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EXECUTIVE SUMMARY
Introduction

According to the Global TB Report 2017, in Armenia the estimated TB incidence rate
was 44 per 100,000 population and the mortality rate was 2.6 per 100,000 population in 2016.
According to the 2016 Health System Performance Assessment, the smoking rate among
Armenian males was one of the highest in the European region: 53.4%, aged 15 and above.
However, only 2.3% of surveyed females reported a positive smoking status. Current
epidemiological evidence supports the association between smoking and TB. Both active and
passive exposures to tobacco smoke are significantly associated with TB infection, disease,
recurrent TB and TB mortality. The recent study conducted by the American University of
Armenia, Zvart Avedisian Onanian Center for Health Services Research and Development
(AUA/CHSR) revealed that smoking prevalence among male and female TB patients was even
higher than in the general population, 67.5% and 5.8%, respectively. Moreover, the proportion of
recurrent TB among smokers was significantly higher compared to non-smokers and smoking
status was positively associated with the recurrence of TB. The aim of this study was to explore
TB physicians’ and experts’ knowledge, attitude, and practices (KAP) towards tobacco control
activities within TB services in Armenia.
Methods

The research team developed and implemented a qualitative research through in-depth
interviews (IDI) and focus group discussions (FGD) with TB physicians and experts in the fields
of TB and tobacco control. Semi-structured guides were developed to moderate IDIs and FGDs.
Overall, 21 inpatient/outpatient TB physicians and 5 experts participated in ten IDIs and four
FGDs. The study was conducted in Yerevan (the capital city), Syunik, and Gegharkunik marzes.
Directed deductive approach was utilized for the data analysis. Three predetermined themes were
developed based on the key recommendations identified by the WHO/International Union
against Tuberculosis and Lung Diseases that guided the analysis of the study. The three themes
were the following: 1) provision of tobacco dependence treatment to TB patients, 2)
establishment of smoke-free environments in TB healthcare facilities, and 3) management
support to joint TB and tobacco control interventions.
Results

Provision of tobacco dependence treatment to TB patients — TB physicians
acknowledged the health impact of tobacco use on TB treatment and outlined several benefits of
quitting for TB treatment. However, knowledge on evidence based tobacco dependence
treatment methods among TB physicians was insufficient and TB physicians tended to prioritize
the role of individuals’ willpower for quitting. TB physicians identified several opportunities
associated with TB treatment that can predispose to initiating smoking cessation counseling with
their patients, such as the time of the TB diagnosis, regular encounter with TB patients, patients’
trust in TB physicians. In the meantime, psychological distress at the point of TB diagnosis,
anxiety because of TB treatment, withdrawal symptoms and reluctance to receive
pharmacological interventions were listed as possible threatening factors for smoking cessation
counseling. TB physicians stated they did not follow a universal algorithm in their practice. They



usually asked their patients about their smoking status, documented it in the medical records and
in the e-TB electronic database, and advised their patients to quit. Physicians did not prescribe
smoking cessation medicine and more often they employed behavioral and psychological
techniques to help their patients to quit smoking.

Establishment of smoke-free healthcare settings — Study participants were supportive to
the policy for establishing smoke-free environments in healthcare facilities. They were satisfied
with the level of implementation of the policy in TB healthcare settings and listed some
measures for banning indoor smoking, such as posting of “No smoking” signs, written warnings,
designation of smoking areas in few TB facilities, posting of pictures of lungs damaged by the
smoke, and warnings on financial penalties in case of smoking.

Managerial support for integration of tobacco control into TB care — The study findings
suggested the absence of any policy or regulation on joint TB and tobacco control activities. The
study participants highlighted the need for integrating tobacco dependence treatment into TB
treatment guidelines. Absence of trainings on knowledge and skills for providing smoking
cessation counseling to TB patients was mentioned as another weakness of managerial support.
Though the patients” smoking status was usually reported in the medical records and the e-TB
electronic database, no monitoring and evaluation was performed to track the tobacco use trends
among TB patients.

Conclusion/Recommendations
Based on the study findings, the research team developed several recommendations

directed to strengthening the existing activities and developing new actions for joint TB and
tobacco control, including: 1) establishment of a nationwide healthcare professional partnership
between the National TB Control Center and the National Tobacco Control Program; 2) building
smoking cessation capacity among TB healthcare providers through development and
implementation of smoking cessation training on patient counseling and treatment of tobacco
dependence for healthcare providers; 3) development of capacity for enforcing a policy of
smoke-free environments for all facilities where outpatient and inpatient services are delivered to
TB suspects and TB patients.



INTRODUCTION
Though 2004-2014 was marked as a period of constant decline in the TB burden,

Armenia still faces challenges on its path to achieving the Global TB Program goals. According
to the Global TB Report 2017, in 2016, the estimated TB incidence rate was 44 per 100,000
population in Armenia, 11% of which were drug-resistant cases.! According to the recent data,
47% of Armenian TB patients receiving retreatment have developed drug resistance.! In 2016,
the overall incidence rate of multi-drug/rifampicin resistant TB (MDR/RR-TB) was 9.6 per
100,000 population.! The mortality rate of TB alone was estimated to be 2.1 per 100,000
population in 2016, with an additional 0.52 per 100,000 resulting from the deaths of HIV
positive TB cases.! However, the overall TB mortality (including HIV positive cases) has
declined by 26% between 2015 and 2016 from 3.5 to 2.6 per 100.000.%*

Armenia was the first among former Soviet Union countries to accede to the World
Health Organization (WHQO) Framework Convention on Tobacco Control (FCTC) (November
2004). Armenia has since adopted a set of policy measures to reduce tobacco consumption and
exposure to tobacco smoke in accordance with the requirements of WHO/ FCTC. Tobacco
control in Armenia is primarily regulated by the law “On Restrictions of Tobacco Sales,
Consumption, and Usage” (2004) and the law “On Advertising” (2002). * However, the current
legislation has several limitations and the enforcement of the laws is still insufficient.

According to 2016 Health System Performance Assessment, the smoking prevalence
among the general Armenian population aged 15 and above was 26.2%, with one of the highest
male smoking rates in the European region: 53.4% among males aged 15 and above.* Smoking
prevalence among males was the highest within the 20-34 and 35-49 age groups: 64.4% and
62.1%, respectively. In contrast, the smoking prevalence statistics for the adult female population
in Armenia were drastically different. Overall, only 2.3% of surveyed females reported a positive
smoking status, with the highest prevalence in the 50-64 age group (3.8%).* These numbers are
likely underestimated as female smoking is often underreported.

The adverse effects of smoking on a wide range of health conditions is firmly
documented, including its effect on cancer and cardiovascular and respiratory diseases,® while its
association with TB has been studied since 1918.° Current epidemiological evidence supports the
association between smoking and TB.” A systematic review conducted by the International
Union against Tuberculosis and Lung Disease (The Union) concluded that both active and



passive exposure to tobacco smoke are significantly associated with TB infection, disease,
recurrent TB and TB mortality.’

The recent study conducted by the American University of Armenia, Zvart Avedisian
Onanian Center for Health Services Research and Development (AUA/CHSR) revealed that the
smoking prevalence among male and female TB patients was even higher than in the general
population, 67.5% and 5.8%, respectively.® Moreover, the proportion of recurrent TB among
smokers was significantly higher compared to non-smokers and smoking status was positively
associated with the recurrence of TB.

The WHO/The Union “Monograph on TB and tobacco control” points out the need to
join efforts between TB and tobacco national control programs and provides guidelines to
managers of these two programs on the implementation of tobacco control activities as an
integral part of TB case management interventions.® Addressing tobacco use during provision of
TB treatment services, delivery of TB treatment services in smoke-free environments and the
managerial support for implementation of tobacco control activities are the key three groups of
recommendations for joining TB and tobacco control activities within clinical settings.

The WHO and The Union recommend targeting national TB programs for implementing
smoking cessation programs among TB patient population.'® Smoking cessation programs are
envisioned to be even more effective once implemented within the DOTS scheme. According to
the WHO estimations, regular contact and delivery of smoking cessation interventions to TB
patients within the DOTS scheme have a potential of reaching more than 1 million smokers
worldwide, triggering an estimated 40% of patients to make a quit attempt and 67% of those
patients to quit successfully.!!

The aim of this qualitative research was to explore TB physicians’ and experts’
knowledge, attitude and practices (KAP) towards tobacco control activities within TB services in

Armenia.

METHODS
1. Study design

The qualitative study was conducted among TB physicians and experts in the fields of TB
and tobacco control to acquire profound understanding of study participants’ KAP towards
tobacco control activities within TB care in Armenia. Data were collected through in-depth

interviews (IDIs) and focus group discussions (FGDs).



2. Study participants and settings

TB physicians and experts in the fields of TB and tobacco control from Yerevan (the
capital city) and two marzes (Syunik and Gegharkunik) participated in the study. To ensure
variability in responses and explore tobacco control activities during both intensive and
continuation phases of TB treatment, physicians from inpatient and outpatient TB facilities were
invited to participate. Overall, 21 outpatient and inpatient TB physicians were recruited with the
help of the National Tuberculosis Control Center (NTCC). Five prominent experts in TB and
tobacco control participated in the interviews.

3. Study instruments

Two semi-structured interview guides were developed based on the evidence-based key
recommendations for joint TB and tobacco control activities (Appendix 1 and 2). The interview
guide for TB physicians included domains on knowledge on smoke-free environments, KAP
regarding smoking cessation, barriers for provision of smoking counseling and perceived needs
for training and future actions. The interview guide for experts/policy makers incorporated
sections on joint TB and tobacco control activities, training needs for TB physicians, smoke-free
environments, and recommendations on future actions.

The research team also developed a short demographic information form to be completed
by participants after FGDs and IDIs (Appendix 3). Guides were developed in English and
translated into Armenian by the research team of the CHSR/AUA.

4. Data collection and analysis

The data collection was conducted in June 2017. The IDIs and FGDs were held at the
American University of Armenia, NTCC, regional TB facilities and in the workplaces depending
on the participants’ preferences. The IDIs and FGDs were conducted by trained moderators and
the FGDs were accompanied by a note-taker. The sessions were audio recorded with permission
of all study participants. All IDIs and FGDs were transcribed and translated into English.

The deductive content analysis approach was utilized for the data analysis. Three
predetermined themes were developed based on the key recommendations identified by the
WHO/The Union “Monograph on TB and tobacco control” that served as an analysis framework
and guided the analysis of the study. The themes were the following: 1) provision of tobacco
dependence treatment to TB patients, 2) establishment of smoke-free environments in TB

healthcare facilities, and 3) management support to join TB and tobacco control interventions.



5. Categorization of study participants

The direct quotes provided in the boxes in the Results section were abstracted from both
IDIs and FGDs. The study participants were categorized into three groups: 1) Outpatient TB
physician, 2) Inpatient TB physician, and 3) Experts. The individual informant identifiers specify
the category of participants who provided the quote (e.g., Outpatient TB physician), the subhead
of the report (e.g., 3.1.1.), and the sequential number of the given category of participant who
provided the quote for the given subheading (e.g., 1.). If the same participant provided more than
one quote within a single box, these quotes are provided under the same identifier. A single
informant who provided quotes in more than one box has different identifiers for each box. After
each identifier, the type of applied data collection method (FGD or IDI) and the geographic area
of the participant’s practice or residency (Yerevan or marz) is provided. Here is an example of a
complete identifier for a TB physician from Yerevan, who works in inpatient TB facility and
participated in FGD, who provided the first quote for the box under the Results section’s subtitle
3.1.1 (Inpatients TB physician 3.1.1.1, FGD, Yerevan).

6. Ethical considerations

The Institutional Review Board of the AUA approved the study for compliance with
locally and internationally accepted ethical standards. All participants were informed of their
rights (their participation was voluntary, they could stop at any time and refuse to answer any
question they chose, and their anonymity and confidentiality were fully respected). Audio-
recording was possible only with permission of all participants; if a participant did not want to be
audio-recorded, only written notes were taken. The final report does not contain respondents’

names, positions, institutions, or any other details that could identify the participants.

RESULTS
Overall, four FDGs (two for inpatient services and two for outpatient services) and 10

IDIs (five with experts and five with physicians) were conducted. The mean duration of the
FGDs and IDIs were 44 and 32 minutes, respectively. The overwhelming majority of TB
physicians were female (n=19) with the mean age 53.43 (range 27-70). Eleven TB physicians
worked in inpatient healthcare facilities (Yerevan n=1, marzes n=10) and 10 worked in

outpatient facilities (Yerevan n=8, marzes n=2). On average, they worked as TB physicians for



22.57 years (range 3-41). Only three TB physicians reported being smokers. Only one of the TB
physicians reported about participation in a smoking cessation training in the past (Table 1).

The analysis of tobacco dependence treatment theme utilized KAP framework KAP to
assess the TB physicians’ KAP regarding smoking cessation services for TB patients. TB
physicians’ practices related to provision of smoking cessation services were analyzed by the
ABC smoking cessation approach for TB patients recommended by The Union.!® The ABC is a
simple three-step approach that stands for the A-Ask, provision of B-Brief advice and C-
Cessation Support processes.
1. Provision of tobacco dependence treatment to TB patients

The theme was analyzed by employing the KAP framework. The major categories
identified within the theme were 1) knowledge, 2) attitude, and 3) practice regarding smoking
cessation.

1.1. Knowledge regarding smoking cessation

The category of knowledge encompasses three subcategories: smoking burden among
Armenian TB patients, importance of quitting among TB patients, and awareness of smoking
cessation methods.

1.1.1 Smoking burden among Armenian TB patients

Almost all TB physicians agreed that tobacco use is a major problem for their TB
patients. The TB physicians noted that smoking is more prevalent among male TB patients,
whereas the prevalence of tobacco use among female TB patients is negligible. Some of the
respondents mentioned that high smoking prevalence among TB patients was determined by the

fact that TB is a social disease that affects socially vulnerable and poor populations.

“In 90% of cases, most of them [male TB patients] are smokers.”
Inpatient TB physician, 1.1.1.1, FGD, marz

“Of course, the majority of them are males. | very rarely had smoker female patients.”
Outpatient TB physician, 1.1.1.2, FGD, Yerevan

“Qur patients are specific. They are from jails and other places, mainly males aged 40 to 60
years old. That is why almost everybody smokes.”
Outpatient TB physician, 1.1.1.3, FGD, Yerevan




1.1.2 Importance of quitting among TB patients

The overwhelming majority of the TB physicians consistently agreed on the need for TB
patients to quit smoking. They identified various reasons rationalizing the urgency of smoking
cessation, particularly in case of TB. Improved TB treatment effectiveness and outcomes,
accelerated recovery, and decreased risk of TB relapse were identified as the most common
positive effects of smoking cessation among TB patients, particularly among pulmonary TB
patients. Moreover, a few physicians reported patients' weight gain after quitting as another
health benefit for TB patients that could accelerate the recovery. Some physicians mentioned
other benefits of quitting smoking which were not directly linked to improving TB treatment
outcomes, such as improved general health, less intoxication, improved metabolism and immune

system.

*“...Of course the smoking status affects the treatment process and outcomes. It [smoking]
adversely affects the outcomes making it more difficult to treat patients. Smoking negatively
affects the recurrence, complications, mortality of TB. | have noticed that.”

Outpatient TB physician, 1.1.2.1, IDI, marz

““... [after quitting] the immune system gets stronger, TB treatment process goes faster, and the
recovery process accelerates. The patient also feels better from the psychological
perspective.”

Outpatient TB physician, 1.1.2.2, IDI, marz

“All patients should quit smoking, especially pulmonary TB patients as they receive long-
lasting treatment for six months. When the TB patient smokes, the smoke penetrates into the
lungs. In the meantime, the medication the patient takes reaches the lungs and tries to recover
the wound there. When the patient smokes, the smoke irritates the bronchi, the lungs, causes
cough, which in its turn injures the site of recovery. Of course, smoking hurts the lungs.”
Outpatient TB physician, 1.1.2.3, IDI, marz

*“...Nowadays the prevalence of chronic obstructive pulmonary disease is growing and one of
the causes of the disease is tobacco smoking. Smoking is a big problem for all types of TB,
especially, for pulmonary TB, because the respiratory tract and the tissues are damaged, and
accordingly, the effectiveness of the treatment declines.”

Inpatient TB physician,1.1.2.4, FGD, marz

““I explain them that weight gain is a positive change for TB patients ... and | warn them not to
keep diets™.
Outpatient TB physician,1.1.2.5, FGD, Yerevan

“It will be good if they quit smoking. It depends on them. First of all, intoxication will
diminish. Oxygen will be enough which will change the metabolism.
Outpatient TB physician, 1.1.2.6, FGD, Yerevan




A few TB physicians were skeptical about the link between smoking and TB and the
adverse effects of smoking on the TB treatment process and outcomes. Several comments were
made which demonstrated the physicians’ doubt of this connection, such as the shortage of
statistical data to support the direct effect of smoking and the perception that smoking harms the

body but does not specifically impede the process of TB treatment.

“There must be many cases in order to be able to compare [the benefits of quitting smoking
among patients]”.
Inpatient TB physician, 1.1.2.6, FGD, marz

“If you are asking about TB, | would say that smoking does not have direct effect on TB. It has
an influence on bronchial asthma, cardiovascular disease but not on TB. In general, yes, it
somehow influences TB but not directly.”

Outpatient TB physician, 1.1.2.7, FGD, Yerevan

“I don't think that tobacco use has significant effect on TB treatment outcomes. Patients
receive huge amount of medication that will lead to healing anyway. Obviously, if the lungs
are healthy, the process of recovery will be faster. There are TB treatment regimens and
schemes that treat TB.”

Outpatient TB physicians, 1.1.2.8, IDI, marz

1.1.3 Awareness of smoking cessation methods

In general, TB physicians demonstrated poor knowledge of evidence-based smoking
cessation methods. Many of the respondents mentioned that they are unaware of specific
methods for smoking cessation and in their practice they are inclined to apply only
“psychological” [that is behavioral counselling] methods to convince their patients to quit. Some
respondents listed smoking cessation methods including nicotine replacement therapy (NRT),
(gum and patches), electronic cigarettes and tablets; however, the physicians had doubts about
the effectiveness of these methods. Most of the time, physicians emphasized the role of
willpower in quitting smoking. According to the participants, the formal smoking cessation
methods would only be helpful if the patients were conscious of the problem and had the

willpower to quit.

“No, we are not [aware of smoking cessation methods]... | do not know any method.”
Inpatient TB physician, 1.1.3.1, FGD, marz

*“...0Only psychological [behavioral counseling methods]. The patients themselves should be
prepared to either decrease smoking or quit abruptly”
Outpatient TB physician, 1.1.3.2, FGD, Yerevan




“I have heard that there were some gums but I do not know about their effectiveness. Or
sunflower seeds. There were also gums and Cytisine in the form of tablets....the only method |
know is psychological [behavioral counseling methods].”

Outpatient TB physician, 1.1.3.3, FGD, Yerevan

“I know there were patches to apply to the skin. There are also electronic cigarettes: they
pretend to smoke but do not actually smoke.”

Inpatient TB physician, 1.1.3.4, FGD, marz

“If the patients are not willing to quit, no medications will help.”
Outpatient TB physician, 1.1.3.5, FGD, Yerevan

The vast majority of experts consistently noted that TB physicians did not have the
appropriate knowledge and skills to provide evidence-based tobacco dependence treatment
services to their patients. Additionally, they elaborated that their lack of appropriate skills and
knowledge was a result of the healthcare system which does not value or emphasize the
importance of smoking cessation. Furthermore, some of the experts noted that within the TB
control sphere, the majority of training programs have focused on TB physicians’ TB-related

medical knowledge and did not cover smoking cessation for TB patients.

... TB healthcare providers do not have appropriate knowledge and skills for the provision of
smoking cessation counseling... From the very start, no one places value on smoking
cessation, no one requires TB healthcare providers to provide smoking cessation services, and
thus they are not ready to address this issue. For sure they [TB healthcare providers] have
enough time to provide smoking cessation counseling if needed.”

Expert, 1.1.3.6, IDI, Yerevan

“I think that the skills for providing smoking cessation assistance are weak in the overall
system, not only among TB healthcare providers but also among other healthcare providers.
During their medical education and professional activities physicians do not cover the above
mentioned problem.”

Expert, 1.1.3.7, IDI, Yerevan

“They [TB physicians] do not have skills, because there are no specific educational programs
for them. Specifically, in the frame of the Global Fund grant projects always targeted
pharmacological and medical knowledge/skills purely in a professional sense.”

Expert, 1.1.3.8, IDI, Yerevan




1.2. Attitude regarding smoking cessation

TB physicians’ attitude regarding smoking cessation is presented in two subcategories on
main perspectives that emerged from participants’ responses: opportunity for and threats against
providing smoking cessation services to their TB patients.

1.2.1. Opportunities for providing smoking cessation services to TB patients

According to the TB physicians, TB diagnosis was a key teachable moment when they
could initiate smoking cessation services among their patients. The TB physicians mentioned
that after being diagnosed with TB and admitted to an inpatient TB facility, some patients tend to
quit smoking, yet they were suspicious about the consistency of quitting behavior among those
patients. TB physicians noted that during the continuous patient-provider encounters patients
demonstrated strong trust in TB physicians, which might be used as an opportunity to engage
their patients in smoking cessation counselling.

TB physicians and experts believed that physicians had a significant role in convincing
and motivating their patient to quit. TB physicians and the experts consistently indicated that the
long duration of TB treatment enabled physicians to continuously initiate discussions on
smoking cessation. Moreover, according to one of the experts, provision of tobacco dependence
treatment should be formally integrated into TB healthcare providers’ job responsibilities and be

applied in their daily practice.

“When smokers get infected and become familiar with the disease, after the counseling they
mainly say that they do not smoke since last week. Initially there are many smokers, firstly
because our patients are poor people.”

Outpatient TB physician, 1.2.1.1, FGD, Yerevan

“I do not even believe when they say they quit smoking, it is clear that they will smoke again
and we always smell it”.
Outpatient TB physician, 1.2.1.2, FGD, Yerevan

“I had cases when patients came and said that they had quit smoking right after starting the
TB treatments... Although, they smoked for many years, they quitted smoking when they
started to take the TB medications.”

Inpatient TB physician, 1.2.1.3, FGD, marz

“When the patients are admitted to the hospital, one of the first questions we ask is about bad
habits. And when we talk about smoking, they state that they do not smoke. To the next
question "When did you quit?" they say "It has already been 2 days."

Inpatient TB physician, 1.2.1.4, FGD, marz




“When the patients come to us they expect us to authoritatively dictate how they should
“breathe”. Our role is huge, and we need to tell them what will happen if they continue to
smoke or quit smoking. Our role is to present the complications adequately.”

Outpatient TB physician, 1.2.1.5, FGD, Yerevan

“I have noticed that my patients trust me a lot. This is very important. Patients come and tell
me: “Doctor, | will do whatever you tell me". It is a huge thing”.
Outpatient TB physician, 1.2.1.6, IDI, marz

“The difference between us and other physicians is that we are in contact with our patients for
a very long time. It is not a week or two, this last for months and even longer.”
Inpatient TB physician, 1.2.1.7, FGD, marz

“They [TB healthcare providers] have a significant role in providing smoking cessation
counselling. Moreover, the provision of smoking cessation counselling should be officially
included in TB healthcare providers’ job descriptions, and should be integrated into their
direct routine functions.”

Expert, 1.2.1.8, IDI, Yerevan

...the treatment is long and their interaction with the physician is very long, and they undergo
DOTS every day. Thus, the healthcare provider becomes a person who can have a significant
impact on the TB patient.”

Expert, 1.2.1.9, IDI, Yerevan

1.2.2. Threats for providing smoking cessation services to TB patients

The majority of physicians expressed their concerns about several factors which can
threaten the provision of smoking cessation counseling, including psychological distress which
patients experience upon discovering their diagnosis; anxiety because of the nature of TB
treatment (long duration, fear of infecting others, isolation); withdrawal symptoms and,;
reluctance to accept pharmacological interventions in the scope of TB treatment. Physicians were
deeply concerned about the pharmacological interventions for smoking cessation. Presumed
interaction between smoking cessation and anti-TB medications, patient resistance to take
smoking cessation pharmacotherapy in addition to TB medications, and the possible side effects
of smoking cessation pharmacotherapy were mentioned as major drawbacks of acceptance of
pharmacotherapy for tobacco dependence treatment. Some of the TB physicians did not consider
provision of smoking cessation as their immediate duty and characterized it as a burden.
Following this further, TB physicians believed that tobacco dependence treatment is the
responsibility of other healthcare professionals (e.g. psychologists, epidemiologists, social

workers).
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“Tobacco is a narcotic substance... [after quitting] Patients get depressed, irritated, fight at
home, feel bad, and they also may become hyperactive. | have patients who do not know how
to quit, and they try chewing gum, and eating candy or sunflower seeds. This condition [being
diagnosed with TB] is very difficult and it hampers smoking cessation.”

Outpatient TB physician, 1.2.2.1, IDI, marz

“TB patients are already stressed and depressed, they are scared of infecting their family
members, they visit their relatives less frequently, and the relatives themselves visit them less
frequently. These all have an influence on them and those stressful conditions make them
smoke.”

Outpatient TB physician, 1.2.2.2, FGD, Yerevan

“First, they have TB. Not everyone would say “Oh good, | have TB”, this is a big problem.
Second, they are isolated from their natural environment. These factors lead patients to
continue to smoking or even to start smoking more.”

Inpatient TB physician, 1.2.2.3, FGD, marz

“... [After quitting] they start coughing and complaining: “When we smoke we did not cough
so much”. It seems to me it is more psychological rather than somatic.”
Inpatient TB physician, 1.2.2.4, FGD, marz

“If the [tobacco dependence] treatment is pharmacological, we would not offer it to our
patients. Our patients receive many medications. Even if they have pain, we cannot prescribe
Analgin or Vitamin, they do not want to take it because they take a large amount of
medications.”

Outpatient TB physician, 1.2.2.5, FGD, Yerevan

“It depends on what influence those medications would have. For example, our medications
have many side effects on the liver... on all other organ systems... So, we should know that, in
order not to worsen the condition.”

Outpatient TB physician, 1.2.2.2, FGD, Yerevan

TB physicians were concerned about the interaction between alcohol and anti-TB
medications. The majority noted that they prioritize addressing alcohol intake over quitting
smoking among their TB patients. Furthermore, physicians believed that TB patients faced too
many restrictions throughout TB treatment, therefore, they did not force their patients to quit
smoking. One of the experts supported the idea of not burdening TB patients with an additional

restriction (smoking ban) given that TB patients already experience a lot of stress.

“I had patients who were strictly prohibited to use alcohol alongside their medications They
did not believe me and used alcohol as a result they felt into a coma.”
Outpatient TB physician, 1.2.2.6, FGD, Yerevan

“Do not get into contact with people, do not use alcohol, do not smoke... We have so many
"Do nots™ that we already do not know which one to emphasize. They have so many
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restrictions that they go into psychological shock. If we emphasize quitting smoking so much,
that patient will be in very poor condition™.
Outpatient TB physician, 1.2.2.7, FGD, Yerevan

“If they [TB healthcare providers] had to burden such patients with additional treatment or
speaking to them about lifestyle changes, they would be afraid to irritate or frighten the
patient. In addition to difficult social conditions, these people [TB patients] have other
behavioral problems, such as alcohol and drug abuse. Burdening them with extra tasks makes
their lives even more difficult.”

Expert, 1.2.2.6, IDI, Yerevan

TB physicians were uncertain about TB patients’ readiness to receive tobacco
dependence treatment. The majority of physicians assumed that their patients’ response to the
formal tobacco dependence treatment along with TB treatment would not be positive. Very few
TB physicians projected a positive attitude among patients regarding tobacco dependence
treatment.

They also pointed out several factors that could potentially facilitate acceptance of
tobacco dependence treatment, such as type of medications, patients’ general health condition,

patients’ individual characteristics, and family support.

““Some patients would like to receive tobacco dependence treatment, some would not. We will
know this exactly when we implement it.””
Outpatient TB physician, 1.2.2.8, FGD, Yerevan

“These are patients who will smoke till the last breath. They say "go and let me die, | know
what is going on with me.”
Inpatient TB physician, 1.2.2.9, FGD, marz

“I think patients will react very positively, as the majority want to quit but don’t know how.
Outpatient TB physician, 1.2.2.10, IDI, marz

“It depends on the form of medication - whether those medications are in the form of tablets,
liquids, syrup, or something for injections, especially, for drug resistant TB patients....”
Outpatient TB physician, 1.2.2.11, FGD, Yerevan

“It [acceptance of tobacco dependence treatment] depends on who the patient is. | think that
young patients that don’t have any psychological problems and are comfortable in the family
will agree to take [smoking cessation medications] if the adverse effects of medications are
moderate.”

Outpatient TB physician, 1.2.2.8, FGD, Yerevan
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An interesting finding regarding the peculiarity of tobacco use among female TB patients
emerged while discussing quitting behavior among male and female TB patients. According to
the physicians, smoking female TB patients were less receptive to smoking cessation

interventions because of their weaker willpower as compared with male smokers.

“Males are more compliant and panicky, that is why they quit smoking easier [compared to
women].”

Outpatient TB physician, 1.2.2.12, FGD, Yerevan

“I noticed that smoker women are more depressed. For example, | had a patient who said
that she will die if not smoking. Maybe they reduce smoking a little from 10 cigarettes to 7 or 8
and that is all”

Outpatient TB physician, 1.2.2.13, FGD, Yerevan

*“...1 think quitting smoking is more difficult for women, and the process [of smoking

cessation] is longer. We can ask a male patient to decrease the amount of smoked cigarettes by

half but in case of women it does not work. They continue to smoke as usual, as they wish”
Outpatient TB physician, 1.2.2.12, FGD, Yerevan

1.3. Practice regarding smoking cessation

The category of practice on smoking cessation has been analyzed through ABC approach
that identified three subcategories: A is for Ask, B is for Brief advice, and C is for Cessation
support.

1.3.1. Aisfor Ask

During their routine practice TB physicians usually ask their TB patients’ smoking status
and record their responses in the medical records and e-TB electronic database. After inquiring
smoking status of the patients, some physicians also ask about the duration and amount of
cigarettes smoked per day. Outpatient TB physicians further specified that sometimes they learn

about the smoking status of newly referred patients from e-TB electronic database.

“There is a special area [for smoking status in medical records]. It is written "Yes" or "No"
and we tick it.”

Inpatient TB physician, 1.3.1.1, FGD, marz

“Of course, we ask. We ask about the duration of smoking and daily amount of smoked
cigarettes.

Outpatient TB physician, 1.3.1.2, FGD, Yerevan

““l am just asking if the patient is a smoker or not, and report "yes" or "no", but I am not
asking about the number of smoked cigarettes.”

Inpatient TB physician, 1.3.1.3, FGD, marz
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“When patients come from the hospital [intensive treatment phase], in e-TB forms it is already
written and we have the information about it [smoking status].”
Outpatient TB physician, 1.3.1.4, FGD, Yerevan

1.3.2. B is for Brief advice

After inquiring patients” smoking status, TB physicians often provide advice on smoking
cessation. The overwhelming majority of TB physicians reported that they felt confident while
providing smoking cessation advice to their patients. Most physicians shared their concern that
there was no universal algorithm to discuss smoking with their patients, and each of them had
different approaches. Furthermore, TB physicians added that their patients have very unique
needs and the “explanatory” or “psychological” work should be conducted “softly” to prevent
the TB patients from becoming more depressed. Most physicians noted that when they provide
smoking cessation advice, they emphasize the harmful effect of smoking on the TB treatment
process, the severity of the disease and the possible problems the patient might encounter if they

continue smoking.

“They [TB patients] may say that it is difficult to quit and I explain to all of them that smoking
is very harmful and is a risk factor for this disease [TB]. We also explain that the treatment
process will be difficult and there might be problems in the future.”

Outpatient TB physician, 1.3.2.1, FGD, Yerevan

“We understand how to approach the patient. For one patient you should shout, the other one
needs to be cared for, for the third patient, you should bring examples, for the fourth patient,
you should show his lung's x-ray and explain that the smoking leads to unhealthy conditions.”

Inpatient TB physician, 1.3.2.2, FGD, marz

*“...there is no special algorithm to talk to the patient. | have my approach, the other physician
has hers/his and so on. Our patients are different from each other and that is why everything is
very individual. However, we talk to every patient about the harms of smoking, except those
who have already quitted.”

Inpatient TB physician, 1.3.2.3, FGD, marz
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1.3.3. C s for Cessation support

TB physicians discussed their practices related to their patients” smoking cessation
process. The majority of them commonly spoke about the dominating role of willpower by
stating that patients who are capable of unaided quitting, do it on their own. As of the smoking
cessation assistance, physicians listed several behavioral and psychological techniques they offer
to smoking TB patients. Some of the TB physicians shared that they commonly use “scaring”
strategies to motivate patients to make a quit attempt. For those patients, who are willing to quit
they usually offer behavioral tips (sunflower seeds, chewing gum, candies, etc.) to help them to
cope with the withdrawal symptoms. Some of the physicians advised reduction of the number of

smoked cigarettes especially for those who failed quitting.

“Sometimes we show their x-rays and the patients see those ““holes™, as they used to say, and
it is very impressive.”
Inpatient TB physician, 1.3.3.1, FGD, marz

“There are patients who ask to provide some smoking cessation medications to overcome the
dependence faster. | suggest using sweets, gums [not nicotine] or something else. At that
moment they can chew those gums for 5 to 10 minutes, overcome that situation and forget
about smoking or skip next several cigarettes. That is also an option.”

Outpatient TB physician, 1.3.3.2, FGD, Yerevan

“When | examine the patients’ lungs | tell: "What a good lungs do you have but unfortunately
you smoke and | feel that something is wrong with them.” Patient replies that he/she tried to
quit. I recommend to try again for a month and tell that I will examine the lungs again to see if
cessation helps. Of course it is not a reality but some people believe.”

Inpatient TB physician, 1.3.3.3, IDI, marz

“We can just scare them, some of them will be scared and will quit, and some will not. But I
do not believe that when facing a stressful situation they will refrain from smoking.”
Outpatient TB physician, 1.3.3.4, FGD, Yerevan

“| tell the younger patients, older ones as well, to decrease the amount of smoked cigarettes.
They say that they cannot decrease smoking and | advise them to quit abruptly. | heard that
there are people who abruptly quitted smoking by willpower, but there are also people who
failed.”

Outpatient TB physician, 1.3.3.5, FGD, Yerevan

“If the patient smokes 20 cigarettes per day, | advise to reduce it to 6...1 tell the patients that
any type of treatment is less effective if the patient smokes... especially TB treatment. If the
patient tells that he/she can't quit smoking I still continue to talk about harms of smoking for
several minutes. But the patient replies that he/she knows that perfectly but is unable to quit.”
Inpatient TB physician, 1.3.3.6, IDI, marz
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The overwhelming majority of TB physicians commonly reported that they did not
prescribe smoking cessation medication to their patients. The most cited reasons for that were
lack of knowledge and experience on tobacco dependence treatment, possible interaction with
TB medication, and uncertainty about the effectiveness of smoking cessation drugs. Moreover,
the TB physicians noted that their patients were reluctant to receive additional medication and
had never asked for those medications. Absence of formal tobacco dependence treatment
protocols for TB patients approved by the NTCC and the Ministry of Health (MOH) was
mentioned as a major factor impeding physicians in providing pharmaceutical treatment for

tobacco dependence interventions.

*“... I don't know how those medications will interact with TB treatment. These medications
for tobacco dependence treatment may harm patients even more. This is why it is better for
patient to continue smoking rather quitting.”

Inpatient TB physician, 1.3.3.7, IDI, marz

“First of all, we do not have any information about these medications [for smoking cessation]
and we are unaware of their side effects. This is why we don’t prescribe them to our patients.
We do not have that practice. We do not know the side effects of those medications in general
and for TB patients in particular.”

Outpatient TB physician, 1.3.3.8, FGD, Yerevan

“I don’t prescribe medication [for smoking cessation] as there are no effective medications. |

have tried some, | tried Cytisine, dig the internet but there was no effect. My relatives, my

husband tried some, but the medications were not effective that is why | am not confident.”
Inpatient TB physician, 1.3.3.9, IDI, marz

“They [patients] never asked for smoking cessation medications.”
Outpatient TB physician, 1.3.3.10, FGD, Yerevan0

“It should be included in the [TB treatment] scheme [approved by the NTCC and MOH]. For
each patient we have schemes separately. We need to include smoking cessation medications
there for those smokers, who would not be able to quit smoking by psychological interventions
or on his/her own. Otherwise, we cannot prescribe the medications.”

Outpatient TB physician, 1.3.3.8, FGD, Yerevan
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2. Establishment of smoke-free environments in TB healthcare facilities

Three major categories that emerged from the data to characterize the needs and
importance of establishment of smoke-free environment in TB facilities were the following:
attitude towards smoke-free environments, implemented interventions to ban smoking in TB
facilities, and actions needed to improve the effectiveness of smoking ban.

2.1. Attitude towards smoke-free environments

All TB physicians expressed positive attitude towards the idea of establishing smoke-free
environment in public places, including TB facilities. They listed several benefits of having
smoke-free environments in TB healthcare settings, including positive image of the facility,
promotion of non-smoking culture, helping patients to smoke less and/or to make a quit attempt.

However, some of them doubted about success on having complete smoke-free environment.

“Smoking should be prohibited everywhere. Smoking should not be allowed in public places
such as shops, polyclinics, etc. where people come and go, It should be allowed only in special
outdoor places.”

Outpatient TB physician, 2.1.1, FGD, Yerevan

| definitely support the idea of establishing smoke-free environments. I think agitation of
smoking cessation should be a norm both within and outside of a healthcare setting.
Outpatient TB physician, 2.1.2, IDI, marz

Smoke-free environments positively affect the healthcare facility. If the patient enters the

hospital and knows that in the hospital it is not allowed to smoke, it triggers patients to at least

smoke less. Refraining from smoking even in the hospital is a positive aspect for the patient.
Outpatient TB physician, 2.1.3, IDI, marz

It’s not only about image, but also it [being smoke-free environment] creates the culture that
in this hospital smoking is banned.

Expert, 2.1.4, IDI, Yerevan

“Yes, we all agree [with the smoke-free environments] but it is impossible to reach such
[100% smoke-free] results.”

Inpatient TB physician, 2.1.5, IDI, marz

2.2. Implemented interventions to ban smoking in TB facilities
The majority of TB physicians were excited to mention that they have smoke-free
environments established in their TB facilities. The TB physicians commonly shared the idea
that their patients cannot smoke inside the facility rather they should go outside. A few TB
physicians reported that in the psychiatric TB department of the NTCC patients smoke inside the

department and they did not think it was realistic to ensure smoking ban there because of the
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patients’” mental conditions. Some of them were also uncertain about smoking restriction in the
penitentiary hospital. While discussing smoking practice among the personnel, TB physicians
mentioned that majority of TB healthcare providers are females and they do not smoke. The
successful implementation of smoke-free policy in TB healthcare facilities was supported by
several experts, who mentioned that indoor smoking was prohibited and that smoke-free

environments were enforced by administration.

“We are happy that we have a smoke-free hospital now.”
Inpatient TB physician, 2.2.1, IDI, marz

“Patients can go to smoke out of the facility but not inside.”
Outpatient TB physician, 2.2.2, FGD, Yerevan

“Of course, if patients want to smoke they go out."
Inpatient TB physician, 2.2.3, FGD, marz

“The majority of our physicians are women and they do not smoke as it is shameful for women
in our region. In our region we don't have smoking women. The ban mostly concerns men. We
tell them that if they smoke they will be financially penalized.”

Inpatient TB physician, 2.2.4, IDI, marz

“Qur colleagues are mainly women and 90% of them do not smoke. Maybe some physicians
informally smoke.”
Outpatient TB physician, 2.2.5, FGD, Yerevan

““I do believe that the administration of the Republican TB Dispensary ensures "smoke free"
environment even from Soviet Union times. But if I am not mistaken, the Republican TB
Dispensary has different departments, and | do not know for sure about other departments that
are not under the Republican TB Dispensary, for instance, the Penitentiary department.”
Expert, 2.2.6, IDI, Yerevan

“Patients from other departments smoke only outside of the facility. We have yard view
windows and | noticed that even our employees go to smoke at that place which is allocated
for smoking. My patients [psychiatric patients] cannot go there...they smoke inside the
hospital. At some hours of the day we take them for a walk and they smoke outside, but during
the day our windows and doors (besides entrance door) are always open. ...Because they
smoke we have to open the windows and doors not to harm non-smokers. We at least ask them
to smoke near the windows.”

Inpatient TB physician, 2.2.7, FGD, marz

“Yesterday | was in TB hospital, and saw people smoking in the yard. I did not meet any
smoker inside the hospital; | did not see any smoker physician also. In TB healthcare facilities
medical personnel wear masks, which means that there is no way to smoke inside [TB
healthcare facility].

Expert, 2.2.8, IDI, Yerevan
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Respondents presented several interventions that have been implemented in TB facilities
to ban indoor smoking, e.g. posting of “No smoking” signs, written warnings stating that
smoking is prohibited, designation of smoking areas in some TB facilities, posting of pictures of
lungs damaged by the smoke, and warnings on financial penalties in case of smoking. Some TB
physicians stated that smoking ban had been enforced by managers of the respective TB facilities
through round-table discussions, directives and other methods. Some of the TB physicians
recalled cases when they employed extreme measures to ban smoking inside inpatient healthcare
facilities. In contrast to this, there were physicians who could not recall any specific action that
had been implemented in their TB facilities for banning smoking and establishing smoke-free
environments. Infection control measures, like wearing masks, were mentioned as factor that

facilitates the implementation of smoke-free policy in TB healthcare settings.

“We have written warnings on the walls that smoking is prohibited.”
Outpatient TB physician, 2.2.9, FGD, Yerevan

“We have a sign and note in our facility that smoking is prohibited.”
Outpatient TB physician, 2.2.10, FGD, Yerevan

“The fine for smoking is 20 000 drams.”
Inpatient TB physician, 2.2.11, FGD, marz

“We have directives from the managerial staff. Non-smoking signs and information on fines
for smoking are posted everywhere in all the departments.”
Inpatient TB physician, 2.2.12, FGD, marz

“We even discharged a patient [for smoking]. | had 2 patients who were discharged from the

hospital as a punishment, but the next day we had to readmit them because the infection is

more dangerous for the environment than smoking. There was no alternative option.”
Inpatient TB physician, 2.2.13, FGD, marz

“In the upper floors there are signs and people know that smoking is allowed only in allocated
places in the corridors, near the windows.”
Outpatient TB physician, 2.2.10, FGD, Yerevan

“There were no special interventions, only discussions, explanations.”
Outpatient TB physician, 2.2.14, FGD, Yerevan

“It is strictly prohibited to smoke inside the department. | can't tell what specific actions are
implemented by the administration. Maybe there are some posters displayed, | don't know. |
haven’t encountered a specific strategy to ban smoking in the healthcare facility. I just know
that it is prohibited to smoke, that is it.”

Inpatient TB physician, 2.2.18, IDI, marz
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2.3. Actions needed to improve the effectiveness of smoking ban

The majority of TB physicians were satisfied with the level of implementation of smoke-
free policy in TB healthcare facilities and stated that no more actions were needed in this regard.
Meanwhile some of them outlined several directions of actions, such as distribution of patient
educational and video materials, implementation of financial penalties, as one of the most
effective means for further enforcement of the smoking ban. One of the respondents from the
largest inpatient TB facility shared their experience of having built-in alarm system to detect
smoke in some patients’ rooms and recommended having those systems incorporated in all TB
healthcare facilities to foster effective enforcement of the smoking ban. According to the TB
physicians everyone, including administration members, heads of departments, and TB
physicians, should be responsible for implementing and enforcing smoke-free ban in their TB

facilities.

“I think, whatever is done is enough. | cannot imagine what else could be done.”
Inpatient TB physician, 2.3.1, FGD, marz

“The same actions should be continued and be implemented even frequently. In fact, the
actions are implemented and we don’t have flaws with that regards.”
Inpatient TB physician, 2.3.2, IDI, marz

“Maybe we need didactic materials, for example, some interesting pictures. Those materials
should be freely available for patients so they could take them if they want.”
Outpatient TB physician, 2.3.3, FGD, Yerevan

“I noticed that almost in all TB patients’ rooms there are TVs. It would be good if once a week
we could play a video or seminar [about smoking and smoke-free policy].”
Inpatient TB physician, 2.3.4, FGD, marz

““I would like to have brochures to give them to patients. I think reading is more informative.”
Inpatient TB physician, 2.3.5, FGD, marz

“To increase the effectiveness | guess posters should be displayed describing what happens
with the body because of smoking, and video materials should be displayed to show the
positive consequences of smoking cessation.”

Inpatient TB physician, 2.3.6, IDI, marz

“The most important measures are fines.”
Inpatient TB physician, 2.3.7, FGD, Yerevan

“We are trying to ensure smoking ban in the hospital as much as we can...In some of patients’
rooms we have fire alarms that is smoke sensitive device. Fire alarms keep the patients away
of smoking. As the renovation of the hospital is still in progress and, not all patients' rooms
are equipped with fire alarms yet.”
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Expert, 2.3.8, IDI, Yerevan

“Directors of the organizations [are responsible for these actions].”
Outpatient TB physician, 2.3.9, FGD, Yerevan

“Hmmm. | think administration, heads of the departments, physicians and other healthcare
providers are responsible for implementing actions.”
Inpatient TB physician, 2.3.10, IDI, marz

“Actions implemented towards smoking prohibition are effective. There are no problems. |
think there is no specific person who should be responsible; rather all of us are responsible.”
Inpatient TB physician, 2.3.11, IDI, marz

3. Management support to implement tobacco control activities into TB treatment

The major categories identified from this theme are joint TB and tobacco policy, training
on tobacco control activities for TB patients, monitoring and evaluation of joint TB and tobacco
control interventions.

3.1. Joint TB and tobacco policy

TB physicians did not discuss any existing policy or regulation that guided joint TB and
tobacco control activities in Armenia. The experts confirmed the absence of such regulations in
Armenia. One of the experts clarified this situation and explained that two different divisions of
MOH deal with TB control and tobacco control issues.

While discussing future actions on strengthening tobacco control activities in TB
management process, the majority of TB physicians highlighted the need for integrating smoking
cessation interventions into TB care. TB physicians recommended formalizing provision of
tobacco dependence treatment to TB patients through its integration into NTCC approved TB
treatment schemes. They also suggested to pilot a small scale program in the NTCC inpatient
care department to check the effectiveness of joint TB and tobacco dependence treatment and ask
TB patients’” opinion on this matter. Following this further, the study participants identified
several organizations that could be responsible for developing and implementing policies and
joint actions. One of the experts highlighted the necessity of developing policies for the whole

healthcare system in general and not targeting only TB control sphere.

“The whole problem is that one of the subdivisions of MOH deals with TB issues, meanwhile,
another subdivision is responsible for Tobacco Control issues. The Public Health department
of the MOH and the National Institute of Health (I am not sure about its involvement) are
responsible for Tobacco Control issues), while TB deals with Health State Inspectorate,
NTCC. Some joint work is needed.”
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Expert, 3.1.1, IDI, Yerevan

“The MOH should confirm the inclusion of tobacco dependence treatment in TB treatment
schemes.”
Outpatient TB physician, 3.1.2, FGD, Yerevan

“First, we should pilot it [joint TB and Tobacco program] and gain some experience.
Afterwards, we will see how it works. We need to train physicians and implement it [tobacco
dependence treatment into TB care] and see whether it is effective.”

Outpatient TB physician, 3.1.3, FGD, Yerevan

“The tobacco dependence treatment among TB patients can be initiated... as a pilot program
in the Abovyan inpatient unit to see whether it will be effective or not. It is also possible to try
to approach patients and ask whether they will be interested in simultaneous tobacco
dependence treatment. A new department can be developed where such TB patients will be
treated thus the effectiveness of the program could be measured.”

Outpatient TB physician, 3.1.4, IDI, marz

“Joint TB and Tobacco control programs and policies can be developed by Ministry of

Health, National Institute of Health and National Tuberculosis Control Center. | would also

mention about American University of Armenia and Yerevan State Medical University.”
Expert, 3.1.5, IDI, Yerevan

“In general any particular healthcare facility needs to have development plan, its' strategy,
policy. I think in its internal regulations definitely should be provisions of smoke free
environments.”

Expert, 3.1.6, IDI, Yerevan

3.2. Training on tobacco control activities for TB patients

The majority of study participants reported about the absence of trainings on knowledge
and skills needed to perform tobacco control activities during TB treatment, including tobacco
dependence treatment and establishment of smoke-free environments in TB healthcare settings.

Physicians’ attitude towards possibility of enhancing their knowledge in the field of
tobacco control was not certain across all physicians that participated in the study. Some of the
participants expressed strong willingness and need to learn new practices related to tobacco
dependence treatment through participation in trainings and later applying new knowledge into
their practice. Following this further, one of the experts suggested to include tobacco dependence
treatment into formal medical education. However, a few TB physicians were not sure if
trainings were needed and had several reasons for being unwilling to participate in trainings. The

most common reasons reported were perceived irrelevance of tobacco dependence treatment to
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TB physicians’ core activities (TB diagnosis and treatment), lack of time, and technical and

personal issues.

*“... we have never been taught on dependence treatment, we had no such trainings, we do not
know the details.”
Outpatient TB physician, 3.2.1, FGD, Yerevan

“Educating physicians is one of the proven way to combat smoking.”
Expert, 3.2.2, IDI, Yerevan

“Yes, with great pleasure [will participate in the training]. I like learning and I have not
learnt new things way back.”
Outpatient TB physician, 3.2.3, IDI, marz

“Having a training module on smoking cessation intervention could be helpful. Instead of a
training program, it would be better to have a reading material distributed to everybody. |
would read that and try to implement.”

Outpatient TB physician, 3.2.4, IDI, marz

“...1 know a method trough which I advise my patients or others [to quit smoking], but | know
only this method. If | knew another method I would use different approaches.”
Inpatient TB physician, 3.2.5, FGD, marz

“In order to improve TB healthcare providers' knowledge and skills on tobacco dependence
treatment, educational programs should be implemented in their curriculum. It should be
included in residency curriculum as well as should be continued in post graduate education.
Knowledge on medications and counselling skills acquired during residency cannot stay with
you for a long period, it should be updated.”

Expert, 3.2.6, IDI, Yerevan

“I would not go for such training because I think it is not my business, considering that |
cannot address this issue as a specialist. Shoemaker should sew shoe.”
Inpatient TB physician, 3.2.7, FGD, marz

“For that [provision of tobacco dependence treatment] you should have few patients, in that
case you would have more time for each patient, accordingly, you could provide assistance.
But, for example, if you have 16 patients and half of them are severe patients and you have to
do everything to help those patients to overcome that situation, you just will not have enough
time for other responsibilities.”

Inpatient TB physician, 3.2.8, FGD, marz

“If we had a well-paid and easier job which would make us to feel good... just as a hobby,
from humanitarian point of view, we would help people [to quit smoking], why not, everybody
would do that, but we go home exhausted and cannot even manage to prepare something to
eat for our family... what to say about participating in trainings.”

Inpatient TB physician, 3.2.9, FGD, marz
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TB physicians’ expectations from the tobacco dependence treatment trainings were
grouped into two major categories: learning and organizational. While discussing the learning
expectation, TB physicians highlighted the need to gain knowledge on dependence treatment
methods in general. They were interested to learn both psychological and pharmaceutical
approaches to tobacco dependence treatment, including international experience. Some of them
were interested in learning about the potential interaction between tobacco dependence treatment
pharmacotherapy with TB medications. The majority of TB physicians emphasized that the
training content should be practical, useful and applicable to their daily practice.

“I am interested in general, how psychological rather than pharmacological support is
provided.”
Outpatient TB physician, 3.2.10, FGD, Yerevan

“I would like to learn new approaches, new equipment, new medications, new treatment
schemes, psychological methods. | would love to learn anything and apply it into practice.”
Outpatient TB physician, 3.2.11, IDI, marz

“I am interested in psychological methods and their usage. | rather trust those methods than
medications.”
Inpatient TB physician, 3.2.12, FGD, marz

“I would like to learn not only about tobacco dependence but the treatment of dependence in
general.”
Outpatient TB physician, 3.2.10, FGD, Yerevan

“It is interesting to learn about foreign experience regarding smoking cessation. If we were
informed enough about smoking cessation methods maybe we would use them in our daily
practice.”

Inpatient TB physician, 3.2.13, FGD, marz

“Received knowledge should be practical, in order to have something real to talk and explain
to patients.”
Outpatient TB physician, 3.2.14, FGD, Yerevan

“The patients take at least 4 medications, later it becomes 2. And we should know how those
smoking cessation medications interact with each of them and what side effects could occur.
We need to be prepared on what to expect.”

Outpatient TB physician, 3.2.15, FGD, Yerevan

While discussing the organizational issues such as training duration, site, and the trainers,
the majority of TB physicians agreed that the optimal duration of the training should be up to 4
days. Participants shared different preferences regarding the settings; some of them preferred

their polyclinics, others would like to participate in trainings organized at the AUA. Importantly,
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some of the TB physicians from remote areas stated that they would prefer to host the training in
their premises rather than to travel to Yerevan. When discussing who should lead the training,
they listed psychologists, trained tobacco dependence treatment specialists, biologists, indicating
that having past smoker as a trainer would be advantageous. One of the experts stressed the
importance of Continuous Medical Education (CME) credits which might serve as a motivator

for participation in the trainings.

“It [training] can take from 1 to 3 days, it depends on the volume of information to be
provided.”
Outpatient TB physician, 3.2.16, FGD, Yerevan

“In general, training programs lasting more than 1 week become more difficult, though any
duration of program would work for me... | have been in the American University of Armenia
and | liked it. Any similar place might be good for organizing the training.”

Outpatient TB physician, 3.2.17, IDI, marz

“I would like those seminars and trainings be organized in our hospital. We would not be
distracted from our work and all the physicians would be able to participate. | think that
would be a better option.”

Inpatient TB physician, 3.2.18, FGD, marz

“The closer the program will be organized to us the better, so we will not go to Yerevan.”
Outpatient TB physician, 3.2.19, IDI, marz

“The trainer should be a psychologist.”
Outpatient TB physician, 3.2.20, FGD, Yerevan

“...1 think they [trainers] should be former smokers. Those persons would be able to share
their experience.”
Inpatient TB physician, 3.2.21, FGD, marz

“Several professionals should teach. For example, general things could be explained by
narcologist, biologist, and some other professionals.”
Outpatient TB physician, 3.2.22, FGD, Yerevan

I think the trainer should be a physician. I am not sure if there is a specialist for tobacco
dependence treatment in Armenia? | don’t think there is one. Of course, that would be great to
have such a professional as a trainer.

Outpatient TB physician, 3.2.17, IDI, marz

I think that TB healthcare providers would like to participate in trainings as frequently they
encounter a problem with acquiring continues medical education (CEM) credits.

Expert, 3.2.23, IDI, Yerevan
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3.3. Monitoring and evaluation of joint TB and tobacco control interventions

TB physicians shared their experience of documenting patients’ smoking status in the
medical records and e-TB electronic database. According to them inpatient medical record forms
have a special area for recording smoking status, while outpatient medical records for regular TB
patients miss that space. Inpatient TB physicians highlighted that they also report smoking status
of their patients in the e-TB electronic database, which was later transferred to outpatient TB
physicians along with the TB patients’ referral. TB physicians also mentioned that during
patients’ initial counselling, they were collecting smoking-related information, including the age
when a patient started to smoke and the number of cigarettes smoked, but verbally without
documenting it. Some TB physicians stated that they recorded these details in a narrative form.
However, in case of DR-TB, they were also documenting the smoking-related information in the
DR program enrollment forms.

However, several experts clarified that the collected information on smoking status,
duration and amount of cigarettes smoked per day were not used for the monitoring and

evaluation purposes as there were no relevant indicators developed.

“Ambulatory medical records do not have an area for documenting smoking status.”
Inpatient TB physician, 3.3.1, FGD, marz

“In e-TB program, when they [TB patients] come from the hospital, the number of smoked
cigarettes [per day] is written. In the paper forms [medical records], we do not have space for
that [number of smoked cigarettes], only for drug resistant TB patients we have such a space [in
DR program enrollment form].”

Outpatient TB physician, 3.3.2, FGD, Yerevan

“Current medical records for drug resistant TB patients were implemented as a new program
which came from abroad. These forms include very detailed information, which is normal for
TB.’,

Outpatient TB physician, 3.3.3, FGD, Yerevan

““l even ask at what age they started to smoke. There is no area for this information in medical
records, but I write it in the anamnesis [medical history] of patients.”
Inpatient TB physician, 3.3.4, FGD, marz

“I document that the patient is a smoker in the section of ‘bad habits’. But | don't write the
number of cigarettes smoked per day. | just ask them verbally.”
Outpatient TB physician, 3.3.5, IDI, marz

“There are no indicators for monitoring and evaluating the tobacco control activities within the
TB control program.”
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Expert, 3.3.6, IDI, Yerevan

“As far as | know we do not have tobacco related indicators for TB patients.”
Expert, 3.3.7, IDI, Yerevan

“I do not know about any indicators for monitoring TB and tobacco interventions.”
Expert, 3.3.8, IDI, Yerevan
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CONCLUSIONS/ RECOMMENDATIONS

Based on the study findings the research team came up with the following conclusions and

recommendations:

1. Provision of tobacco dependence treatment to TB patients

Knowledge about smoking cessation

TB physicians acknowledged tobacco use as a major problem for their TB patients,
especially among the male population.
TB physicians identified improved TB treatment effectiveness and outcomes, accelerated
recovery, and decreased risk of TB relapse as the most common positive effects of
smoking cessation among TB patients.
TB physicians’ demonstrated poor knowledge of evidence-based smoking cessation
methods and emphasized the role of willpower in quitting smoking.

0 Experts noted that TB physicians’ lack of appropriate knowledge and skills was a

result of the overall healthcare system which did not value or emphasize the

importance of smoking cessation.

Attitude towards smoking cessation

TB diagnosis itself, continuous/regular patient-provider encounters, strong trust in
physicians, and physicians’ perceived significant role in treating TB patients were
identified as opportunities to engage the TB patients in smoking cessation counseling.
TB physicians identified several factors that threatened the provision of smoking
cessation counseling, including psychological distress which patients experience upon
discovering their diagnosis, anxiety because of the nature of TB treatment (long duration,
fear of infecting others, isolation), withdrawal symptoms, and reluctance to accept
pharmacological interventions in during the TB treatment.

0 TB physicians prioritized addressing alcohol intake over quitting smoking among

their TB patients because of interaction between alcohol and anti-TB medications.

Practice related to smoking cessation

(ABC approach — A for Ask, B for Brief advice and C for Cessation support)

TB physicians reported that during their routine practice they usually asked their TB
patients’ smoking status and recorded the responses in the medical records and e-TB
electronic database.
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TB physicians usually advised their patients to quit smoking. However, TB physicians
stated that there was no universal algorithm according to which to discuss smoking with
their patients, and each of them utilized different approaches.

TB physicians believed that their patients had unique needs and they offered various
behavioral and psychological techniques to help them to quit smoking:

0 “Scaring” strategies to motivate.

0 Use of sunflower seeds, chewing gum, candies, etc. to assist.

TB physicians commonly reported that they did not prescribe smoking cessation
medication to their patients.

o Lack of knowledge and experience on tobacco dependence treatment, possible
interaction of pharmacotherapy with TB medication, and uncertainty about the
effectiveness of smoking cessation drugs were the most cited reasons for not
prescribing pharmacotherapy.

Establishment of smoke-free healthcare settings
TB physicians expressed positive attitude towards smoke-free environments in public
places, including TB facilities.

0 TB physicians listed interventions implemented in their facilities to ban in-door
smoking: “No smoking” signs, written warnings stating that smoking was
prohibited, designation of smoking areas in mentioned TB facilities, posting of
pictures of lungs damaged by the smoke, and warning on financial penalties in
case of smoking.

TB physicians and experts agreed that smoke-free policy was implemented in TB
facilities.

0 TB physicians were satisfied with the level of implementation of smoke-free
policy in their TB facilities and mentioned that no additional actions were needed.

o0 TB physicians outlined several directions of actions for effective enforcement of
the smoking ban: distribution of educational and video materials to TB patients,
implementation of fines, and incorporation of built-in alarm systems in TB

facilities.
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= Administration members, heads of departments, and TB physicians were
identified as responsible persons in charge for implementing and enforcing
smoke-free ban.
Managerial support for integration of tobacco control into TB care
TB physicians and experts confirmed that there was no existing policy or regulation that
would guide joint TB and tobacco control activities in Armenia.
TB physicians and experts discussed the need of integrating tobacco dependence
treatment into TB treatment schemes.

0 There was a suggestion to pilot a small scale program in the NTCC to check the
effectiveness of joint TB and tobacco dependence treatment program.

0 TB physicians believed that MOH, NTCC, AUA, and Yerevan State Medical
University were responsible organizations for joint TB and tobacco control
activities.

TB physicians and experts reported on the absence of trainings that could help to perform
tobacco control activities during TB treatment.

0 TB physicians willing to participate in tobacco dependence treatment training
expressed several learning expectations: to learn psychological, pharmaceutical
approaches, as well as possible drug interaction between NRT and TB
medications.

o Perceived irrelevance of tobacco dependence treatment to TB physicians’ core
activities (TB diagnosis and treatment), lack of time, and technical and personal
issues were the most cited reasons for not participating in tobacco dependence
treatment trainings.

TB physicians reported that they usually document TB patients’ smoking status in the
medical charts and e-TB electronic database.

o The inpatient TB medical records contain a special area where the TB patients’
smoking status should be recorded.

0 The outpatient TB medical records do not have a designated space where the
smoking status should be recorded.

0 Drug resistant (DRTB) patients’ medical records require to record more detailed
information on DRTB patients’ smoking behavior.
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e Experts mentioned that no monitoring and evaluation was performed to track the trends

of tobacco use among TB patients.

The research team developed several recommendations for strengthening the existing and
for developing new actions for joint TB and tobacco control efforts.

e To compare the findings of the qualitative study against the international evidence-based
recommendations for joint TB and tobacco control activities.

e To establish a nationwide healthcare professional partnership between the National TB
Control Center and the National Tobacco Control Program.

0 Prepare a policy paper to provide guidance to managers of national TB and
Tobacco control programs to plan and implement joint tobacco control activities
within the framework of the existing and evolving TB strategies.

o Develop technical and operational policies for the identification, reporting of
smokers and treatment of tobacco dependence among TB patients in primary
health care settings and in TB facilities providing inpatient care.

e Build smoking cessation capacity among TB healthcare providers through development
and implementation of smoking cessation training on patient counseling and treatment of
tobacco dependence for healthcare providers.

e Develop capacity for enforcing a policy of smoke-free environments for all facilities

where outpatient and inpatient services are delivered to TB suspects and TB patients
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TABLES

Table 1. Demographic characteristics of study participants

CHARACTERISTICS

N (%)

Age (years), mean (range)
Gender

Place of work

Current smoking status

Working years as TB physician, mean (range)

Previous participation in smoking cessation training

Male
Female

Yerevan
Marzes

Smoker
Non-smoker

Yes
No

53.43 (27-70)

2 (9.5)

19 (90.5)
Inpatient  Outpatient
1(4.8) 8 (38.1)

10 (47.6%) 2 (9.5)

3 (14.3)
18 (85.7)
22.57 (3-41)

1(4.8)
20 (95.2)
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APPENDICES

Appendix 1. Interview guide for in-depth interviews with experts
(English and Armenian versions)

Questions related to joint TB and tobacco control practice

1. What tobacco control measures are implemented in TB care in Armenia?
a. Are there any existing policies or regulations on this issue?
2. What is the role of TB healthcare providers in providing smoking cessation counseling to
TB patients?
3. To what extent TB healthcare providers are engaged in promoting and assisting smoking
cessation among TB patients?
4. How do TB physicians report the patients smoking status and/or whether provided
consultation in the medical records?
a. What information do medical records contain on smoking related issues?
5. What is your opinion about TB healthcare providers’ knowledge and skills for provision
of smoking cessation counseling?
6. What barriers do TB physicians face for providing smoking cessation counseling?
a. Do they have enough time? Patients’ motivation? Available resources?
7. What indicators do you know/use for monitoring and evaluating the tobacco control
activities within the TB control program?

Questions related to training needs

8. How the knowledge and skills on tobacco dependence treatment among TB physicians
can be improved?
9. Is there a need for course/training on smoking cessation counseling for TB specialists?
Why? Why not?
a. What would be the main obstacles? How we can minimize the barriers? What
would help to make it easier/faster? To what extent those trainings will be helpful
for TB healthcare providers in helping their patients to quit?

Question on smoke-free environments

10. What do you think about smoke-free policy in healthcare settings?
a. What are the benefits of smoke-free environments?
b. How being a “Smoke free” environment affects the Hospital image in the
community?
11. To what extend the smoking ban is implemented in TB healthcare facilities?
a. What actions are taken when staff members/patients smoke inside the settings
(verbal warnings, disciplinary actions)?
12. In the recent years what interventions were implemented for banning smoking inside the
health facility?
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a. Isthere a person assigned to coordinate these interventions?
b. What system and materials (sign, documentation, etc.) were developed and
integrated for policy implementation.
c. Were those interventions successful? Why? How?
13. What should be done to make smoking prohibition effective in inpatient/outpatients TB
healthcare settings?
a. What are the steps and who should do them?

Questions on future actions

14. How could Armenia strengthen its tobacco control policies?
15. What kind of joint programs/projects/activities could be implemented to resolve the
problem of TB and tobacco in Armenia?
16. What institutions and policy makers are responsible for developing such kind of joint
programs and policies?
17. How international standards and evidence-based recommendations can be applied in
Armenia to promote joint actions on Tobacco and TB control?
a. How we can implement best international practice in Armenia?
b. What would be the main obstacles during the implementation?
c. What are the steps that will help to overcome those obstacles?

Other questions

18. Please describe the ways how tobacco products and industry influences are banned in TB

healthcare facilities.
19. Is there any other information regarding this topic you would like to add?
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®dnpdwghnitph htnn muhwnuljut hwpguqpnygh ninkgnyg

Tuyp Ywpnn
Uduwphy dwud
‘Lhpudnipinit

‘Luyunuly: tnip hpwdhpdws Ep dwutimlglijnt wju hwipguqpnight, putth np
hwunhuwtnud tp SF/sawjuninh nbd yuwjpwph ninpunh wnwewnwp
dwubwgbw/thnpdwgbn: Ujuopdw dbp hwinhydwb tyuwnwljt k swunpwbtu) SE L
Shuwpuninh id hwdwwntn wuypwph Ykpupkpyu) QEp Uninkgdwtp, wnlju
pumupuljuinipjutp, juk) 2tp Jupshpp sjuhg wqun dhgwuyptph, SE pdholjutph
hwdwp sluwfuninuyhtt jupugwbdnipjut pniddwt Ykpupbpyu) nuuptpugh
wuhpwdbonnpiui b SF/ Sjpwuninp nbd hwdwwnbn ywuwjpwpht ninnusd hinwqu
gnpoénnnipjniutph yhpwpbpyuy:

Qununihnipnii: tp Ynndhg npudunpdus nknkjuwnynipniup jywhywidh
qunuuh b §hpunyh dhuytt hblnwgnunujut tyuwnwlutpny: Uhwjt wdthnthyws
njuubpp Jubphuywugykt yEpetwljut qhlnygnud:

Qbp dwutwljgnipiniut wju hwpguqpnyghtt judwynp k: Fnip hpuynip nikip
nunuptgubk] hwpguqpnygp, Epp guijubiup, b nu ny Uh puguuwljus hEnbwp sh
niubtw QEp wouwnwph Ypu:

Cupuguljupg: Uju hupguqpnygp nibiknt £ dninwynpuytu 30-hg 45 pnyk:
Uklip Ygpunkip b 2bp poypundnipudp bwl jauwyiugpbip hwinhynidp hudngwus
1hubnt hwdwnp, np ny vh uplnp hudnpldwughw pug skup ponky:

Qbp dwutwljgnipinit wju hwpguqpnyght sh twppwnbunid npbk wdhgwljwt
ogninn jud Juwu, vwluyt Ep wulind wunwupiwbttpp swihwquig jupbnp Bu dkq
hwdwp b juyuwuwnbkt wyu Spwugph pupthwenn qupqugdwut nt ubppypdwiin:

Yuipn' kup uljuly:
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U.. Zuyuuunuinid SB-h b $jpwjuninh il hwdwwntn wuypwph JEpwpkpyu) hwpgtp

1. Opuunuh nhd wuypuph bty thongunnudikp b ikpypyl) Zuyuunmbnd SR
pniddwt gnpoépupwugnid:
w) Uju hupgh JEpupbpjuy qninipinil ik T wpnynp punupulwbnipindl Gun/
Jubnbwlupglp:

2. Qtp Jupshpmy, n'ph k SA pnidwppiunnnnh nlpp Swuniughl juihn]uwdnipjui
pniddwt gnpoépupwugnid:

3.  Qp Yupshpny, Zujuuinubind nppwing k SA pnidwsunnnp tkpgpudws SR
hhJwunubtph opowtnid Sfuwjuninuyhtt jujugwsnipju pniddwt ppwtdwt b
wowljgnipjut gnpépupwugnid:

4. Ujupugphp punpoud b, ph SR pnidwopiunnnnibph hisyk v ki wpdwbwgpnid
hhyutnh spubjnt jupquyhfwlp b/jud btpwb npudwunpws janphppuwwnynipniup
pdojuljutt pupunnid:

w) Ofulyn: YEpupkpyuy b s wknkhunminipinct Fakpunywé hhguinh
pdolwiljul pupunnid:

5. b’ bp Jupsmud Suwuninh ogunugnpsuwh nunupkguwih ninyus
hunphppuwwnynipinit npudwunpbint yepupbpjuy SE pnidwpuwnnnubph
ghwnbkihpubph b hdnnipnibiubph JEpwpbpyuy:

6. b’y unspinnnitkph ki hwinhynd SP pnidwppiunnnnikpp sfuwunnh
ogqunuugnpsdwt nunupkgdwit ninnywé unphppuwwnynipinit npudwnpbjhu:

w) Mbk 'l punfwpup dunfwbnul: Zhgwinikpp Ununpjugyu S kb Unlyu "k
nkunipublbp:

7. B’y swhnpnohsubp b Yhpunnid/ghntp SR pniddwlb gnpsplpugnid Sfawununh
nbd ywuypwph gnpénnmipniuutph Uonnwunhnwpldwi /Adnthuuinphug/ b
quuwhwwndwb hwudwnp:

£) Tmuptipugh/JEpuyunpuundwt wthpudbynn pyut YEpwpkpyuw) hwpgtp

8. bhyyk u Jupbkih E pupljudbt SE pnidwopiwinnnutiph opowtinid sjuwunwnuwghe
JuwhiJwénipjut ykpwptpyuy ghnbjhpubtpp b hdnnipniutbpp:

9. Qtp Jupshpny, ju wpynp SE pnidwpuwnnnibph sppwtnid Shiwjunnuyght
Juuuénipjub pniddwt Jhpupbpyuy puupbpwugh/Jipuyunpuundut
withpudbonmpymi: Pusn’t: busn™ ny:

w) Apn fip ko hplinulpwd unsplpnnbkpp: Phswk u lupny Eap ifuqkghly
nsphnmniikpp: P lisp fogih wpuwqughly, pupkjuyfly uyb: Appwin Y uyy
nuupbpughlbpl ogqunulup [jhakha SFE pniduppiunnnnbbph hudwp:
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3) Oluwjunwnh suhg wquun dhgunjuypbph Ytpwpkpyug hupgkp

10.

11.

12.

13.

Bty bip dinwdnid pnidhuwunuinnpniitkpmud Spwuninh Sfuhg wqun
punupuwljuinipjut ypupbpyuy:

w) pn Tip kb Spowpuninp Sfupg wmquinn Upourjuypbph winunfbnipinibabpp:

) «Ohuupuminp Sfupg wquins Upounjuyp hbkyh hlswk u Fugpnul
poidhwumnunnnipyul Juplubhop ypu:

Nppwitin{ k sfulym wpghiph punupwljwinpiniip tkpypjus SP
pnidhwuwnunnipjniiibpnud:

w) b 'lis puykp Eo dkntuuplynid, Epp whdbwluqupg jud hhywinbiEphg nphl
UkGp Spunid F hwuwnunnnipyubl Gkpunid (pubian/np ggnipwgnid, jupquwuhwljulb
wnnydhp):

Ihpobpu hus Uhpundinnipyniiibp ki hpuljubugybp SR wennowuywhwljwi
hwuwnwwnnipjniiubpnid subktt wpglEjnt hwdwnp:

w) 117 Fyunnuufumbunnn: uyn dpoundinnipimibhkph hunlup:

p) P'lis hudwljupg/lynupkp (pwbbkp/humnupyplp) ki wunpaaunly b
bbpunyly punupwlwiniprui dbpppdwi hwdup:

q) Upgynp uyn dpounfinnipinibtkpl wpgyniunfk i Ehl: Pasn 1: Phsyk u:

b’y whwnp £ wiiky sulji SR pnidhwununnipyniiikpnid sjubynt wpghph wpw]ky
wpynitbwytn hpwugnpstint hwdwp:

w) Apn Tp kb puyybpt b 0y wknp Fuyh ppulubugbh:

) Zknwuqu puyyjph YEpwptpyun hupgbp

14.

15.

16.

17.

Pusyb u jupnn b Zujuuinwubh nidtnugub) Sfuwjuninh nid wuypwnph
punupwljuinipiniip:

Bty hudwinbin pugpp/gnpénnnipymbutp whnp  ibpypdbt 2ujuunubnd SR
b Sfuwpuntinwhtt jupiduénipjut yEkpwpkpyu) punhpubph dhwubtwlwt
hunpwhwpdwt hwdwn:

np Junnygubpt Eu quunwuhwbtwnnt Zujuunwinid tdwt hwdwnbn spuqnph
b punuwpuljuinipjut Upuljdwt hwdwnp:

Plswk u Jupliih Euhgwqquyht swihnpnphstbpp b ghnulwb wdjuibph Ypw
hhutjwsé wnwewplnipnitubpp hpunkh Zujuunwinid, npytugqh upwtkh SE
b Sfuwpuninh nid hwdwwnkn wuypwupht ninnus gnpénnnipniuutpp:

w) Plywk u upny Ebp bkpphky dhowqgquupb junjugnyl thnpdp 2uyunnnmbnud:
) pn Tip  pall hpdinulmb funspinnunibpp:

q) [pnip ki puyybpp, npnip Joqhkl hunpwhwply uyn funspbnnunibpp:
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©) Uy huipgtip

18. Ivunpmud & tjupwqptp, pk huswybtu k SE nbhd wuypwph
pnidhwununnipjniiibipnud wpglynid sfawjuninh wpnunpuntuwljutph b
Shuwjuninuyhtt wpynibwpbkpnipjut ubppwthwignidp (Judwnp, gnyjuqm,
hnJwbwynpsnipnih):

19. Quw wiprynp nplk pwl, np Inip Yguwulwbwhp wdbjuguby:

Cunphwljunipnit
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Appendix 2. Interview guide for focus group discussions with TB physicians
(English and Armenian versions)

Place Date

Moderator Time

Introduction

Purpose: The purpose of today’s discussion is to learn about your knowledge, attitude, and practice
regarding smoking cessation among TB patients, as well as to clarify your perceived needs for training
and support for addressing tobacco use among your TB patients. All your views, concerns, perspectives
and suggestions are extremely important for us as it will help to design, implement, and evaluate an
advocacy and training program for integrating tobacco control measures into tuberculosis (TB) care in
Armenia.

Procedures: Our discussion will last about 60 minutes. Please remember that there are no right or wrong
answers and you are free to ask for clarification if you do not understand the question. We want this to be
a group discussion, so feel free to respond to me and to other members in the group without waiting to be
called on. However, we would appreciate if only one person talks at a time. Be ensured that all of you
have an equal opportunity to express your opinions. Please be respectful to divergent attitudes expressed
by other participants.

Confidentiality: With your permission the session will be audio-recorded to make sure that we will not
miss any of the information you provide us with. But you should be aware that it is within your right to
ask to turn off the recorder at any time during the interview, whenever you want to.

Please be assured that at no time | will record any names or other identifying information. We will protect
the information you give us and the audio-recording will be destroyed after completion of the project.
You can refuse to answer any question and leave discussion group at any time. You will not be penalised
in any way if you decide not to participate.

May | continue?
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A. General questions on medical practice

1. Let’s start with each of you telling about your daily work activities and years of work as a
TB healthcare provider?
a. How many patients do you see per day/week?
b. How much time do you spend with each patient?
2. What do you like/dislike most in your work?

B. Knowledge on smoke-free environments in healthcare facilities

3. What do you think about the smoking ban in healthcare facilities?
a. Inyour opinion how does being a “Smoke-free”” environment affect the
healthcare facility?
4. What interventions have been implemented to ban smoking in your healthcare facility during
recent years? Please describe to what extent those interventions were successful?
a. How did you learn about those policies, have you been trained?
5. Please share in your opinion what steps/actions should be implemented to make smoking
prohibition more effective in your healthcare facility?
a. Who, do you think, is responsible for implementing those actions?

C. Knowledge on smoking cessation

6. Do you see many smoking patients in your daily practice? In your opinion, does the
smoking status affect their treatment process/outcome
(recurrence/complications/mortality of TB)? How?

7. Could you suggest few reasons why smoker TB patients should quit/should not quit?

8. Are you familiar with any cessation methods? If yes, what are they?

9. What difficulties, issues can a smoker experience while trying to stop smoking?

D. Attitude towards smoking cessation

10. Please share your opinion on how smoking cessation could influence your patients' TB
treatment process and outcomes?
11. In your opinion, what is the role of TB healthcare specialist in helping patients to quit?
a. How do you perceive your responsibility of asking about patients smoking status,
advising and assisting patients to quit?
b. How do you motivate patients to quit?
12. In your opinion, how would your TB patients react/will react on the provision of smoking

cessation assistance during their TB treatment?
a. How do you motivate patients to quit?

E. Practices regarding smoking cessation

13. How do you identify your TB patients’ smoking status?
14. Could you please list/ describe the most common ways your TB patients quit smoking?

15. Please tell us about how do you help your TB patients’ to quit smoking?
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Tell us about your success stories? Failures?

How do you identify the smoker’s interest in quitting?

How do you inform patients on possibility of quitting smoking?

How comfortable do you feel about advising your patients to quit? Why?

How do you assist patients in quitting smoking? How about those patients who

do not want to quit?

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

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

Po0 oW

F. Barriers

18. What are the barriers that you may encounter while providing smoking cessation
counselling?
a. Do you have enough time? Patients’ motivation? Available resources?

G. Perceived needs for training

19. Would you be interested in taking a course/training on smoking cessation counseling to
help your patients to quit? Why? Why not?
20. What would be your main expectations from that course/training?
a. How long the training should be? What topics are you most interested in? Who
should be the teachers? Where should this trainings be organized?

H.  Questions on future actions
21. Do you have any suggestions on how we can implement smoking cessation services into
TB care in Armenia?
22. Is there any other information regarding this topic you would like to add?
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Closure of the Focus Group Discussion

We have finished with the discussions today. Thank you very much for participation. Your time is very
much appreciated and your comments have been very helpful.

Time at the end of the discussion [ | |h|l | |min

Comments:

Attitudes of the participants during the diSCUSSION: .........coouiiie it

THANK YOU



Appendix 3. Demographic forms for study participants
(English and Armenian versions)

1. Age
2. Gender
o Male
o Female
3. Where do you work?
O Yerevan o TB inpatient healthcare facility
O other city o TB outpatient healthcare facility
o village
4. Which statement best describes you?
o I have never smoked cigarettes
o I smoke cigarettes less than daily
o I smoke cigarettes every day
o I quit smoking cigarettes less than 1 year ago
o I quit smoking cigarettes more than 1 year ago
5. How many years do you work as a TB physician (excluding residency)
6. Have you ever participated in training on smoking cessation?
o Yes When
o No
dnnnyppugpuljut nygjuyukp
1. | Swppp
2. Utin
o Snudwpn
o Yhlu
3. Npuik 1 bp nip wolunnud:
o Bplwt o SE nbd ywuypwph hhywtinunguwjht
Juphutn
O wj] punup o SF nbd ywuwjpwuph wpnwhhjuwinwinguhtu
Juphubtwn
0 gnin
4. Ukppnhhojuy n'p wigmudh b udbinounjp pintipugpnid kg
0 Bu kpplp Sjuwjunuin skl oquuuugnpsdty
0 Bu oqunuugnpénid U Sjuwjunwn, puyjg ny wdkh op
0 Bu oqunuuugnpénid U Shuwjunn wdkh op
o Bu pnnk) B Shubn yEpohtt 1 nupydw pupugpnid
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0 Bu pnnk) b Spubiip wbkih pwt 1 tnuph wnwe

Lwth” wuph k, np mp wohiwnnud bp npuyku SR pdholy (shwous 1 hthhului
opphtwnnipuiiy)

Epplt dwutalgh' bp Sfuwjuninh nunupkguub Jhpupbpyug
JEpuyunpuundwui/nuuptpugh:

o Upn bopp

o s
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Appendix 4. Consent forms
(English and Armenian versions)

Consent form for IDIs with experts/policy makers
American University of Armenia
Institutional Review Board #1
“Integrating evidence-based tobacco control services into tuberculosis control in Armenia”

Hello! My name is... | am working at the Zvart Avedisian Onanian Center for Health
Services Research and Development within the Gerald and Patricia Turpanjian School of Public
Health at the American University of Armenia. American University of Armenia (AUA) is
conducting a project that aims to design, implement, and evaluate an advocacy and training
program for integrating tobacco control measures into tuberculosis (TB) care in Armenia.

You have been invited to participate in this interview because you are a key person for
the overall management and coordination of TB/Tobacco control activities. The purpose of our
interview today is to learn your opinions on joint TB and tobacco practices, policies, smoke free-
environments, TB care specialists’ needs for training on smoking cessation and future possible
actions to promote joint actions on Tobacco and TB control.

The information provided by you will remain confidential and will be used only for
current project. Only aggregate/summary data will be used in further research. The participation
in this interview is completely voluntary. It is your right to withdraw whenever you want; there
won’t be any negative consequences related to your work.

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 successful development and implementation
of this project.

Today’s interview will last approximately 30-45 minutes. We will take notes throughout
the interview. Also with your permission we will audio-record the interview to make sure that we
will not miss any of the information you provide.

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

If you feel you have not been treated fairly or think you have been hurt by joining the
project you should contact Varduhi Hayrumyan, the Human Subject Protection Administrator of
the American University of Armenia (37460) 61 25 62.

Do you agree to participate?

Thank you.

If yes, shall we continue?

46



Ppuqtly hwdwduytnipjut Al
Zuyuwuwnwith wdkphjjut hwdwjuwpw
Ghnwhbunwgnuujut Ephljugh phy 1 hwudtwdnynyg

«Uwyugnygutph ypw hhdJws sjawjuninh nbd wjuypuph swpwympiniiubph tkpypnudp

umipbplyningh pniddwi Uk Zuymunwimd»

Puipl dkq, hd wunttb ..... E Bu wpuwnnid Bd Zujuunwith wdbkphljjui
hwdwjuwpwth dhpuyp b Pwpnphow Fpthwtdbut hwtpuwjhtt wpnnewwywhnipjut
dwlnyynbnnid: Zuyjwunwth wdbkphljjut hwdwjuwpwh @niuppe Utknhubwub
Otwutwl wpnpouwywhwlwt Swnwynipjniiutph hknwgnundwi b
qupquguut jhunpnut hpwlwbwgunud £ Uh dpwughp, nph tywwnwlj £ S8
pnrdwpfuwinnnitiph hwdwp dpwlby, tbpnuk) b quwhwnt) fubp punupbgubnit
ninnyus ntunignnuljut nuupbipug:

“nip hpwyhpdws tp dwubwljgkint wyju hwipguqpniyghty, pwth np
hwtinhuwinud tp SE/Sjpwjuninh ntd wuypwph njnpnnh wpwewwnwp dwubimghn:
UjuopyJu ukp hminhydwt tyquunulju £ swinpwtu SE b Sjpwpuninh nhd hwdwwnbn
wuwypwph Yhpwpbpu) bp dninbkgdwp, wnljuw punupuljuinipjuip, jul) QEp
Yupshpp Sjuhg wqun dhgunuyptiph, SE pdholjutiph hudwp Spewpuninughte
Juhijwénipjut pniddwt ykpwpkpyuy nuuptipwugh wuhpudbsnnipyut b SE/
Shuwjuninh nEd hwdwwntn wuypwupht ninndws hbnmwqu gnpénnnipniuttph
JEpwpbpyuy:

Qbp §nnuhg npudwnpyus nkntljunynipniiap jywhwywiyh qununuh b
YYyhpwndh dhuyt hbnmwgnunuljut btyuwnwljtpny: Uhuytt wdthnthyws wdjuikpp
Jubkpyuyugytu yipptwlju qklnygnid:

Qbp dwutwlgnipiniut wiju hwpguqpniyghtt judwynp k: Fnip hpwynip nikp

nunupkgubk] hwpguqpnygp, tpp guijubiwp, b npu ny Uh puguuwljuis hbnbwp sh
niubktw QEp wouwnwph Ypu:

Qbp dwutimljgnipiniut wju hwpguqpnightt sh twppwnbunid npbk wadhewljut

ogninn jud Juwu, vwluyt Ep wulind wunwuppwbtbpp swihwquig jupbnp Bu dkq

hwdwp b juyguwuwnbkt wyu dpugph pupthwenn qupqugdwut ni ubpppdwiin:

Uju hwipguqpniygp mbiknt £ dninwynpuytu 30-hg 45 pnwyk: Uktp Ygpuntup b

Qb poypundnipyudp twb Yawtugpkip hwinhynudp hwudngws (hitkine hwdwp, np

ny Up Juplinp hupnplwmghw pug skup ponk):
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Bpt Mnip nplk hwupg niikbwp wyu dpwgqph JEpupkpyu), wyw jupnn bp wyu
wjghpupunnid tpgws htin. hwdwpny quiuquhwnpt] gjluwynp hnwgnunng Upniujuy
Zupnipniuywuht (374 60)612621 Jwd (374 94) 630077 (poowyhlr):

Gpt tnip Jupdnid tp, np Qtq htwn wpnupwgh skup Jupyty ud npbk Yipy
Juwu kup yuwnmdwnk] 2kq dpugph dwubwljgnipjut pipwugpnid, wuyw jutinpnid Gup
nhut) Zujuwunwih wdkphljjut hwdwjuwpwih Ephjuyh hwtduwdnnnygh
hwdwljupgnn Twpynihh Zuypnidjuiht hbnlyu hkpwnuwhwdwpny (374 60) 61 25
62:

“nip gulhllulhnnul tp dwmutiwulghy:

Cunphwljunipnii:

Yupn 1 Llp uljuby:
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Consent form for FGDs/IDIs with TB physicians
American University of Armenia
Institutional Review Board #1
“Integrating evidence-based tobacco control services into tuberculosis control in Armenia”

Hello! My name is... | am working at the Zvart Avedisian Onanian Center for Health
Services Research and Development within the Gerald and Patricia Turpanjian School of Public
Health at the American University of Armenia. American University of Armenia (AUA) is
conducting a project that aims to design, implement, and evaluate an advocacy and training
program for integrating tobacco control measures into tuberculosis (TB) care in Armenia.

You have been invited to this meeting because you are a TB healthcare provider. We will
have a few such meetings with up to 30-40 other physicians. The purpose of our meeting today is
to learn about your knowledge, attitude, and practice regarding smoking cessation, as well as to
clarify your perceived needs for training and support for addressing tobacco use among your
patients.

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

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

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

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

If you feel you have not been treated fairly or think you have been hurt by joining the
project you should contact Varduhi Hayrumyan, the Human Subject Protection Administrator of
the American University of Armenia (37460) 61 25 62.

Do you agree to participate?

Thank you.

If yes, shall we continue?
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Ppuqtly hwdwduytnipjut Al
Zuyuwuwnwith wdkphjjut hwdwjuwpw
Ghnwhbunwgnuujut Ephljugh phy 1 hwudtwdnynyg
«Uwyugnygutph ypw hhdJws sjawjuninh nbd wjuypuph swpwympiniiubph tkpypnudp
umipbplyningh pniddwi Uk Zuymunwimd»

Puipl dkq, hd wunttb ..... E Bu wpuwnnid Bd Zujuunwith wdbkphljjui
hwdwjuwpwth dhpuyp b Pwpnphow Fpthwtdbut hwtpuwjhtt wpnnewwywhnipjut
dwlnyynbnnid: Zuyjwunwth wdbkphljjut hwdwjuwpwh @niuppe Utknhubwub
Otwutwl wpnpouwywhwlwt Swnwynipjniiutph hknwgnundwi b
qupquguut jhunpnut hpwlwbwgunud £ Uh dpwughp, nph tywwnwlj £ S8
pnrdwpfuwinnnitiph hwdwp dpwlby, tbpnuk) b quwhwnt) fubp punupbgubnit
ninnyus ntunignnuljut nuupbipug:

“nip hpwyhpdws tp dwubmlghint wju hmunhwydwp, putth np nnip SE
pnidwofuwninnnubip p: Uktp vh pwth tdwbwnhy hwinhynudubp nituktwp 30-40
wy] SE pnidwojuminnnubph htwn: Ujuopdu vkp hwinhydwt tyyuwwnwlj E swinpubtug
Shuwjuninuyhtt jupugwdnipjut pniddwi yepupkpu) QEp ghnbihpubnht,
Jbpwpbpunituphti b gnpstjultpuyht, husybu btwb wupqbk Ep Uninkgnidp
Shuwpuninuyhtt jujugwsnipjul pniddw nuuptipugh withpwdbynnipiuu
JbEpwpbpyuy:

Qtp §nnuhg npudwunpdus nkntjuwnynipniup jywhwywuygh qununuh b
YYyphpwndh dhuyt hbnmwgnunuljut tyuwnwljibpny: Uhuytt wdthnthyws wmdjuikpp
Jubkpyuyugytku Jipotwmljuit qklnygnud:

Qbp dwutwlgnipiniutt wju Spugpnid judwynp k: nip hpudniup nitkp nnipu
qu dpwqphg, Lpp guujwuwp, b nu ny Uh puguuwljut htwnbwip sh niubbw Qbp
wpuwnwiph Ypu: Mugpnud bl mqun qqugkp Qkq, wpinwhwynbkp QEp Jupdhpp
putiwplynn hwpgbph Jtpuptpyuy, pwth np popnphn jupshputpp hwjuwuwpuygbu
Junlnp Eu dkq hwdwp b wpdwuh Gu npwnpnipjui:

Qbp dwutwljgnipiniutt wyu pttwplnidubpnid sh twppownbunid nplik
wdhowljut ognin Jud Juwu, vwljuyt QEp myind yqunwupwitbpp swhwuqug
Junplnp Eu dkq hwdwp b juyuunbih wju Spugph pupthwuenn qupqugdwut nu
ubkpypuwtip:

Ujuopyuw puttwplnidp nbiknt £ dninwnpuytiu 1 dwud: Uktp hgpuntup b QEp
poynynipjudp twl §auyiumgpbip hwinhunudp hwingus (hubkne hundwp, np ns dh
Yuplinp hupnplughw pug skup ponk:
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Bpt Mnip nplk hwupg niikbwp wyu dpwgqph JEpupkpyu), wyw jupnn bp wyu
wjghpupunnid tpgws htin. hwdwpny quiuquhwnpt] gjluwynp hnwgnunng Upniujuy
Zupnipiniuywuht (374 60) 612621 Ywd (374 94) 630077 (pooujhi).

Gpt tnip Jupdnid tp, np Qtq htwn wpnupwgh skup Jupyty ud npbk Yipy
Juwu kup yuwnmdwnk] 2kq dpugph dwubwljgnipjut pipwugpnid, wuyw jutinpnid Gup
nhut) Zujuwunwih wdkphljjut hwdwjuwpwih Ephjuyh hwtduwdnnnygh
hwdwljupgnn Twpynihh Zuypnidjuiht hbnlyu hkpwnuwhwdwpny (374 60) 61 25
62:

“nip gulhllulhnnul tp dwmutiwulghy:

Cunphwljunipnii:

Yupn 1 klp uljuby:
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