvement on this after the training was marginally statistically significant
(50.00% vs. 67.24%, p=0.072) (Table 5).

3.3.2 Pre-and post-training test scores

The mean score for the pre-training test was 5.93 (SD=2.01) with the median of 6

while the mean score for the post-training test was 11.29 (SD=1.83) with the median of 11.
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The ANOVA test revealed that both during the pre-training test and pos-training test there
were no statistically significant differences in mean scores between the three training groups
(p=0.186 and p = 0.285, respectively) (Table 6).

The study found a statistically significant difference in pre- and post-training tests
scores. On average, the mean test score increased by 5.36 (5.93 vs. 11.29) with SD=2.34 (p <
0.001). The increase of the mean test score was statistically significant in all three groups
4.94 (6.26 vs.11.21), 5.50 (6.33 vs. 11.83), 5.61(5.28 vs.10.90) respectively, p < 0.001). The
one-way ANOVA established that there was no statistically significant difference in score
improvements between three groups (p = 0.643) (Table 6).

3.4  Results from the training effectiveness survey

3.4.1 Participants’ knowledge about tobacco dependence treatment

General knowledge

Table 7 summarizes the results of participants’ baseline knowledge on tobacco
dependence treatment by the intervention and control groups. Most of the participants
(82.41%, n=89) knew that patients should not only be asked about their smoking history if
they have a smoking-related disease and that smoking cessation advice given by a health
professional to a patient increases the patient’s chances of quitting (89.81%, n=97). On the
other hand, the majority of them did not know that smoking cessation advice should be linked
to the patient’s current health/illness (87.04%, n=94). Physicians knew (79.63%, n=86) that
it is recommended to advise elderly patients to quit smoking as the damage of smoking can
be reversed, but there was a statistically significant difference between the intervention and
control groups in this regard (85.96% vs. 72.55%, p=0.019). Most of the participants
(92.59%, n=100) knew that smokers who quit smoking at any age reduce their risk of
premature death and they (84.26%, n=91) recognized smoking as a chronic disorder

associated with relapse. On average, out of 16 knowledge questions 62.38% (mean
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knowledge score=9.98) were answered correctly (Table 7). Overall, at baseline, the mean
knowledge score was 9.98 (SD:2.43) and there was no significant difference between the
intervention and groups.

The paired analysis revealed that the mean knowledge score significantly improved
from baseline to follow-up in the intervention group (10.23 vs. 12.46, p<0.001) but not in the
control group (9.56 vs.8.85, p=0.529) (Table 8). There was a statistically significant increase
in the proportion of the intervention group physicians that answered correctly to most of the
knowledge questions. For instance, at follow-up, significantly more intervention group
physicians know that counselling includes assisting patients to set a quit date (61.40 % vs.
82.46%, p=0.007), most of the withdrawal symptoms from smoking cessation disappear
within 4 weeks of abstinence (57.89% vs. 92.98%, p<0.001), follow-up appointments should
be made for the patients who are willing to stop smoking within the first week after quitting
(78.95% vs. 91.23%, p=0.021), smoking is a chronic disorder associated with relapse
(85.96% vs. 96.49%, p=0.034), quitting smoking at any age reduces patients’ risk of
premature death (89.47% vs. 98.25, p=0.014) and that nicotine replacement therapies are not
contraindicated for people with cardiovascular diseases (42.11% vs. 80.70%, p<0.001).

Pharmacotherapy knowledge

Out of 7 questions related to smoking cessation medications on average only 39.95%
of questions were answered correctly at the baseline (mean medication knowledge score=2.8)
(Table 9). About three-quarters of the participants (74.07%, n=80) knew that nicotine gum
and patches are recommended for the treatment of nicotine dependence in smoking patients.
On the other hand, only few participants (12.04%, n=13) mentioned Cytisine and Bupropion
as recommended medication for treatment of nicotine dependence. At the baseline the
intervention group physicians were significantly more knowledgable about smoking cessation

pharmacotherapy then control group physicians (3.23 vs. 2.31, p=0.002).
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At follow-up, the mean medication score improved significantly in the intervention
group (3.23 vs. 5.51, p<0.001) and did not change in the control group (Table 10). In the
intervention group, the knowledge improvement was observed in regards to all listed
medications, while in the control group there was statistically significant improvement only
in terms of knowledge on nicotine lozenges as smoking cessation medication (31.25% vs.
50.00%, p=0.025) (Table 10).

3.4.2 Participants’ attitude towards tobacco dependence treatment

Overall, participants demonstrated a positive attitude towards tobacco dependence
treatment with an average attitude score of 15.84 (out of max possible score of 18). The
percent score showing positive agreement with the statements was 88.01%. The intervention
and control groups were significantly different in terms of attitude scores (16.54 vs. 15.06,
p<0.001) (Table 11). Most of the participants considered nicotine dependence as a chronic
relapsing disease (81.48%, n=88) and agreed that routinely asking about patient’s smoking
status is their responsibility (93.52%, n=101) but the answers were statistically different
between the intervention and control groups (89.47% vs. 72.55, p=0.015, 100.00% vs.
86.27%, p=0.013 respectively). Participants also demonstrated high agreement with the
statements that: they serve as a role model for their patients and the public (93.59%, n=101),
it is their responsibility to motivate patients to stop smoking (91.67%, n=99), counseling on
harmfull effects of smoking usually helps with smoking cessation (91.67%, n=99), they
should help patients who are motivated to stop smoking (93.52%, n=101), and that they
should discuss relapse with patients (94.44%, n=102). Most of the participants (80.56%,
n=87) disagreed that their patients’ acute health problems take precedence over smoking
cessation counseling/advice and there was a statistically significant difference between the
intervention and control group (91.23% vs. 68.63%, p=0.001). Most of the participants

disagreed that quitting is an individual choice and it is not up to them to advise a patient to
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quit smoking (93.52%, n=101). They also disagreed that they do not have sufficient time to
provide advice and counseling to all their patients who smoke during routine consultations
(76.85%, n=83), but there was a statistically significant difference between the intervention
and control groups (87.72% vs. 64.71%, p=0.011) (Table 11).

The comparision of the baseline and follow-up attitide scores did not reveal a
statistically significant difference either in the intervention group (16.54 vs. 16.65, p=0.681)
or in the control group (15.21 vs. 15.81, p=0.194), which might be due to high baseline
scores (Table 12). There was a significant improvement in the intervention group at the
follow-up regarding considering nicotine/tobacco dependence as a chronic relapsing disease
(89.47% vs. 98.25%, p=0.046) and considering as their responsibility to motivate patients to
stop smoking (91.23% vs. 98.25%, p=0.046). Interestingly, at follow-up a higher proportion
of intervention group participants mentioned about not having sufficient time to provide
advice and counseling to all patients who smoke during routine consultations (12.28% vs.
35.09%, respectively, p=0.002) (Table 12).

3.4.3 Participants’ practice related to tobacco dependence treatment

Overall, out of 28 practice questions on average only 35.43% items were always
performed in physicians’ daily practice (mean practice score 1=9.92) (Table 13). The
practice scores 1 and 2 were not significantly different between the intervention and control
groups at baseline.

At baseline most of the physicians mentioned about always asking about patients’
smoking status (74.07% (n=80)), number of cigarettes smoked per day (70.37% (n=76), but
only 29.63% (n=32) were always recording patients’ smoking history in the medical records.
A relatively high proportion of participants were always advising a smoking patient to quit
(87.96% (n=95)). About half of participants mentioned about always advising to stop

abruptly (51.85% (n=56)) and 60.19% (n=65) were always advising patients to reduce the
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number of daily cigarettes. Most of the participants (73.15%, n=79) mentioned about always
asking if the patients intend to stop smoking and 53.70% (n=58) were always assessing
patients willingness to quit. In regards to assisting in smoking cessation, most of the
participants (76.85%, n=83) were always discussing the risks of smoking and benefits of
smoking cessation with patients. However, many participants were never giving self-help
materials to the patients (62.04%, n=67) and were never using pharmacological aids with
patients (37.04%, n=40). A majority of the participants were never prescribing Cytisine
(54.63%, n=59), Nicotine gum (49.53%, n=53), and Varenicline (84.26%, n=91). Less than
half of the participants (41.67%, n=45) mentioned that they never arrange a follow-up
appointment to review the progress of patients on quitting smoking (Table 13).

The mean practice scores 1 and 2 improved significantly from baseline to follow-up
in the intervention group (10.34 vs. 14.96, p<0.001 and 14.30 vs. 18.97, p<0.001,
respectively) but not in the control group (10.03 vs. 10.25, p=0.739 and 13.94 vs. 14.88,
p=0.117, respectively) (Table 14). Table 14 summarizes the results of the baseline and
follow-up comparisons for the participants’ practice in providing tobacco dependence

treatment according to the 5 A model.?

The results indicated statistically significant
improvement in the intervention group regarding all components of the 5 A’s model.

Ask. At follow-up there was no stigificant difference in the intervention group
physician’s practice regarding always asking about patients’ smoking status (78.95% vs.
77.19%, p=0.923). However, higher proportion of the intervention group physicians reported
about always asking more details about smoking history: the time of the first smoked
cigarette (38.60% vs. 63.16% , p=0.003), patients’smoking bahaviour at home (70.18% vs.
75.44%, p=0.051), and patients’ previous quit attempts (63.16% vs. 80.70%, respectively,

p=0.019).
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Advise. At follow-up a higher proportion of the participants, in both the intervention
and control groups, reported about always advising smoking patients on the need to quit, but
the difference was statistically significant only in the intervention group (91.23% vs. 100.0%,
p=0.025).

Assess. A significntly higher proportion of intervention group participants reported
that they assess patients’ willingness to quit at follow-up as compared to the baseline
(49.12% vs. 66.67%, p=0.005).

Assist. Study results revealed that more intervention group physicians in the follow-
up were always discussing the use of pharmacological aids such as NRT with partients
(14.04% vs. 59.65%, p<0.001) and proposing their help to patients in quitting (45.61% vs.
85.96%, p<0.001). Similarly, more intervention group physicians were advising on
behavioral “tricks” for quitting (29.82% vs. 64.91%, p<0.001), and preventing relapse
(36.84% vs. 73.68%, p<0.001), giving self-help materials (3.51% vs. 31.58%, p<0.001) and
assisting the smoking patients to set up the target quit date (29.82% vs. 73.68%, p<0.001).
At follow-up there was also significant improvement in prescribing pharmacological
treatment: Cytisine (1.75% vs. 24.56%, p<0.001), NRT (5.36% vs. 24.56%, p<0.001), and
Varenicline (3.51% vs. 8.77%, p<0.001).

Arrange. The follow-up results also highlighted that more physicians in the
intervention group set up a follow-up appointment to review the patients’ progress in quitting
(21.05% vs. 50.88%, p<0.001).

3.4.4 Participants’ confidence in providing tobacco dependence treatment

The participants were asked to rate their confidence in providing tobacco dependence
treatment. Most of the respondents were confident in educating patients on the general health
risks of smoking (76.85%, n=83), advising smokers on how to quit smoking (62.96%, n=68),

assessing the willingness of the patient to quit smoking (62.04%, n=67), and motivating
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patients to consider quitting (58.33%, n=63). They were not at all confident in discussing
various smoking cessation treatment options with patients (22.22%, n=24), recommending
appropriate smoking cessation medications (45.37%, n=49), and helping recent quitters to
cope with withdrawal symptoms (21.30%, n=23) (Table 15). The intervention and control
groups were statistically significantly different only in terms of negotiating a target quit date
for the patient to stop smoking (22.81% vs 45.10%, p=0.019).

The mean confidence score was 4.22 (out of max possible 8) and the score was not
significantly different between intervention and control groups (4.44 vs. 3.98, p=0.367). The
percent confidence score was 52.78% (Table 15).

The mean confidence score statistically significantly improved from baseline to
follow-up in the intervention group (4.44 vs. 6.28, p<0.001) but not in the control group (4.13
vs. 4.60, p=0.208) (Table 16). The results of baseline and follow-up comparison of
participants’ confidence in providing tobacco dependence treatment revealed a statistically
significant improvement in intervention group physicians’ confidence related to all the listed
statements. Meanwhile, statistically significant improvement among control group
participants was only related to their confidence in advising smokers on how to quit smoking,
motivating patients to consider quitting, and negotiating a target quit date for the patients to
stop smoking (Table 16).

3.4.5 Barriers in providing tobacco dependence treatment

Table 17 summarizes the participants rating of the listed barriers that hinder them
from helping patients to stop smoking. According to participants’ ratings the important
barriers in descending order were the following: patients’ noncompliance with information
given on smoking cessation (46.30%, n=50), insufficient training on smoking cessation
interventions (45.37%, n=49), followed by a lack of patient education material

(brochures/pamphlets) (43.52%, n=47), lack of smoking cessation specialists to refer patients
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to for further assistance (43.52%, n=47), and insufficient knowledge on smoking cessation
interventions (41.67%, n=42). When asked about the lack of time as a barrier in assisting
patients to quit smoking, half of the participants (50.00%) rated it as somewhat of a barrier
and 30.56% identified it as an important barrier.

Table 18 demonstrates the results from the baseline and follow-up comparision of
barriers’ ratings. At follow—up the proportion of intervention group participants that rated
the listed barriers as being “important” decreased for all items and for the three of them the
decrease was statistically significant. Those barriers included: lack of smoking cessation
specialists to refer patients to for further assistance (54.39% vs. 29.82%, p=0.027),
insufficient training on smoking cessation intervention (63.16 vs. 29.82, p=0.003) and
insufficient knowledge on smoking cessation interventions (56.14 vs. 36.84, p=0.011). In
contrast, in the control group we observed the increase in the proportion of participants that
rated the listed barriers as “important” ones and for three of the items the increase was
statistically significant. Those barriers included: lack of smoking cessation specialists to
refer patients to for further assistance (33.33% vs. 47.92%, p=0.051), insufficient training on
smoking cessation intervention (27.08% vs. 52.08%, p=0.009) and lack of awareness of

smoking cessation guidelines (27.08% vs. 50.00, p=0.015) (Table 18).
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4. CONCLUSIONS AND RECOMMENDATIONS

The AUA Turpanjian School of Public Health research team 1) built smoking
cessation training capacity on evidence-based methods and tools for teaching physicians the
basic skills for working with smokers, and 2) designed, implemented and evaluated the first
smoking cessation training program for practicing primary healthcare physicians in Armenia.
Throughout the implementation of the project the research team collaborated and built
partnership with the key stakeholders, including the Ministry of Health, National Institute of
Health, Yerevan State Medical University, and Yerevan and Gyumri Municipalities.

The MOH accredited tobacco dependence treatment training package developed
based on evidence-based international resources and adapted to the local context was
implemented and evaluated among primary healthcare physicians in Yerevan and Gyumri.
The research team used several measurements to evaluate the effectiveness of the training
including a training expectation survey, pre- and post-training tests and knowledge, attitude,
and practice (KAP) survey that was administered before the training and at 4-months follow-
up. The results of the evaluation demonstrated high satisfaction with the content, design and
delivery process of the training, as well as significant improvement in physicians’ knowledge
and self-reported practice and confidence in tobacco dependence treatment four months after
participation in the training.

In addition, the evaluation results demonstrated that at 4-months after the training
significantly lower proportion of primary healthcare physicians were rating lack of smoking
cessation specialists to refer patients to for further assistance, insufficient training on smoking
cessation and insufficient knowledge on smoking cessation interventions as “important”
barriers that hinder them from helping patients to stop smoking. However, there was no
statistically significant change in regards to ratings of other barriers that were not targeted by

the trainings, including lack of physicians/patients time, lack of patient education material
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(brochures/pamphlets), and patients’ non-compliance with information given on smoking

cessation.

Taking into consideration the study findings, the research team presents the following

recommendations:

I.

Implement the tobacco dependence treatment training for all primary
healthcare physicians in Armenia to provide them with the evidence-based
smoking cessation counseling and treatment knowledge and skills.

Regularly update the National Smoking Cessation Guideline and implement it
into the primary healthcare physicians’ practice.

Adapt and implement the tobacco dependence treatment training package for
other healthcare professional groups (e.g. cardiologists, oncologists, TB
physicians, nurses, and others) to ensure provision of evidence-based
assistance on quitting to all patients at any medical contact.

Incorporate tobacco dependence treatment courses into the graduate and post-
graduate training curricula of all health professionals.

Develop nationwide interventions targeting physicians’ perceived barriers
hindering them from helping patients to stop smoking.

Continue the work towards further strengthening the support from key
stakeholders, including the policy and decision making community and the
institutions of medical education to sustain the project outcomes and advocate
for a system-wide change in implementation of physicians’ tobacco

dependence treatment trainings.
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TABLES

Table 1. Socio-demographic characteristics of the participants

Total Intervention Control
Variables (n=108) (n=57) (n=51) p-value
% (n) % (n) % (n)
Age (years), mean (SD)
53.19(10.19) 51.98 (10.00) 54.51(10.34) 0.202
Gender, female
97.22 (105) 96.49 (55) 98.04 (50) 0.625
Working years as healthcare physician, mean (SD)
25.41(12.80) 24.53 (12.79) 26.42 (12.87) 0.450
Previous participation in smoking cessation
training
Yes 30.56 (33) 29.82 (17) 31.37 (16) 0.552
No 68.52 (74) 70.18 (40) 66.67 (34)
Teaching at educational institution
Yes 10.19 (11) 8.77 (5) 11.76 (6) 0.872
No 87.96 (95) 89.47 (51) 86.27 (44)
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Table 2. Participants’ opinion about trainings

Variable Total Yerevan Gyumri p-value
(n=57) (n=40) (n=17)
% (n) % (n) % (n)
How well the training course met its objectives, % (n)
Knowladge on smoking hazards and
smoking related disease Did not meet 0.00 (0) 0.00 (0) 0.00 (0)
Partially meet 5.26 (3) 5.00 (2) 5.88 (1) 0.800
Strongly meet ~ 92.98 (53) 9298 (37) 94.12 (16)
Identify advantages of quitting
Did not meet 0.00 (0) 0.00 (0) 0.00 (0)
Partially meet 1.75 (1) 2.50 (1) 0.00 (0) 0.511
Strongly meet ~ 98.25 (56) 97.50 (39) 100.0 (17)
Understand nurobiology of tobacco
dependence Did not meet 0.00 (0) 0.00 (0) 0.00 (0)
Partially meet 7.02 (4) 7.50 (3) 5.88 (1) 0.827
Strongly meet ~ 92.98 (53) 92.50(37)  94.12 (16)
Define the role of PHP in smoking
cessation Did not meet 0.00 (0) 0.00 (0) 0.00 (0)
Partially meet 5.26 (3) 5.00 (2) 5.88 (1) 0.891
Strongly meet ~ 94.74 (54) 95.00 (38)  94.12 (16)
Provide smoking cessation counseling
depends on the patient’s stage of Did not meet 0.00 (0) 0.00 (0) 0.00 (0)
motivation Partially meet 12.50 (5) 12.50 (5) 17.65 (3) 0.609
Strongly meet ~ 87.50 (35) 87.50 (35) 82.35 (14)
Prescribe smoking cessation drugs
Did not meet 0.00 (0) 0.00 (0) 0.00 (0)
Partially meet 10.53 (6) 5.00 (2) 23.53 (4) 0.097
Strongly meet ~ 87.72 (50) 92.50 (37) 76.47 (13)
Increase self-confidence and commitment
to support patients to quit Did not meet 0.00 (0) 0.00 (0) 0.00 (0)
Partially meet ~ 17.54 (10) 15.00 (6) 23.53 (4) 0.615
Strongly meet ~ 80.70 (46) 82.50 (33) 76.47 (13)
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Table 3. Participants’ impressions with the design and delivery process of the trainings

Variable Total Yerevan Gyumri p-value
(n=57) (n=40) (n=17)
% (n) % (n) % (n)
Shared impressions with the following statements, % (n)
The training was well organized
Strongly disagree 0.00 (0) 0.00 (0) 0.00 (0)
Disagree 0.00 (0) 0.00 (0) 0.00 (0) 0.360
Agree 7.02 (4) 5.00 (2) 1.76 (2)
Strongly agree  92.98 (53) 9.50 (38) 88.24 (15)
The training sessions were relevant to my
expectations Strongly disagree 0.00 (0) 0.00 (0) 0.00 (0)
Disagree 1.75 (1) 2.50 (1) 0.00 (0) 0.241
Agree  17.54 (10) 22.50 (9) 5.88 (1)
Strongly agree  80.70 (46) 75.00 (30) 94.12 (16)
The training sessions were relevant to my
needs Strongly disagree 0.00 (0) 0.00 (0) 0.00 (0)
Disagree 0.00 (0) 0.00 (0) 0.00 (0) 0.932
Agree  22.81(13) 22.50 (9) 23.53 (4)
Strongly agree  77.19 (44) 77.50 (31) 76.47(13)
The training enhanced my knowledge and
skills in smoking cessation Strongly disagree 0.00 (0) 0.00 (0) 0.00 (0)
Disagree 0.00 (0) 0.00 (0) 0.00 (0) 0.312
Agree 7.02 (4) 10.00 (4) 0.00 (0)
Strongly agree ~ 91.23 (52) 87.50 (35) 100.00 (17)
I expect to use the knowledge and skills
gained from this training Strongly disagree 0.00 (0) 0.00 (0) 0.00 (0)
Disagree 0.00 (0) 0.00 (0) 0.00 (0) 0.407
Agree  29.82 (17) 25.00 (10) 41.18 (7)
Strongly agree  68.42 (39) 75.50 (29) 58.82 (10)
The content was well organized and easy
to follow Strongly disagree 0.00 (0) 0.00 (0) 0.00 (0)
Disagree 0.00 (0) 0.00 (0) 0.00 (0) 0.596
Agree 10.53 (6) 12.50 (5) 5.88 (1)
Strongly agree  87.72 (50) 85.00 (34) 94.12 (16)
The materials distributed were helpful
Strongly disagree 0.00 (0) 0.00 (0) 0.00 (0)
Disagree 0.00 (0) 0.00 (0) 0.00 (0) 0.131
Agree  17.54 (10) 22.50 (9) 5.88 (1)
Strongly agree  82.46 (47)  77.50 (31) 94.12 (16)
The trainer was knowledgeable about
the training topics Strongly disagree 0.00 (0) 0.00 (0) 0.00 (0)
Disagree 0.00 (0) 0.00 (0) 0.00 (0) 0.891
Agree 526 (3) 5.00 (2) 5.88 (1)
Strongly agree  94.74 (54) 95.00 (38) 94.12 (16)
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Variable Total Yerevan Gyumri p-value
(n=57) (n=40) (n=17)
% (n) % (n) % (n)
The teaching quality was high
Strongly disagree 0.00 (0) 0.00 (0) 0.00 (0)
Disagree 0.00 (0) 0.00 (0) 0.00 (0) 0.456
Agree 10.53 (6) 12.50 (5) 5.88 (1)
Strongly agree ~ 89.47 (51) 87.50 (35) 94.12 (16)
The course content matched the learning
objectives Strongly disagree 0.00 (0) 0.00 (0) 0.00 (0)
Disagree 0.00 (0) 0.00 (0) 0.00 (0) 0.596
Agree 10.53 (6) 12.50 (5) 5.88 (1)
Strongly agree  87.72 (50) 85.00 (34) 94.12 (16)
The trainers were receptive to participant
comments and questions Strongly disagree 0.00 (0) 0.00 (0) 0.00 (0)
Disagree 0.00 (0) 0.00 (0) 0.00 (0) 0.700
Agree 8.77 (5) 10.00 (4) 5.88 (1)
Strongly agree  89.47 (51) 87.50 (35) 94.12 (16)
There was enough time allocated for
questions and discussion Strongly disagree 0.00 (0) 0.00 (0) 0.00 (0)
Disagree 1.75 (1) 2.50 (1) 0.00 (0) 0.755
Agree 8.77 (5) 10.00 (4) 5.88 (1)
Strongly agree  87.72 (50) 85.00 (34) 94.12 (16)
Overall, I am satisfied with the training
course Strongly disagree 0.00 (0) 0.00 (0) 0.00 (0)
Disagree 0.00 (0) 0.00 (0) 0.00 (0) 0.596
Agree 10.53 (6) 12.50 (5) 5.88 (1)
Strongly agree  87.72 (50) 85.00 (34) 94.12 (16)
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Table 4. Participants’ specific feedback on the trainings

Variable Total Yerevan Gyumri p-value
(n=57) (n=40) (n=17)
% (n) % (n) % (n)
Positive aspects of the training
Clear content 38.18 (21) 25.00 (10) 73.33 (11) 0.004
High quality of trainers 10.91 (6) 7.50 (3) 20.00 (3) 0.179
Teaching style 16.36 (9) 2.50 (1) 53.33(8) <0.001
Up-to-date information 14.55 (8) 12.50 (5) 20.00 (3) 0.350
Well-organized training 10.91 (6) 10.00 (4) 13.33 (2) 0.350
Other 81.82 (45) 80.00 (32) 86.67 (13) 0.310
Negative aspects of the training
Short duration of the training 32.50 (13) 30.00 (9) 40.00 (4) 0.743
Other 30.00 (12) 30.00 (9) 30.00 (3) 0.678
Skills or lessons learned during the training that will be taken back to worksite/practice
Motivational interviewing skills 61.40 (35) 57.50 (23) 70.59 (12) 0.245
Conselling skills 15.79 (9) 15.00 (6) 17.65 (3) 0.254
Pharmacotherapy 58.93 (33) 50.00 (20) 81.25(13) 0.092
CO monitor measurments 7.02 (4) 2.50(1) 17.65 (3) 0.045
Relapse prevention 8.77 (5) 7.50 (3) 11.76 (2) 0.238
Other 29.82 (17) 25.00 (10) 41.18 (7) 0.190
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Table 5. Pre-and post-training test responses

Pre-training Post-training p-value
Questions (n=58) (n=58)
% (n) % (n)
Ex-smoker is a person who
1. has not smoked more than 100 cigarettes in his/her life-time 345(2) 22.41(13)
2. has smoked, but not on a daily basis 0 (0) 0(0) <0.001
3. has quitted smoking at least six months ago* 74.14 (43) 75.86 (44) '
4. has quitted smoking at least two months ago 22.41 (13) 1.72 (1)
Relapse is...
A. a return to regular smoking by someone who has quitted
B. smoking of any number of cigarettes once a week
C. smoking less than one cigarette per day in up to three days in one week before
any scheduled visit
D. regular smoking for at least three days after a period of at least 24 hours
without any smoking
1 AB 36.21 (21) 0(0) <0.001
2A.C 8.62 (5) 6.90 (4)
3AD 34.48 (20) 91.38 (53)
4B.C 10.34 (6) 0(0)
checked only one option 8.63 () 1.72 (1)
missing 1.72 (1) 0(0)
Which one is TRUE about motivational interviewing?
1. should be offered only to those smokers who want to quit 15.52 (9) 5.17(3)
2. counselor should provide a patient/smoker with an advice on changing smoking 29.31(17) 32.76 (19)
behavior 0.164

3. aims to promote initial motivation for smoking cessation 43.10 (25) 48.28 (28)
4. is applicable only for tobacco dependence treatment 6.90 (4) 13.79 (8)
checked more than one option 345(2) 0(0)

missing 1.72 (1) 0(0)
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Pre-training Post-training p-value
Questions (n=58) (n=58)
% (n) % (n)
Which of the following is TRUE about tobacco-related mortality?
1. tobacco kills around 3 million people each year 24.14 (14) 8.62 (5)
2. 50-60 % of smokers die because of tobacco- related disease 50.00 (29) 67.24 (39)
3. approximately 50% of tobacco- related deaths occur in low- and middle-income countries 10.34 (6) 6.90 (4) 0.072
4. by 2030, there will be around 5 million deaths every year 12.07 (7) 15.52 (9)
checked more than one option 0(0) 1.72 (1)
missing 3.45(2) 0(0)
Which of the following is FALSE about nicotine?
1. nicotine is a drug able to induce an addiction as strong as that of heroin or 31.03 (18) 8.62 (5)
cocaine
2. nicotine is carcinogen 29.31 (17) 84.48 (49)
3. inhaled nicotine reaches the arterial blood circulation of the brain via the 5.17 (3) 345(2) <0.001
lungs in as little as 7 seconds
4. the half-life of nicotine is about 120 minutes 31.03 (18) 345(2)
checked more than one option 3.45(2) 0(0)
missing 0 (0) 0(0)
Withdrawal symptoms reach their maximum intensity in the first 24 to 72 hours.
True 96.55 (56) 98.28 (57) 0.496
False 3.45(2) 1.72 (1)
Missing 0(0) 0(0)
Craving usually lasts:
1.24-72 hours 55.17 (32) 29.31 (17)
2. 3-5 minutes 15.52 (9) 68.97 (40)
3. 3-5 hours 8.62 (5) 0(0)
4.3-5 days 17.24 (10) 1721y o001
checked more than one option 1.72 (1) 0(0)
missing 1.72 (1) 0(0)
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Pre-training Post-training p-value
Questions (n=58) (n=58)
% (n) % (n)
Please choose the correct order of 5 A’s components
1. assess, advise, ask, arrange, assist 6.90 (4) 0(0) <0.001
2. ask, assess, advice, assist, arrange 55.17 (32) 27.59 (16) ‘
3. ask, advice, assess, assist, arrange 13.79 (8) 72.41 (42)
4. arrange, ask, advice, assess, assist 1.72 (1) 0(0)
5. assess, advice, assist, ask, arrange 13.79 (8) 0(0)
missing 8.62 (5) 0(0)
The combination of counseling and pharmacotherapy is the most effective method for treating nicotine dependence
and should be offered to each patient trying to quit.
True 51.72 (30) 96.55 (56) <0.001
False 44.83 (26) 345012
missing 3.45(2) 0(0)
Which of the following is the most effective for treating tobacco dependence?
1. Nicotine gum 8.62 (5) 0(0) <0.001
2. Bupropion 3.45(2) 1.72 (1) '
3. Combination nicotine replacement therapy (NRT) 67.24 (39) 77.59 (45)
4. Nicotine patch 1.72 (1) 0(0)
5. Cytisine 3.45(2) 18.97 (11)
missing 15.52 (9) 1.72 (1)
Which questions are used in shorter version of Fagerstrom Test for nicotine dependence to assess nicotine
dependence level?
A. How soon after you wake up do you smoke your first cigarette?
B. Do you find it difficult to refrain from smoking in places where it is forbidden (e.g., in
church, in the cinema, in the train, in the restaurant, etc.)?
C. How many cigarettes do you smoke per day?
D. Do you smoke more frequently during the first hours after waking than during the rest of <0.001
the day?
1A.B 13.79 (8) 1.72 (1)
2A.C 39.66 (23) 91.38 (53)
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Pre-training Post-training p-value
Questions (n=58) (n=58)
% (n) % (n)
3AD 12.06 (7) 6.90 (4)
4B.C 6.90 (4) 0(0)
checked only one option 6.90 (4) 0(0)
missing 20.69 (12) 0(0)
Which is the most commonly reported side effect associated with Varenicline?
1. Visual disturbance 1.72 (1) 0(0) <0.001
2. Nausea 41.38 (24) 91.38 (53)
3. Headache 17.24 (10) 0(0)
4. Insomnia 5.17(3) 8.62 (5)
checked more than one option 0(0) 0(0)
missing 34.48 (20) 0(0)
What is the mechanism of action of Cytisine?
1. Blocks nicotinic acetylcholine receptors and inhibits the re-uptake of noradrenaline and 24.14 (14) 17.24 (10)
dopamine in the synapses <0.001
2. as a type of nicotine replacement therapy it delivers nicotine to the body 17.24 (10) 1.72 (1) '
3. agonist of 04B2 nicotinic acetylcholine receptors 6.90 (4) 5.17(3)
4. partial agonist of a4p2 nicotinic acetylcholine receptors 1.72 (1) 72.41 (42)
checked more than one option 0(0) 1.72 (1)
missing 50.00 (29) 1.72 (1)
Which of the following is true about nicotine gum?
1. should be used as ordinary chewing gum 13.79 (8) 0(0)
2. shouldn’t eat or drink 15 minutes before or during use of the gum 34.48 (20) 93.10 (54)
3. initial dose is 1-2 gum per 4 hours 8.62 (5) 6.90 (4) <0.001
4. can cause allergic reactions 8.62 (5) 0(0)
checked more than one option 1.72 (1) 0(0)
missing 32.76 (19) 0 (0)

*Correct answers are highlighted
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Table 6. Pre-and post-training test scores

Pre-training Post-training Post and pre- training p-value*
score score score difference

Total (n=58) Mean 5.93 11.29 5.36 <0.001

SD 2.01 1.83 2.34

Range 1-11 4-14 -3-11
Group 1 Mean 6.26 11.21 4.94 <0.001
n=19 (32.8%) SD 1.76 1.39 2.27

Range 3-9 8-13 0-8
Group 2** Mean 6.33 11.83 5.50 <0.001
n=18 (31.0%) SD 1.57 1.72 1.46

Range 3-8 7-14 3-8
Group 3 Mean 5.28 10.90 5.61 <0.001
n=21 (36.2%) SD 2.45 2.21 2.99

Range 1-11 4-14 -3-11

* Paired t-test
**Gyumri
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Table 7. Participants’ knowledge about tobacco dependence treatment

Statement Total Intervention Control p-value
Please indicate if the following statements are true or false (n=108) (n=57) (n=51)
% (n) % (n) % (n)
Patients should only be asked about their smoking history if they
have a smoking related disease/ illness.
True  13.89 (15) 14.04 (8) 13.73(7)  0.319
False  82.41 (89) 84.21 (48) 80.39 (41)
Don’t know 1.85(2) 0.00 (0) 3.92(2)
Most smokers will successfully quit smoking on their own without
assistance.
True  12.96 (14) 8.77 (5) 17.65(9) 0.166
False  71.30 (77) 71.93 (41) 70.59 (36)
Don’tknow  12.96 (14) 17.54 (10) 7.84 (4)
Patients who have their first cigarette within half an hour of waking
are likely to be less dependent on nicotine than patients who have it
much later in the day. 0215
True  16.67 (18) 14.04 (8) 19.61 (10) '
False  58.33 (63) 66.67 (38) 49.02 (25)
Don’tknow  24.07 (26) 19.30 (11) 29.41 (15)
Smoking cessation advice given by a health professional to a
patient increases the patient’s chances of quitting.
True  89.81(97) 91.23 (52) 88.24 (45)  0.868
False 1.85(2) 1.75 (1) 1.96 (1)
Don’t know 8.33(9) 7.02 (4) 9.80 (5)
When advising patients to stop smoking, the advice should never be
linked to the patient’s current health/illness.
True  87.04 (94) 91.23 (52) 82.35(42) 0.170
False 12.96 (14) 8.77 (5) 17.65 (9)
Don’t know 0.00 (0) 0.00 (0) 0.00 (0)
Counseling patients on smoking cessation includes assisting the
patient to set a quit date.
True 56.48 (61) 61.40 (35) 50.98 (26) 0.570
False  14.81 (16) 12.28 (7) 17.65 (9) '
Don’tknow  27.78 (30) 26.32 (15) 29.41 (15)
A common withdrawal symptom that occurs after quitting smoking
is weight loss.
True 9.26 (10) 3.51(2) 15.69 (8) 0.055
False  73.15(79) 75.44 (43) 70.59 (36) '
Don’tknow  16.67 (18) 21.05 (12) 11.76 (6)
Most of the withdrawal symptoms from smoking cessation
disappear within 4 weeks of abstinence.
True  55.56 (60) 57.89 (33) 5294 (27) 0.483
False  12.04 (13) 8.77 (5) 15.69 (8)
Don’tknow  30.56 (33) 33.33 (19) 27.45 (14)
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Statement Total Intervention Control p-value
Please indicate if the following statements are true or false (n=108) (n=57) (n=51)
% (n) % (n) % (n)
Follow-up appointments should be made for the patients who are
willing to stop smoking within the first week after quitting.
True  70.37 (76) 78.95 (45) 60.78 (31)  0.102
False 7.41 (8) 3.51(2) 11.76 (6)
Don’tknow  19.44 (21) 15.79 (9) 23.53 (12)
There is no need of advising elderly patients who smoke (those
above 60 years) to quit as the damage from smoking is already
present and cannot be reversed. 0.019
True 15.74 (17) 7.02 (4) 25.49 (13) '
False  79.63 (86) 85.96 (49) 72.55 (37)
Don’t know 4.63 (5) 7.02 (4) 1.96 (1)
Smoking is a chronic disorder associated with relapse.
True 84.26 (91) 85.96 (49) 82.35 (42)
False 8.33(9) 8.77 (5) 7.84(4) 0977
Don’t know 5.56 (6) 5.26 (3) 5.88(3)
Nicotine replacement therapies are contraindicated for people with
cardiovascular disease.
True  28.70 (31) 21.05 (12) 37.25(19)  0.130
False  36.11 (39) 42.11 (24) 29.41 (15)
Don’tknow  33.33 (36) 36.84 (21) 29.41 (15)
Smokers who quit at any age reduce their risk of premature death.
True 92.59 (100) 89.47 (51) 96.08 (49) 0.196
False 5.56 (6) 8.77 (5) 1.96 (1) '
Don’t know 0.93 (1) 1.75 (1) 0.00 (0)
Nicotine is as addictive as other drugs such as heroin or cocaine.
True  61.11 (66) 61.40 (35) 60.78 (31) 0.743
False  26.85(29) 29.82 (17) 23.53 (12) '
Don’tknow  10.19 (11) 8.77 (5) 11.76 (6)
Use of nicotine patch increases successful quitting.
True  62.96 (68) 61.40 (35) 64.71 (33) 0.145
False 7.41 (8) 3.51(2) 11.76 (6) '
Don’t know  27.78 (30) 33.33 (19) 21.57 (11)
Medication is effective only when accompanied by counseling.
True  90.74 (98) 91.23 (52) 90.20 (46) 0.853
False 0.00 (0) 0.00 (0) 0.00 (0) '
Don’t know 9.26 (10) 8.77 (5) 9.80 (5)
Knowledge score*
Mean 9.98 10.35 9.57
SD 243 2.39 243 0.095
Percent score 62.38 64.69 59.80

* Max possible score was 16.
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Table 8. Participants’ knowledge about tobacco dependence treatment: baseline vs. follow-up (paired analysis)

Statement Intervention Control
Please indicate if the following statements are true or false (n=57) (n=48)
Baseline Follow-up p-value Baseline Follow-up p-value
% (n) % (n) % (n) % (n)
Patients should only be asked about their smoking history if
they have a smoking related disease/ illness. 0.739 0.366
True/Don’t know 14.04 (8) 10.53 (6) ’ 14.59 (7) 20.83 (10) ’
False 84.21 (48) 87.72 (50) 83.33 (40) 77.08 (37)
Most smokers will successfully quit without assistance.
True/Don’t know 26.31 (15) 10.52 (6)  0.013 22.92 (11) 18.75 (9) 0.439
False 71.93 (41) 89.47 (51) 72.92 (35) 81.25 (39)
Patients who have their first cigarette within half an hour of
waking are likely to be less dependent on nicotine than
patients who have it much later in the day. 0.012 0.157
True/Don’t know 33.34 (19) 14.03 (8) 50.00 (24) 37.50 (18)
False 66.67 (38)  84.21 (48) 47.92 (23) 60.42 (29)
Smoking cessation advice given by a health professional to a
patient increases the patient’s chances of quitting.
True  91.23(52) 96.49(55) 0103 87.50 (42)  87.50 (42)  1.000
False/Don’t know 8.77 (5) 1.75 (1) 12.50 (6) 12.50 (6)
When advising patients to stop smoking, the advice should
never be linked to the patient’s current health/illness.
True/Don’tknow  91.23(52) 92.98(53)  0-706 83.33(40)  87.50 (42)  0.206
False 8.77 (5) 7.02 (4) 16.67 (8) 8.33 (4)
Counseling patients on smoking cessation includes assisting
the patient to set a quit date.
True  614035) 824647 97 s20805) s833(28) 06
False/Don’t know 38.60 (22) 14.04 (8) 45.81 (22) 41.67 (20)
A common withdrawal symptom that occurs after quitting
smoking is weight loss.
True/Don’t know 24.56 (14)  26.31 (15) 0.842 25.00 (12) 31.25 (15) 0.491
False 75.44 (43) 71.93 (41) 72.92 (35) 68.75 (33)
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Statement Intervention Control
Please indicate if the following statements are true or false (n=57) (n=48)
Baseline Follow-up p-value Baseline Follow-up p-value
% (n) % (n) % (n) % (n)
Most of the withdrawal symptoms from smoking cessation
disappear within 4 weeks of abstinence.
True 57.89(33)  92.98 (53) <0.001 52.08 (25) 54.17 (26) 1.000
False/Don’t know 42.10 (24) 1.75 (1) 45.84 (22) 45.84 (22)
Follow-up appointments should be made for the patients who
are willing to stop smoking within the first week after
quitting. 0.021 0.046
True 78.95 (45) 91.23(52) 62.50 (30) 81.25 (39)
False/Don’t know 19.30 (11) 3.51(2) 33.33 (16) 18.75 (9)
There is no need of advising elderly patients who smoke
(those above 60 years) to quit as the damage from smoking is
already present and cannot be reversed. 0.103 1.000
True/Don’t know 14.04 (8) 7.02 (4) 27.08 (13) 27.08 (13)
False 85.96 (49) 91.23(52) 72.92 (35) 72.92 (35)
Smoking is a chronic disorder associated with relapse. 0.739
True 85.96 (49) 9649 (55) 0.034 83.33 (40) 87.50 (42) ’
False/Don’t know 14.03 (8) 3.51(2) 12.50 (6) 10.42 (5)
Nicotine replacement therapies are contraindicated for people
with cardiovascular disease. <0.001 0.134
True/Don’t know 57.89 (33) 14.03 (8) ' 66.67 (32) 78.72 (37)
False 42.11 (24)  80.70 (46) 29.17 (14) 17.02 (8)
Smokers who quit smoking at any age reduce their risk of
premature death.
True 89.47 (51)  98.25 (56) 0.014 95.83 (46) 89.58 (43) 0.180
False/Don’t know 10.52 (6) 0.00 (0) 2.08 (1) 8.33 (4)
Nicotine is as addictive as other drugs such as heroin or
cocaine.
True 61.40 (35)  78.95 (45) 0.018 62.50 (30) 70.83 (34) 0.467
False/Don’t know 38.59 (21) 19.30(11) 33.33 (16) 29.16 (14)
Use of nicotine patch increases successful quitting.
True 61.40 (35) 94.74(54) <0.001 64.58 (31) 68.75 (33) 0.670
False/Don’t know 36.84 (21) 3.51(2) 33.34 (16) 31.25 (15)
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Statement Intervention Control
Please indicate if the following statements are true or false (n=57) (n=48)
Baseline Follow-up p-value Baseline Follow-up p-value
% (n) % (n) % (n) % (n)
Medication is effective only when accompanied by
counseling. 0317 0.317
True/Don’t know  100.00 (57)  98.24 (56) ' 100.00 (48) 97.92 (47) ’
False 0.00 (0) 1.75 (1) 0.00 (0) 2.08 (1)
Knowledge score™
Mean 10.23 12.46 9.56 9.85
SD 2.46 157 ° 0.001 2.43 2.48 0.529
Percent score 63.93 77.85 59.77 61.59

*Max possible score was 16.
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Table 9. Participants’knowledge about smoking cessation medications

Which of the following medications are Total Intervention Control p-value
recommended for the treatment of tobacco (n=108) (n=57) (n=51)
dependence in smoking patients % (n) % (n) % (n)
(YES for those that are recommended and NO
for those not recommended)
Nicotine gum
Yes 74.07 (80) 82.46 (47) 64.71 (33) 0.093
No 5.56 (6) 1.75 (1) 9.80 (5) '
Don’t know 18.52 (20) 15.79 (9) 21.57 (11)
Nicotine patch
Yes 74.07 (80) 80.70 (46) 66.67 (34) 0.085
No 6.48 (7) 1.75 (1) 11.76 (6) '
Don’t know 16.67 (18) 15.79 (9) 17.65 (9)
Nicotine syrup
Yes 20.37 (22) 26.32 (15) 13.73 (7) 0.355
No 23.15 (25) 24.56 (14) 21.57(11)
Don’t know 48.15 (52) 45.61 (26) 50.98 (26)
Nicotine lozenges
Yes 40.74 (44) 49.12 (28) 31.37 (16) 0.300
No 12.96 (14) 12.28 (7) 13.73 (7)
Don’t know 40.74 (44) 36.84 (21) 45.10 (23)
Bupropion tablets
Yes 12.04 (13) 15.79 (9) 7.84 (4) 0.157
No 15.74 (17) 10.53 (6) 21.57 (11) '
Don’t know 62.96 (68) 66.67 (38) 58.82 (30)
Carbamazepine tablets
Yes 3.70 (4) 526 (3) 1.96 (1) 0.250
No 43.52 (47) 50.88 (29) 35.29 (18) '
Don’t know 43.52 (47) 38.60 (22) 49.02 (25)
Cytisine
Yes 12.04 (13) 19.30 (11) 3.92(2) 0.071
No 30.56 (33) 29.82 (17) 31.37(16) '
Don’t know 48.15 (52) 45.61 (26) 50.98 (26)
Medication knowledge score*
Mean 2.80 3.23 2.31
SD 1.59 1.60 1.44 0.002
Percent score 39.95 46.12 33.05

* Max possible score was 7.
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Table 10. Participants’ knowledge about smoking cessation medications: baseline vs. follow-up (paired analysis)

‘Which of the following medications are recommended Intervention Control
for the treatment of tobacco dependence (n=57) (n=48)
(YES for recommended and NO for not recommended) Baseline Follow-up  p-value Baseline Follow-up p-value
% (n) % (n) % (n) % (n)
Nicotine gum
Yes 82.46 (47) 98.25(56)  0.002 66.67 (32)  75.00 (36) 0.317
No/Don’t know 17.54 (10) 0.00 (0) 29.16 (14) 18.75 (9)
Nicotine patch
Yes 80.70 (46) 98.25 (56)  0.007 68.75(33) 77.08 (37) 0.593
No/Don’t know 17.54 (10) 1.75 (1) 27.09 (13) 18.75 (9)
Nicotine syrup
Yes/Don’t know 71.93 (41) 36.84 (21)  0.001 64.58 (31)  60.42 (29) 0.739
No 24.56 (14) 43.86 (25) 20.83 (10) 27.08 (13)
Nicotine lozenges
Yes 49.12 (28) 73.68 (42)  0.002 31.25(15)  50.00 (24) 0.025
No/Don’t know 49.12 (28) 21.05 (12) 58.33(28)  41.67 (20)
Bupropion tablets
Yes 15.79 (9) 77.19 (44) <0.001 833 (4) 10.42 (5) 0.655
No/Don’t know 77.20 (44) 10.53 (6) 79.16 (38)  79.16 (38)
Carbamezapine tablets
Yes/Don’t know 43.86 (25) 526(3) <0.001 50.00 (24)  60.42 (29) 0.285
No 50.88 (29) 75.44 (43) 3542 (17) 29.17 (14)
Cytisine
Yes 19.30 (11) 84.21 (48) <0.001 4.17 (2) 10.42 (5) 0.157
No/Don’t know 75.43 (43) 12.28 (7) 81.25(39) 79.16 (38)
Medication knowledge score*
Mean 3.23 5.51 2.35 2.79
SD 1.60 115 ° 0.001 1.44 1.49 0.120
Percent score 46.12 78.70 33.63 39.88

* Max possible score was 7
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Table 11. Participants’ attitude towards tobacco dependence treatment

Statement Total Intervention Control p-value
Please indicate if you agree or disagree with the following (n=108) (n=57) (n=51)
statements. % (n) Y% (n) % (n)
I consider nicotine/tobacco dependence as a chronic relapsing
disease, thus I diagnose and treat tobacco dependence as any other
chronic disease.
Agree  81.48 (88) 89.47 (51) 72.55(37) 0.015
Disagree  14.81 (16) 7.02 (4) 23.53 (12)
It is my responsibility to assist patients to stop smoking.
Agree  99.07 (107) 100.00 (57) 98.04 (50)  0.288
Disagree 0.93 (1) 0.00 (0) 1.96 (1)
It is my responsibility to routinely ask about patient's smoking
habits.
Agree 93.52(101) 100.00 (57) 86.27 (44) 0.013
Disagree 4.63 (5) 0.00 (0) 9.80 (5)
It is my responsibility to routinely advise smoking patients to quit
smoking. 0342
Agree  99.07 (107) 98.25 (56)  100.00 (51) '
Disagree 0.93 (1) 1.75 (1) 0.00 (0)
I serve as role model for my patients and the public.
Agree  93.52 (101) 92.98 (53) 94.12 (48)  0.498
Disagree 5.56 (6) 7.02 (4) 3.92(2)
A patient’s chances of quitting smoking are doubled if I advise
him/her to quit.
Agree  75.00 (81) 75.44 (43) 74.51 (38) 0911
Disagree  25.00 (27) 24.56 (14) 25.49 (13)
It’s not worth discussing benefits of smoking cessation with
patients as patients already know they should quit. 0.133
Agree  28.70 (31) 22.81 (13) 35.29 (18) '
Disagree  70.37 (76) 77.19 (44) 62.75 (32)
It is my responsibility to motivate patients to stop smoking.
Agree  91.67 (99) 91.23 (52) 92.16 (47)  0.813
Disagree 6.48 (7) 7.02 (4) 5.88(3)
My patients’ acute health problems take precedence over smoking
cessation counseling/advice.
Agree  17.59 (19) 526 (3) 31.37(16)  0.001
Disagree  80.56 (87) 91.23 (52) 68.63 (35)
Patients are not receptive to receiving smoking cessation assistance
from healthcare providers. 0.157
Agree  14.81 (16) 10.53 (6) 19.61 (10) '
Disagree  83.33 (90) 89.47 (51) 76.47 (39)
Smoking Cessation counseling improves my relationship with
patients. 0.441
Agree  79.63 (86) 82.46 (47) 76.47 (39)
Disagree  20.37 (22) 17.54 (10) 23.53 (12)
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Statement Total Intervention Control p-value
Please indicate if you agree or disagree with the following (n=108) (n=57) (n=51)
statements. % (n) % (n) % (n)

Quitting smoking is an individual choice. It’s not up me to advice a
patient to quit smoking.
Agree 5.56 (6) 5.26 (3) 5.88(3) 0.869
Disagree 93.52 (101) 94.74 (54) 92.16 (47)

I do not have sufficient time to provide advice and counseling to all
my patients who smoke during routine consultations.
Agree  21.30(23) 12.28 (7) 31.37(16) 0.011
Disagree  76.85 (83) 87.72 (50) 64.71 (33)

It is uncomfortable to counsel my smoking patients on quitting
smoking.
Agree 0.93 (1) 0.00 (0) 0.00 (0) -
Disagree  99.07 (107) 100.00 (57) 98.04 (50)

Counseling on health harms from smoking usually helps with
smoking cessation. 0.889
Agree  91.67 (99) 92.98 (53) 90.20 (46) '

Disagree 3.70 (4) 3.51(2) 3.92(2)

I should help patients who are motivated to stop smoking.
Agree 93.52 (101) 96.49 (55) 90.20 (46)  0.132
Disagree 4.63 (5) 1.75 (1) 7.84 (4)

I should monitor patients’ progress in attempting to quit.
Agree  87.96 (95) 96.49 (55) 78.43 (40)  0.007
Disagree  11.11 (12) 3.51(2) 19.61 (10)

I should discuss relapse with patients.
Agree 94.44 (102) 98.25 (56) 90.20 (46)  0.127

Disagree 4.63 (5) 1.75 (1) 7.84 (4)
Attitude score*
Mean 15.84 16.54 15.06
<
SD 2.18 1.44 2.57 0.001
Percent score 88.01 91.91 83.66

*Max possible score was 18.
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Table 12. Participants’ attitude towards tobacco dependence treatment: baseline vs. follow-up (paired analysis)

Statement Intervention Control
Please indicate if you agree or disagree with the following (n=57) (n=48)
statements. Baseline Follow-up  p-value Baseline Follow-up  p-value
% (n) % (n) % (n) % (n)
I consider nicotine/tobacco dependence as a chronic relapsing
disease, thus I diagnose and treat tobacco dependence as any other
chronic disease. 0.046 0.001
Agree 89.47 (51) 98.25 (56) 72.92 (35)  93.75 (45)
Disagree 7.02 (4) 0.00 (0) 22.92 (11) 2.08 (1)
It is my responsibility to assist patients to stop smoking.
Agree 100.00 (57)  100.00 (57) - 97.92 (47)  93.75 (45) 0.157
Disagree 0.00 (0) 0.00 (0) 2.08 (1) 6.25(3)
It is my responsibility to routinely ask about patient's smoking
habits.
Agree  100.00 (57) 96.49 (55) 0.157 87.50 (42)  95.83 (406) 0.180
Disagree 0.00 (0) 3.51(2) 8.33(4) 2.08 (1)
It is my responsibility to routinely advise smoking patients to quit
smoking.
Agree 98.25 (56)  100.00 (57) 0317 100.00 (48)  97.92 (47) 0.317
Disagree 1.75 (1) 0.00 (0) 0.00 (0) 2.08 (1)
I serve as role model for my patients and the public.
Agree 92.98 (53) 91.23 (52)  0.655 93.75(45)  93.75 (45) 0.655
Disagree 7.02 (4) 7.02 (4) 4.17 (2) 6.25(3)
A patient’s chances of quitting smoking are doubled if I advise
him/her to quit.
Agree 75.44 (43) 87.72 (50) 0.071 77.08 (37)  87.50 (42) 0.059
Disagree 24.56 (14) 12.28 (7) 22.92 (11) 12.50 (6)
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Statement Intervention Control
Please indicate if you agree or disagree with the following (n=57) (n=48)
statements. Baseline Follow-up  p-value Baseline Follow-up  p-value
% (n) % (n) % (n) % (n)
It’s not worth discussing benefits of smoking cessation with
patients as patients already know they should quit. 0.808 0.655
Agree 22.81 (13) 21.05 (12) 31.25(15) 35.42(17)
Disagree 77.19 (44) 78.95 (45) 66.67 (32) 64.58 (31)
It is my responsibility to motivate patients to stop smoking.
Agree 91.23 (52) 98.25(56)  0.046 91.67 (44)  93.75 (45) 1.000
Disagree 7.02 (4) 1.75 (1) 6.25(3) 6.25(3)
My patients’ acute health problems take precedence over smoking
cessation counseling/advice.
Agree 526 (3) 7.02 (4) 0635 31.25(15) 14.58 (7) 0.059
Disagree 91.23 (52) 92.98 (53) 68.57 (33) 85.42(41)
Patients are not receptive to receiving smoking cessation
assistance from healthcare providers. 1.000 1,000
Agree 10.53 (6) 10.53 (6) 20.83 (10)  20.83 (10)
Disagree 89.47 (51) 89.47 (51) 75.00 (36)  79.17 (38)
Smoking cessation counseling improves my relationship with
patients.
Agree 82.46 (47) 89.47 (51) 0-206 77.08 (37)  68.75(33) 0-366
Disagree 17.54 (10) 10.53 (6) 22.92 (11)  29.17 (14)
Quitting smoking is an individual choice. It’s not up me to advice
a patient to quit smoking.
Agree 5.26 (3) 3.51(2) 0.655 4.17 (2) 2.08 (1) 0.564
Disagree 94.74 (54) 94.74 (54) 93.75(45)  97.92 (47)
I do not have sufficient time to provide advice and counseling to
all my patients who smoke during routine consultations. 0.002 0.166
Agree 12.28 (7) 35.09 (20) 29.17 (14) 18.75 (9)
Disagree 87.72 (50) 63.16 (36) 66.67 (32)  81.25(39)
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Statement Intervention Control
Please indicate if you agree or disagree with the following (n=57) (n=48)
statements. Baseline Follow-up  p-value Baseline Follow-up  p-value
% (n) % (n) % (n) % (n)
It is uncomfortable to counsel my smoking patients on quitting
smoking.
Agree  100.00 (57)  98.25 (56) i 97.92 (47)  97.92 (47) i
Disagree 0.00 (0) 1.75 (1) 2.08 (1) 2.08 (1)
Counseling on health harms from smoking usually helps with
smoking cessation.
Agree 92.98 (53) 96.49 (55) 0.564 89.58 (43) 91.67 (44) 0414
Disagree 3.51(2) 1.75 (1) 4.17 (2) 8.33 (4)
I should help patients who are motivated to stop smoking.
Agree 96.49 (55) 96.49 (55)  1.000 89.58 (43)  89.58 (43) 1.000
Disagree 1.75 (1) 1.75 (1) 8.33(4) 8.33 (4)
I should monitor patients’ progress in attempting to quit.
Agree 96.49 (55) 96.49 (55)  0.564 81.25(39) 83.33 (40) 1.000
Disagree 3.51(2) 1.75 (1) 16.67 (8) 14.58 (7)
I should discuss relapse with patients.
Agree 98.25 (56) 96.49 (55)  1.000 93.75(45) 85.42(41) 0.059
Disagree 1.75 (1) 3.51(2) 4.17 (2) 14.58 (7)
Attitude score*
Mean 16.54 16.65 15.21 15.81
SD 1.44 1.49 0.681 2.53 2.61 0.194
Percent score 91.91 92.50 84.49 87.85

*Max possible score was 18.
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Table 13. Participants’ practice related to tobacco dependence treatment

In your daily interactions with patients, how often do you (1’1[‘=01t 3;) Inti;fsl;t)l on C(:)litsrlo)l p-value
perform the following procedures? % (n) % (n) % (n)
ASK
I ask about the patients smoking status.
Never 0.93 (1) 0.00 (0) 1.96 (1) 0.376
Sometimes ~ 24.07 (26) 21.05 (12) 27.45 (14) '
Always  74.07 (80) 78.95 (45) 68.63 (35)
I ask about the number of cigarettes smoked per day.
Never 0.93 (1) 0.00 (0) 1.96 (1) 0.499
Sometimes  27.78 (30) 26.32 (15) 29.41 (15) '
Always  70.37 (76) 73.68 (42) 66.67 (34)
I ask about the time of the first cigarette.
Never  12.96 (14) 3.51(2) 23.53 (12) 0.001
Sometimes ~ 44.44 (48) 57.89 (33) 29.41 (15) '
Always  39.81 (43) 38.60 (22) 41.18 (21)
I ask if the patient smokes indoor at home.
Never 9.26 (10) 8.77 (5) 9.80 (5) 0.520
Sometimes  25.00 (27) 21.05 (12) 29.41 (15) '
Always  64.81 (70) 70.18 (40) 58.82 (30)
I ask about the previous quit attempts of smoking patients.
Never 2.78 (3) 1.75 (1) 3.92(2) 0.548
Sometimes ~ 37.04 (40) 33.33(19) 41.18 (21) ’
Always  59.26 (64) 63.16 (36) 54.90 (28)
I record the patients smoking history in the medical records.
Never  30.56 (33) 24.56 (14) 37.25(19) 0.295
Sometimes  39.81 (43) 45.61 (26) 33.33(17) '
Always  29.63 (32) 29.82 (17) 29.41 (15)
In order to diagnose nicotine dependence among smokers I mostly
use Classification of tobacco dependence in the ICD10CM.
Never  82.41 (89) 89.47 (51) 74.51 (38)  0.545
Sometimes 7.41(8) 5.26 (3) 9.80 (5)
Always 3.70 (4) 3.51(2) 3.92(2)
ADVISE
I advise a smoking patient on the need to quit.
Never 1.85(2) 1.75 (1) 1.96 (1) 0.671
Sometimes 9.26 (10) 7.02 (4) 11.76 (6) '
Always  87.96 (95) 91.23 (52) 84.31 (43)
I advise to reduce the number of daily cigarettes.
Never 7.41 (8) 3.51(2) 11.76 (6) 0.250
Sometimes  32.41 (35) 35.09 (20) 29.41 (15) '
Always  60.19 (65) 61.40 (35) 58.82 (32)
I advise to stop smoking abruptly.
Never  12.04 (13) 10.53 (6) 13.73 (7)
Sometimes  34.26 (37) 38.60 (22) 29.41 (15)  0.646
Always  51.85 (56) 50.88 (29) 52.94 (27)
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In your daily interactions with patients, how often do you (l;l;olt 3;;) Inti;‘:g;t)l on (’;:;I:Srlo)l p-value
perform the following procedures? % (n) % (n) % (n)
ASSESS
I assess if patients who smoke are willing to quit at that particular
time.
Never  12.96 (14) 15.79 (9) 9.80(5) 0.470
Sometimes  30.56 (33) 33.33 (19) 27.45 (14)
Always  53.70 (58) 49.12 (28) 58.82 (30)
I ask if the patient intends to stop smoking.
Never 1.85(2) 0.00 (0) 3.92(2) 0.042
Sometimes ~ 25.00 (27) 17.54 (10) 33.33(17) '
Always  73.15(79) 82.46 (47) 62.75 (32)
ASSIST
I assess nicotine dependence among smokers using the Fagerstrom
nicotine dependence test (FTND) ask
Never  77.78 (84) 80.70 (46) 74.51 (38) 0.710
Sometimes ~ 13.89 (15) 12.28 (7) 15.69 (8)
Always 4.63 (5) 3.51(2) 5.88 (3)
I discuss the risks of smoking and benefits of quitting smoking with
patients.
Never 3.70 (4) 1.75 (1) 5.88((3) 0.373
Sometimes  19.44 (21) 22.81 (13) 15.69 (8)
Always  76.85 (83) 75.44 (43) 78.43 (40)
I discuss personal barriers to cessation.
Never  10.19 (11) 8.77 (5) 11.76 (6) 0.463
Sometimes  39.81 (43) 45.61 (26) 33.33(17) '
Always  49.07 (53) 45.61 (26) 52.94 (27)
I discuss the use of pharmacological aids such as nicotine
replacement therapy with patients.
Never  37.04 (40) 40.35 (23) 33.33(17)  0.204
Sometimes ~ 41.67 (45) 45.61 (26) 37.25(19)
Always  20.37 (22) 14.04 (8) 27.45 (14)
I propose to help the patient in quitting.
Never  18.52 (20) 17.54 (10) 19.61 (10) 0.677
Sometimes  39.81 (43) 36.84 (21) 43.14 (22) '
Always  41.67 (45) 45.61 (26) 37.25(19)
I advise on behavioral “tricks”.
Never  20.37 (22) 22.81 (13) 17.65 (9) 0.813
Sometimes ~ 49.07 (53) 47.37 (27) 50.98 (26) '
Always  29.63 (32) 29.82 (17) 29.41 (15)
I give a practical advice to prevent relapse.
Never  17.59 (19) 22.81 (13) 11.76 (6) 0.192
Sometimes  36.11 (39) 38.60 (22) 33.33(17) '
Always  43.52 (47) 36.84 (21) 50.98 (26)
I give self-help materials.
Never  62.04 (67) 64.91 (37) 58.82 (30) 0.737
Sometimes  33.33 (36) 29.82 (17) 37.25(19) '
Always 3.70 (4) 3.51(2) 3.92(2)
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In your daily interactions with patients, how often do you (l;l;olt 3;;) Inti;‘:g;t)l on (igl;tsrlo)l p-value
perform the following procedures? % (n) % (n) % (n)
I assist the smoking patient to set up a target quit date.
Never  25.00 (27) 22.81(13) 27.45 (14) 0.015
Sometimes  51.85 (56) 43.86 (25) 60.78 (31) ’
Always  19.44 (21) 29.82 (17) 7.84 (4)
I refer the patient to other specialists.
Never  65.74 (71) 71.93 (41) 58.82 (30) 0.695
Sometimes  24.07 (26) 26.32 (15) 21.57 (11) '
Always 0.93 (1) 1.75 (1) 0.00 (0)
I prescribe Cytisine.
Never  54.63 (59) 66.67 (38) 41.18 (21) 0.029
Sometimes  37.04 (40) 28.07 (16) 47.06 (24) '
Always 3.70 (4) 1.75 (1) 5.88 (3)
I prescribe NRT (gum).
Never  49.53 (53) 51.79 (29) 47.06 (24) 0.904
Sometimes  38.32 (41) 37.50 (21) 39.22 (20) '
Always 4.67 (5) 5.36 (3) 3.92 (2)
I prescribe Varenicline.
Never  84.26 (91) 82.46 (47) 86.27 (44) 0319
Sometimes 5.56 (6) 7.02 (4) 3.92 (2) '
Always 1.85(2) 3.51(2) 0.00 (0)
I prescribe other pharmacological treatment.
Never  85.19 (92) 80.70 (46) 90.20 (46) 0.230
Sometimes  10.19 (11) 14.04 (8) 5.88 (3) '
Always 0.93 (1) 1.75 (1) 0.00 (0)
I use another strategy.
Never  65.74 (71) 63.16 (36) 68.63 (35)
Sometimes  21.30 (33) 26.32 (15) 15.69 (8) 0.432
Always 7.41 (8) 8.77 (5) 5.88 (3)
ARRANGE
I set up a follow up appointment to review the progress of patients
on quitting smoking.
Never  41.67 (45) 38.60 (22) 45.10 (23) 0.167
Sometimes  42.59 (46) 40.35 (23) 45.10 (23) '
Always  14.81 (16) 21.05 (12) 7.84 (4)
Practice score 1*
Mean 9.92 10.21 9.59
SD 5.00 4.86 5.17 0.521
Percent score 3543 36.46 34.25
Practice score 2*
Mean 14.12 14.43 13.77
SD 4.06 3.54 4.59  0.405
Percent score 50.43 51.54 49.18

*Max possible score was 28
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Table 14. Participants’ practice related totobacco dependence treatment: baseline vs. follow-up (paired analysis)

In your daily interactions with patients, how often do you Intervention Control
perform the following procedures? (n=57) (n=48)
Baseline Follow-up  p-value Baseline Follow-up p-value
% (n) % (n) % (n) % (n)
ASK
I ask about the patients smoking status.
Never 0.00 (0) 1.75 (1) 0.00 (0) 2.08 (1)
Sometimes 21.05 (12) 19.30 (11)  0.973 27.08 (13)  20.83 (10) 0.557
Always 78.95 (45) 77.19 (44) 70.83 (34)  77.08 (37)
I ask about the number of cigarettes smoked per day.
Never 0.00 (0) 3.51(2) 2.08 (1) 2.08 (1)
Sometimes 26.32 (15) 12.28(7)  0.104 27.08 (13)  33.33(16) 0. 439
Always 73.68 (42) 82.46 (47) 68.75(33) 64.58 (31)
I ask about the time of the first cigarette.
Never 3.51(2) 3.51(2) 22.92 (11) 10.42 (5)
Sometimes 57.89 (33) 31.58(18)  0.003 29.17 (14)  45.83 (22) 0.323
Always 38.60 (22) 63.16 (36) 41.67 (20) 43.75(21)
I ask if the patient smokes indoor at home.
Never 8.77 (5) 1.75 (1) 0.051 8.33 (4) 10.42 (5) 0.159
Sometimes 21.05 (12) 21.05 (12) ' 29.17 (14)  41.67 (20) '
Always 70.18 (40) 75.44 (43) 60.42 (29) 43.75(21)
I ask about the previous quit attempts of smoking patients.
Never 1.75 (1) 0.00 (0) 0.019 0.00 (0) 4.17 (2) 0.771
Sometimes 33.33 (19) 19.30 (11) ' 41.67 (20)  37.50 (18) ’
Always 63.16 (36) 80.70 (46) 58.33 (28)  58.33 (28)
I record the patients smoking history in the medical records.
Never 24.56 (14) 17.54 (10) 0.259 3542 (17) 20.83(10) 0.173
Sometimes 45.61 (26) 43.86 (25) ' 33.33 (16)  43.75(21) '
Always 29.82 (17) 38.60 (22) 31.25(15) 354217
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In your daily interactions with patients, how often do you Intervention Control
perform the following procedures? (n=57) (n=48)
Baseline Follow-up  p-value Baseline Follow-up p-value
% (n) % (n) % (n) % (n)
In order to diagnose nicotine dependence among smokers I
mostly use Classification of tobacco dependence in the
ICD10CM.
Never 89.47 (51) 43.86 (25) <0.001 75.00 (36)  70.83 (34) 0.348
Sometimes 5.26 (3) 38.60 (22) 10.42 (5) 14.58 (7)
Always 3.51(2) 15.79 (9) 4.17 (2) 6.25(3)
ADVISE
I advise a smoking patient on the need to quit.
Never 1.75 (1) 0.00 (0) 2.08 (1) 0.00 (0)
Sometimes 7.02 (4) 0.00 (0) 0.025 8.33 (4) 6.25(3) 0.404
Always 91.23 (52) 100.00 (57) 89.58 (43) 93.75(45)
I advise to reduce the number of daily cigarettes.
Never 3.51(2) 10.53 (6) 0.456 12.50 (6) 6.25(3) 0.627
Sometimes 35.09 (20) 26.32 (15) ' 27.08 (13) 35.42(17) '
Always 61.40 (35) 61.40 (35) 60.42 (29)  56.25 (27)
I advise to stop smoking abruptly.
Never 10.53 (6) 10.53 (6) 0.855 12.50 (6) 10.42 (5) 0.963
Sometimes 38.60 (22) 40.35 (23) ' 29.17 (14)  27.08 (13) '
Always 50.88 (29) 49.12 (28) 54.17 (26)  56.25 (27)
ASSESS
I assess if patients who smoke are willing to quit at that
particular time.
Never 15.79 (9) 0.00 (0)  0.005 6.25(3) 833 (4) 0.146
Sometimes 33.33 (19) 33.33 (19) 29.17 (14)  43.75(21)
Always 49.12 (28) 66.67 (38) 60.42 (29)  47.92 (23)
I ask if the patient intends to stop smoking.
Never 0.00 (0) 0.00 (0) 4.17 (2) 2.08 (1)
Sometimes 17.54 (10) 14.04 (8) 0.414 31.25(15)  27.08 (13) 0.417
Always 82.46 (47) 85.96 (49) ' 64.58 (31)  70.83 (34) '
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In your daily interactions with patients, how often do you Intervention Control
perform the following procedures? (n=57) (n=48)
Baseline Follow-up  p-value Baseline Follow-up p-value
% (n) % (n) % (n) % (n)
ASSIST
I assess nicotine dependence among smokers using the
Fagerstrom nicotine dependence test (FTND)
Never 80.70 (406) 19.30 (11)  <0.001 75.00 (36)  75.00 (36) 0.622
Sometimes 12.28 (7) 35.09 (20) 14.58 (7) 14.58 (7)
Always 3.51(2) 43.86 (25) 6.25 (3) 10.42 (5)
I discuss the risks of smoking and benefits of quitting smoking
with patients.
Never 1.75 (1) 0.00 (0) 0.085 4.17 (2) 4.17 (2) 0.968
Sometimes 22.81 (13) 12.28 (7) ' 14.58 (7) 12.50 (6) '
Always 75.44 (43) 87.72 (50) 81.25(39) 83.33 (40)
I discuss personal barriers to cessation.
Never 8.77 (5) 3.51(2) 8.33 (4) 2.08 (1)
Sometimes 45.61 (26) 38.60 (22)  0.067 3542 (17) 45.83 (22) 0.859
Always 45.61 (26) 56.14 (32) 54.17 (26)  50.00 (24)
I discuss the use of pharmacological aids such as nicotine
replacement therapy with patients.
Never 40.35 (23) 5.26 (3) <0.001 31.25(15)  25.00(12) 0.736
Sometimes 45.61 (26) 35.09 (20) ’ 39.58 (19)  60.42 (29) '
Always 14.04 (8) 59.65 (34) 27.08 (13) 14.58 (7)
I propose to help the patient in quitting.
Never 17.54 (10) 3.51(2) 16.67 (8) 12.50 (6)
Sometimes  36.84 (21) 10.53 (6) <0.001 4583 (22)  47.92 (23) 0.362
Always 45.61 (26) 85.96 (49) 37.50 (18)  39.58(19)
I advise on behavioral “tricks”.
Never 22.81 (13) 7.02 (4) <0.001 14.58 (7) 18.75 (9) 0.298
Sometimes 47.37 (27) 28.07 (16) ' 54.17 (26)  35.42(17) ‘
Always 29.82 (17) 64.91 (37) 29.17 (14)  39.58 (19)
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In your daily interactions with patients, how often do you Intervention Control
perform the following procedures? (n=57) (n=48)
Baseline Follow-up  p-value Baseline Follow-up p-value
% (n) % (n) % (n) % (n)
I give a practical advice to prevent relapse.
Never 22.81 (13) 3.51(2) 10.42 (5) 8.33(4)
Sometimes 38.60 (22) 21.05(12) <0.001 33.33 (16)  41.67 (20) 0.829
Always 36.84 (21) 73.68 (42) 52.08 (25)  50.00 (24)
I give self-help materials.
Never 64.91 (37) 22.81 (13) <0.001 58.33 (54) 43.75(21) 0.182
Sometimes 29.82 (17) 45.61 (26) ' 37.50 (18)  45.83 (22) '
Always 3.51(2) 31.58 (18) 4.17 (2) 4.17 (2)
I assist the smoking patient to set up a target quit date.
Never 22.81 (13) 8.77 (5) <0.001 25.00 (12)  27.08 (13) 0.184
Sometimes 43.86 (25) 17.54 (10) ' 62.50 (30)  39.58(19) ‘
Always 29.82 (17) 73.68 (42) 833 (4) 31.25(15)
I refer the patient to other specialists.
Never 71.93 (41) 49.12 (28) 0.007 56.25(27)  58.33(28) 0.564
Sometimes 26.32 (15) 33.33 (19) ' 22.92 (11)  31.25(15) '
Always 1.75 (1) 7.02 (4) 0.00 (0) 2.08 (1)
I prescribe Cytisine.
Never 66.67 (38) 22.81 (13) 41.67 (20)  54.17 (26) 0.582
Sometimes  28.07(16)  49.12 (28) <0.001 45.83 (22)  31.25(15)
Always 1.75 (1) 24.56 (14) 6.25(3) 833 (4)
I prescribe NRT (gum).
Never 51.79 (29) 15.79 (9) 4583 (22) 45.83 (22)
Sometimes ~ 37.50 21)  54.39 (31) <0.001 39.58 (19) 39.58(19) 0278
Always 5.36 (3) 24.56 (14) 4.17 (2) 6.25(3)
I prescribe Varenicline.
Never 82.46 (47) 50.88 (29) 85.42 (41) 77.08 (37)
Sometimes 7.02 (4) 35.09 (20) <0.001 4.17 (2) 12.50 (6) 0.052
Always 3.51(2) 8.77 (5) 0.00 (0) 6.25(3)
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In your daily interactions with patients, how often do you Intervention Control
perform the following procedures? (n=57) (n=48)
Baseline Follow-up  p-value Baseline Follow-up p-value
% (n) % (n) % (n) % (n)
I prescribe other pharmacological treatment.
Never 80.70 (46) 71.93 (41) 0.768 91.67 (44)  75.00 (36) 0.003
Sometimes 14.04 (8) 19.30 (11) ' 4.17 (2) 18.75 (9) '
Always 1.75 (1) 1.75 (1) 0.00 (0) 2.08 (1)
I use another strategy.
Never 63.16 (36) 63.16 (36) 0.575 68.75(33)  47.92(23) 0.116
Sometimes 26.32 (15) 24.56 (14) ' 14.58 (7)  35.42(17) '
Always 8.77 () 5.26 (3) 6.25(3) 4.17 (2)
ARRANGE
I set up a follow up appointment to review the progress of
patients on quitting smoking.
Never 38.60 (22) 7.02 (4) <0.001 41.67 (20) 43.75(21) 0.448
Sometimes 40.35 (23) 42.11 (24) ' 4792 (23) 31.25(15) '
Always 21.05 (12) 50.88 (29) 8.33 (4) 18.75 (9)
Practice score 1*
Mean 10.34 14.96 10.03 10.25
SD 4.74 5.83  <0.001 4.84 5.19 0.739
Percent score 36.93 53.43 35.82 36.61
Practice score 2*
Mean 14.30 18.97 13.94 14.88
SD 3.63 407 <0001 443 404 07
Percent score 51.07 67.75 49.79 53.14

*Max possible score was 28.

57



Table 15. Participants’ confidence in providing tobacco dependence treatment

Please rate your confidence in performing the following to help (n;l“lo(:;; Interv(e;l=t15071; C((:Lt;(l); p-value
your patients quit smoking: % (n) % (n) % (n)
Educating patients on the general health risks of smoking.
Not at all confident 3.70 (4) 1.75 (1) 5.88 (3) 0.467
A little confident  18.52 (20) 17.54 (10) 19.61 (10) ‘
Confident  76.85 (83) 80.70 (46) 72.55 (37)
Advising smokers on how to quit smoking.
Not at all confident  10.19 (11) 7.02 (4) 13.73 (7) 0.369
A little confident  25.00 (27) 22.81 (13) 27.45 (14) '
Confident  62.96 (68) 68.42 (39) 56.86 (29)
Assessing the willingness of the patient to quit smoking.
Not at all confident ~ 10.19 (11) 10.53 (6) 9.80 (5) 0.858
A little confident ~ 27.78 (30) 29.82 (17) 25.49 (13) '
Confident  62.04 (67) 59.65 (34) 64.71 (33)
Discussing various smoking cessation options with patients.
Not at all confident ~ 22.22 (24) 17.54 (10) 27.45 (14) 0.167
A little confident ~ 27.78 (30) 35.09 (20) 19.61 (10) '
Confident  49.07 (53) 47.37 (27) 50.98 (26)
Recommending appropriate smoking cessation medications for the
patient.
Not at all confident ~ 45.37 (49) 42.11 (24) 49.02 (25) 0.575
A little confident ~ 24.07 (26) 28.07 (16) 19.61 (10)
Confident  30.56 (33) 29.82 (17) 31.37 (16)
Motivating patients to consider quitting.
Not at all confident  12.04 (13) 5.26 (3) 19.61 (10) 0.066
A little confident  27.78 (30) 31.58 (18) 23.53 (12) '
Confident  58.33 (63) 61.40 (35) 54.90 (28)
Negotiating a target quit date for the patient to stop smoking.
Not at all confident ~ 33.33 (36) 22.81 (13) 45.10 (23) 0.019
A little confident ~ 27.79 (30) 28.07 (16) 27.45 (14) '
Confident  37.96 (41) 49.12 (28) 25.49 (13)
Helping recent quitters learn how to cope with withdrawal
Symptoms.
Not at all confident ~ 21.30 (23) 15.79 (9) 27.45(14)  0.295
A little confident ~ 31.48 (34) 35.09 (20) 27.45 (14)
Confident  44.44 (48) 47.37 (27) 41.18 (21)
Confidence score*
Mean 4.22 4.44 3.98
SD 2.62 2.61 2.65 0.367
Percent score 52.78 55.48 49.75

* Max possible score was 8.

58



Table 16. Participants’ confidence in providing tobacco dependence treatment: baseline vs. follow-up (paired analysis)

Please rate your confidence in performing the following to Intervention Control
help your patients quit smoking: (n=57) (n=48)
Baseline Follow-up p-value Baseline Follow-up p-value
% (n) % (n) % (n) % (n)
Educating patients on the general health risks of smoking.
Not at all confident 1.75 (1) 1.75 (1) 0.024 6.25(3) 4.17 (2) 0.824
A little confident 17.54 (10) 3.51(2) ’ 16.67 (8)  20.83 (10) ’
Confident 80.70 (46)  94.74 (54) 75.00 (36)  75.00 (36)
Advising smokers on how to quit smoking.
Not at all confident 7.02 (4) 0.00 (0) 0.010 10.42 (5) 2.08 (1) 0.016
A little confident 22.81(13) 12.28 (7) 29.17 (14)  20.83 (10)
Confident 68.42 (39)  87.72 (50) 58.33 (28)  75.00 (36)
Assessing the willingness of the patient to quit smoking.
Not at all confident 10.53 (6) 1.75 (1) 0.029 8.33 (4) 0.00 (0) 0.698
A little confident 29.82 (17)  21.05(12) ’ 2292 (11)  31.25(15) ’
Confident 59.65(34) 77.19 (44) 68.75(33) 68.75(33)
Discussing various smoking cessation options with patients.
Not at all confident 17.54 (10) 5.26 (3) 25.00 (12) 18.75 (9)
A little confident 35.09 (20) 17.54(10) <0.001 18.75(9) 33.33 (16) 0.940
Confident 4737 (27)  77.19 (44) 54.17 (26)  45.83 (22)
Recommending appropriate smoking cessation medications
for the patient.
Not at all confident 42.11 (24) 526 (3) <0.001 45.83 (22)  20.83 (10) 0.070
A little confident 28.07 (16)  22.81 (13) 20.83 (10)  45.83 (22)
Confident 29.82 (17)  71.93 (41) 33.33(16) 31.25(15)
Motivating patients to consider quitting.
Not at all confident 5.26 (3) 1.75 (1) 0.047 16.67 (8) 8.33 (4) 0.041
A little confident 31.58 (18)  21.05(12) 25.00 (12) 16.67 (8)
Confident 61.40 (35) 77.19 (44) 56.25(27)  72.92 (35)
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Please rate your confidence in performing the following to Intervention Control
help your patients quit smoking: (n=57) (n=48)
Baseline Follow-up  p-value Baseline Follow-up p-value
% (n) % (n) % (n) % (n)
Negotiating a target quit date for the patient to stop smoking.
Not at all confident 22.81 (13) 10.53 (6) 0.001 43.75 (21)  29.17 (14) 0.031
A little confident 28.07 (16)  17.54 (10) 29.17 (14)  27.08 (13)
Confident 49.12 (28) 71.93 (41) 25.00 (12)  41.67 (20)
Helping recent quitters learn how to cope with withdrawal
symptoms.
Not at all confident 15.79 (9) 1.75(1)  0.002 25.00 (12) 12.50 (6) 0.119
A little confident 35.09 (20)  28.07 (16) 29.17 (14)  33.33 (16)
Confident 4737 (27)  70.18 (40) 41.67 (20)  50.00 (24)
Confidence score*
Mean 4.44 6.28 4.13 4.60
SD 2.61 217 000 2.60 247 0208
Percent score 55.48 78.51 51.56 57.55

* Max possible score was 8.
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Table 17. Barriers in providing tobacco dependence treatment

How would you rate the following as barriers that hinder you (n;l“lo J;; Interv(elil=t15071; C((:ln:;(l); p-value
from helping patients to stop smoking? % (n) % (n) % (n)
Patients are not interested in receiving smoking cessation
information.
Not a barrier  28.70 (31) 22.81 (13) 3529 (18)  0.168
Somewhat a barrier  46.30 (50) 45.61 (26) 47.06 (24)
Important barrier ~ 25.00 (27) 31.58 (18) 17.65 (9)
Patients do not comply with information given on smoking
cessation.
Not a barrier 9.26 (10) 7.02 (4) 11.76 (6)  0.193
Somewhat a barrier ~ 44.44 (48) 38.60 (22) 50.98 (26)
Important barrier ~ 46.30 (50) 54.39 (31) 37.25(19)
Lack of time/ time with patients is limited.
Not a barrier  19.44 (21) 12.28 (7) 27.45 (14) 0.056
Somewhat a barrier  50.00 (54) 49.12 (28) 50.98 (26) '
Important barrier ~ 30.56 (33) 38.60 (22) 21.57 (11)
Patients have more immediate health problems to be addressed.
Not a barrier ~ 42.59 (46) 36.84 (21) 49.02 (25) 0311
Somewhat a barrier ~ 38.89 (42) 45.61 (26) 31.37 (16) '
Important barrier  17.59 (19) 17.54 (10) 17.65 (9)
Lack of smoking cessation specialists to refer patients to for further
assistance.
Not a barrier  18.52 (20) 14.04 (8) 23.53 (12) 0.062
Somewhat a barrier ~ 37.04 (40) 31.58 (18) 43.14 (22) '
Important barrier ~ 43.52 (47) 54.39 (31) 31.37 (16)
Lack of patient education material (brochures/pamphlets).
Not a barrier 9.26 (10) 7.02 (4) 11.76 (6) 0.008
Somewhat a barrier ~ 46.30 (50) 35.09 (20) 58.82 (30) '
Important barrier ~ 43.52 (47) 57.89 (33) 27.45 (14)
Insufficient training on smoking cessation interventions.
Not a barrier  15.74 (17) 8.77 (5) 23.53 (12) <0.001
Somewhat a barrier ~ 38.89 (42) 28.07 (16) 50.98 (26) '
Important barrier  45.37 (49) 63.16 (36) 25.49 (13)
Lack of awareness of smoking cessation Guidelines.
Not a barrier  12.96 (14) 5.26 (3) 21.57 (11) 0.006
Somewhat a barrier ~ 47.22 (51) 43.86 (25) 50.98 (26) '
Important barrier ~ 38.89 (42) 50.88 (29) 25.49 (13)
Insufficient knowledge on smoking cessation interventions.
Not a barrier  11.11 (12) 5.26 (3) 17.65 (9) 0.003
Somewhat a barrier ~ 46.30 (50) 38.60 (22) 54.90 (28) '
Important barrier  41.67 (42) 56.14 (32) 25.49 (13)
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Table 18. Barriers in providing tobacco dependence treatment: baseline vs. follow-up (paired analysis)

How would you rate the following as barriers that Intervention Control
hinder you from helping patients to stop smoking? (n=57) (n=48)
Baseline Follow-up p-value Baseline Follow-up p-value
% (n) % (n) % (n) % (n)
Patients are not interested in receiving smoking cessation
information.
Not a barrier 22.81 (13) 14.04 (8)  0.359 3542 (17) 22.92(11) 0.364
Somewhat a barrier 45.61 (26) 47.37(27) 45.83 (22) 54.17 (26)
Important barrier 31.58 (18)  36.84 (21) 18.75(9) 20.83(10)
Patients do not comply with information given on smoking
cessation.
Not a barrier 7.02 (4) 8.77(5)  0.246 10.42 (5) 6.25 (6) 0.532
Somewhat a barrier 38.60 (22) 47.37(27) 50.00 (24)  62.50 (30)
Important barrier 5439 (31) 42.11 (24) 39.58(19)  29.17 (14)
Lack of time/ time with patients is limited.
Not a barrier 12.28 (7) 7.02 (4) 0.683 25.00 (12)  25.00 (12) 0367
Somewhat a barrier 49.12 (28) 61.40(35) ’ 52.08 (25) 39.58 (19) '
Important barrier 38.60 (22) 29.82(17) 2292 (11) 33.33(16)
Patients have more immediate health problems to be
addressed.
Not a barrier 36.84 (21) 38.60(2) 0.583 4792 (23) 43.75(21) 0.273
Somewhat a barrier 45.61 (26)  49.12 (28) 31.25(15) 2292 (11)
Important barrier 17.54 (10) 10.53 (6) 18.75 (9) 29.17 (14)
Lack of smoking cessation specialists to refer patients to
for further assistance.
Not a barrier 14.04 (8) 15.79 (9) 0.027 18.75 (9) 10.42 (5) 0.051
Somewhat a barrier 31.58 (18)  52.63 (30) ’ 45.83(22) 35.42(17) )
Important barrier 54.39 (31)  29.82(17) 33.33 (16)  47.92 (23)
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How would you rate the following as barriers that Intervention Control
hinder you from helping patients to stop smoking? (n=57) (n=48)
Baseline Follow-up  p-value Baseline Follow-up p-value
% (n) % (n) % (n) % (n)
Lack of patient education material (brochures/pamphlets).
Not a barrier 7.02 (4) 1.75 (1) 0.389 10.42 (5) 16.67 (8) 0273
Somewhat a barrier 35.09 (20)  52.63 (30) 58.33 (28) 3542 (17)
Important barrier 57.89 (33) 43.86 (25) 29.17 (14)  45.83 (22)
Insufficient training on smoking cessation interventions.
Not a barrier 8.77 (5) 15.79 (9) 0.003 20.83 (10) 12.50 (6) 0.009
Somewhat a barrier 28.07 (16)  50.88 (29) 52.08 (25) 33.33(16)
Important barrier 63.16 (36)  29.82 (17) 27.08 (13)  52.08 (25)
Lack of awareness of smoking cessation Guidelines.
Not a barrier 526 (3) 7.02 (4) 0.191 20.83 (10) 12.50 (6) 0.015
Somewhat a barrier 43.86 (25) 52.63 (30) ’ 50.00 24)  31.25(15) '
Important barrier 50.88(29)  38.60 (22) 27.08 (13)  50.00 (24)
Insufficient knowledge on smoking cessation interventions.
Not a barrier 5.26 (3) 12.28 (7) 0.011 16.67 (8) 16.67 (8) 0.114
Somewhat a barrier 38.60 (22)  49.12 (28) 54.17 (26) 3542 (17)
Important barrier 56.14 (32) 36.84 (21) 27.08 (13) 45.83 (22)
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APPENDICES

Appendix 1. 5 A’s model for treatment of tobacco use and dependence
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Source: Clinical Practice Guideline: Treating Tobacco Use and Dependence: 2008 Update
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Appendix 2. The 2-day training (English and Armenian versions)

Learning Objectives:

Upon completion of the training, participant will be able to:

1. Define smoking as a chronic disease and describe the scope of the problem.

2. Describe the neurobiology of tobacco dependence.

3. Define the role and responsibilities of primary healthcare physicians in tobacco control, particularly in
tobacco dependence treatment.

4. Define the fundamental elements of evidence based tobacco treatment delivery and techniques for
addressing smoking with patients using the 5 A’s, 5 R’s, and motivational interviewing skills for smoking
cessation in clinical settings.

5. Deliver effective advice to quit smoking to patients.

6. Describe principles in the use of pharmacotherapy and best practices in the use of first-line
pharmacotherapy for smoking cessation.

7. Be familiar with the practice tools (Patient tobacco use survey, Documentation and evaluation forms

etc.) and protocols for applying them in their practice setting.
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Ohmjuntinughtt jujnjuénipjut pniddwt nuupbipug wennenipjub wnwetught
wwhywbdwb onuljh pnidwoppwnnnibph hwdwp

QYwupbpwugh tywwnwlubpp/uughpubpp:
Yuuptpugh wjupnht dwubwyhgbpp §lupnnubub’

1. Quulkpyl) Sfuwpuininh ogurnuugnpénidp npyjtiu ppnuthl] whinwunwpdwihtt hhjuunnipiniu b
uwhdwtb] punph wpphwjutnipnibp:

2. ‘Ujupuwgpt) shiupunwnuwjht juudusnipjut iyjuppujktvwpubuut dkluwtthqudubpn:

3. Uwhdwtlk] wnnponipjutt wnwetiuyhtt yyuwhywiudwt onuljh pnidwphiwnnnubph nkpp b
gnpdwunniputpp Shiwpunwnuhtt jupujwdnipjut pniddwt gnpéppugnid:

4. Mhuhjulut ypulnhuynid jhpunt] shrwjuntnughtt junjudnipjut pniddwt hhiq «Ax»-
tnh b hhtg «R»-h nmquuyupnipinitp, htisybu twb hpuwlwbtwgut) Sfjutiip nunupkgubiniu
ninnyus Uninhjugunn hwupguqpnyg:

5. Spwdwnpl) shubjp punupkgubinit ninnus wpynitwytn hwdwenn pnphppunynipmne

6. Uhuhjuljut ypulnhluynid jhpwunt] shrwjuntnnughtt junjudnipjut pniddwt wnweht
2upph ntnnpuyph oginugnpsnup:

7. Ghuhjuljut wpuluhljuynud jhpunk) dh pupp wplunmbpught «gnpshptips, hiyuhuhp
kb sjuwunnh ogunugnpsimb wwghkinh hwupgupubp, gputigdul b ghwhwndwh
phpphlubpp b wy b
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Appendix 3. Training expectation survey (English and Armenian versions)

How well the training course met its objectives?

Statement Did not meet | Partially meet | Strongly meet
at all
1. | To know about smoking hazards and smoking
. 1 2 3
related disease.
2. | To identify advantages of quitting. 1 2 3
3. | To understand nurobiology of tobacco dependence. 1 2 3
4. | To define the role of primary healthcare physicians | ) 3
in smoking cessation.
5 To provide smoking cessation counseling depending
C . 1 2 3
on the patient’s stage of motivation.
6. | To prescribe smoking cessation drugs. 1 3
7. | To increase self-confidence and commitment to 1 ) 3
support patients to quit.
Please share your impressions with the following questions.
Strongly Disagree Agree Strongly
disagree agree
The training was well organized. 1 3 4
9. The training sessions were relevant to my 1 3 4
expectations.
10. | The training sessions were relevant to my | 3 4
needs.
11. | The training enhanced my knowledge and 1 3 4
skills in smoking cessation.
12. | I expect to use the knowledge and skills gained | 3 4
from this training.
13. | The content was well organized and easy to 1 3 4
follow.
14. | The materials distributed were helpful. 1 3 4
15. | The trainer was knowledgeable about
. . 1 3 4
the training topics.
16. | The teaching quality was high. 1 3 4
17. | The course content matched the learning 1 3 4
objectives.
18. | The trainers were receptive to participant
comments and questions. 1 3 4
19. | There was enough time allocated for questions | 3 4
and discussion.
20. | Overall, I am satisfied with the training course. 1 3 4

21. Please list three positive aspects of this training?
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22.

23.

24,

25.

26.

Please list three negative aspects of this training?

Please list three skills or lessons that you learned during this training that you will take back to your
worksite/practice.

a)
b)

c)

What information/topics should be added to this training?

How could the course be improved?

Other comments:

Thank you for completing this form
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Appendix 4. Pre-and post-training test: training improvement survey (English and
Armenian versions)

ID Date / / (day/month/year)

1. Ex-smoker is a person who
has not smoked more than 100 cigarettes in his/her life-time
has smoked, but not on a daily basis
has quitted smoking at least six months ago
has quitted smoking at least two months ago

el

2. Relapse is...
a return to regular smoking by someone who has quitted
smoking of any number of cigarettes once a week
smoking less than one cigarette per day in up to three days in one week before any scheduled visit
regular smoking for at least three days after a period of at least 24 hours without any smoking

ocawy»

1.AB 3.AD.
2. AC. 4.B.C

3. Which one is TRUE about motivational interviewing:
should be offered only to those smokers who want to quit
counselor should provide a patient/smoker with an advice on changing smoking behavior
aims to promote initial motivation for smoking cessation
is applicable only for tobacco dependence treatment

el s

4. Which of the following statements is TRUE about tobacco- related mortality?
tobacco kills around 3 million people each year
50-60 % of smokers die because of tobacco- related disease
approximately 50% of tobacco- related deaths occur in low- and middle-income countries
by 2030, there will be around 5 million deaths every year

b

5. Which of the following statements is FALSE about nicotine?

nicotine is a drug able to induce an addiction as strong as that of heroin or cocaine

nicotine is cancerogen

inhaled nicotine reaches the arterial blood circulation of the brain via the lungs in as little as 7 seconds
the half-life of nicotine is about 120 minutes

el S

6. Withdrawal symptoms reach their maximum intensity in the first 24 to 72 hours and decrease
over 3-4 weeks.

1. True 2. False

7. Craving usually lasts:
24-72 hours
3-5 minutes
3-5 hours
3-5 days

el
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8. Please choose the correct order of 5 A’s components:
assess, advise, ask, arrange, assist
ask, assess, advice, assist, arrange
ask, advice, assess, assist, arrange
arrange, ask, advice, assess, assist
assess, advice, assist, ask, arrange

9. The combination of counseling and pharmacotherapy is the most effective method for treating
nicotine dependence and should be offered to each patient trying to quit.

1. True 2. False

10. Which of the following is the most effective for treating tobacco dependence?
Nicotine gum
Bupropion
Combination nicotine replacement therapy (NRT)
Nicotine patch
Cytisine

11. Which questions are used in shorter version of Fagerstrom Test for Nicotine Dependence to
assess nicotine dependence level?
How soon after you wake up do you smoke your first cigarette?
Do you find it difficult to refrain from smoking in places where it is forbidden (e.g., in church, in the
cinema, in the train, in the restaurant, etc.)?
How many cigarettes do you smoke per day?
Do you smoke more frequently during the first hours after waking than during the rest of the day?
1. AB. 3.AD.
2.A.C. 4.B.C.

12. Which is the most commonly reported side effect associated with Varenicline?
Visual disturbance
Nausea

Headache
Insomnia

13. What is the mechanism of action of Cytisine?
Blocks nicotinic acetylcholine receptors and inhibits the re-uptake of noradrenaline and dopamine in the
synapses
as a type of nicotine replacement therapy it delivers nicotine to the body
agonist of a4p2 nicotinic acetylcholine receptors
partial agonist of 042 nicotinic acetylcholine receptors

14. Which of the following is true about nicotine gum?
should be used as ordinary chewing gum
shouldn’t eat or drink 15 minutes before or during use of the gum
initial dose is 1-2 gum per 4 hours
can cause allergic reactions
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Appendix 5. KAP questionnaire: training effectiveness survey (English and Armenian
versions)
(for evaluating smoking cessation KAP among primary healthcare physicians)

ID number: Date: / (dd/mm/yy)
Age Gender o Male 0 Female
How long have you been working as a primary
healthcare physician? (Please do not count the
clinical residency)
Have you ever participated in smoking cessation O Yes (Please specify)
training?
o No
Are you teaching now? o Yes (Please specify)
o No
L KNOWLEDGE
Please indicate if the following statements are true or false
Statement True False Don’t know
1 Patients should only be asked about their smoking history if
they have a smoking related disease/ illness.
2 Most smokers will successfully quit smoking on their own
without assistance.
3 Patients who have their first cigarette within half an hour of
waking are likely to be less dependent on nicotine than patients
who have it much later in the day.
4 Smoking cessation advice given by a health professional to a
patient increases the patient’s chances of quitting.
5 When advising patients to stop smoking, the advice should
never be linked to the patient’s current health/illness.
6 Counseling patients on smoking cessation includes assisting the
patient to set a quit date.
7 A common withdrawal symptom that occurs after quitting
smoking is weight loss.
8 Most of the withdrawal symptoms from smoking cessation
disappear within 4 weeks of abstinence.
9 Follow-up appointments should be made for the patients who
are willing to stop smoking within the first week after quitting.
10 There is no need of advising elderly patients who smoke(those
above 60 years) to quit as the damage from smoking is already
present and cannot be reversed
11 Smoking is a chronic disorder associated with relapse.
12 | Nicotine replacement therapies are contraindicated for people
with cardiovascular disease.
13 Smokers who quit smoking at any age reduce their risk of
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Statement True

False

Don’t know

premature death.

14 | Nicotine is as addictive as other drugs such as heroin or
cocaine.

15 Use of nicotine patch increases successful quitting.

16 | Medication is effective only when accompanied by counseling.

17. Which of the following medications are recommended for the treatment of tobacco dependence in
smoking patients? (Kindly tick YES for those that are recommended and NO for those not

recommended).
Medication Yes No Don’t know

a) | Nicotine gum
b) | Nicotine patch
¢) | Nicotine syrup
d) | Nicotine lozenges
e) | Bupropion tablets
f) | Carbamezapine tablets
g) | Cytisine

1I. ATTITUDE

This section addresses your perceptions on the role of healthcare providers in smoking cessation. Please
indicate if you agree or disagree with the following statements. Kindly tick the appropriate answer.

Statement Agree Disagree

18 | I consider nicotine/tobacco dependence as a chronic relapsing disease, thus I
diagnose and treat tobacco dependence as any other chronic disease.

19 | It is my responsibility to assist patients to stop smoking.

20 | It is my responsibility to routinely ask about patient's smoking habits.

21 | It is my responsibility to routinely advise smoking
patients to quit smoking

22 | I'serve as role model for my patients and the public.

23 | A patient’s chances of quitting smoking are doubled if I advise him/her to
quit.

24 | It’s not worth discussing benefits of smoking cessation with patients as
patients already know they should quit.

25 | It is my responsibility to motivate patients to stop smoking.

26 | My patients’ acute health problems take precedence over smoking cessation
counseling/advice.

27 | Patients are not receptive to receiving smoking cessation assistance from
healthcare providers

28 | Smoking Cessation counseling improves my relationship with patients.

29 | Quitting smoking is an individual choice. It’s not up me to advice a patient
to quit smoking.

30 | I do not have sufficient time to provide advice and counseling to all my
patients who smoke during routine consultations.

31 | It is uncomfortable to counsel my smoking patients on quitting smoking.

32 | Counseling on health harms from smoking usually helps with smoking
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Statement Agree Disagree
cessation.
33 | I should help patients who are motivated to stop smoking.
34 | I should monitor patients’ progress in attempting to quit.
35 | I should discuss relapse with patients.
1. PRACTICE

This section addresses the range of activities performed by healthcare providers to encourage patients to
quit smoking. In your daily interactions with patients, how often do you perform the following
procedures? Kindly tick the appropriate answer.

Procedure Never Sometimes Always

36 | I ask about the patients smoking status.

37 | I ask about the number of cigarettes smoked per day.

38 | I ask about the time of the first cigarette.

39 | I assess nicotine dependence among smokers using the
Fagerstrom nicotine dependence test (FTND).

40 | I ask if the patient smokes indoor at home.

41 | I ask if the patient intends to stop smoking.

42 | I ask about the previous quit attempts of smoking patients.

43 | I record the patients smoking history in the medical records.

44 | I advise a smoking patient on the need to quit.

45 | I advise to reduce the number of daily cigarettes.

46 | I advise to stop smoking abruptly.

47 | I discuss the risks of smoking and benefits of quitting smoking
with patients.

48 | I discuss personal barriers to cessation.

49 | I assess if patients who smoke are willing to quit at that
particular time.

50 | I discuss the use of pharmacological aids such as nicotine
replacement therapy with patients.

51 | I propose to help the patient in quitting.

52 | I advise on behavioral “tricks”.

53 | I give a practical advice to prevent relapse.

54 | I give self-help materials.

55 | I assist the smoking patient to set up a target quit date.

56 | Isetup a follow up appointment to review the progress of
patients on quitting smoking.

57 | Irefer the patient to other specialists (please
specify ).

58 | I prescribe Cytisine.

59 | I prescribe NRT (gum).

60 | I prescribe Varenicline.

61 | I prescribe other pharmacological treatment (please specify
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Procedure Never Sometimes Always
).
62 | I use another strategy (please specify
).

63 | In order to diagnose nicotine dependence among smokers |

mostly use Classification of tobacco dependence in the

ICD10CM.
V. CONFIDENCE

Please rate your confidence in performing the following to help your patients quit smoking. Kindly tick

the appropriate answer.
Statement Not at all A little Confident
confident | confident

64 | Educating patients on the general healthrisks of smoking.
65 | Advising smokers on how to quit smoking.
66 | Assessing the willingness of the patient toquit smoking.
67 | Discussing various smoking cessationtreatment options with

patients.
68 | Recommending appropriate smokingcessation medications

for the patient.
69 | Motivating patients to consider quitting.
70 | Negotiating a target quit date for thepatient to stop smoking.
71 | Helping recent quitters learn how to copewith withdrawal

symptoms.

V. BARRIERS

This section addresses barriers that you may face in helping patients quit smoking. How would you rate
the following as barriers that hinder you from helping patients to stop smoking? (Kindly tick the
appropriate answer).

Statement Not a barrier | Somewhat | Important
a barrier barrier

72 | Patients are not interested in receiving smoking

cessation information.
73 | Patients do not comply with information given on

smoking cessation.
74 | Lack of time/ time with patients is limited.
75 | Patients have more immediate health problems to be

addressed.
76 | Lack of smoking cessation specialists to refer patients to

for further assistance.
77 | Lack of patient education material

(brochures/pamphlets).
76 | Insufficient training on smoking cessation

Interventions
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78

Lack of awareness of smoking cessation
Guidelines

80

Insufficient knowledge on smoking cessation

Interventions

81. How well prepared do you believe you are today in counseling your patients to quit smoking? (Circle

one)

el S

Not at all prepared
Somewhat prepared
Adequately prepared
Very well prepared

Thank you!
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Enp hwdwwnbnynud E unphppunynipjut htn:

17. Upwisikiphg n'p nhquidhenghibiph ki wnwewplynid Spunn hhjwinbph opowtnud

Shuwfuntinught jujujwsnipyui pnidudwi hwdwp: Cinpk'p USN, npnip wnwgwplynid ku b
N2, npnlp skt mnwewplynid:

Thnuuhongubp

Ujn

0y

2ghwntd

Uhlynunhuh dwunuy

)

Uhynunhth uybnuih

9)

Lhyninpup uppny

)

‘Uhynuhuh Eupujtquihtt hwptp

&)

Pniypnuhnt

Q)

Yuppudbkquuh

k)

Shunhqhlu

IT) 4Bl ULBrunNnruL

Uju pwdhtip slubjp nunupbkgubint gnpénid wpnnowwyuwhnipjut ninpinh dwutiwgbnh nkph
Uwuhtt 2bp wuwinlkpugmuitpht EJipupbpoud: Magpnod b ok) wpgynp hudwdwgb bp fud
hwdwdwyh skp hknljw) winndikph htn: Conpk p hwdwywinwuuwb ywnwufuowip:
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Nugnidubp Zudwduh | Zwdwdwyl
=41 sk

18. | Bu nphnwuplmd bl thinunhtuwght jupiduwénipiniup nputu ppnthy
whinwnupdwhtt hhuunmpmnit’ jhpunkng wwnnpnodwi b
ppnuhly hhuwiunnmipjut Jupduwt hwduwyunuupuwt
gnpdwnnijpubpn:

19. | Bu ywhwp E wowljghd hhywunht sjutiip nunuptgutint gnpénid:

20. | Bu whkwp E ywuppipwpwp hupgubd hhywunh spubnt dwuht:

21. | Bu wbwp £k wuppipwpwp junphnipg mwd hhywunubpht
nunupkgub) Spabjp:

22. | Bu ophtiwl tU dwnwynid hd hhwunutph b hwuwpwlnipyut
hwdwnp:

23. | Bphk tu junphnipn tnwd hd hhquunubpht nunuptguby spakp,
upwg shubp punupkgubint htwpwynpmipniuubpp
Yyt

24. | Yuphp shw puttmplyt) spubkip punupkgubint wpwybjnipmnitubpt
wyt hhquunubkph htw, nyptp wpnkt ghnky, np whwp |
nunupkgukt Spubn:

25. | Bu ywhup k dnnhjugubd hhyuunubtpht nununptgut) shubp:

26. | bu hhywunubph unip wnnnowlwb ppunhpubpt wybkih juplnp b,
pwl Spubip yunupkgubint junphnipn/junphppunynipinia
npwdwnpbp:

27. | ZhJwbnubpp skt punniinud wnnnewwjwhnipjw ninpuinp
dwubiwglnh Ynnuhg mpynn Spubkjp nunuptgubint weowlgnipniup:

28. | Olubkjp npununptgubint jpnphppuwnynipniup pupbjuynd k hd
thnjuhwpwpbpnipnitubpp hhquunh htwn:

29. | Ohubp npununptgubip wthwwnh ptnipnipniut k: Gu yupunwynp skd
hhJwunutpht funphnipn nwy gunupkgut) Shubin:

30. | Bu sniubd pwdupup dudwtwl hut pnjnp Sjunny hhywunutpht
htppwljwt wygknpniuttph dudwiwl junphnipn jud
hunphpnyuwwnynipinit npudwnpbint hudwp:

31. | Bu wmthupdwp Ed qgnud hud Sjunn hhywugubpht Sfukp
nunupbkgubint pnphppunynipnit mpudwnpbinig:

32. | Oluknt wpnnowljwt Juwuttph dwuhtt pnphpnuwnynipiniup
unynpwpwip ogunid k Sjukip nunupkgutint gnpdptipught:

33. | Gu whwp k oqubd hhywunubphl, nyptip dnnhgugdus tu Spakjp
nunupkgubint hwpgnid:

34. | Gu whwp k Yipwhuybd hhyuunutph spubjp nunupkgubjny
thnpdbph wnwgpupugp:

35. | Bu whwp L hhquunutph htwn putwplbd wpnwugupdp:
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I1I) ANrotLuUYG 1
Uju pwdhtp Epwpbkpniud £ wnnnowuwwhnipjut njnpnp dwutiwgbnh hpujubtwgpus
gnpéniubnipjuip, npt ninnywé k hhquunubph Sputip nunupkgubjt wmewlgknit:
Zhwligukph htwn 2bp wnopjw sthiwb dudwbwl, nppw’t hwgwhu bp hpuljwbughnid
htunlywy gnpéplipugitpp: Cinpk p hwdwyuinuujuw yunwuuwbp:

Anpépupwugubp Gnptip Bppbdt Uhown

36. | Bu hwpgunid BU hhywunubpht hpkug spjubkynt
Yupquyhfwlhh dwuht:

37. | Bu hwpgunid b, pk putih Sjuwpunun ki opujute
oquwgnnpédnid:

38. | Gu hupgumud b, ph tpp kb oqunugnpsty hpkug wnwght
Shuwrhunnp:

39. | Ojunputiph oppwinid hpwljwbwgunid bd thinwnhuwht
Juwpjwénipjut wunhgdwh guwhwwnnid, Yhpwunbking
dugbpunpnuh hwpgupbpphlp:

40. | Bu hupgunud bl wpnynp hhywinp Sjunid k wnwtip:

41. | Bu hupgunud td wpynp hhywunp guulnipnit niuh
nunupkgub) Spakyp:

42. | Bu hupgunud b Spunn hhywunh shubjp punupbkgubint
twjunpn thnpdkph dwuht:

43. | Bu qpuugnid bd hhjwunubph Spabkjnt yuppugsh
wuwwndnipiniup hpkug pdojuljut pupnbpnid:

44. | Gu Spunn hhjwunubpht funphnipg U wnwhu
nunupkgul) dhubn:

45. | Bu junphnipy bd tmwjhu tuqkgut] opujut
oquuuugnndynn Sppwjuninh pwtiwlyp:

46. | Bu junphnipy bd tnwhu nunupkguby sjubkip dhwiquuhg:

47. | Bu hhwunutph htwn puttwpynud Ed Sjubknt phuljtpp b
Shubiip nunupkgubint wnwybnipjniubkpn:

48. | Gu putwupynd b shubkp nunupkgubint wthwnwuljut
hunspunnunibpnp:

49. | Bu quwhwwnnd bl sjunn hhywunukph
hudwyuwunwupwut dudwtwljuhwnygusnid sjutjp
nunupbkgubnt yunpuunwludnipiniup:

50. | Bu hhwunutph hkwn puttwplynud Bl npinudhengubtph
oquiugnpéniup, hisyhuht ' thynunhbught hinjuwphing
pnidnidp:

51. | Bu hu oqunipniut bl wnwewpynid hhwunubkpht sjutp
nunupbkgubint gnpénid:

52. | Bu junphnipy bd tnwjhu quppuwjht <httwppubip»:

53. | Bu nnwjhu bd wpinwnupdp juthiupgbbnt gnpstwlju

hunphnipnubn:
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Qnpéplpwugubp Bpptip Bppbdl Uhown

54. | Gu wnwjhu kU huptiogunipjut muyughp Wyniptp:

55. | Bu wowlgnid tu Spunn hhywunubphtt uvwhdwb) sputijp
pnnubknt opp:

56. | Bu juquuljpynid kU hippulwh wyg hhjuwbnubph
Shubip nunupkgubint wnwenpupwgp Jeputiugbiny
hwdwnp:

57. | Bu nuynnpynid Bd hhywnht wy) dwubwglnh dnn

(nunpnud Bl wupqupwky) ):

58. | Bu wpwbwlnid tu Shinhght:

59. | Bu wpwbwlnid LU thinnhuh dwunul:

60. | Bu wpwbwlnid LU Jwphthlht:

61. | Bu wpwhwlnid Ll wy) nnnpuypuyhtt pnidnid (uigpnud
bl wupqupwl) ):

62. | Bu oqnugnpénid b wy] nuquuyupnipintt (uugpnid U
wupqupw il ):

63. | Ojunn hhywunutph dnwn thinnhtwjht jupudwénipjut

wnluwynipjut phypnid hpwenid Bd whuinnpnonidp,
qpuigkiny 2U-10 §nnp hwpdbnduljut dbkpnid:

IV)  PuLeLUJUSUZNRE8NPL

vunpnmud bd ghwhwwnty 2bp hipttwjuinwhnipiniip hinbjw) gnpépupwugutpn
hpuwjwtwgubint ypwpkpywy, npnup dhngdws tu oqutint hhquunubpht sfubip nunupkgubiny

qnpénid: Ciunpk p hunlwyuinwupuw b wunwuuwbp:

Nunnidubp Juwnwh ®npp hiy | Yuwnwh
std Juunwh &d td

64. | Uupnyutg nbnkjugub] sjukint wnnpowljut nhuljkph

dwuht:
65. | Iunphnipny viwy hhquunukph, pk hsybu punuptgutu

Shubin:
66. | Quwhwunt) hhywunubph spubjp punupkgutint

wuwwnpwunwludnipniin:
67. | zhJwunutph htwn putwplty Sjulp pungupkgubne

wnuwppbp pniddwt mupphpuljubp:
68. | Zhjwunubpht wnwewplt) Sputijp nunupkgubin

hudwywunwuhiut ninuudheng:
69. | Unnhywguk] hhquunubpht sfubijp punupkgutint

gnpéniu:
70. | Lutiwplt] hhdwunh Sjubp pnyubknt phpwpowght opp:

71.

qhpotipu Spubip nunuptgpusutipht oqut) hwunpuwhwpty
qplutph whinwtpwtnbpnp:
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V)  N2CuHISuBL

Uju pwdhtip yEpwpbkpnud £ wyt jungpunnuntitpht, npnug tnip Jupnn Ep hwunhuty

hhywunutpht spubkjp punuptgubint weowlgnipnit gnigupbpbint dudwbiwly: busuyk u

lqiwhunnkp hbnlyw] winmuukpp npubu unsplgnuntikp, npnip Yupnn ki htn wwhby) kg

hhywlnukphl Spubjp pupupkgbnt wewlgnpynih gniguipkpkng: Cuwnpk p

huwdwywnwupiwb mwuppkpulp:

Nugnidubp Iunspgnu st | Py np suthny YQuplnp
Junsplpnun E Junsplpnun E

72. | Zhquunubkpp skt nignud unw g
nbinkjuwunynipnit Sfubkjp nunupkgubnt
YbEpwipbipyuy:

73. | ZhJunubpp skt hbnlnud Sjubijp nunupbgubnt
dwuht mpudwunpusd nknkjunynipjuin:

74. | dudwtwlh unnipniup/hhyutnubph htn
dudwtwlp vwhdwbwhwy k:

75. | Zhqwunubkpt niukt npwnpoipjut wpdwih
wykh juplnp wenpowlwb punhpubp, put
Shubip:

76. | Ojukn nunupkgutint npnpund
dwubtimgbnubph ywlwup, npp pnyy sh tnwhu
hhJwunutph ninkqpbk] hblwuqu wowlgnipjut:

77. | Zhjwunubph niunignquljut Wniptph yuwluwup
(ppnoniptikp/pnnighlutn)

78. | Olubkp nunupkgubint yepupbkpjuy ns pudupun
JEpuyunpuunnidp:

79. | Olukp nunupkgubint ninkgnygubph wwluwun:

80. | Ofutp nunupkgubint dhpwdwnnipmniuubph ny

pujupup hdwgnipnii:

81. 2tp Jupshpm] dnip uydd wunpw un kp 2p hhywinibpht wpudwunply Sbp

nunupkgiitint wowljgnipntii/oqunt pintii: Clunpk p UkY wppbpuy:

NMuwwnpuuwn sk:

bus -np swthny yuwwnpwuwn b:
Pujupup yunpuuwn bl
Lhnyht ywwnpwun Ed:

Ll NS
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Appendix 6. KAP questionnaire: scoring template

ID number: Date: / / (dd/mm/yy)

Age Gender o Male o Female

How long have you been working as a primary

healthcare physician? (Please do not count the

clinical residency)

Have you ever participated in smoking cessation o Yes (Please specify)

training?

o No
Are you teaching now? o Yes (Please specify)
o No
L. KNOWLEDGE
Please indicate if the following statements are true or false
Statement True False Don’t know

1 Patients should only be asked about their smoking history if they 0 | 0
have a smoking related disease/ illness.

2 Most smokers will successfully quit smoking on their own 0 ! 0
without assistance.

3 Patients who have their first cigarette within half an hour of
waking are likely to be less dependent on nicotine than patients 0 1 0
who have it much later in the day.

4 Smoking cessation advice given by a health professional to a | 0 0
patient increases the patient’s chances of quitting.

5 When advising patients to stop smoking, the advice should never 0 | 0
be linked to the patient’s current health/illness.

6 Counseling patients on smoking cessation includes assisting the | 0 0
patient to set a quit date.

7 A common withdrawal symptom that occurs after quitting 0 | 0
smoking is weight loss.

8 Most of the withdrawal symptoms from smoking cessation | 0 0
disappear within 4 weeks of abstinence.

9 Follow-up appointments should be made for the patients who | 0 0
are willing to stop smoking within the first week after quitting.

10 | There is no need of advising elderly patients who smoke(those
above 60 years) to quit as the damage from smoking is already 0 1 0
present and cannot be reversed

11 | Smoking is a chronic disorder associated with relapse. 1 0 0
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Statement True False Don’t know
12 | Nicotine replacement therapies are contraindicated for people 0 | 0
with cardiovascular disease.
13 | Smokers who quit smoking at any age reduce their risk of | 0 0
premature death.
14 | Nicotine is as addictive as other drugs such as heroin or cocaine. 1 0 0
15 | Use of nicotine patch increases successful quitting. 1 0 0
16 | Medication is effective only when accompanied by counseling. 0 1 0

17. Which of the following medications are recommended for the treatment of tobacco dependence in
smoking patients? (Kindly tick YES for those that are recommended and NO for those not recommended)

Medication Yes No Don’t know
a) | Nicotine gum 1 0 0
b) | Nicotine patch 1 0 0
¢) | Nicotine syrup 0 1 0
d) | Nicotine lozenges 1 0 0
e) | Bupropion tablets 1 0 0
f) Carbamezapine tablets 0 1 0
g) | Cytisine 1 0 0

IL. ATTITUDE

This section addresses your perceptions on the role of healthcare providers in smoking cessation. Please
indicate if you agree or disagree with the following statements. Kindly tick the appropriate answer.

Statement Agree Disagree
18 | I consider nicotine/tobacco dependence as a chronic relapsing disease, thus I
diagnose and treat tobacco dependence as any other chronic disease. 1 0
19 | It is my responsibility to assist patients to stop smoking. 1 0
20 | It is my responsibility to routinely ask about patient's smoking habits. 1 0
21 | It is my responsibility to routinely advise smoking patients to quit smoking. 1 0
22 | I serve as role model for my patients and the public. 1 0
23 | A patient’s chances of quitting smoking are doubled if I advise him/her to 1 0
quit.
24 | It’s not worth discussing benefits of smoking cessation with patients as 0 1
patients already know they should quit.
25 | It is my responsibility to motivate patients to stop smoking. 1 0
26 | My patients’ acute health problems take precedence over smoking cessation 0 1
counseling/advice.
27 | Patients are not receptive to receiving smoking cessation assistance from 0 1
healthcare providers
28 | Smoking Cessation counseling improves my relationship with patients. 1 0
29 | Quitting smoking is an individual choice. It’s not up me to advice a patient 0 1
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Statement Agree Disagree

to quit smoking.

30 | I do not have sufficient time to provide advice and counseling to all my 0 1
patients who smoke during routine consultations.

31 | It is uncomfortable to counsel my smoking patients on quitting smoking. 0 1

32 Coungeling on health harms from smoking usually helps with smoking | 0
cessation.

33 | I should help patients who are motivated to stop smoking. 1 0

34 | I should monitor patients’ progress in attempting to quit. 1 0

35 | I should discuss relapse with patients. 1 0

I11. PRACTICE

This section addresses the range of activities performed by healthcare providers to encourage patients to
quit smoking. In your daily interactions with patients, how often do you perform the following
procedures? Kindly tick the appropriate answer.

Procedure Never Sometimes Always
36 | I ask about the patients smoking status. 0 0or0.5 1
37 | I ask about the number of cigarettes smoked per day. 0 0or0.5 1
38 | I ask about the time of the first cigarette. 0 0or0.5 1
39 | I assess nicotine dependence among smokers using the 0 0or 0.5 1
Fagerstrom nicotine dependence test (FTND)
40 | I ask if the patient smokes indoor at home. 0 0or0.5 1
41 | I ask if the patient intends to stop smoking. 0 0or0.5 1
42 | I ask about the previous quit attempts of smoking patients. 0 0or0.5 1
43 | I record the patients smoking history in the medical records. 0 0or0.5 1
44 | T advise a smoking patient on the need to quit. 0 0or0.5 1
45 | I advise to reduce the number of daily cigarettes. 0 0or0.5 1
46 | I advise to stop smoking abruptly. 0 0or0.5 1
47 | I discuss the risks of smoking and benefits of quitting smoking 0 0or 0.5 ]
with patients.
48 | I discuss personal barriers to cessation. 0 0or0.5 1
49 |1 ass.ess if patlents who smoke are willing to quit at that 0 00r05 1
particular time.
50 | I discuss the use of pharmacological aids such as nicotine 0 0 or 0.5 1
replacement therapy with patients.
51 | I propose to help the patient in quitting. 0 0or0.5 1
52 | I advise on behavioral “tricks”. 0 0or0.5 1
53 | I give a practical advice to prevent relapse. 0 0or0.5 1
54 | I give self-help materials. 0 0or0.5 1
55 | I assist the smoking patient to set up a target quit date. 0 0or0.5 1
56 | Isetup a follow up appointment to review the progress of 0 00r05 1
patients on quitting smoking.
57 | I refer the patient to other specialists (please 0 0or0.5 1
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Procedure Never Sometimes Always

specify ).

58 | I prescribe Cytisine. 0 0or0.5 1

59 | I prescribe NRT (gum). 0 0or0.5 1

60 | I prescribe Varenicline. 0 0or0.5 1

61 | I prescribe other pharmacological treat;nent (please specify 0 0005 |

62 | I use another strategy (please specify : 0 0 or 0.5 1

63 | In order to diagnose nicotine dependence among smokers |
mostly use Classification of tobacco dependence in the 0 0or0.5 1
ICD10CM.

IV. CONFIDENCE
Please rate your confidence in performing the following to help your patients quit smoking Kindly tick
the appropriate answer.

Statement Not at all A little
Confident
confident | confident

64 | Educating patients on the general health 0 0 |
risks of smoking

65 | Advising smokers on how to quit smoking. 0 0 1

66 | Assessing the willingness of the patient to 0 0 |
quit smoking

67 | Discussing various smoking cessation 0 0 |
treatment options with patients

68 | Recommending appropriate smoking 0 0 1

cessation medications for the patient

69 | Motivating patients to consider quitting 0 0 1

70 | Negotiating a target quit date for the
patient to stop smoking

71 | Helping recent quitters learn how to cope
with withdrawal symptoms

V. BARRIERS
This section addresses barriers that you may face in helping patients quit smoking. How would you rate
the following as barriers that hinder you from helping patients to stop smoking? (Kindly tick the
appropriate answer).

Statement Not a barrier | Somewhat | Important
a barrier barrier

72 | Patients are not interested in receiving smoking
cessation information.

73 | Patients do not comply with information given on
smoking cessation.
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74

Lack of time/ time with patients is limited.

75 | Patients have more immediate health problems to be
addressed.

76 | Lack of smoking cessation specialists to refer patients to
for further assistance.

77 | Lack of patient education material
(brochures/pamphlets).

78 | Insufficient training on smoking cessation
Interventions

79 | Lack of awareness of smoking cessation
Guidelines

80 | Insufficient knowledge on smoking cessation

Interventions

81. How well prepared do you believe you are today in counseling your patients to quit smoking? (Circle
one)

el S

Not at all prepared
Somewhat prepared
Adequately prepared
Very well prepared
Thank you!
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Appendix 7. Oral consent form (English and Armenian versions)

Intervention group

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 smoking cessation training that aims to improve smoking cessation
Knowledge, Attitude and Practice (KAP) among primary healthcare physicians.

You are invited to participate in this survey because currently you are working as a primary
healthcare physician and express wiliness to participate in smoking cessation training.

If you agree to participate, you will be asked to individually complete a questionnaire (with the
duration of up to 15 minutes) that assess your Knowledge, Attitude and Practice (KAP) related to
smoking cessation, one and three months after completion of the training.

The information provided by you will remain confidential and will be used only for current
project. The participation in this survey is completely voluntary. You will not be penalized in any way if
you decide not to participate.

Participation in this interview does not have any direct benefit or harm to you, but your responses
are valuable for us and will contribute to generate reliable information on smoking cessation Knowledge
Attitude and Practice (KAP) among primary healthcare physicians.

Here is the card with contact information for the research team. If you have any questions
regarding this survey 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 survey you
should contact Dr. Kristina Akopyan, the Human Subject Protection Administrator of the American
University of Armenia (37460) 612561.

Do you agree to participate?

Thank you.

If yes, shall we continue?

92



Uhowdwnnipjut junidp

Puipl kg, hd wintuib..... E: Gu wpjuwnnid bl Zuyuwunwih wdbkphljjut hwdwjuwpwih
Zuupuyhtt wnnnowwwhnipjut wlninbnnid: Zujwunwith wdkphljjut hwdwjuupwh
Unnnowywhwljut swnwnipniuubph hbnnwgnundwt b qupgqugdut jEunpnut
hpuwjuwtwgund £ Jkpuyunpuundwt nwuptpug, nph tyuwnwli E wnnnenipjut
wnwetuwjhtt yuhywtdwb onuljh pnidwppuwinnnubtph opowinid pupkjuyt) Sfuwjuninh
ogunuugnpduwt nunuptgubint ykpwpkpu) ghnbhputpp, Jepupkpunitpp b gnpstjuljtpup:

“nip hpwyhpdws tp dwubwlghnt wiju hwpgdwp, pwth np hbwwppppnipnit tp
huyntl) dwutwlglint Sppwjuninh oqguuuugnpélwt punuptgubinit JEpwptpnn nuuptpught
b npyku pdhol] wohuwnnid tp wnnnonipjut wnwetiwht yuwhwwudwh onulnid:

Gpt Tnip hwdwdwjubp dwubtwulgl], wyw 2tq Yuunpkup wyuop b nuuptipwugh
wjuwpug bpkp wdhu htwnn hupunipny jpugut] hwpguptpphyp, npp guwhwwnnd k
Sjuwfuninh ogunugnpsdwt nunupkgubinit ninngws dkp ghnbkihpubkpp, yepupkpunipp b
gnpsdtjultpyp: Zupguptpehlh jpugnidp junlh dnnwynpuybu 15 pnyk: Zupgdwt
pupwgpnid dtp Ynnuhg mpudwunpjus mbknkjunynipmniup jyuhywigh qununuh b
Yyhpwnyh dhwyt wju hbnnwgnunnipjut opgwtwlnid: Ep dwutwljgnipiniut wyu Spugpnid
Judwynp k: Qtq nshus sh uyununwd, kpbk nnip hpwdwpybp dwutwlgl] wyu hwpgdwin:

Qbp dwutiwlgnipiniut wyu hwpgdwtp sh twppwnbunid npbk wtdhpwljwt ognin Jud
Juwu, uvwljuyt 2bp wiljlind yuwunwupwtubpp swhwqug juplnp G dkq hwdwp b
Juyuwuwnkt hwjuwuwnh nkntlnipmnit vnwbw) Sfuwpininh ogurnugnpédw punuptgutini
ninyud wnpnnonipjul wnwotwhtt whwywidwb onuljh pnidwpjuwnnnubph ghnbihpuknh,
YEpwptpuniiph b gnpstjuljtipuh JEpupbpyu:

Gpt nnip nplk hwpg muktwp wju hupgdwt Jepwpkpyuy, wyw Yupnn Ep wju
wjgkpuwpunid tipgws htin. hwdwpny quiquhwnt] gjluwynp hknwgnunnng Upniujuly
Zupnipniiyuitht (374 60)612621 Jwd (374 94) 630077 (peouyhty): Gph nnip Jupsdnid tp, np dkq
htwn wpnwpugh skup yupyt) jud nplk YEpy Juwu Bup yundwnt] hwpgdwtp duubtwljghint
pupwugpnid, wmyw juunpnid Bup nhul) Zujwunwih wdbkphljjut hwdwjuwpwih Ephlugh
hwidiudnnmlh hudwlwpgnn Lphunhiw Zwlnppuitht htnbyug hbpwpmuwhwdwpn] * (374
60) 612561:

A p gubljuin "l kp dwubwlghy:

Cunphwlwnipjnii:

Yuipn ' klp uljuby:
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Control group

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 research that aims to evaluate/assess smoking cessation Knowledge,
Attitude and Practice (KAP) among primary healthcare physicians.

You are invited to participate in this survey because you are working as a primary healthcare
physicians and you are available at the time of our visits to polyclinics.

If you agree to participate, you will be asked to individually complete a questionnaire (with the
duration of up to 15 minutes) that assess your Knowledge, Attitude and Practice (KAP) related to
smoking cessation, one and after three months.

The information provided by you will remain confidential and will be used only for current
project. The participation in this survey is completely voluntary. You will not be penalized in any way if
you decide not to participate.

Participation in this survey does not have any direct benefit or harm to you, but your responses
are valuable for us and will contribute to generate reliable information on smoking cessation Knowledge
Attitude and Practice (KAP) among primary healthcare physicians.

Here is the card with contact information for the research team. If you have any questions
regarding this survey 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 survey you
should contact Dr. Kristina Akopyan, the Human Subject Protection Administrator of the American
University of Armenia (37460) 612561.

Do you agree to participate?

Thank you.

If yes, shall we continue?
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Zudbdwinuljwl jundp

Puinpli dtqg, hd wlintut ..... E: Gu wohiwnnid Bd Zuyuwunwtth wdbkphljjut
hwdwjuwpwh Zubpuhtt wpnpewyuwhnipju pulnynbnnd: Zuyjwunwh wdkphljjut
hwdwjuwpwh Unnpouyyuwhwlw swnwjnipiniiubph hbnnwgnundwi b qupqugdu
JEuwnpnut hpwljutwgunid E hknwgnunnipnil, nph tyunwlju L unnnenipjut wnwgtiwjh
wwhywbdwl onuljh pnidwpiwinnnubph opowtinid guuwhwint) Sfuwpuninh ogurnugnpédw
nuuptgubint Ykpupkpjuy ghnbjhpubpp, Jepupkpdmbpp b gnpstjuytpup:

“nip hpwyhpdws Ep dwubwmlghint wyu hwpgdwp, pwuth np npubu pdholj wphutwwnnid
bp wnnnonmipjut wnwotiwhtt ywhwywbdwb onulnid b Ukp Ynnuhg wnjhljhuhu wyghjbne
dudwtiuly gty Ep Qtp wouiwwnmwyuypnud:

Gpt tnip hwdwdwjubp dwutwlgh], myw Qkq Juunpkup wyuop b Eptip wdhu hkwnn
hupunipniy jpugul] hwpguptpphyp, npp guwhwwnnid k Sfowfuninh ogunuugnpédwt
nunupkgubinit mnnusé dkp ghnbjhpubpp, yipwpbpuniupnp b gnpstjulbpup:
zupguptpehlh jpugnudp juth dnnwynpuybu 15 pnyk: Zupgdwt pupugpnid dkp Ynnuhg
npudunpjus nknkjunynipjniup jywhywigh qununih b Yihpunygh dhuyh wyu
htwnwgnunipjub sppwtiwlnid: 2bp dwuttmlgnipiniut wju Spugpnid judwynp k: Qbq nghty
sh uyununid, tpt nnip hpwdwpybp dwutiwlgl) wyju hupgdwn:

Qtip dwubwlgnipiniut wyju hwpgdwip sh twpjpwnbunid npbk wadhpwljub ognin Jud
Juwuy, vmljuyb Ep whljbind yunwuhwbtbpp swthwqutg upbnp Bu kg hwdwp b
Juyuwuwnkt hwjuwuwnh nbnklnipmnit vnwbtw) Sluwhininh ogurnugnpédw punupkgutiniu
ninnyjus wnnnenipjul wnwetuhtt yuwhuwwidwb onuyh pnidwopiwnnnutph ghwnkjhputph,
YEpwptpuniph b gnpstjuytpuh JEpupbpyuyg:

Bpt nnip nplik hwuipg niuktwp wju hwpgdwt Jepupkpyu, wyw fupnn bp wju
wyglipupunud tpdws htin. hwdwpny quiuquhwnk) qjluwynp hbtnwgnunnn Upniujuly
Zupnipjniiywith (374 60)612621 Jwd (374 94) 630077 (peoujhty): Gephk nnip Jupsnid bp, np dkq
htwn wppupwugh skup yupyt) jud nplk fEpy Juwu Bup yundwnt] hwpgdwip dwubwlghnt
pupwugpnid, wmyw juinpnid Eup nhul) Zuywunwth wdbkphljjut hwdwjuwpwuh Ephjuygh
hwldtwdnnnlh hwdwlwpgnny Lphunhiu Zwynppuih hnbyu hkpwinuwhwdwpny (374
60) 612561:

Amp gubljwin wd kp dwubmlghy:

Cunphwljwnipnii:

Quipn ' Llp uljuby:
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