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Executive summary

Background: Over the last decades, the global incidence of Thyroid cancer (TC) increased
drastically, the age-standardized incidence rates reached 5.1 and 16.5 per 100,000 males and
females, respectively, in 2020. According to Globocan estimation, the age-standardized
incidence rate was 4.5 and 7.5 per 100,000 males and females, respectively, in the Republic
of Armenia. The Papillary type of TC accounts to virtually 90% of all TC diagnosis, and it is
often incidentally discovered during routine check-ups as this type of TC is typically
asymptomatic. The literature has documented an increase in TC overdiagnosis and
overtreatment through surgical interventions in recent years, which impacts patient
experience.

Patient experience is one of the best measurements for understanding to which extent the
health care system is patient-centered and responsive to the patients’ needs and preferences.
Aim: This study aimed to explore TC survivors’ experience from the patients’ and healthcare
providers’ perspectives in Yerevan, Armenia.

Methods: A qualitative approach was used with in-depth interviews with patients,
endocrinologists, and endocrine surgeons recruited by convenience sampling method.
Because of the COVID-19 pandemic during the study period, we collected the data via online
interviews. The semi-structured interview guides with open-ended questions, prompts, and
probes, were developed separately for TC survivors and health care providers. The guides
were based on Warwick’s framework and contained open-ended thematic questions exploring
the domains of the framework.

A mixed approach including deductive and inductive methods was used to create data driven
codes and group them into categories and themes. Both code and meaning saturation was

reached.



Results: Ten patients and six health care providers participated in this study. Four major
categories (continuity of care, communication and information, the patient as an active
participant, and responsiveness.) were generated based on the theoretical framework.

The study found the referral flow in the diagnosis and treatment processes was not always
well directed towards efficient care. The inadequacy of interdisciplinary collaboration
resulted in fragmented care. Patients were unaware of their rights and had a vague
understanding of their roles in TC treatment. Lack of trust in health care providers lead to
failed patient-provider communication by approaching more than one specialist.
Conclusion: This study was successful in looking into TC survivors' experiences and
associated challenges in Armenia from the patients' and healthcare providers' perspectives.
The findings illustrated distinct patterns of TC diagnosis and treatment pathways and
revealed valuable insights into the barriers. This project could serve as a roadmap for health

care providers to better understand and meet patients' needs.



1. Introduction

1.1 Definition and magnitude

Thyroid Cancer (TC) is a slow-growing malignant disorder of the thyroid gland.! There are
five main types of the neoplasm: Papillary TC, Follicular TC, Hurthle cell cancer, Medullary
TC, and Anaplastic TC.? Papillary, Follicular and Hurtle TC are differentiated forms, all
coming from the same follicular cell in the thyroid gland, which is responsible for iodine
metabolism and production of thyroid hormones.®># The most common form among them is
Papillary TC, accounting for virtually 90% of all types of TC. Differentiated TC usually
grows and spreads to lymph nodes and other organs slowly.>* Medullary TC comes from
another type of thyroid cell: C cell or parafollicular cell, which makes calcitonin regulating
calcium-phosphor metabolism. Medullary TC could be familial associated with the genetic
syndrome such as multiple endocrine neoplasia type 2, and sporadic®* Anaplastic TC is the
most aggressive type of TC as it grows and spreads quickly without control. It belongs to the
undifferentiated type of TC and makes up less than 1% of all TC.3#

Over the last decades, the incidence and prevalence of TC have drastically increased
globally®®, the age-standardized incidence rates reached 5.1 and 16.5 per 100,000 males and
females, respectively, in 2020.”® According to the American Cancer Society estimates, more
than 50,000 new cases are diagnosed in the United States (US) annually.® Despite the
increased tendencies'®, the TC mortality rate remained relatively stable with the age-
standardized rate of 0.57 and 0.82 per 100,000 males and females in 2020.>!%12 Notably, TC,
especially Papillary Thyroid Cancer (PTC), has a good prognosis, with 98% 5-year survival
rate and 95% 10-year survival rate respectively.®

TC incidence has been reported to be almost twofold higher in developed countries with
High-Income Level (HICs), such as Unites States, Canada, Australia, England, Southern

European countries, Republic of Korea, as compared to developing or Low- And Middle-



Income Countries (LMICs).2*%6 This phenomenon might be explained by the fact that
developed countries have advanced sensitive diagnostic tools ensuring early detection,
moreover have better access to health care services.*°

The mortality rate is equally low in both HICs and LMICs indicating possible overdiagnosis

and overtreatment in developed countries. %16

1.2. Risk factors for TC

The radiation of neck and head, familial history (mainly first-degree relatives), lack iodine in
the diet, female gender, and being in the 45-55 age group are well-known factors that could
increase the chance of having TC.! Recent studies have shown that being overweight is also
associated with the risk of TC.® The female to male ratio is 3:1%°, yet women tend to have a
better prognosis than men.6 Some studies show a correlation between the level of education
and TC morbidity and mortality.***

According to one study, people with higher educational attainment had increased TC

incidence, while people with lower educational attainment had higher mortality.t’

1.3. Diagnosis and treatment

People with TC may have few or no symptoms at all. The most common one is the lump in
the neck or the swollen thyroid glands, which depending on the size and location, can cause
difficulty of breathing and swallowing.2>>2 Pain in the throat, cough, and hoarseness are

other nonspecific symptoms.2®

Since PTC is typically asymptomatic, it is often incidentally discovered during routine check-
ups.>1819 Physical examination, imaging tests, and analysis of thyroid hormone levels are the

first measures to find thyroid-related problems. The first line and non-invasive diagnostic



imaging method is the neck ultrasound which shows the size, shape, margins, and
echogenicity of any nature of thyroid mass.!1%2° To coordinate the procedure and make
ultrasound more convenient and practical the Thyroid Imaging Reporting and Data System
(TIRADS) tool was created.?! Both American and European versions of TIRADS are for
diagnostic performance as a risk stratification tool for thyroid nodules.

This method is very inexpensive and sensitive; nevertheless, the ultrasound results can vary
based on the skill and experience of the expert?.?!

Other imaging tests are supportive measures, such as computed tomography, x-ray,
radionuclide scanning positron emission tomography, which are not always feasible for all
patients due to cost and accessibility for some of them.?? Next step is biopsy; primarily,
Fine-Needle Aspiration Biopsy (FNAB) would be performed for confirmation of the final
diagnosis by cytology.?°

Current treatment approaches are surgery, Radio-Active lodine therapy with 1-131 (RAI
therapy, chemotherapy, radiotherapy, and targeted therapy; each of them is followed by
lifelong hormone replacement therapy.21% The treatment options are based on the type and
stage of the TC, histology, side effects, patients’ overall health and age.>° Either total or
subtotal thyroidectomy is the treatment of choice for many TC.21% Surgical complications
might occur, differing by their level of seriousness.???®> Among unfavorable events, injury of
the recurrent nerve, vocal cord paralysis, hypothyroidism, hypoparathyroidism, air
obstruction, and surgical scar are the leading ones, which could be an extra burden for

patients.®

L In Armenia, the specialist (radiologist) who performs the ultrasound scan and interprets the images is the same
person.
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Radioiodine therapy (RAI therapy) is an option of treatment for Follicular and Hurthle TC
and for some type of Papillary TC. On the other hand, radiotherapy could be an adjuvant
therapy to surgery like chemotherapy and could be prescribed to reduce the risk of the cancer
recurrence.

Several studies have shown that the increased incidence of TC over the past decades has been
primarily due to the use of more sensitive diagnostic approaches, which results in
overdiagnosis.’®? Approximately 39% of all Papillary TC cases are papillary
microcarcinoma (tumor < 1 cm).? Patients with microcarcinoma can be classified as low-
risk if aggressive features such as extrathyroidal extension, vascular invasion, presence of
metastasis, and solid/fixed mass on the neck are absent, the number and size of lymph nodes
are also substantial.>?22* In this group of people, surgery or RAI therapy could be
considered as overtreatment and lead to avoidable complications and unjustified
expenses.>?224

Several years ago, any type of PTC was an immediate indication for surgery; however,
treatment approaches have changed because of down-staging in the new cancer risk
stratification system.>?? According to the new classification provided by the American Joint
Cancer Committee (eight edition)?? microcarcinoma without aggressive features is not
considered a life-threatening condition requiring immediate intervention.?

Most recent guidelines in the management of TC by American and European thyroid
associations (starting from 2015 and 2017) advocate for the use of a personalized decision-
making approach to treat differentiated forms of TC (Papillary, Follicular and Hurtle TC)
with the size of 1-4 cm without risk factors based on the tumor parameters, risk of recurrence,
patients characteristics and clinicians’skills.>>?8 For tumors less than 1 cm international
guidelines (American, European, British) are nowadays in agreement and recommend less

aggressive treatment taking into consideration possible overtreatment for more than 90% of
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patients, complications rates related to the surgery and radiation.?>2"2° In 2015, the American
Thyroid Association suggested a less aggressive approach for low-risk TC such as small
subcentimeter asymptomatic PTC (microcarcinoma). Active surveillance, delayed and/or
subtotal thyroidectomy or percutaneous ethanol injection are all options for conservative
intervention.%3% The active surveillance approach implies close monitoring and regular
screening of those patients who are classified into the low-risk group to assess the disease
progression.t®

A study conducted in Japan, which concentrated on the unfavorable events in the
management of low-risk PTC, observed no significant difference between active surveillance
and immediate surgery in terms of prognosis.?® During ten years of follow-up, the cancer
outcomes among patients undergoing surgery and those under the observation were similar.
Furthermore, the overall incidence of temporary and moderate complications was higher
among patients treated immediately.??

The intensity and the length of follow-up become an issue for those under active surveillance,
as reported by Davies et al. in 2019 in a study evaluating the burden of cancer survivorship in
Japan.'? Some patients report uncertainty and worries about cancer progression when their
tumor is untreated. 233 Also, regular check-ups, imaging and blood tests, and consultations

can result in additional costs for patients.26:2%32

1.4. Patient experience

In the last few decades, there has been a surge of heightened interest in evaluating patient
satisfaction and quality of life. 12333° Patient experience is a novel public health concept and
one of the best measurements for the evaluation of the quality of medical care and health
services.®® It is an appraisal of patients’ perceptions and expectations of their received care

and is closely associated with the patients’ satisfaction.*
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Patient experience encompasses the range of interactions with the healthcare system
characterizing patients’ health-seeking behavior, good communication with health care
providers, delivered care, access to information, and timely appointments. The quality of
experience can have a considerable impact on the patient's overall adherence to treatment and
recovery course, 33394142

Patients' well-being and health are influenced by their interactions with the healthcare
system. The way people are treated and the environment in which they are treated are
important. The latter aspects were defined as “responsiveness” by World Health
Organization.***® The following main ideas are integrated into the concept and illustrate all
the events occurring with the patient: proper communication with healthcare providers;
waiting time to see the caretaker for the consultation, patients’ autonomy; confidentiality;
supportive and kind attitude; respect; and in particular, patients’ participation in decision-
making processes and information provision.*

A patient expects to be heard and acknowledged as a unique individual with beliefs and
values. The patient-centeredness approach has a significant impact on the patient

experience.33%

A cancer survivor is a patient who has been diagnosed with cancer and is alive regardless of
whether he/she is in treatment.>® The treatment process after getting diagnosed with cancer
poses a significant emotional, psychological, and financial burden for patients.3* The cancer
survivor’s care requires a professional approach with psycho-emotional support.

Quality of Life (QoL) after TC is changed.®45*" One of the important reasons for decreased
QoL is lifelong hormone replacement therapy*’, especially for those patients who have
undergone either total or subtotal thyroidectomy with or without RAI therapy.®34° In the

scope of cancer treatment, doctors may need to prescribe higher doses to keep tumors from
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progressing. Additionally, the literature indicates that the daily process of taking medication
has a significant impact on their quality of life.*” Also, anxiety, which negatively affects
QolL, is often present among newly diagnosed patients and those under follow-up caused by
fear of cancer progression and recurrence of cancer after treatment.* It has been shown that
the level of anxiety is highly correlated with treatment intensity.*® There is some evidence
that routine check-ups for monitoring survivors can contribute to the level of anxiety.***” As
mentioned in the literature, sometimes physicians label PTC a ‘good type’ of cancer to help
patients to cope with worries.>®4" On the other hand, it could be accepted by patients as an
underestimation of the seriousness of the disorder by treating doctors.*’

Having treatment-related complications or comorbidities has been shown to be associated
with lower satisfaction of the received care among TC patients.*’

The analysis of cancer patients’ experiences is important for understanding the structure and
the process of care and assessing the extent to which provided health care is responsive to

patients needs and preferences.*

1.5. Theoretical framework
The literature is rich with frameworks assessing patient-reported experience measures. Many
of them are based on the Donabedian’s classical structure-process-outcome framework,

which are further developed and adapted to suit the given situation, 34248

The present study used Warwick Patient Experience Framework (WaPEF). Given that this
was the first study to explore TC care in Armenia, | wanted to cover all aspects of care.
Although there are more specific and suitable frameworks for cancer care, | chose this one
because its broad and general domains align with my objectives. The framework was
developed based on the framework for patients experience of the Institute of Medicine

(IoM).** oM includes almost all the main themes aiming to capture the key dimensions of
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the patient experience. The essential difference between loM and WaPEF is that WaPEF
considers patients as potentially active participants and managers of their health care

experiences whose individuality should be recognized throughout the process of care.*®

The framework describes seven key domains that determine patient experience: patient as an
active participant, the responsiveness of services, an individualized approach, lived
experience, continuity of care and relationships, communication, information and support.
(Appendix 1)

The domains as mentioned above complement each other and it should be highlighted that
there are no clear boundaries to separate concepts from one another. The domains that will
be used to understand the process of the diagnosis and care in the present study are
communication, information, patient as an active participant, and continuity of care and
support. Communication will refer to the process of interaction with doctors throughout the
diagnosis and treatment, revealing any challenges or barriers experienced by patients.*®
Being respectful of patients’ needs and preferences are essential during the communication
with medical staff.*® The domain of information will dive into the adequacy of provided
information related to the disease, diagnosis, treatment options, including benefits and risks,
side effects and following surveillance.*® The patient as an active participant has an
important role to play in the decision-making process about care and treatment. A patient is
free to choose the health care team or center in charge of his/her health. Furthermore, a
patient should be empowered by clinicians to ask questions and collaborate with them
sufficiently.*® The domain of the continuity of care will illustrate the process of follow-up
after diagnosis, further communication and care plan, reliable relationships with the health
care providers.*® Responsiveness of health care providers to the patients’ needs, preferences
and values considering individuals' expectations of service, as one of the indicators of

successful care, was explored in the present study.*°
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1.6. The thyroid cancer landscape in Armenia
According to Worldometer, Armenia's population in 2020 was 2,963,243 people.®® Armenia
does not have specific official statistics on the morbidity and mortality associated with any
type of TC. Globocan estimates that the age-standardized incidence rate was 4.5 and 7.5 per
100,000 males and females in the Republic of Armenia. Concordant to the literature, the
mortality rate was relatively low, with the age-standardized rate of 1.3 and 1.4 per 100.000
males and females.®

Ideally, when a patient is diagnosed with TC, the condition should be managed by a
multidisciplinary team.> The endocrinologist, surgeon, and oncologist are the key specialists
of the team and are to work collaboratively.> At present, the majority of patients with TC in
Armenia are diagnosed by endocrinologists or other physicians incidentally and subsequently
referred to surgeons and/or oncologists to complete the treatment. The follow-up care is
carried out by a single specialist of the multidisciplinary team. Although the
multidisciplinary approach is preferable and accurate, the care will be fragmented if there is
no good communication among physicians.**2
Generally, patients may face many barriers on the way of their health care.>? TC diagnosis
and treatment costs often placed a substantial financial burden on patients. To mitigate that
hardship and facilitate timely treatment, the Armenian Government revised the law N318
introduced in 2019.> Since June 2019, the Government has fully or partially covered the
cost for surgery or radioiodine and chemotherapy for any type of cancer/neoplasm

However, geographical distance and transportation costs are also well-known barriers.26:2%:32
Patients from various regions must travel to Yerevan to receive TC care at one of the
multidisciplinary and well-equipped medical centers. The renowned centers are ‘“Nairi” MC,

“Erebouni” MC, “Astghik” MC, “Mikaelyan” MC, and “Artmed” Hospital.
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Patients were required to travel to neighboring countries such as Russia or Georgia to receive
their RAI therapy following the surgical treatment.>*
Until 2019, there were no centers in Armenia that could provide radioiodine therapy for TC

patients. The opening of the first Nuclear Medical Center in Armenia resolved this issue.

2. Study aim
The aim of this study was to explore the TC survivors’ experience related to the diagnosis
and treatment process from the patients’ and healthcare providers’ perspectives in Yerevan,
Armenia.
A qualitative exploration of the lived experiences of patients could provide unique insights
into the process of TC diagnosis and care in Armenia and help the policymakers better to
understand existing issues and underlying gaps in the field. It could contribute to the
improvement of the quality of services and the reduction of financial burden through
avoiding unnecessary interventions.*23%4% On the other hand, health care providers can also
benefit from the study in terms of understanding the needs of their patients better. Study
findings might underline any existing discordance in the perspectives of patients and

providers and might be useful and scalable to other types of cancer as well.

2.1. Research Questions
The following questions will be answered by the study:
o What are the experiences of TC survivors in Armenia?
o What are the current approaches to diagnosis and treatment of TC patients in
Armenia?

o What is the level of patients’ involvement in the diagnosis and treatment process?

17



o What are the main barriers that patients face during their diagnosis and treatment
process (e.g. difficulty contacting a physician and getting an appointment, unavailable
services, transportation problems, cost issues, and lack of information about the

disease and treatment options).

3. Methods

3.1. Study design

A qualitative approach with in-depth interviews with patients, endocrinologists, and
endocrine surgeons chosen for this study allowed delving deeply into the individual
experience of study participants. The study followed the principles of the phenomenological

approach helping to investigate patients’ experiences in breadth and depth.*+*°

3.2. Study population

The study population included TC survivors, endocrinologists and endocrine surgeons
residing in Yerevan, Armenia.

The inclusion criteria for health care providers were the following: having a medical degree,
being currently practicing in Armenia, dealing with TC patients, and having at least five
years of experience.

Adult males and females 18 years of age and older who had TC, were aware of their
diagnosis and have been operated on for TC at one of Yerevan hospitals during the past five

years were eligible for the study

3.3. Recruitment and data collection
Because of the COVID-19 Pandemic during the study period, the data were collected

remotely.*

18



The student investigator recruited study subjects applying a purposive convenience
sampling®” method and snowballing technique. After getting patients’ preliminary agreement
for participating in the study, the investigator contacted them and made appointments for in-
depth interviews via video call.®®* Also, personal contacts were used to approach
endocrinologists and endocrine surgeons working in medical centers and polyclinics in
Yerevan.

After explaining the purpose of the study and obtaining oral consent from the participants, the
student investigator proceeded with the video call interviews via the social media apps Viber,
Messenger, and WhatsApp. The interviews were recorded.

Additional interviews were conducted following data saturation among participants to obtain
more information on post-operative follow-up and ensure insider objectivity. The student
investigator took field notes during the interviews and kept audit trails to ensure the
confirmability and rigor of the study findings. The diary summarized all the activities and
impressions of the student investigator and used during the coding process to remain

unbiased and reflective.

3.4. Interview guide

Data collection was done based on semi-structured interview guides for patients, (Appendix 2
and 4) endocrinologists, and endocrine surgeons translated into the Armenian language by
the student investigator.** (Appendix 3 and 5)

The semi-structured interview guides with open-ended questions,?* prompts and probes, were
developed separately for TC survivors and health care providers.** The interview guides
were developed based on the existing literature using Warwick’s framework as the main
guiding tool.*® The guides consisted of some demographic*’ questions in addition to 13

open-ended thematic questions exploring the domains of communication, information,
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support, patient’s involvement as an active participant, and continuity of care. The guides for
patients and clinicians cover the same topics of patients’ experience of TC diagnosis and

subsequent treatment.

3.5. Data management/analysis

During videocalls, the audio recording was started only after obtaining participants’
permission. The data were transcribed verbatim and translated to English simultaneously by
the student investigator. Only one participant (patient) refused to participate in a video call
because of the fear of being recognized, but agreed to the audio recording.

Data analysis was conducted after completing all interviews. Content analysis was applied
to explore the TC survivors' experience.3>4248:49.6061 A mixed approach including deductive
and inductive methods was used to create data-driven codes and group into categories and
themes. No computer software was used for the analysis.

The student investigator generated preliminary codes using process, in-vivo value, and
descriptive coding methods and student’s investigator’s field notes and audit trails. The final
complete codebook consisted of 76 codes. Both code and meaning saturation was
reached.®3#14562 Code saturation was achieved by having the majority of created codes in the
codebook, while the meaning saturation was reached by understanding all possible variations
under each code and theme.

Five categories were used based on the theoretical framework to describe TC patients’
experience in breadth and depth in Armenia. The categories included 1. Information and
communication, 2. Patient as an active participant, 3. Continuity of care and 4.
Responsiveness and support, 5. Health belief. The important aspects of patients’ experience
relevant to the major categories were included as separate themes under each category.

(Appendix 13)
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The data obtained from TC survivors were triangulated with the information provided by
endocrinologists and endocrine surgeons working in medical centers and polyclinics to have
a complete picture of the patients’ experience and improve the credibility of the study.
Demographic data were analyzed using “Microsoft Excel” software.

Audit trails were maintained to improve transparency.

4. Ethical considerations
The Institutional Review Board of the American University of Armenia (AUA), (protocol #:
AUA-2020-010) approved the study protocol before fielding. Oral consent from all study
participants was obtained before each video-call interview. Personal identifiers such as name
and phone number were accessible to the student investigator only and destroyed after the
completion of the study. No names or other identifiers were published in the study report,
and all reported quotes were deidentified.
The electronic data were backed up and kept in two different password-protected computers
accessible exclusively to the student investigator. The transcribed data were deleted from the
portable devices after transferring them to the password-protected computers and were not
stored in any cloud-based servers.
All participants were assured of their rights, confidentiality and anonymity and were provided
with a telephone number for contacting the research team for further inquiries regarding the

study. (Appendix 6-9)

5. Results

5.1. Socio-demographic characteristics of the study participants

Sixteen people participated in the study: ten patients and six healthcare providers. Overall,

23 individuals were approached (16 patients and 7 providers) of whom four refused stating
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that their spouse did not want them to participate, and three (all female) were not eligible.
One health care provider refused to participate saying that he/she would not feel comfortable
talking about the investigated issue. The average duration of the interviews was 44.5 minutes
ranging from 29 to 80. Out of six healthcare providers, three were endocrinologists and three
endocrine surgeons.

Most of the families’ spending varied between AMD 100.000 and 300.000 monthly.

5.2. Continuity of care: TC care pathway from diagnosis to long-term follow-up
Diagnosis
Diagnosis of TC takes on average from one week to one month in the Republic of Armenia,
sometimes it can take several months, depending on the patient's health seeking behavior.
“The process can last from two weeks up to four weeks, that is ... t0 find a good ultrasound
examination, biopsy, surgery, waiting time and so on. | think up to a month, but it is possible
to organize everything faster if there is an urgency”
Endocrinologist #3
“If the patient is managed appropriately, it is possible to diagnose the problem and perform
the hormonal examination and cytological test within a day. Taking queues into account, it is
a matter of 2-3 days, and if there are no other health issues, the surgery could be performed;
after that, the patient would only stay in a hospital for a day ”
Endocrine surgeon #1
Usually most patients learned of their diagnosis as an incidental finding during routine
exams. Some of them had nonspecific complaints and were referred to endocrinologists by
other specialists.
“It was a routine check-up at my workplace [as part of the annual check-up at workplace

covered by their social package or health insurance]. The ultrasound radiologist told me
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that my thyroid has grown [size] and I need an endocrine surgeon’s? consultation. | did not
have any symptoms”’

Patient #1
“It was identified accidentally, I did not have any symptoms. They [ultrasound radiologist]
told me that | had a neoplasm, a node of about 1.02 cm, which is possibly cancerous”

Patient #2
“I have had severe headache for about a month, but did not take them seriously. | had high
blood pressure and noise in my ears. My ENT? doctor examined me and referred to
endocrine surgeon to consult about my thyroid problems”

Patient #3
“Everything started from the heart, I had complaints...so, I had an ultrasound and then the
doctor [ultrasound radiologist/ advised to do biopsy”

Patient #4

Various specialists referred patients to imaging (ultrasound) tests rather than to an
endocrinologist. Almost all the patients mentioned similar patterns of referrals. For half of
the cases the specialists were gynaecologists who provided care to women of reproductive
ages. Mostly ultrasound radiologist referred to Endocrine Surgeon (ES) or even determined
the need for fine-needle biopsy in the majority of cases during the ultrasound scan. The
findings revealed that ultrasound radiologists usually referred patients to a specific ES.
“During the second ultrasound scan the doctor [ultrasound radiologist] found out my
problem and sent me to surgery very urgently, saying that | need immediate surgery, and

gave me the contacts of my surgeon”

2 Please note that in their quotes, patients refer to their endocrine surgeons as surgeons.
3 ENT-ear, nose and throat specialist
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Patient #4
“I went to the Center again, took the exams, and did an ultrasound. The ultrasound
radiologist told me there is a serious issue and | need to do a biopsy. Then after biopsy she
told me that it is not life-threatening, the treatment would be done through surgery and
named ES who was renowned famous in the entire republic, she said he is the best”
Patient #6
Although most patients underwent surgery within a week of having a biopsy, the time to
surgery varied by the time from first visit to getting a biopsy.
The diagnosis pathway of patients living in the regions (marzes) somehow differed from
those living in Yerevan, as they had to come to Yerevan to get better-quality care. Likewise,
doctors from regions referred their patients to Yerevan for more comprehensive examination
and treatment as the region's opportunities are limited in terms of specialists or equipment.
“The problem is that ultrasound scan is often not reliable ... and you have to repeat the
examination here in Yerevan”
Endocrinologist #3
“There are numerous issues [with care] in the regions. First and foremost, to find out those
patients, they should have an ultrasound specialist at least of intermediate proficiency;
second, they should have a competent endocrinologist who will understand the problem, its
seriousness and refer to the surgeon; and finally, | have not heard of endocrine surgeons
working in regions.... mostly, they are general surgeons who are not specialized in this
field...who try to refer those patients to Yerevan”
Endocrine surgeon #3
Upon hearing about suspicious nodule/mass patients reached out to well-known ES. Most of

them chose ES based on the opinions of their friends and relatives unless an ultrasound
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radiologist have already told them who to contact. Two patients reported that they had been
referred by their endocrinologist.
A few patients reported late access to thyroid specialists due to insufficient monitoring at
their primary health centers. A few health care providers have highlighted the problem of
poor-quality treatment at the primary health care center.
“During those two years of lab tests, ultrasound scan and other examinations, my doctor [at
polyclinic] prescribed medication for everything and advised not to intervene, to wait, but my
condition was getting worse, while | had a serious problem, so | decided to change my
polyclinic realizing that my treatment was not correct.”
Patient #4

“Because primary health care providers aren't paying attention to thyroid issues [cancer],
they only see the nodule, and that's it. They don't explain anything and don't check to see if
anything has changed. All of this should be strictly monitored, but they often overlook it and
refuse to prescribe hormone tests, simply stating, "Yeah, you have a nodule there, nothing to
worry about.” This is particularly true of doctors working in polyclinics.”

Endocrinologist #2
Furthermore, the majority of patients and health care providers have not relied on care
provided at the primary health care centers and almost none of the patients mentioned that

primary health care had a significant role in their care experience.

Treatment

Overdiagnosis and overtreatment

Several healthcare providers commented on the treatment options available in Armenia for
TC patients, stating that patients are more likely to pursue intensive surgical treatment. They

prefer total removal of the gland to partial resection and in cases of microcarcinoma patients
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are mostly unwilling to undergo active surveillance instead of surgery. They elaborated that
strategy was practiced by some surgeons to be on the safe side.

“In our country, we tend to actively intervene, we fail to have active follow-up because there
are factors affecting that strategy, such as patients’ emotional/psychological status and the
practice of approaching other specialists for the second opinion. | am sure that this will
change with time. My patients don’t support conservative/[organ saving surgery]. They tell
me “I would feel better if you remove everything”, although the benefits of organ saving

procedure were clearly explained to them in detail ”

Endocrine surgeon #1

Sometimes the situation is made worse by health care providers.

“The challenge of active surveillance is that when you clearly explain [the benefits of active
surveillance] ...it lasts till the patient meets another endocrine surgeon with a more

aggressive treatment approach who tells them that their previous surgeon was wrong”’

Endocrine surgeon #2

One patient mentioned that not being operated can cause stress later in life.

“I was personally prone to not keeping this "bomb"[Thyroid cancer] in the body, especially
since there were no issues with resecting half of the gland as the other half can function
sufficiently, especially when you are young”

Patient #1
There was only one patient who was keen to keep at least some part of the thyroid gland in

the hope that it would help to maintain the metabolism.
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“...the only thing | asked was to keep the left lobe of my gland...l was not against the second
surgery, I promised not to complain about not doing total resection...l was thinking of
keeping some part of my gland would help me”
Patient #2
Health care professionals mentioned that it is common practice to operate without biopsy and
confirm the diagnosis afterwards, although such cases are becoming rare.
“So far there is a team of surgeons who ignore the stage of biopsy and operate their patients
not to lose/miss them. | always inform my patients that there are surgeons who would
operate without biopsy and it would be a wrong approach.”
Endocrine surgeon #3
The health care providers explained that generally, non-endocrine surgeons deal with TC, and
they do not fully understand the nature of TC diagnosis and care, potential risks and are not
aware of relevant guidelines.
“Usually we see patients operated on by general surgeons, who are “old school” and refer
their patients to oncologist only after surgery (if they ever do)”

Endocrine surgeon #3

“It would be better if only specialized surgeons dealt with thyroid problems. We need more
specialized surgeons who ... treat patients following the guidelines”

Endocrinologist #3

While some healthcare providers noted that there was a phenomenon of overdiagnosis in
Armenia because of more sensitive screening tools, others mentioned that the term
overtreatment rather than overdiagnosis should be used, explaining that all patients with any

type of nodes get operated.
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“There is a great deal of overdiagnosis which is because of newly developed equipment and
examination methods in the world, but it has its positive aspects as well”
Endocrinologist #1
“I wouldn't say they are over-diagnosed, but they are ‘over-operated’ [overtreated]. In most
cases, patients are operated without biopsy just because they have a nodule”
Endocrinologist #3
“For many years everyone who had a nodule was operated on. Could you imagine, it was a
catastrophe. We have surgeons following old Soviet practices. The strategy was - if a nodule
is found, the operation should be done despite the international experience”
Endocrine surgeon #3
Post-operative follow-up
Almost half of the patients encountered different post-operative complications varying from
the mild transit hypocalcemia and hypoparathyroidism to severe ones, including the paralysis
of vocal cords resulting in voice problems lasting up to two months.
Most of the patients needed RAI therapy post-operatively, and those who underwent surgery
more than two years ago had to go abroad (Moscow or Georgia) to receive their treatment
there, despite two healthcare providers claiming that there was already an operating center in
Armenia at that time.
Patients who received their iodine therapy at the newly opened center in Armenia considered
it more convenient and affordable than travelling abroad for receiving care as they were not
isolated from family and friends and did not bear additional travel expenses.
One health professional reported that despite the presence of the newly opened center,
diagnostic evaluation with the use of iodine is still not available in Armenia. The expert

added that the drug is not approved in Armenia and is not used at all. The drug is intended
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for the pre-radiation therapy stage of treatment in order to speed up their preparation process
without adversely affecting the quality of life.

According to the study participants, the treatment continuation and further control in Armenia
are mainly carried out by endocrine surgeons, not endocrinologists, in the postoperative
period. That was the case with six out of nine patients. Some patients decided to remain
under their surgeons' supervision, even though they had been referred to the endocrinologist
by the latter.

Notably, endocrine surgeons stated that it is an extra burden to follow-up patients post-
operatively considering the time and necessary knowledge. It would be more effective and
more ethical if each specialist did his/her job.

“The management of TC patients post operatively has it nuances but in our country many
surgeons follow-up their patients after surgery, which should be done by endocrinologist and
oncologist together. It is a burden for the surgeon, my colleagues abroad are relieved from
that burden”

Endocrine surgeon #1
Improper guidance on follow-up care
In some cases, treatment continuation can be inaccurate or interrupted because of improper
guidance or poor adherence.

“After surgery I was told to take RAI therapy. Frankly speaking, | did not get my iodine
therapy, | do not know whether | was wrong or right, but I did not do that. My problems
were not resolved, | have the same symptoms, | do not know, maybe if | got my RAI therapy, |
would feel better, I don’t know.”

Patient #5

“Many problems usually happen with hormone replacement therapy when patients get

prescribed high doses of Levothyroxine by surgeons. It is a very common issue here”
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Endocrinologist #2
Most patients reported that they were not properly informed about their follow-up treatment
plan. One patient said he/she was not told about potential complications of hypocalcemia and
had local seizures several times a month without knowing that it is curable
There were cases when the decision to take lab tests was left up to patients, with no precise
accordance with international guidelines, including the proper schedule.
“The surgeon told me to have blood tests done every 3 months. If I have symptoms I can do it
more often, in case | feel better | can have the tests done less often”
Patient #2
A similar situation was reported by another patient whose surgeon did not clearly explain the
need for RAI therapy and only recommended it to her spouse as an advice.
According to health care providers, chemotherapy is not as common treatment modalities as
surgery and RAI in Armenia; besides, they stated that thyroid cases requiring chemotherapy
are rare.
COVID related barriers in TC care
Because of COVID-19 pandemic lockdowns, RAI therapy was discontinued in Yerevan as
iodine substance could not be imported into Armenia; additionally, patients could not leave
the country to get their radiation outside Armenia. Also, patients mostly skipped their
scheduled follow-up visits and required lab tests out of fear of being infected by COVID-109.
Subsequently clinicians have to prescribe high doses of Levothyroxine to maintain the
suppressive therapy of cancer treatment until that issue would be resolved which leads to
related complications.
“Because of COVID-19 we have to wait for the end of the regimen, opening of international
borders but before that we prescribe maximum dose of the suppressive therapy ”

Endocrine surgeon #1
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Cost of treatment and transportation as barriers to care
Some patients stated that money could be a barrier for many patients to get diagnosis and
treatment on time or receive it at all.

“Lots of tests each time and many drugs, which are quite expensive... | kKnow so many people
for whom it is a very difficult issue ...not everyone can do all of the above mentioned every
time”

Patient #4

“...there are people who have the problem [thyroid cancer] and they do not approach a
doctor just because of the financial issues...I knew a woman who did not do regular analysis
after surgery”

Patient #9
The opinions of healthcare providers highly correlated with what the patients claimed.

“Diagnosis and treatment may not be available for patients ... there are patients for whom
those examinations become a big financial burden, i.e. a thyroid ultrasound, biopsy, hormone
tests, consultation payment with an endocrinologist, surgeon, at the end it costs a lot of
money ”

Endocrinologist #3

“About one fifth of the patients, depending on their financial status either delay the surgery
or do it a year later, the number of such patients is not big but they exist, fortunately the
number is decreasing”

Endocrine surgeon #3
At the same time, patients were skeptical of free services, particularly polyclinics, and

emphasized the importance of paying for high-quality care out of pocket.
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“...if you want to do a good ultrasound, you should pay...they might not “treat you well ” with
your insurance [the radiologist might treat you carelessly], that is why | used paid services
twice a year in parallel with free ones to be sure that everything was fine...”
Patient #7

Only two health care providers were aware of the governmental program supporting cancer
patients financially. Only one patient was aware of it and stressed that the surgeon helped to
get it. Some other patients reported that their expenses were covered by insurance or social
package, the rest paid for their surgery around 600.000-700.000AMD.
“When | was worried about my expenses, my endocrine surgeon said there was no need to
worry because now the government cares, and it is more supportive. Everything is free of
charge based on the diagnosis, I just need to fill in a few documents”

Patient #3
“My social package covered the surgery, but | had to pay for the treatment in Georgia and
all of the lab tests”

Patient #8
“The Ministry of Health of Republic of Armenia has solved financial issue recently for us.
Thyroid cancers were included in the program and the treatment is free of charge. The only

problem is RAI therapy for which they have to pay”

Endocrine surgeon #1

The drawback of the governmental program is that joining the program is not mandatory for
health centers.
Transportation and accommodation costs were also mentioned by the patients residing in

rural areas who had to go to Yerevan for their health care.
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“There are financial difficulties when you have to come from the region to Yerevan, you have
to stay somewhere to undergo all the procedures.”
Patient #2

Alignment with international standards of care
According to health care providers, the absence of locally adapted guidelines was a serious
drawback. Lack of standardized and systematic approach to treatment made patient-doctor
communication complicated and resulted in different practices among providers.
“There is a serious problem. You do something right based on your judgment, protocols etc.
and suddenly another specialist appears who shares his/her opinion with your patient and
complicates your work. | had a case when my patient got into panic as he/she was asked by
another specialist [an ultrasound radiologist/, why his/her thyroid gland wasn’t fully
removed.

Endocrine surgeon #1
Fragmented care
Almost all healthcare providers emphasized that there was no professional collaboration
among specialists from different disciplines. There are no multidisciplinary teams, and no
tumor boards exist in Armenia. The lack of cooperation between and within medical centers
often resulted in fragmented care.
“I face an interesting reality where the specialists do not collaborate - | mean each of them is
locked in his/her field and they neither want to give out any information nor want to share
their experience”

Endocrine surgeon #1
According to health care providers, coordinating the care of TC patients in one hospital from
diagnosis to surgery would be advantageous for patients from the time management and

financial perspectives.
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Poor reliability of medical tests often made health care providers repeat them, which in turn
created additional financial, time and moral burden for patients. As a result, health care
professionals preferred to collaborate only with their trusted experts and became more
selective in terms of which labs to send their clients to. On the other hand, according to the
patients, it could by dictated by commercial interests too.
“I went to my doctor [nuclear physician] in two months to take lab tests, but she sent me to
the specific center. I partly understand why she sent me there [smiles]”
Patient #6
“I don't know, you go to one doctor, he tells you something, then refers you to another, who
may say something completely different, and it's all based on money.”
Patient #5
“...there is a problem with laboratories, that is, there are few reliable laboratories that |
trust, I rely on those results...not all results can be fully trusted...”
Endocrinologist #1
“Because of poor quality of ultrasound [no TIRADS classification], you have to ask your
patients to repeat the examination and ... you send the patient to your trusted radiologist to
get a quality diagnosis”
Endocrinologist #3
5.3 Information and communication
The perceptions of the adequacy and style of provider communication about diagnosis,
treatment options, discussion of risks and side effects differed across the study participants.
Effective communication helped the TC patients to make sense of their condition, developed

confidence for self-management, and increased adherence to treatment.
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Disclosing a cancer diagnosis
Overall, the interviews revealed no uniform approach to informing patients about their
diagnosis among healthcare providers. Almost all the patients remembered in detail how
they were informed about TC. Some patients underlined that doctor’s approach helped them
to overcome that moment, while others read the report with their diagnosis and became
confused as a result. One patient reported being told on the phone that she has cancer.
“...when I called [cytologist], she said there is a suspicion of medullary carcinoma and
suggested to take the test for the level of calcitonin.
| was very worried. The doctor promised to help me with that and inform about the biopsy
results by phone as soon as they are ready.
| was thinking: what should | do, how should I tell my parents? what if I have cancer”
Patient #2

Another scenario was when the patient read his/her diagnosis before the doctor’s consultation
and started digging the internet herself.
“I went to him with my biopsy results, but before that | opened the envelope and saw the
“papillary carcinoma”, I found that it is a bad thing [carcinoma], so | went to him crying.
The doctor looked into the reports and did not even pay attention to me... and then told me
not to be afraid of it, as he operates six patients like me daily...”

Patient #10
The use of medical terminology as a barrier to communication
Many respondents mentioned that clinical consultations with their providers were mostly
overloaded with medical terminology, which made the communication unclear and

ineffective.

35



“I had an ultrasound, and there was written the word carcinoma, but I didn't know it was a
neoplasm, | did not know what it was. And the doctor did not tell me that it was a tumor, did
not explain ...in lay language

Patient #4
| know that a detailed explanation for the client is not common in our [in Armenia] medicine.
There is no such approach... sometimes there is, but mostly terminology is used. And now |
do not ask anyone, I figure out everything myself”

Patient #4
Consultation time and content
Many patients complained that consultations were overly short, and that it was not possible to
discuss all issues that concerned them with their providers.

“To be honest, it was a bit hard to discuss it with him. Everything was brief. I was worried
about that... I could ask a question and get a very sharp/brief response, after which I did not
want to ask another question...it is not like me...I had many questions...I was not able to go
into many details”

Patient #6

Most patients reported lack of proper explanation during consultations; no details regarding
cancer or treatment.
“You know, the only problem with my doctor was that he did not properly explain anything |
wanted to understand. After surgery, | felt horrible, | went to the doctor, but no one explained
why | had twitching muscles on my face. They were just like “oh, yeah, let's go and take some
calcium gluconate”

Patient #10
Many of the patients were unaware of the procedures they were about to undergo. For

instance, they were unfamiliar with what to expect during fine-needle aspiration biopsy, so
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the procedure was mostly refused. At times, a lack of information caused patients to switch
their doctors.
“Well, my first surgeon told me that I needed surgery and that is it, and | do not remember us
discussing any adverse effects. But my second surgeon explained everything to me starting
from the type of cancer to the prevalence and surgical options.”
Patient #3
“He said biopsy is needed, he wrote it on the piece of paper and passed it to us. He neither
explained... nor... nothing
... ' would only like him to be warmer in his communication, more understandable to me... he
did not explain anything to me...thank God... he saved my life entirely”
Patient #10
In accordance with patients’ reports, health care providers stated that it was possible to
overcome patients’ reluctance to take up certain procedures by providing patients with
necessary time and detailed information.
“...1 am convinced that in our clinical practice we need to spend a lot of time discussing with
the patient, talking to him. It is very important, as when you try to explain in detail,
illustrate, bring several examples, the patient understands everything and relaxes.”
Endocrine surgeon #1
Other patients, on the other hand, reported that they were highly satisfied and were aware of
everything related to their condition.
“My surgeon is like a psychologist. Maybe he knows how to speak with people. When I go to
him he gives me power... my doctors guide me on how to behave later on ...everything is
written in detail”’

Patient #8
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“The doctor explained everything in advance and even gave me a guide about what should be
done prior to going to radioiodine therapy, what products should not be used and what
would happen to me during radioiodine therapy”

Patient #9

Seeking information from friends and relatives
Most patients mentioned that in addition to health care providers, they obtained the necessary
information about TC care from friends and relatives, especially those friends who were
healthcare providers themselves.
“I have friends who are doctors, also among my relatives. I asked them”

Patient #1

“..I learned about RAI therapy from my friends who went through this...’

Patient #7

Many patients searched the internet to enhance their knowledge of the disease.

“I understood everything myself, because | have read lots of medical literature, | have read
so much for myself over time that if someone tells me about a diagnosis next time or | read it,
I will understand and I will not expect the person in front of me to explain it to me.”

Patient #4
“I came home, connected to the internet and searched my test results and saw the problem is
serious.

Before the biopsy, | did a lot of research on the internet, looked into everything to understand

what can happen to me so that | am ready for that”

Patient #6
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Modes of communication with providers
All health care providers confirmed patients’ words saying that they keep in touch with their
patients through phone calls. It was a well-accepted mode of communication. During
COVID-19 pandemic it became even more common.
“I was sending messages to the surgeon, to be accurate, my brother was sending via Viber.
And that's how we decided on the dose of the drug. | only went to a personal consultation
once after the surgery. In all other cases, we communicated over the phone”
Patient #7
“..By [phone] calls. I called and then visited in person. Each time I called he answered...”
Patient #8
“I was in my region and the doctor was in Yerevan, we have been in touch mainly via video
or audio calls. I approached him for any problem that | had, and he replied to me very nicely
every time”

Patient #9

5.4 The patient as an active participant

Care-seeking behavior and coping
Assertive behavior towards their health and well-being was common in the study
respondents. They were self-motivated and had enough self-confidence to push themselves
forward and develop positive coping mechanisms.

“...while doing the [ultrasound scan the radiologist told that I had nodule >1cm and should
pay attention to it. So, it was just my initiative... being picky to health... that made me go to
the doctor”

Patient #1
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“I thought that nothing can happen to me, because I had two children, I had two children, 1
had a husband, | had a family, and | thought | had to overcome it. Even if | have a small
chance, I will fight and overcome all that... And all on my own, | was alone, no one has ever
noticed my depression. And since then, I've been considered a hero”

Patient #4

“... there was a huge emotional impact, but I gave them [family] hope... I gave them hope
and help to overcome it. And that was due to my good state of mind, my optimism.
1 appreciate life and I advise my friends to enjoy their day...”

Patient #7
Most patients were active in choosing their healthcare providers and healthcare centers,
sometimes even bypassing/skipping the accepted route of care.
“We saw a small nodule by ultrasound scan and immediately approached the endocrine
surgeon. It turned out we had some good connections, so he/she helped us to approach the
right professional after the ultrasound”

Patient #1
At the same time the interviewed providers thought that lack of awareness among patients
decreases their chances to become active participants in the treatment process. They
mentioned that patients do not take the presence of thyroid nodules seriously; as a result, they
delay cancer diagnosis and treatment and have low compliance.
“Step by step, I inform a patient that he/she has cancer. | need him/her to know the
diagnosis to help me make the treatment plan and manage it. Sometimes relatives ask me not

to tell the patients their diagnosis, but it will create problems in cooperation.

40



Nowadays, the information is open and accessible, so not telling patients about their
diagnosis will cause trouble. Saying everything will make it easy, and the patient will not
hinder us but help.”
Endocrine surgeon #1
Patients’ role in care-related decision-making
The notion of patients’ role in the decision-making process about care and treatment was
unclear to healthcare providers. Similarly, patients mostly did not understand their role and
to the question of whether their treatment preferences were considered or not, they replied
that they must follow what surgeons tell them.
“To be honest, my approach is the following: this is not an esthetical procedure, | did not do
anything [putting my preferences forward]. It was like we found the nodule and | was told
what the solution was.../ would not say I had some preferences and insisted on them. Not
really”
Patient #1
Other patients also reported limited participation in the decision-making process. The lack of
knowledge and understanding of their disease affected their participation. They were not
encouraged by their healthcare providers to ask questions about their condition and treatment
options.
“I did not discuss anything with him. He did not let me discuss. For example, if you try to
ask something, he will tell "Yes, yes... I know, I know" ...like this. Even my husband got
angry... you want to ask something, but he is not letting you ask”
Patient #10
“The nurse entered the operating theatre, showed him [the endocrine surgeon] my report

during the surgery [other patient's], and got his answer that surgery should be done.
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We went home and had to come back on Monday to take the tests and go for the surgery, but

| was not ready.

... On the way home, the nurse called and asked to come quickly as the doctor must go

abroad for vacation. We went right there, took the tests, the nurse informed us that the

treatment is surgical, | did not see the surgeon, then underwent surgery the following day .
Patient #6

Trust in health care providers

The vast majority of patients reported lack of trust towards their healthcare providers’

professional skills which made them approach more than one doctor. Approaching more than

one doctor often resulted in contradicting opinions and confused patients.

“I went to several places [medical centers], before the surgery I had ultrasound
examinations performed by different specialists because | do not trust people, especially

specialists. If such a serious diagnosis is made, | will not rely on what [only] one [provider]

might say”

Patient #4
“Frankly speaking, given my experience of many years with health care providers, |
approached many of them, 7 do not know..., but I do not believe doctors”

Patient #5

The lack of trust was especially true for patients from regions. Patients believed that doctors
in Yerevan were better and more reliable but that services were not affordable. During the
interview, the clinicians confirmed that belief among patients.

“I live in a region where everything is accessible, but there is no trust...I do not know, for me
it was easier to trust a doctor from Yerevan”

Patient #9
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All healthcare providers pointed out that both endocrinologists and endocrine surgeons have
an essential role in the care of TC patients. However, they told that patients had more trust in
surgeons rather than endocrinologists because of their culture-influenced values. This
statement was confirmed by the patients.

“Even though | asked the endocrinologist in my region about medication dosage, | did not
trust that answer and always the final one for me was my surgeon’s word...”

Patient #2

“I was under the dispensary? supervision where | was advised to do the radiation therapy.
But as | have already said, | was more interested in my surgeon's words, his words were
more important to me, and he told me that RAI therapy would not give me anything, | would
just be irradiated and that's it”

Patient #4

“...It is typical for our country that the patients trust the operating doctor more...”

Endocrine surgeon #1
5.5 Responsiveness and support
In general, patients reported that they were treated with respect and dignity by their treating
doctors. According to them, their healthcare providers were responsive and approachable
during their experience and showed their concern.

“My doctor is like a psychologist. He knows how to talk with people. When | visit him/her,
he pronounces my name in a specific way which gives me power. The importance of the
doctor cannot be overstated. When | ask a question, he/she responds in a friendly manner.”

Patient #8
Increased satisfaction with care after surgery
Successful surgery substantially increased patients’ overall satisfaction with care. All

interviewed patients were satisfied with their surgery, noting that the surgeons had saved
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their lives. After the operation, the patients' anxiety decreased and there was a perception
that surgeons healed them.
“The surgery passed successfully [the patients meant there were no complications following
surgery]. | was discharged the next day and ...came back to my routine activities and short
after even do sports”
Patient #1

Even though they have had unanswered questions, the patients were satisfied with their
received health care as they were alive.
“Only his indifference toward me...otherwise, | am very satisfied with the surgery, the whole
process and everything. | would like to understand everything fully, I am not a doctor. |
needed him to explain in detail”

Patient #10
Acceptance of hormone replacement therapy
Hormone replacement therapy was easily accepted by most patients. Only few of them
mentioned that it was hard at the beginning but later they became used to it. Health care
providers explained that most likely patients did not complain because after overcoming
cancer taking medicine for the rest of one’s life is not a big deal; while patients who do not
have cancer but should take drugs every day are more reluctant to do it.
The post-operative scar on the neck was accepted differently; some of the patients took it as
“witness of their success”; a few of them were fine with it, while the rest explained that it
reminds them of the tough times they went through. Generally, younger patients were more

concerned about the size and appearance of their scar.
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Social and psychological support
None of the patients reported receiving consultation from psychologists or other professionals
who could provide supportive care. Some healthcare providers commented on the need for
those specialists to help patients cope with their stress.
Almost all the patients reported the importance of having family support throughout their
care.
“The patients definitely need psychological support. | do not know any patient who has
professional psychological support, it is a serious gap”
Endocrinologist #3
“The support of my family members and friends brought me back, I became my old/previous
self”
Patient #8
“Everyone, my family, friends supported as much as they could. | overcame it with them, we
overcame it all together”

Patient #9

5.6 Health beliefs
Patients’ beliefs about cancer in general and TC in particular have substantially affected their
experience of TC diagnosis, treatment and follow up. When asked about how the diagnosis
impacted their life, almost all of the patients characterized their diagnosis as shocking, hard
to accept, horrible thing. Most of the patients were scared and depressed.
“I was surprised by all of this, thinking how could it happen to me. I did not have any

symptoms and I have never thought that I would have any thyroid problem in my life”

Patient #2
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“I lost myself, for me it was hard to accept. It is not easy to hear your diagnosis, it was like
looking in the eyes of death. I thought it was the end of the world”

Patient #8
Almost half of the patients said that they have experienced fear and anxiety before the
biopsy, mostly because of the stereotype that touching the node will irritate it and turn it into
malignant tumor, so one should not touch “sleeping things” [it means inactive nodule/mass
which may become an aggressive tumor after biopsy.
“My fear started from thinking about biopsy. | had already searched the internet for how it
was going to be done and | was very much afraid at that moment”

Patient #9
Health care professionals reflected on the biopsy myth, stating that specialists such as
physicians and surgeons sometimes advised patients not to perform the test.
Most of the patients had uncertainty about their future; they were concerned for their life and
their families. A few of them even were crying during the interview.
“It was a hard time for me and my family, my mother was in panic, my husband was in shock,
he didn 't believe the diagnosis. No one in my family had any kind of thyroid problem, I was
the first, I had three children, so | was scared. | had worries about my future, it was
uncertain. I was trying to encourage my family, but I knew I was scared”

Patient #3
The fear of cancer recurrence was quite common among patients. They coped with that fear
differently. Few of them literally ignored the feelings and tried to move on. Mostly patients
shared their worries with family members.
“Even now I have worries, I can’t stop myself from thinking about return of my cancer. |
play with my children trying not to think about it, but I realize that it is quite possible.”

Patient #3
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However, there were patients who perceived the fact of recurrence as something inevitable’’
“Whatever should happen [the patient meant the recurrence], will happen despite my
thoughts.”

Patient #8
“Good cancer” was a phrase used by healthcare providers to relax patients and explain that
TC is not life-threatening and will not affect the amount and quality of their life.
“I heard something like that. He said that it is not a big deal and you should not fear the
name of the cancer”

Patient #1
“All my doctors told me that this is the good one of all types of cancers, and I only need to
take tablets and be under control and that calmed me down, decreased my anxiety”

Patient #3

6. Discussion

This study explored TC survivors’ experience related to the diagnosis and treatment process
in Yerevan, Armenia.

Five key elements of the Warwick Patient Experience Framework were used as a guide to
form main categories of findings with relevant themes to shed light on TC survivors'
experience.*® These included continuity of care, communication and information, the patient
as an active participant, and responsiveness.

Continuity of care considered all barriers and challenges encountered by patients in their care
trajectory, starting from diagnosis, to treatment, and follow-up care.

Consistent with the literature, TC was mainly diagnosed by chance during routine check-ups

by different specialists.>'82 Interestingly, it was observed that ultrasound radiologists
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played a pivotal role in diagnosing TC. In fact, they were the ones who interpreted the test
results and then referred the patients to the endocrine surgeon.

The period from diagnosis of thyroid cancer to treatment initiation varied from days to
months, and was influenced by many factors, including poor adherence by the patients to the
physician’s recommendation, lack of awareness about the importance of initiating treatment
as soon as possible, and financial status. Patients from the regions faced additional barriers
including lack of specialists, and lack of trust in the quality of services provided. Some
patients from regions outside of Yerevan had to travel to the capital hoping to find better
care, which likely led to delayed cancer diagnosis.®®

The patient’s health-seeking behavior is influenced by trust and confidence in healthcare
professionals.®*% Lack of confidence in primary health care providers was very common
among the study participants. Also, patients felt unsafe using polyclinics services because of
their perceived low quality, even though these services were free of charge.

This study found that most TC patients in Armenia were primarily treated by surgery despite
recent evidence that partial or total thyroidectomy might not bear clear benefits for some
patients.%® Several researchers have cautioned that many TCs that might never cause
symptoms in a person’s life are currently overdiagnosed and overtreated with unnecessary
surgery, leading to complications and long-term negative health effects. 16:25-27.29 |
Armenia, the predominance of surgical treatment seems to be explained by both patient
preferences and providers’ choice, as discussed below. All of the study participants
underwent surgery and or refused when offered other treatment options, such as active
surveillance. These findings are similar to those of recent studies conducted in other
countries, which reported that patients were more likely to choose surgery over active

surveillance depending on their health belief, perception and various other factors.?° One
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rationale noted by our study participants was the increased stress and anxiety created by the
prospect of a tumor not being surgically removed.?*3!

We found some inconsistencies in the diagnostic and treatment options chosen by the
specialists across the country. While some were opposed to active surveillance and advised
patients to have surgery right away, others were favored active surveillance for patients in
low-risk groups.

One of the most concerning findings of this study was that some patients had discovered their
TC diagnosis postoperatively without verifying their diagnosis first via a fine-needle biopsy.
Such clinical mismanagement can result in increased stress among TC patients.

and lead to unnecessary surgeries and unjustified expenses in TC care.>%2-24

We found that in most cases, general and non-specialized surgeons dealt with TC patients in
Armenia; consequently, postoperative disease classification and follow-up care might not be
consistent with the guidelines, as general surgeons are not properly trained. Clinicians who
participated in this study mentioned that the non-specialized surgeons were mostly trained
during times and that their practice has been continuously decreasing.

Some participants believed that doing a biopsy can transform the benign mass into cancer. It
appeared that this ‘biopsy myth’ has been spread by some healthcare providers. This myth
appears to be widespread among cancer patients, and the literature suggests that increasing
patient awareness through appropriate doctor-patient interaction and programs can help
dispel it.6768

Long-term follow-up is an essential aspect of the continuity of care for any cancer survivors,
to maintain the appropriate quality of life.*> We found that, based on patient preference,
postoperative surveillance in Armenia was done by ES. Physicians who participated in the
study explained this by the culturally ingrained belief that surgeons were more qualified than

physicians (e.g., endocrinologists, or medical oncologists). A similar attitude has been
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described in the literature.** Our study participants valued surgeons more, and considered
them ‘lifesavers,” which might explain why almost half of the patients preferred surgeons for
every aspect of care, even though they were dissatisfied with the length of time and content
of the consultations delivered by surgeons.

Though a multidisciplinary team is recommended for follow-up care **, typically, only one
physician carries out follow-up care in Armenia, thus increasing the likelihood of inaccurate
treatment plan and missed cancer recurrence, as well as untreated but preventable
complications.*12

Our findings revealed numerous barriers to care, the most important of which was financial.
Both patients and providers reported that those with TC diagnosis might delay their treatment
or leave it incomplete because of financial constraints.

Although cancer surgeries have been free of charge in Armenia since June of 2019, only few
of our participants, including healthcare providers, were aware of the financial assistance
program. This finding highlights the importance of increasing public awareness about the
country's current programs and policies aimed to improve TC care and remove barriers to it.
COVID pandemic was one of the major challenges to the continuity of care in our study — a
phenomenon observed in many countries accross the globe since the start of the pandemic.5®
Because of COVID-related restrictions, patients could not leave the country to obtain care
elsewhere, while radioactive iodine could not be imported into Armenia since March 2020.
Furthermore, patients skipped regular check-ups and visits, fearing coronavirus infection.
This slowed down their cancer care and decreasing their quality of life because they had to
take higher doses of the thyroid hormone to maintain cancer suppression therapy.
Fragmented care was another barrier to successful TC treatment revealed in this study. Due
to the lack of interdisciplinary cooperation, which is one of the major drawbacks of the

Armenian health system, TC survivors had to consult with numerous health care providers in
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various medical centers. The absence of multidisciplinary teams in cancer care hinders
desirable patient outcome and efficient allocation of resources*!? Indeed, previous studies
have shown that integrated care is highly correlated with positive patient experience.”

The lack of systemic coordination and guidance makes patients more determined to select
their medical team on their own. In turn, this might violate the ordinary sequence of TC
diagnostic path and affect patient experience quality.?>!

The doctor-patient relationship begins and forms from the very first contact, setting the tone
for future communication.”>~"® The disclosure of the diagnosis is the first step that largely
determines the subsequent interactions.”>"® This study showed that the acceptable practice
for communicating the diagnosis is not always followed in Armenia. In most cases the
discussion was brief and lacked clear explanations; in one case, the patient learned about the
diagnosis over the phone.

A randomized online study conducted to assess the impact of medical terminology on chosen
treatment options showed that the patient could choose a more or less aggressive treatment
based on how he/she is informed about cancer. Hence, the very first definition/interpretation
of thyroid cancer to a patient had a significant role in future treatment plans.” Our study
found that patients were not given adequate details about their conditions, particularly with
regard to their follow-up care. In addition, due to mistrust and inconsistencies in the received
information, multiple specialists were approached by the patients. Consistent with previous
studies, most patients in our study checked the internet for information and took their family
members’ and friends’ advice.”™'®

The adequacy and quality of the provided information may enable patients to engage in self-
care and make them active participants in their treatment process, which is one of the

essential requirements for high quality of care.*®’%72 |t was difficult to judge the degree of
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patient involvement in TC treatment in Armenia, as neither the patients nor the physicians
had a clear idea of the concept of shared decision-making.

Physicians in this study understood a patient-centered approach, mostly as spending enough
time with patients to help mitigate patients' emotional stress, overcome barriers, and achieve
therapeutic goals.

At the same time, most patients considered physicians more knowledgeable than themselves
and refrained from interfering with the specialists' decisions, reflecting a paternalistic type of
doctor-patient relationship.”® It has been noted that failure to perceive the patient as an equal
partner to the physician might be culturally acceptable. As a result of this misperception, the
physicians fails to prioritize the patient's need and or to spend sufficient time explaining
details, and places his/her professional opinion above that of the patient’s in care decisions.’
Receiving a diagnosis of cancer increases the need for support from family and friends, and
this support positively affects the patient’s perception of their experience and their ability
cope with stress.”” Consistent with other studies, our findings confirmed that patients faced
anxiety, uncertainty, and fear during their diagnosis-treatment journey.*® Some of the
participants did not seek psychological support though they reported a need for it, and
developed mechanisms to cope with their stress on their own, often by spending time with
family and children, and engaging in everyday life. The phrase ‘good cancer’ was used by
physicians during consultations to alleviate negative attitudes towards cancer. Interestingly,

it did not cause patients to be taken seriously, in contrast to the literature.*’

Strengths and limitations
Technical issues with the student investigator’s Internet connection disrupted the interview
flow in some cases, causing inconvenient conditions and potentially affecting the quality of

the information obtained.>®
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The present study involved physicians only from Yerevan. The inclusion of providers from

other regions of Armenia could help reveal additional challenges and barriers to care and

increase the generalizability of our findings. Also, while the study described the TC patient

experience, the findings might not be transferrable to patients with more aggressive types of

cancers.

The fact that the student investigator was an endocrinologist might have induced an insider

effect among physicians and led to social-desirability bias among patients .343°4%41 Although

the scope of five years is a relatively short period, patients' recall bias may still be an issue in

this study.

This was the first study to explore this topic in Armenia and the first qualitative study which

was conducted using online data collection mode. This mode ensured the safety of patients

during the pandemic and helped to save time and resources.

Triangulation between patients and physicians is one of the strengths of this work. It helped

capture multiple facets of TC care in Armenia and identified issues that can be a stepping
stone for future cancer care improvement initiatives. Findings should help to enhance TC
care in Armenia, and make it more timely, affordable, and better coordinated.

Quantitative research is needed to objectively measure the revealed concepts, explore the

determinants of quality TC care and generalize findings to a larger population.

7. Recommendations
Based on our findings, we recommend using informational technologies in TC care to
connect patients and providers through the development and maintenance of a population-
based electronic thyroid cancer registry, which will centralize the cancer care eliminating
issues with fragmented care, enable multidisciplinary care, and provide opportunities for

further clinical research.”® We recommend organizing continued education programs for
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endocrinologists, endocrine surgeons, ultrasound radiologists, and primary health care
providers to ensure that their knowledge and skills are up to date and to improve quality of
care. Also, trainings on patient counselling skills could help improve provider-patient
communication which has been found to be inadequate in our study. The Agency for
Healthcare Research and Quality suggests a number of programs that can be implemented in
Armenia, advancing all aspects of patient experience.”®

To empower TC patients, we suggest having separate programs to raise their awareness of
existing government programs for TC care, inform their rights and roles in their healthcare,
and make them active participants in decision-making. ThyCa.org is one of the existing
global platforms that aims to meet the needs and goals of TC patients while also serving as a

resource and support center.

In conclusion, this study was successful in looking into TC survivors' experiences and
associated challenges in Armenia from the patients' and healthcare providers' perspectives.
The findings illustrated distinct patterns of TC diagnosis and treatment pathways and
revealed valuable insights into the barriers. This project could serve as a roadmap for health

care providers to better understand and meet patients' needs.
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Tables

Table 1. Socio-demographic characteristics of patients

Characteristics

Patients (N=10)

Healthcare
Providers (N=6)

Sex

Male 1 3
Female 9 3
Residence
Yerevan 5 6
Other Regions of Armenia 5 0
Age, Mean (Range) 36 (23-50) 39 (29-56)
Marital status *
Single 1

Married 7
Widowed 0

Divorced/Separated 2

Education

High school completed (10-12 years)

Professional technical education 2

Institute/University 4

Post-graduate 3

1

Employment
Yes 8

No 2

Family history of TC

Yes 5 (non-cancer)

No 5

Monthly expenditures

From 100,000 AMD and less (~190 USD) |0

From 100,001 - 200,000 AMD (~ 190-380 5

UsSD)

From 200,001 - 300,000 AMD (~ 380-575 3

uUsD)
Above 300,000 AMD (~575 USD) 1

Don't know/ Refuse to answer 1

Years of experience Mean, Range 15.5 (5-30)
Social media applications used to conduct
the interviews
WhatsApp 4 3
Viber 2 1
Messenger 3 1
Zoom 0 1
Phone call 1 0
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Table 2. The Warwick Patient Experience Framework

Generic themes

Description

Communication

The process of interaction with doctors throughout the
diagnosis and treatment, revealing any challenges or
barriers experienced by patients,

Information

The adequacy of provided information related to the
disease, diagnosis, treatment options, including benefits
and risks, side effects and following surveillance

The patient as an active
participant

Important role of the patient in the decision-making
process about care and treatment. A patient is free to
choose the health care team or centre in charge of
his/her health. Furthermore, patient should be
empowered by clinicians to ask questions and
collaborate with them sufficiently

Continuity of care

The process of the follow-up after diagnosis, further
communication and care plan, reliable relationships
with the health care providers

Responsiveness

Responsiveness of health care providers to the patients’
needs, preferences and values considering individuals'
expectations of service
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Appendices

Appendix 1. Warwick framework

Genetic theme

Patient as active participant

Responsiveness of services—

an individualized approach

Lived experience

Continuity of care and

relationships

Communication

Information

Support

Natrative description

Reflects the role of patients as potential active participants in their health care, co-creators and
co-managers of their health and use of services; responsible for self-care, participators in
health care, shared decision-makers, self-managers, risk managers and life-style managers.
Confidence in self-management is critical. Associated with issues of power and control.
Needing to be seen as a person within the health care system. The responsiveness of health
services in recognizing the individual and tailoring services to respond to the needs,
preferences and values of patients, taking into account both shared requitements and individual
charactetistics (such as individuals® expectations of service cultural background, gender, subtle
issues such as preferences for humour). Includes how well clinical needs are met (e.g. pain
management) and evaluation of how well services perform from a patient perspective.

The recognition that individuals are living with their condition and experiencing it in a unique
way, that family and broader life need to be taken into account and that all of these aspects of
lived experience can affect self-care. Taking into account individual physical needs and
cognitive needs because of condition. Everyday expetiences, hopes, expectations, future
uncertainty, feelings of loss, feelings of being morally judged and feelings of blame. Some of
these experiences originate ‘outside’ of the health care system but are brought with the patient
into the health system; other experiences may be affected by attitudes and expectations of
health professionals.

Initiating contact with services, interpretation of symptoms, co-ordination, access (barriers to),
and availability of services, responsiveness of services and feelings of abandonment (when
treatment ends or support is not made available). Being known as a person rather than ‘a
number”. Trust in health care professional built up over time. Recognition/questioning of
expertise of health care professional. Respect, including respect for patient’s expertise.
Partnership in decision-making,. Issues of power and control.

Needing to be seen as an individual; communication style and format (e.g. over telephone or in
petson); skills and characteristics of health care professional; body language (which can convey
different information from that spoken); two-way communication and shared decision-making;
compassion, empathy; the impottance of the set-up of consultation (e.g appropriate time for
questions, appropriate physical environment and number of peoples present). Listening and
paying attention to the patient. Enabling questions and providing answers.

Information to enable self-care and active participation in health care, importance of
information in shared decision-making, tailored information to suit the individual, patient
wanting/not wanting information and timely information. Sources of information, including
outside the health service (e.g. peer-support, internet). Quality of information. Sources of
further information and support. Developing knowledge and understanding, and making sense
of one’s health.

Different preferences for support: Support for self-care and individual coping strategies.
Education. Need for emotional support, and need for hope. Responsiveness of health care
professionals to individual support needs (may vaty according to gendet, age and ethnicity).
Importance of peer-support, groups and voluntary organizations. Practical support. Family and
friends support. Role of advocacy. Feeling over-protected, not wanting to be a burden.
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Appendix 2. Interview guide for in depth interview with patients via video call
(English version)

Interviewer 1D

Participant ID

Type of video call

Interviewdate __ / _/ _ (mm/dd/yyyy)
Interview starttime _ _:  (hh:mm) 24-hour format
Interviewend time _ _:  (hh:mm) 24-hour format

Dear ..., I would like to thank you one more time for taking time and
agreeing to participate. You have come a long way with your thyroid problem.
I admire your courage and spirit. It would be amazing to be a part of your
journey.

How do you feel yourself?

1. Let’s talk a little bit about your pathway. Can you please describe your experiences
of going through the diagnosis process of your thyroid problem?

Probe: How long ago was it? Which symptoms did you have? How long did it take
for people to diagnose your illness, what specialists examined you before you got

diagnosed? How and when did you confirm your diagnosis?

2. What were the main challenges while going through the diagnostic process? Why
were there challenges? How did you overcome them?

Probe: Difficulties with finding specialists, trust towards them? Fear from biopsy?
Lack of information? Difficulties with blood tests, biopsy, imaging tests? Unable to

afford the tests? Tests not available in the region where you live.

3. What do you remember about the period when you were first told about your
diagnosis? What did you feel? How was the information explained/provided to you?

What can you say about worries?
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Probe: Worries about your future? Uncertainty and fear of your diagnosis?
Compared to when you first found out about your cancer, what is your level of worry

now?

How did the diagnosis impact on (emotionally) you or relationships with friends,
family members? Whom did you talk with when you had worries and fears related to

your condition/treatment?

Probe: Did you discuss it with your doctor? How did he/she react?

(Have you ever been told that you have a “good type” of cancer? — ask if the type of
cancer is Papillary Thyroid Carcinoma)

. Tell me about your doctor’s attitude/behavior towards you or your relatives during
your consultations?
Probe: What can you say positive and negative about the attitude of your physician?

Respectful? Patience?

How would you appraise your received information about your diagnosis, treatment
options and related complications? How would you characterize the discussion of
your test results with your doctor(s)? Could you tell more about the treatment options
that you were offered?

Probe: Did you discuss possible side effects? What about pain management?

Scar on the neck? Fear of recurrence?
Please tell me more about how your care plan was chosen (by whom). Have you had
any preferences/suggestions? Why? How did doctor(s) take your preferences and

needs into account?

Probe: Did he or she change anything in the proposed care plan based on your

preferences/suggestions? Why/how?
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8.

10.

11.

12.

13.

Please share with me about the period when you got your treatment? The type of the
treatment, the length. Where it was and how? What were the main challenges

associated with the treatment? Why?

Probe: Financial issues? Transportation? Time? Related to surgery, radioiodine

therapy, chemotherapy?

What did you do when you needed to ask questions about your treatment? How did
you approach your physician? How did you feel about the length of time you had to
wait before you talked with them?

Probe: Were all answers sufficiently explained for you afterward? Waiting time?

In general, there can be several physicians following up patients with thyroid problem
(cancer). Could you share your experience? How did you choose your main doctor?
Why? What factors have influenced?

Probe: Did you consider experience? Cost-related issues?

Did you ever try to get an opinion from other specialists?
How often did you see or talk to your doctor(s) since your surgery? Who prescribed
you hormone replacement therapy (endocrinologist, endocrine surgeon, oncologist or

another doctor)? Who does control your dosage regimen? How?

Probe: How often do you have blood tests, imaging tests? What are the associated

challenges and how do you overcome them?

Given your experience, what could improve the diagnostic and treatment services for

TC in Armenia?

Would you like to add anything that we didn’t discuss yet but you think it is

important?
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**k*k

If you do not mind we can end up with few questions about yourself.

Your gender? 1.0 Male
2.0 Female
Do not read

What is your age as of your last

birthday?
Where do you live? 1.0 Yerevan

2.0 Region (please, specify )
What is your marital status? 1.0 Single

2.0 Married

3.0 Widowed

4.0 Divorced/Separated

What is your completed educational | 1. [J Secondary school (less than 10 years)
level? 2. O High school completed (10-12 years)
3. O Professional technical education
4. O Institute/University
5. O Post-graduate
Are you employed? 1. O Employed
2. O Unemployed
3. O Retired
On average, how much money does 1. O Lessthan 50,000 drams
your family spend monthly? 2. O From 50,000 - 100,000 drams
3. O From 100,001 - 200,000 drams
4. O From 200,001 - 300,000 drams
5. O Above 300,000 drams
88. 0 Don't know/ Refuse to answer
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Among your direct relatives
(parents, sisters and brothers) has
anyone ever had thyroid cancer?

If YES, what was their relation to
you?

[a—
o
o
=
=
~
=
o
g

Thank you for tour time and participation!

Overall, how would you rate your care?
Very poor Very good
0123456 78 9 10
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Appendix 3. Interview guide for in depth interview with patients via video call
(Armenian version)

Rhdwunutph htwn mmGuwquwugh Uhgngny wuhwwnwlywlu hwpgwgnpneygh hwdwnp
nntgnijg (hwjtptu tnwppbpwy)

Rwpgwgnngwywnh ID

Uwuliwygh ID

Stuwquwugh wnGuwyp

Uduwphy __/__/___ _(wdhu/op/ wiwnph/)
Rwpgwgnnugh ujudwu dwd __: (dwd:pnwb) 24-dwdjw dluwswih
Ugwpun _: _ (dwd:pnwt) 24-dwdjw dluwswih

Swpqgbip... Euygwliljwilnugh bu U6y whquwid pUunphwljuyncp/nLl
hwipinuly, np hwdwéuyuly Ep dwuliwlgly U dwdwinuly Ep hunnljuugnty:
nLp Gplywp swlnuwuuph Ep wlgk 26n Juwhwlnudl gbndp fuinph htin
Quwwydwo: Eu hhwuncd Ed 26n pwgnepyuwdp U ngny: Nuinfiy fhwdwnpbh
1hub 26n wunndnepywll Uh dwup:

bPlUswt ubp 26q qqnLd:

1. BYLp Uh thnpp funublp At6p wugwdsd swlwwwnphh JwuhU: vunpnud GU

Ywpn®n Gp Yhuyb 6p thnpawnniejwdp, huswt®u Gp hdwgt], wiunnpn2t,
np nLutp Jwhwuwaél gbndh fuunhn:

Inconcd. Nnpw U cdwdwlwly wewp En nw: PUs wfuinwlpplbn nLuGhpe:
Nnpw U cqwdwbwl EwwhwlpdGr/nnpwl inblgy/, nnwGugh wfuinnpnpbl
Kbn hhdwlnncnclpy/ fulinpnn, h°Us Jwuliqgbunlbn GU 26g hGunwagnunby
Uwifupwli wfuinnnnpd Gy n:

hPlUswtu b G np hwuwnunndbg K60 wfuwnnpnpnudn:

2. bUs ndJwpnipe)nLtultph Gp hwunhwGl wiunnpndwl
dwdwlwlywhwwndwénd: busnL® htug nphwup: bhusnl® Ywjhu wjn
ndjwnncejncultpp/fungpunnunutpp: buswt®u hwnpwhwntghp nhwup:

Inconcd. dywnnyncilGn Jwulbwqgbinlbn qunlbine hbwn Guwgwd,

Unwlg hwlnbuw Juinwhnuyzncl: dwfun phnwupuwhg: ULhnwdtpn
hubnnuwghuwh wwlwu: F dwnnyzincbbbn Guwdwds wnpuwl
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wluyhqlbnh, phnwuhwyh, gnndhpuhl hGunwagnunnencblbnh hGuwn:
untnn/hbunwagnunnyncLubnn hwuwlGih sEhl 6n inwnwéwpnewlncd,
npwnbn e wunnud Gp, dwiinsGih sEhl:

3. b®Ug Gp hhanwd wjl wywhh Jwupl, Gpp 2tq wnwehU wugwd
wuwwndtghU/wuwghu atp wiunnpn2dwl dwuhl: b°Us ggughp: buswtu E
hu$npdwghwl pwgwunpytbl / npwdwnpybp a6q: b Ywnnn Gp wub| aGp
wUhwluquunnie)ncbubtph dwuhl:

Inconcd . Unwgwifuniznci K60 wwwaquih dwuhl, K60 wfuinnpnpdwl
wlnnpnpni/nLLl nL Yuifup:

Fwdtdwinwdé wyl dwdwlwlh hbn, Gnp wowehl wlquwd hdwguwp
wifuwnnnnpdwl dwuhly, hlswbu GghUwhwinbp 26n wuhwlqunnczuwl
Uwlwnnwlyn widd:

4. Qtin whuwnnpn2nudp h°Ug wgnbgnie)nct ntugwy (hnequiwunptu) akq Ywd
atp puytpubph, punnwupph wunwdJdubph htwn hwpwpGpnunluubph ypw:
NL°J htwin Gp funuby, Gpp &6np yhdwyh / pncddwl hbGn juwyywé
wUuhwuquwnipyntlubp W Jwfubp G nLubgt:

Inconcd . nLp nw pllwnlt Gp 26n pdoyh hbGun: PUswEu £
wnéwaqulply Uw: fvbnpnd G wdGih Jwlnwdwol Guwubp:
(Enplt dGg wuby GU, nn puwnglitinh «jwi inGuwly nLubp. Iwnpguncd Gp, GG
pwnglnp inGuwlp Juwhwlbwgbndh wwuwhywn yupghlndwl £:

5. 4Ywywwndtp hug, fuunpnud BU, atn pd2uh ytpwpebpdniuph / wwhdwéph
JwuhU funphpnwuwnyncejniuutph pupwgpenid atp juwd atp hwpwqwwnubph
Lujwuwndwdp:

Inconcd. hUs npwlwl U pwgwuwlw b pwls Guinnn Ge wuby win dwupl:
Jwnquihg”: Iwdpbnwuinwn”

6. PlswG v Yglwhwinbp uinwgyws hubnndwghwl 26n wfuinnpnpdwly,
pnLddwl inwinpGnwlubnh U nin&lgnn puwnnnuyncblGnh dwupl: PUswtGu
Yplniwagntip 26n pGuwnfy hGunwagnunnyzncULGnh wnpn/nLlplbnh
pUliunlncdn 26n pdoyp LGn) hGwn: Gwnn‘n Ge wdbh dwlnwdwol wundty
Kbq wrwgwnldnn pniddwl tnwuppGnuwlubnh dwupl:
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Inconcd. e pLUlunlt Ge huwnwdnn UnndlUwlh pwnpnnczncbLGnn:
h°Us Quubip guwyuyhl wfuinwUppUbnh Gwewdwndwl duwuhl:
Uwyh wwpwlingh ypw: SpllgGine Juifup:

7. luunpnud GU, wybhb ywwndtp hbd wjt Jwuhl, pE huswtu £
punnyb/Juqudt) atn pnddwl wiwlp/dpwghnp (ned Ynndhg, np pdzyh):
NpuE Uwfupuwnpwsé nwpptpwy Yud wnwpewpynopnlultp ntubgt®| Gp:
husn°L: bUswb®u EaGp pdhayp(utp) hwadh wnk nhwup (Q6p
Lwfuwuhpnienctbutpp U Ywnphpubpp):

Inczncd. Unpnynp Uw thnful] £ npllt puwls wnwewnlynn pniddwl
wywncd” G UuGing K60 UwfuplinpnyncLlbnhg / wewpwnllbnhg: PUsnt,
hluswbu:

8. uunpnud U, Yhuytp hué htwn a6p pnuddwl cwdwlwywhwwnywéh dwuhl:
Fnddwl Gnwlwyp, tnunnnipnLup, npnt’n Ge unnwgt] U hugwtu: Npn°up
Epu pneddwl htwn Yuwdwd hhduwlywl fungpunnuinubpp: bugn®:

Inconcd. Shuwluwlwl® fulinhplGn: ©nfuwnnnwd: dwdwlwln:

Guwwydws En Yppmwhwinniawl, nwnpingnn panwwfiugp, phupuwpbnuapugh
htun:

9.6pp pniddwl hwn Yuwwywé hwngbp nluthp, h*Us Ehp wunwd: buswGu Ehp
gwnuncd/hlus Gnwuwynd Ehp nhdnwd 26p pd2yhl: b°Us Yuubp wjl
dwdwlwyh dwuhU( Gpywnpniejwl), nnp e wyhwnp Euwwubhp, Uhus
Upwlg hGwn hwunhwGp/funubp:

Inconcd. Unnyn‘p pninn hwngbnh wuwanwufuwilbnn pwdwlwlbusweh
pwgwinnynid Ehl 26g hGunn: Uwwubywdwdwlwln:

10.CunhwUupwwbu Jwhwuwal gbndh fuunhp(pwngytin) ntutgnn Jwpnywug
ywpnn U hGwnut Uh pwuh pdhzyutin: Ywnpn®n Ge Yhub) Q6n thnpén:
hUuswbE u puinptghp a6np hhduwywu pdyhl: busn®e: h°Us gnpénulbp Gu
wqnbl 26p npndwl Yypw:

Inczncd. MnLp hupdh weby Gp wpfuwwnwlpuyhl thnpdn.:

Undtph/gnLdwnh hbwn Guwdwd fulinhnltn:
Enplt thnpdt ) Gp uwndhp unwlw/huwluwy wy Jwuliwgbinlbbnhg:
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11. NppwU hwdwfu Gp hwunhwnud Ywd gpnegned 2Gp pd2yh(utn) hbwn akp
dhpwhwuwntpentuhg h yGp: N°Y £ atq bpwlwytb hnpdnuw thnfuwphunn
pGpwwhwl (Eunnyphuning, Eunnyphu yhpwpntyd, nLnnigpwpwt Ywd UGy
wj| pdhzy): N°J E dGpwhuynwd Qtp nbnwswihp: buswtu:

Inconcd. Nnpw U hwowfu Gp hwliduncd wnywl wlwyhqlbn, Guwwnwnnod
agnndhpuwhl hGunwagnunnzncLlbn (Jwhwlwaqbndh unbn) : MpnlUp GU

Yuwwdwd ndyuwnncncbLGnny funlispunninbbnn U hls w6 u Gp npwlp
hwnwhwnnod/inconcu:

12. 3w2yh wnlbnd atp thnpép, L2Gp fuunptd husp Ywpnn Gup pwpbwdbg
Jwhwlwagbinéh fuinhp(pwngytin) nLutignn dwpnyuwug wfuinnpnzhs b
pnLdhs Swnwjniencbutph Ube Iwjwuwnwuncd:

13. Ygwlywlw)jh®p wytwglt| npuk pwl, npp JGup ntn stGup puliwpytbg, pwjg
ywnpénud Gp, np uwplunp E:

%k %k %k

Ert ntd s6p, ygwuywluwjh Jh pwlh hwng E| tnwp nL wjwpunby :

1. | aGp ubnp: 1. O Upwlywl
2. O bquywl
Qlyuinnuy
2. | atp wnwphpep atp Yepghu - twnh

éulunjwu onp:

3. | Npwntn Gp pLuwyyned: 1. O Gpuwl
2. O Uwnqg (fuunpnud GU Lpkp)

4. | 3Gp wdnubwywl 1. O uwudnwulwgwé
Ywpgquyhswyp: 2. O UdnLulwgws

3. O Udnwuphup Jwhwgwé
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4. O Pwdwludwd

5. | b°Us Ynppenre)nLl nllbp : . O Ywypng (10 tnwnh wwywu)

. O Ywypng (10-12 tnwnh)

. O Uhghlu dwulwghwnwywl YppnipnLl
. O buunhwnnuin/Rwdwiuwnpwu

. O 36wnnhwndwjhu

v A W N

6. | WLp w2fuwwnnd Gp: 1. O Ufuwwnnud GU
2. O W®J wfuwwnnid
3. O f@nawlwnn GU

7. | Uhghunw wduwywl nppwl . O 2hs pwli 50,000 npwJ
gnedwn £ dwhuuncd atn . 0 UYuwé 50,000 UhUsl 100,000 npwid
puwuhpp: . 0 UYuwé 100,001 Uhugl 200,000 npwd

. O Uluwé 200,001 UhUgl 300,000 nnuwd

. O 2ghwtd /Rpwdwnpyncd GU wwunwufuwub

1
1
2
3
4. O Uyt pwl 300,000 npwd
5
1
2
3

8. | abtp wudhpwywl .OUyn
hwpwquwuwnutph Ut dunnubp, .Ong
pnup, Bnpwjn, npuE Ubyp nitih - | 3. 0 Qghinbd
Jwhwluwagtnah
pwngytin/fulinhn:

Ert wyn, wwyw ny:

SunphuljuwpnLpynLl 2tp dwudwbwyh b JuwubwygnLpjwlu hwdwn:

Cunhwuncp wndwdp, huswtu Yqguwhwintp Atnp pnudnud/fuliudpn:

Swuwn Jwwn Swiun [wy

0123456 78 9 10
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Appendix 4. Interview guide for in depth interview with physicians via video call
(endocrinologists and endo-surgeons)

Interviewer 1D

Participant ID

Type of video call

Interviewdate __ / _/ _ (mm/dd/yyyy)
Interview starttime _ _:  (hh:mm) 24-hour format
Interviewend time _ _:  (hh:mm) 24-hour format

Dear Dr. ..., I would like to thank you one more time for taking time and
agreeing to participate taking into consideration your busy schedule.

1. Let’s start by talking about the role of endo-surgeons in the Thyroid cancer diagnostic
and treatment process in Armenia. Can you share your experience?

Probe: How often do you see such patients? How do patients approach you?

2. Could you describe the typical pathway of patient experience with TC in Armenia?
Which specialists do they approach first with their symptoms? How do they get their
diagnosis?

Probe: Do they come directly to you or are they referred to you? What about patients

from regions outside of Yerevan? Is their pathway different?

3. In general, how long it takes to get the diagnosis after first symptoms? What can you
say about treatment initiation. Does it immediately follow the diagnosis? If not,
why?

Probe: Difficulties with confirming interventions (biopsy) or blood tests, because of
fear or cost issues? Inaccessibility of some services?

4. What is the mode of TC detection at your clinic? Can you elaborate on that, please?

How do you validate the diagnosis (blood tests, imaging methods)? Do you think
some patients are over diagnosed? Why?
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How do you communicate information about their diagnosis? How would you
characterize their reaction to the diagnosis? Do they openly discuss their needs and
preferences?

Probe: Do you discuss the test results, biopsy, at what level of detail? Do you
communicate with patients directly or with their friends/relatives?

. What are the treatment options available to TC patients in Armenia? (surgery,
radiotherapy, chemotherapy)? Where/how do they get the treatment? What are the
options at your clinic? Are they different from the current diagnostic and treatment
approaches of TC in the world? What are the differences? How do you make
decisions about the treatment plan? What are the factors that you take into
consideration? Do you think there should be/will be changes in the treatment
approaches in the future?

Probe: Are there any guidelines that you follow in your practice? What are the
sources of information that you consult about the treatment approaches?

Do you address patients’ preferences or needs while choosing treatment plan and
how? Do you discuss side effects with them, pain management and further care plan?

Probe: Have you ever adjusted the proposed plan based on patients’ preferences?
How did it happen?

Can you tell me more about any challenges in your practice regarding diagnosis and
treatment? What are they, why?

Probe: Reliability of imaging tests, test results? Patients uncertainty about their
condition, lack of trust towards health care services, lifelong hormone replacement
therapy? Fear of intervention (biopsy), surgery, radiation, complications?
Transportation? Cost issues? Inaccessibility of services?

How do you think that the manner by which TC is diagnosed impacts patients or
friends, family members? What are the main challenges they experience throughout
the process of diagnosis and care?

Probe: Anxiety, uncertainty of future? Financial difficulties? Difficulty to find
appropriate specialists, fear from biopsy, misinformation? Transportation?
Accessibility of iodine therapy in Armenia? Time?

How would you characterize the nature and rate of the complications? Who treats
them and how?

Probe: Surgery? Radioiodine therapy? Chemotherapy?
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10.

11.

12.

13.

14.

Complications (what kind of complications? How often to people have
complications)?

Ideally, the multidisciplinary team should follow-up patients with thyroid cancer.
Could you share your experience? How is it typically done in Armenia?

Probe: Who follows-up with the patient (or provides follow-up care) after surgery
(radioiodine therapy)? Why that (those) doctor(s)?

Regular check-ups, blood tests, imaging methods? Frequency?

When your patients have worries and fears of their condition/treatment how do you
handle the situation? Do you talk with relatives/family members?

Probe: Any difficulties? Fear of recurrence, death?
In your opinion is the health care system supportive for such patients in Armenia?

Have you ever told your patients that they have a “good type” of cancer?

What can you tell about the governmental program for cancer patients existing in
Armenia? What do you know about it? Are patients aware of it?

Probe: From what sources? If no, how do you address that gap in knowledge in your
practice?

Given your experience, what would be your recommendations to improve the
diagnostic and treatment services for TC in Armenia?

Probe: Better collaboration within multidisciplinary team? Qualified ultrasound,
biopsy experts, tests? What about radiotherapy, chemotherapy? Patient register?

Would you like to add anything that we didn’t discuss yet but you think it is
important?

**k*

If you do not mind we can end up with few questions about yourself.

Thank you for tour time and participation!
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practiced as an endo-surgeon?

Your gender? 1.0 Male
2.0 Female
Do not read
What is your age as of your last o
birthday?
Where do you practice? 1.0 Yerevan
2.0 Region (please, specify )
How many years have you ---- years

How would you characterize your patients’ overall satisfaction of care?

Very poor
012345678 9 10

Very good
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Appendix 5. Interview guide for in depth interview with physicians via video call
(endocrinologists and endo-surgeons) (Armenian version)

Rdh2yubph htwin tnGuwgqwugh Uhgngny hwpgwagpnijgh hwdwn nuntgng
(hwytptU nwpptpwy)

Rwpgwgnngwywnph ID

Uwuliwygh ID

Stuwquwlgh wnGuwyp

Uduwphy __/__/___ _(wdhu/op/ wiwnph/)
Rwpgwgnpnugh uyudwu dwd _ _:  (dwd:pnwb) 24-dwdjw dluwswih
Ugwpun _: _ (dwd:pnwt) 24-dwdjw dluwswih

Swnpqgbih pdh2ly..., Eu ygwblpuuyp bu U6y whquid
2unphwljuyncpync i hwpnuby, np hwdwéwylulby Ep dwulnuliglby U hwpdp
wnlbinyg 26n fupuin gnu$hlyp” dwdwinuly Ep hunnljuugnby :

1. Bytp uyutlp funut Eunn-yhpwpnydutiph/cEunnyphuningutiph nGph dwupu
Jwhwlwal gbnah pwngytinh wiunnpndwu U pniddwl gnpéplpwgned:
Uwpn’n Gp Yhudb atn thnpéand: fuunpnud GU:

Inconcd. Nnpw U hwswfu Gp inGulncd winwhuh hhdwlnlbnh: PUswt v
GU 2b6g quinlncdy dninGuncd hhdwlnlGnpp:

2. Ywnn’n Gp Uywpwagnt Jwhwlwgbnah nurnigpny hhjwunh
thnpéwnniejntup/wugwé dwlwwwnhp Iwjwuwnwuncd: N°n/hug
Jwulwgbunh GU bwfubwnwy Uninbuncd, Gpp wiunnwuhutp GU nluGuncd:
hUuswb u E Upwlug wiunnpnnidp Yuwnwnynwd/npdned:

Inconcd. Unwlp wldhewwbu GU quhu E6n dnun, 26° nenbgnncd GU:

b7l quubp Jwpqbinhg hhdwlnlbph dwuply, wpnne Upwlg
swluwywunhpy/ thnndwenc/ncUn inwnpbn

3. CunhwUupwuwtu, nppwU dwdwlwy E hwpywynn, nnwytugh wiuwnnpn2nidp
nnyh/yunwpdh wnwghlu wiunwuhutnhg htwn: bUs Ywnnn Gp wub|
pniddwl JE4Uwpyh Jwupl: Wudhpwwtu £ hGnunwd wfunnpnadwun: Gpb
ng, www hugn®:
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InconLd. dwnnyncubn Guwdws wiunnnnghs

UhswdinnunLLLGnpy phwnupuwy Gud wnpwl wluwyhqlbnh hGw, Jufuh Gud
Shlwluwlwl fulinhnlbnh wuwinswnny- Nnnp SwinwncnLbUGnh
wlhwuwlbipnunLl:

. N°npu E Jwhwlwagbnadh pwngytinh hwjinuwptpdwl Unintgnudp aGp
Uthupywynud: Ywpn®n Gp wjn Jwuhu wybh Jwupwdwul wub], futunpnud
GJ: bUuswtu Gp hwuwnwunnd wfunnpn2ndp (wpjwb wuwhgqutbp,
agnnpéhpwjhU hGunwgnwnce)niuutn): b°us Gp Ywpdnud, nnn2 hhjwunutn
agtpwfunnnpn2ynud GU wpnynp: bugn®L:

hUswt u Gp hhwunutphU hwnnpnnud hu$npdwghwU hptug
wfunnpndwU Jwuhl: buswt®u Ypunipwagnbp Upwlg wpdwaquupn
wfuwnnpn2dwup: Uprnyn®p Upwup wqwwn GU hptug Ywphputpu no
LUwfuwuhpnie)ncblutpp pubwnybhu:

Inconcd. PUswt “u/b Uy dwlnwdwulngzwdp Ge e pUuluwinyncd
hGunwgninncpywl wpnneuplbnn, phnwupw Upwlg hGu: e
hhdwlnlbnh hbwn wludhewlwlnpbl Ge pihyncd ;3G Unwlg nLliGnlbnh /
hwnwquiinlbnh uhsngny:

. Npn°up GU 3wjwuwnwuncd hwuwUb h/wnyw pniddwl Gnwlwyutpp
Jwhwuwqgtnah ntnnigpny hhjwunutp hwdwp (Uhpwhwwinnig)nd,
nwnhnptpwwhw, phdhwrptpwwhw): Npntn / huswtu GU Upwlp
utnwuntd pndgnudn: Npn®ue Gu atp Yhuphywynwd wniw tnwpptpwyubpp:
Upnyn°p npwlp tnwpptpyned U w2fuwphnud wnw UGpywjhu
whuwnnpndwl U pniddwl Uninbgnudutphg: Npn®up Gu
tnwppbpnupgncuutpp: bugswG®u Ge npnanud ujwgunwd pncddwl wyjwuh
JGpwptpjw: Npnup GU wju gnpénultpp, nnnup hwyh Gp wnunwd: b7Ug
Gp Ywnénud, wpnynp wwywagwjnud wewnp £ thnhnfuncpntbutp dingutp
pnLddwl Unintgnudutbpned:

Inconcd. 4wl ninbgnLglbn, nnnlg e hGunbncd Gp 26n
wnwlinhluwyncd: Npn°Up GU wyl inGnGlhunnynewl wnpnuplbnp, npnlbig
htwn funnhnnuwlgnid Gp pniddwl dninbgnudbnh JGnwpbnguwy:

. Pnuddwl wwup punpthu, e hwdh wnunwd Gp hhjuwunutph
LUwfuwuhpnienctbutnp W Ywphpubpp, hugwt®u: 2ubwpynud Gp wpnnp
Upwlg hGwn ynnduwyh pwpnniencbltpp, gwdh hwdwfunwuhzh
Jwnwdwnnudp, hGinwqu fubwdph wwun:

Incancd. nLp Gnplul thnhnfuly Ge pncddwl wywln GyUGing hhdwlnlbnh
UwfuwupnnizincUpg/guwllngzincupg: PUswE v E wunnwhby:
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7. Ywnpn’n Gp hua wybihu ywundbp wiunnpndwl b pnuddwl hGn Yuwywd
ndqwnncejnLuttinh/fungpunnunutph dwuhU wnyw a&p wypwywnhywyned:
Npnup GU nphwup, hugnc®:

InLznLd. Gnndhpuwhl hbGunwagnunncewl wndjwy UGph hncuwy fncsynclp,
Guwnh wnpnnLuplbnn: 3pywlinlibnh wlunpnpnizncln Anklg Jhswlh
uwuhly, wennenywl wwhwwbdwl hwdwlwngh Ugwandwdp
wlyuwnwhnencl: thnfuwnhlnn hnndnlbiwy pERwwhw wdpnng wlph
plpwgpnid: dwfunp uhswidinnuyncUp(phnwupi), Jhnwhwannczinclpg,
swnwquypnLdhg, pwnnncnLblbnhg: @nfuwunnnwd: Shlwlbuwlwl
fulinpnlbn: Nnnp SwnwyncnLULGnh wbhwuwlb hngyzncl:

8. hUs Gp ywpénid, Jwhwlqgbnah nunnigph wiunnpndwl Gnwlwyp wqnned
E hhdwunutiph Ywd puytputph W punnwuhph wunwdutph ypw: Npn°up Gu
wju hhduwywu nddwpnipntuubpp/dwpunwhpwdGputpp, npnug Upwup
wntptuyncd GU wjfunnpndwl U fulwdph nne pupwgpnid:

Inconcd. ULhwlguunnyznll, inwqluwwy, wuwquih hwinbuy
wlnpnpnincl: Shbwlbuwlwl nddwnnyncblGn: Iwdwwunwufululy
wuliugbinlin quinliGyne ndywnncznll, Yuwfu phnwupuwhg,
wuunnbnGlundnuynll: @nfuwunnntd: Mwnpninn papwwhuwh
hwuwuGrpnczncun Swjwunwncd: dwdwbwln:

9. hUswG u ypunLpwagnptp pniddwl htwn Juwywsé pwnnniencblutph punuyep
U hwswfuwywuncpncup: N°Y £ pncdnid/Jupguynpnud npwup b huswtu:

InLznid. dhnwhuwinnyz/nll: Mwnpninn pGnwwpw: Shuhuwptnwwhu:
PwnnntynLulGn (hlUs pwnnnzncblbn: Nnpuwl hwswfu GU
hhdwlnlbnn nLuGuncd punnncncblGn):

10. Ywwnwpjw lnwpptpwyned, Uncinhnhughwhbwn phdp wbunp £ hGunuh
Jwhwuwal gbnadh pwngytinny hhdwunutphu: Ywpn®n Gp Yhuyb 6n
thnpény, fuinpnud GU: hugwtu £ nw wpynd undnpwpwp Iwjwunwuncd:

Incancd. 1Y £ hGunlncd hhgwlnhl (Guwd wwywhnyned hbGuwaqu fulitdpn)
Yhnwhuinniz/ncUpg hGunn (nwnpninn pGnwwhuwihg hbunn): PUsnL® win
pap2bp(Ukp):

MunpGnwpwn unncgndubn, wnywl wbwyhqlbn, gnndhpuwhl
hGunwgninncnLULGH: IwswfuwluwlngnLln:

11.6pp &6p hhdwunubpp hptug yhdwyh pneddwl hbn yuwywé
wUhwuquunne)ncbbtbp U Jwiubp Gu ntutuncd, hugwt®u Gp Yuwpqudnpnud
hpwyhdwyp: rununwd Gp wpnynp hwpwquwunutph/punwuhph wunwdutph
hGuwn:

79



Incancd. Nnlut ndywnnwancl: LuinglGnh UnhudGine YJuwfup, Ywfun dwhhg:
Luwn 8bg, wnnnewwwhniwl hwdwlwngn wewlgnn £ udwl hhgwlnlGnh
hwdwn Iwjwunwbncd:

Enpll wuly Gp 26n hhywlnlGnhl, nn Unwlp punglnh «juwy inGuwlyy
nLuGU:

12.bUs Ywpnn Gp wub] Rwjwuwnwuncd gnjniencu ntubgnn pwngytnny
hhdJwunutph pniddwl ytwnwlywl wywwnytph dpwagnph dwuplu: b°us ghnbp
wjn JwuhU: Upnyn°p hhdwunutpp inbnjwy U npw Jwuhp:

Inconcd. h°Us/nnuintinhg wnpnuplbnhg: Ep6 ng, www hlswtu Gp
(rwglined wyn pugn Z6p wpwlmplywynd:

13.3wpyh wnltind a6p thnpép, npnup Y hutl atn wnwewpynipntultpp
Rwjwuwnwund Jwhwuwagtnéh fuunhp(pwngytin) ntutgnn hhwunutph
wfuwnnnpn2hs b pnudhs Swnwjnie)ntbuGnp pwpbwdtGine b hwdwywngbino
hwdwn:
Inconcd. UG h jwy hwdwanndwlgneancl irnwinpbn dwuliwgbunlbiGnh
uheli: Nnuwluwynnywd dwuliugbunlbn nyunpwéwuwhl wfunnpnpdwly,
phnwuhwyh ninpainncd Gwd wyy: buly nwinpnetGnwwhugp,
phuhwrGnuwwhuyh dwupl hls Qwubp: 3hdwlnlbnh hwdwlwngyuwd
nbaghuwnp:

14. Ygwlywlwjh’p wybwgut npuk pw, npp JGUp ntn stGup puliwpytbg, pwjg
ywnpénud Gp, np uwpunp E:

%k %k %k

Bt nbd stp, Ygwlulywlwjh Uh pwlh hwpg E| tnwp nL wdwpunb :

1. | &tp uknp: 3. O Upwywl
4. O hgwlwl
Qlyuunnuy
2. | atp wnwphpep atp Jepghu __ wuwph

éulunjwu onp:
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3. | Npwntn Gp w2fuwwnned: 3. O tpuwl
4. O Uwnqg (juunpnud GJ Lptp)

4. | dn w2fuwwnwlpwjhU thnpap: twnph

SunphwujuwpnLpnLl 2tp dwudwbwyh b JwubwygnLpjwl hwdwn:

Cunhwuncp wndwdp, huswtu Yguwhwuntp atp hhdwunutph
pwywnwpywéncpniup hpbug pnudnudhg/fulwdphg:

Swuwn Jwwn Swun (wy

012 3456 738 9 10
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Appendix 6. Oral Consent form for patients with TC (English version)

Oral Consent form for patients with TC (English version)
American University of Armenia
Institutional Review Board #1

Thyroid cancer survivors’ experience in Armenia: a qualitative study

Hello, my name is Kristina. | am a graduate student of the Master of Public Health program
of the Turpanjian School Public Health at the American University of Armenia. As part of
my thesis work, I am conducting research to explore the life experiences of people with
thyroid cancer. You are invited to participate in this study because you live in Armenia and
have undergone surgery related to the thyroid cancer problem and we would like to know
about your experience with the health service. You will be one of the 20 participants that are
by chance selected to participate in this study in order to expand the understanding of
diagnostic and treatment related difficulties among people who have thyroid problem in
Armenia. To get the whole picture, physicians who treat patients with thyroid problems are

also involved.

Participating in the study only involves this interview that will last for 45 minutes-1 hr. The

interview will take place via video call.

Questions will cover different aspects of your experience: diagnostic and treatment
processes, any challenges during that period, social support, etc. Your participation in this
study is entirely voluntary. You may refuse to answer any question or stop the interview at
any time. There is no penalty if you refuse to participate in this study. Your participation in

this study will not lead to risk or any immediate benefit, but your sincere answers are
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extremely important to us and will help us better understand the needs of patients with

thyroid problems, thereby contributing to improved quality of care.

The information provided by you will be used for the study purposes only. Your name or
other contact information will not be written anywhere, only some summary information and
quotes from our conversation will be included in the final report without mentioning your
name. We will store the collected data without your personally identifiable information and

it will be destroyed upon completion of the study.

With your permission, | would like to record our interview and/or take notes during the
discussion so as not to miss any information you tell. But you should be aware that it is

within your right to ask to turn off the recorder at any time during the interview.

Before we begin, | want to make sure that you have received answers to all questions that

interest you. Do you have any other questions regarding your participation in this study?

If you have any questions regarding my study you can ask me or you can contact the Dean of
School of Public Health Dr. Varduhi Petrosyan at (060) 61 25 92. If you feel you have been
hurt during this interview, or you have not been treated fairly you may contact Varduhi
Hayrumyan at (374-60) 612561 at the American University of Armenia Coordinator for

Research Ethics.

Do you agree to turn on the recorder?

Please say YES or NO.

If you are ready we can start.

Thank you!
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Appendix 7. Oral Consent form for patients with TC (Armenian version)

Rwjwuwnwuh wdtphyjwu hwdwuwpwu
Qhuwywl Ephywjh rhy JGY hwbdlbwdnnny
hpwqty hwdwéwjuncejwl du hhjwunutph hwdwn

Jwhwlwal gtindh nunnnigpny hhjwunubph Ywuph thnpédwnniejwl
nLuncdbwuhpned Rwjwunwuncd. npwywywl nuuncdbwuhpnienil
Ruwjwutnwuncd

Fwnl Atq, hd wunctup Ephunnhbw E: Bu undnpnud GU Iwjwuwnwuh wdbphyjwu
hwdwpuwpwuh @pthwldtwl Iwlpwiht wrnnpwwwhniejwl pwdunud®
dwaghunpnuwywl épwagnph wjwpunwywl Ynepuned:

Npwtiu pd pGqujiht w2fuwwnwuph dwu, Gu hpwlwlwglunwd Gd
hGunwagnuince)nlu, nph Lywwnwyu £ wwpqbp Jwhwuwadl gbnéh fulnhp ntubgnn
dwpnywlg Ywuph thnpdwnnie)ncup: e hpwdhpjwé Gp dwuliwygbint wju
htinwagnuncejwlp, pwuh np e puwyyned Gp Jwjywunwunwd b nLutgb Gp
Jwhwuwal gbndh yhpwhwwnnipntt , JGup ygwuywluwjhup hdwuw 26np
nLutGgwé thnpédwnnijwl JwuhU wnnnpwwwhnipjwl/pnLd
hhduwnpyh/pdhyutiph hGwn: e Yhute wjt 20 Jwulwyhgutphg JGyp, nyptp
wuwuwnwhwywuncejwlu uygpnitupny punpdbp G Jwulwygbne wju
hGunwagnuncejwlp, npwbugh atp ogunipjwdp wybih puniwjuyh JGp
wuwuwnybpwgnwdutpp wjl pninp ndjwpniejnctblubph Jwuhl, nphu wnugynwd £
Jwhwuwal gbnadh fulnhp nLtutgnn Jwpnp wfunnpndwt b pncddwl
pupwgpnid, wjwuwnwuncd: Uyu pahyutpp, nyptp gpwunynud Gl
Jwhwuwgqgtbnah fuunhp ntutgnn dwpnywug pnuddwdp bu pungnpyywé Gu wju
hGunwagnuniejwl UG wdpnnewlwl wywwnytpp ntuGUwine hwdwn:

atp Jwulwygnipntup uwhwdJduwthwydnwd £ Jhwju UGpYwjihu hwpgwgnpnuygnd,
npp Yunuh dninwydpwwtiu 45-60 pnwt: Iwpgwgpnugn Yhpwywlwgdh
inbuwqwugh Gnwlwyny:

atiq npdnn hwngbpp yyGpwptnpytu atn thnpdwnnipjwl tnwpptp hwndwsdubphu®
wfunnpndwU U pniddwl pupwgphl, wjn dwdwlwly wnwewgwd guwllwgwé
ndwnpnipjnLbuutphl, unghwjwywl wewygnipjwup W wj U:
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atp Jwulwygnipntup wju hGuwgnunniejwup wdpnngniejwdp Yuwdwynn E:
nLp ywpnn Gp hpwdwnpdtbp ywwnwufuwlt] gwuywgwdsé hwpgh ud guwuyugwé
wwhh punhwuwnb hwpgwagnpnoygn: atg nghug sh uwwnund, GRE NLp
hpwdwnytp Jwuliwygb wju hwpgwagpnijghu: atp dwulbwygnipyntup wju
hwpgwgnnughu sh hwugtguh nrhuyh Ywd npuE wudhpwlwl ogniinh, uwywju
atnp wuytné wwwnwufuwultpp swhwquwlg ywpunp U Jbq hwdwp L Yogutl
wybih pwy
hwulywlw] Jwhwluwatnah futnhp ntubgnn hhwunutph Ywphputpp,
wynwhuny Uwywuwnt| pd2ywywl uwywuwpydwl npwyh pwpbGwydwup:

atin ynnuhg inpwdwnpwé hudnpdwghwt Yoguwgnnpdyh Jhwju
htunwgnunwywl Lywwnwyutpny: aAtp wuntup Yud wjp ynunwyunwjhu
njwibtp gndwé sEu |huh ng Uh wnbn, Jhwju npn2 wdhnith hu$npdwghw
qtiyncygh wntupny b Jtgptipnwdutip JUGp gpnuyghg utipyuwywgdbu ybGpguwlwu
qbyniygnud” wnwlg UknL 26p wuniup:

Atquuhg hwywpwagnpwé hubnpdwghwt Ywwhyh wnwlg A6p wlép
pwgwhwjwnnn wntntywuwndnipjwl b Ynsuswgyh dpwgph wywpwnhg hGunn:

atn hwdwéwjuncepjwdp Gu Yawjbwagptd JGn hwpgwagpnogp b/Jwd
gpwnndutn yytpgutd hwpgwagnnugh pupwgpnid™ a6p Ynndhg inpwdwnpywé
nput hu$npdwghw pwg spnnut L Lywwnwyny, pwjg Atp hpwdwuncejwu
uwhdwluGpnud £ wwhwlgb] wupwwint| dwjbwagphsp hGinwgnwnncejwl
pupwgpnid gwulywgwd wwhh:

Uhug JGup Yuyutlp, Gu ygwuywlwjh hwdnqybi, np e unwgt Gp atq
hnLgnn pninp hwpgtph wwwnwufuwUlubpp: nep ntubp npuE wyp hwpg Yuwdwé
wju hGnwgnunneejncuncd atp dwuliwygniejwl yGpwpbpjuwg:

Wu hGuinwgnwnniejwl ytpwptpjw hwpgtn ntuGuwine nbwencd ywpnn Gp
nhdt| hué htwn Jud Yuww hwunwwnt] Jwjwunwuh wdtpphlyjwl hwdwpuwpwlh
Rwlpwjhb wnnngwwwhniejwl $wyniintnh nGywuh * dwpnnihh MGnpnujwup
htwin htinlyw| htnwfunuwhwdwnpny® (060) 61 25 92: tpb Ywpénwd Gp, np wju
hGunwagnuncejwl 2ppwliwyubpnd Qtg htwn shawn s6d Jupyb Ywd npukE Yepw
dhpwynpt G hwpgwagnnijght Jwulwygniejwl pupwgencd, nwp Jwnnn Gp
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nhut] Rwjwunwlh wdtphlywl hwdwuwpwuh ghinwhGunwgnunwywl Ephywjh
hwdwywpgnn™ dwpnnihh wjpnedjwupu htnlyw) (374-60) 612561
hGnwunuwhwdJwpny:

np hwdwéw’ju Gp, nn Gu Jhwgutd dwjuwagphsp:
fuunpnud 6J wut U3N Ywd NQ:
Ert e wwwnpwuwn Gp JGLp uwpnn Gup ulub:

SunphwywynLe)nLu:
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Appendix 8. Oral Consent form for physicians (English version)

Oral Consent form for physicians (English version)
American University of Armenia
Institutional Review Board #1

Thyroid cancer survivors’ experience in Armenia: a qualitative study

Hello, my name is Kristina. | am a graduate student of the Master of Public Health program
of the Turpanjian School Public Health at the American University of Armenia. As part of
my thesis work, | am conducting research to explore the life experiences of people with
thyroid cancer. You are invited to participate in this study because you live in Armenia and
are a physician /surgeon who specializes in thyroid cancer patients and can provide valuable
information for our study. You will be one of the 20 participants that are by chance selected
to participate in this study in order to expand the understanding of diagnostic and treatment
related difficulties among people who have thyroid problem in Armenia. To get the whole

picture patients with thyroid cancer are also involved.

Participating in the study only involves this interview that will last for up to 45 minutes-1 hr.

The interview will take place via video call.

Questions will cover different aspects of your experience: diagnostic and treatment
approaches, processes, any difficulties related to that, etc. Your participation in this study is
entirely voluntary. You may refuse to answer any question or stop the interview at any time.
There is no penalty if you refuse to participate in this study. Your participation in this study
will not lead to risk or any immediate benefit, but your sincere answers are extremely
important to us and will help us better understand the needs of patients with thyroid

problems, thereby contributing to improved quality of care.
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The information provided by you will be used for the study purposes only. Your name or
other contact information will not be written anywhere, only some summary information and
quotes from our conversation will be included in the final report without mentioning your

name.

We will store the collected data without your personally identifiable information and it will

be destroyed upon completion of the study.

With your permission, | would like to record our interview and/or take notes during the
discussion so as not to miss any information you tell. But you should be aware that it is

within your right to ask to turn off the recorder at any time during the interview.

Before we begin, | want to make sure that you have received answers to all questions that

interest you. Do you have any other questions regarding your participation in this study?

If you have any questions regarding my study you can ask me or you can contact the Dean of
School of Public Health Dr. VVarduhi Petrosyan at (060) 61 25 92. If you feel you have been
hurt during this interview, or you have not been treated fairly you may contact Varduhi
Hayrumyan at (374-60) 612561 at the American University of Armenia Coordinator for

Research Ethics.

Do you agree to turn on the recorder?

Please say YES or NO.

If you are ready we can start.

Thank you!
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Appendix 9. Oral Consent form for physicians (Armenian version)

Rwjwuwnwuh wdtphyjwu hwdwjuwpw
Ghunwywl Ephywih rhy UGy hwlédluwdnnny
bpwagty hwdwéwjunipjwl du pdhayutnh hwdwn

Jdwhwlwal gbnéh nunnngpny hhjwunutph Ywuph thnpéwnniejwl
ncuncdbwuhpned Jwjwunwuncd. npwwywl neuncdbwuhpninil

Fwnl AGq, hd wuncup Ephunnpuw E: Bu undnpnud GU [wjwuwnwuh wdbphlyywl
hwdwpuwpwuh @pthwldtwl Iwlpwiht wenngwwwhniejwl pwdunwd®
dwaghunpnuwywl épwagnph wjwpunwywl Ynepuned:

Npwtiu pd pGqujiht w2fuwwnwuph dwu, Gu hpwlwlwglunwd GU
hGwnwagnuncejnlu, nph Lywwnwyl £ wwpqbp Jwhwuwadl qtndh nLrnigp
nLubignn Jwpnywug Yywuph thnpdwnnie)niup: nep hpwyhpdwé Gp
Jwulwygbnt wju hGnwgnuincejwup, pwuh np puwyynd Gp Iwjwutnwuncd W
hwunhuwunud Gp pdh2y , nd Jwulwghwnwywl 2thnd ntuh Jwuwhwal gbnéh
pwngytnny hhjwunutph htwn U Ywpnn Gp inpwdwnnt] wpdtpwynp
hu$npdwghw JGp hGinwgnunniejwl hwdwn:

nLp Yhubp wjl 20 dwubwyhgutphg dtyp, ndptn wwwnwhwywuntpjwu
uygpniupny punnpybp GU Jwulwygbne wju hGnwgnuncpjwup, npwtugh AGn
oguntpjwdp wybh punwjudh J6p wwuwnytpwgnudubpp wjl pnnn
ndjwnncejntuutph dwuhl, npnhu wnbsgdnwd £ Jwhwluwal gbnah fuunhp ntutgnn
dwpnp whunnpn2dwl b pneddwl pupwgpenid, Rwjwunnwunwd: dwhwlwél
gtinéh nLnnigp nLutignn hhjwunutGpp LWu pungnydwé GU wju hGnwgnunincejwl
JdGe” wdpnnewlwl wywwnytpp ncuGuwne hwdwp:

atp Jwuliwygnipjniup uwhwduwthwyynd £ Jhwju UGpywihu hwpgwagnpnignd,

npp Yunlh dninwynpuwwtu 45-60 pnwt: Iwpgwagnnuygn Yhpwywuwgyh
inbuwquwugh Gnwlwyny:
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atqg wnpdnn hwpgtpp ydGpwpetnytu atp thnpadwnniejwl tnwppbn
hwundwdséutphl™ wfunnpn2dwt U pneddwl Uninbgnudutphl, pupwgphl, npwlg
hGun uwywé gwuywgwd nddwnnientbuGphu W wy:

atp Jwuliwygnipniup wju hGunwgnunnepjwup wdpnngniejwdp judwynp E:
nLp hpwyniup niutp pwg pnnubp wjt pninn hwpgtpp, npnug stp guwuywuw
wuwuwnwufuwlub: ep bwu hpwdniup nlutp wdwnpunt/punhwnt
hwpgwgnpnugp gwuywgwd wwhh: atg nghug sh uwwnunwd, GRE nLp
hpwdwnytp Jwuliwygb] wju hwpgwagpniyghu: atp dwulbwygnipyntup wju
hwpgwannujghu sh hwugbguh nhuyh wd npuE wudhgwlwl ogqunh, uwlwju A6
wlytiné wwuwnwupuwllubpp swihwqwlg ywpunp GU Jtgq hwdwp b ogutl wybih
(wy hwuywlw yuwhwlwgbnah fuunhp ntutgnn hhwunutph Ywphputnp,
wynwhuny Uywuwnt| pd2ywywl uwywuwpydwl npwyh pwptiwydwup:

atin ynnuhg inpwdwnpjwé hubnpdwghwt Yuwwhwwudh gununup b
Yoguinwagnnpéyh Jhwjyu hGunwgnunwywl bwwwnwyutpny® wdthnthywé gtyniygh
inbGupny: atp wuntup Yud wy ynunwywnwihu indyuiutp gndwé stu (hup ng Uh
wntn, Uhwju npn2 dGgpbGpnudutn Jtp qpnuyghg Yubpyuwjwgytbu ytpguwywlu
qbynygnud” wnwlg LpkinL Q6p wuniup:

atquuhg hwjwpwagnpwé hu$npdwghwl yuywhyh wnwug a6p wuap
pwgwhwjnnn wnbntywuwndnipjwl b Ynsuswgyh dpwagph wwpunhg hGunn:

atp hwdwéwjuncpjwdp Gu Yowjlwgptd JGnp hwpgwapngp b/ywd gpwnnudubp
yyGpgubd hwpgwqapniygh pupwgpenud” atn Yynnuhg inpwdwnpywé npuk
hu$npdwghw pwg spnnubint Lwywwnwynd, pwjg 36N hpwywuntpjwlu
uwhdwlluGpnwd £ wwhwlgb] wlupwwint) dwjlwagphsp hGuinwgnunncejwl
pupwgpnud gwulywgwd wwhh:

UhlUg JGup Yuyublup, Gu ygwlywlwjh hwdngytl, np e unwgt) Gp atq

hnLgnn pninp hwpgtph wwuwnwufuwuuGpp: e nLutp npuke wyp hwpg Yuwywdsd
wju hGnwgnunneejncuncd atp dwuliwygniejwl yGpwptpyuwg:
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Uju htunnwgnunnipjwl ytGpwptpjwp hwpgtbp nctubuwne nGwenwd uwpnn Gp
nhdt| hué htwn Jud Yuww hwunwwnt] Jwjwunwuh wdtphlyjwl hwdwpuwpwuh
Rwlpwjht wnnnewwwhniejwl $wyniinbinh nEywuh ° dwpnnihh MGwnpnujwUuh
htwin htinlyw| htnwfunuwhwdwnpny® (060) 61 25 92: Gpb Ywpénwd Gp, np wju
hGunwgnuncejwl 2ppwliwyutpnd atg htwn dhown st Jupdt ywd npuk Yepw
dhpwynpt| G hwpgwgnnugh Jwuliwygnipjwl pupwgpenid, e uwpnn Gp
nhut] Rwjwunwuh wdtphlyywl hwdwuwpwuh ghinwhGunwgnunwywl Ephywjh
hwdwywpgnn™ Ywpnnihh wjpndjwlpu (374-60) 612561 hGnwiunuwhwdJdwpny:

e hwdwéw’ju Gp, nn Gu Jhwgubd dwjuwagphsp:
fuunpnud GJ wubp U3N yuwd NR:

ERrt e wwwnpwuwn Gp JGLp Yuwpnn Gup ulub:
SunphwywynLe)nLl:
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Appendix 10. Interviewer manual

Ruwpgwqnpnrgwywph nLuncgdwu Spwghp

LUnhwlnin Swlnpntzin,l Snwagnhl

Npwtu Rwjwunwuh wdtphlyywl hwdwuwpwuh @pchwtdtwl wlpwihu
wnnnewwwhnipjwl

$Swynyintnh wjwpunwywlu ynpup nLuwunn, wjwpunwywl ptgh
2ngwuwyutpnd wlg £ Ywgynid hGinwgnwnnce)niu, nph bywwnwyu £
ncuncdbwuhpt Jwjwunwunwd Jwhwlwagbnah nienugp ntubignn Jwpnlwug
thnpéwnnie)ntup UGdwhwuwyutph 2ngwuncd (18+)" hhjwunutph b pah2yutph
nbuwlyncuphg: Uyn bwywwnwyny hpwywlwgybipp £ npuywywu
htGunwagnunce)niLu:

3Gwnwgnunncejwup Jwutwygbine GU wju hhdwunubpp, nyptp bwfunpnnn hhug
tnwphutph pupwgpnid twnb| GU JwhwUwgbnédh nLnnigph yhpwhwwnnignlu b
gwnudncd GU huynnnipjwl tnwy U wju Eunnyphuningutipp W Eunnypplu
dhpwpnudutipp, ndptn hGnwgnunnipjwl wywhhu wpwywnhy pahayutbp Gu b
w2fuwwnned Gu:

Rwpgwgnnigwywpht ynpwdwnpdh hwpgdwl ninbgntjg: Iwnguwgnntjgh
pUpwgpnLd hwpgwgpnigwywpp wewnp EYnndunpnzyh nintgntjgh hwipgtipnd,
pw)jg wquwuwn £ hwpgtiph htppwywuncejniup fuwnubip hwpgned:
Ulhpwdtunnipjwl nbwpenid Uh hwngp Ywpnn £ wnw JUh pwuh wuqwd, (hwpdtp
wuynnUuwwwh wywunwufuwl unwlwne hwdwn:

Rwpgwgnncjgh tnunnnipjnitup Uhghund 45-60 nnwt E:

Uwuliwyhgutiph htin (hhdwunUtp b pdhalyutin) hwpgwannigp Uhpwlwiwgyh
inbuwquwugh Uuhgngny (Face Time, Messenger, Skype), hwdh wnubiny
hGunwagnuncejwl pupwgpnid Jwjwutwund wniw wpwnwywng hpwyhdwyp
Yuwwywé covip-19 hwdwywpwyh hGuwn:
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JwnguwgnnLguidunh ncuncgnedn

Snpwapnud LEpgpwyywéd hwnpgwgpnigwywpp wtwnpe £ dwuliwygh Gpydwdjw
nLuncgdwlp, npp lu Ywuglywgyh wnmGuwqgwugh dhgngny: Nwunigdwl pupwgpnid
Lw Ysdwunpwlw dpwanhl, npwywywu hGunwgnunce ntb wugywglbino
gnpétiwytpwhu, Ephywywu Uywwnwnnwdutphl, hp wwpunwywungegjnctulbpp,
YuGnyuwywgyh hwpgwagpnigh wlgywgdwl pupwgwywngp :
Rwpgwgnngwywnp yéwunpwlw hwpgdwl nuntgnuyghl bW

huwpwdydnpnie)nitu YnctuEuw Yhpwnt/thnpdbp unwgwéd ghintihpp ntuwlnn
hwpgwagnpnigwywnph hGwn® dGnp ptiptint hwdwnp wuhpwdtwn hdnnwejnluutn:

JwnguwgnnLquiywnlibnh wwnunwlbwlneintbubnn U Jundwl ninbgneign

Rwpgwgnngwywnputpp whnp £ w2fuwwntbl gnigwhbn: Gnwgnuingzjwl hwdwnp
Wwwnwufuwlwwne ncuwunnp Jjneu hwpgwgnnugwywphu Yunpwdwnph
punpywé Jwulbwyhgubph hwdwwwwnwufuwU inyuiutpp * dwulwyhgutph
Ununwywnwjhu ingyuiubpp L wnGuwquwugh Yuwh Gnwlwyp:

Swulywgwé hwpgh nbGwpnd hwpgwagpnigwywnp wtwnpe £ Jww hwunwwnh
hGunwgnunniejwl hwdwp wwunwufuwlwwnne ncuwlunnh hGun U sjwjwguh
hupbwywdJ npn2ndutin:

Rwpgwagnnujgp wugywgybine £ Jwulwyghu hwpdwnp dwdwuwy:

3nLpwpwUs jnp hwpgwgnpnigwywp nctuGuwne £ hpbu hwdwwwwnwufuwl 1D

Unnp, npbu wuhpwdtawn E | pwglt| hwpgwptpehyh ynw uhlgl hwpgwgnnigp:

Rwpgwgnpngwywpp wiwnp £

e Ubpyuwjwlw wwuwpwd duny™ hunwy utpywjwgubiny htwmwagnuincejwl
Lywwwyp U pupwgwywngp, hwwnniy Jwnbwltin dwulwygh pninn
hpwyntuputnp

e LhUh pwpthwdpnp U hwpgwihg Jwulwygh hwunbw, wdtUwyugphg
Juwpnnwuw hwuwnwuwnb jwy ynunwyn Jwubwygh htn® thnpabinyg
unwlw] hwdwaéwjunipntl hwpwgpnugp dwjbwagptne hwdwnp
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Awjuwagndtint wnwewnyh dbpddwl ntwpnwd hwpgwgnpnigwdwnpp wbunp
E wwuwpwuwn thuh Ugnwdubp wubine hwpgwagnpnuygh pupwgpnid
Jhwdwdwuwy sjwpytiny U g2tintinyd dwulwygh nwnnnienLup

bn JGpwpbpdniupny gnigunph dwuliwygh Yuwpunpnoegniup wyn
hwpgwgpnughu Jwulwygbint hwdwn

Lhuh hwdpGpwuwnwnp U wuhpwdtunniejwl ntwencd inpwdwnph hwyGywg
dwdwlwy, trt Jwulwyhgp Ywnhe yntutuw

Rwnpguwgnnijgh pupwgpntd |huh stgnp, wnwug hp untpjtynny
EunghwUtpp U Ywnpéhpp wpunwhwjnbine,

QUhgwdwnh Jwulwygh wwwnwufuwuhu hp Yuwnsdhpny, s2wpnituwyh
dwulwygh Yhuwwn pnnwé dhinpp hupuncpnU, wyp hnpnn hwngtph
Uhgngny 2wpnitbwyh b thnpdh wdwpunphu hwugubp Jwuliwygh
wwwnwufuwup

Rwpgwgnnujgh pupwgpnid nput ndwpnipencbuutph bW wuhwuywlwih
hpwdhdwyubph htun wnbsytint ywwpwquwjnud wudhgwwtu nhdh
ncuwlunn hwpgwgpnigwywnhu b hGuinbh wnwewpyywé gnignudubphu
Uwulwygh Ynnuhg hwpgwagpntjgp Ytuhg nwnwntgytint nGwpnid thnpah
wuwngb| wwuwndwnp, wjunchbGunlb bu JGY wugwd hwjinuh
2unphwywnipyntl Jwutwygnipjwl hwdwp®™ wnwhuny wywpwnhlu
hwuglutny hwpgwaqpn)gp:

Rwpguwgnnujgh ytpgnd hwjinuh 2unphwywincez)ncu b jpwguh
nGUngnwdhy hwngtiph dwup
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Appendix 11. Journal form (English version)

Interviewer ID (student investigator) 01

Interviewer ID (if hired interviewer conducted the interview) — 02

Hello! My name is Kristina. I am an endocrinologist and a graduate student of the Master of
Turpanjian School of Public Health program at the American University of Armenia.

Thank you for your interest to participate in our study through sharing your experience

during an interview.

As part of my thesis work, my department and | are conducting a study to understand the life
experience of people with thyroid cancer and what are the challenges they faced during their

diagnosis and treatment process in Yerevan, Armenia

I would like to conduct an interview on your preferred date at your convenience time, taking

into consideration the current situation it will be held via video call.
What would be your suggestions and preferred type of video call?
Thank you for your time, | will make a reminder call a day prior to interview.

(If you don’t mind my co-worker Gayane will conduct an interview with you)
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Interviewer ID (student investigator) _ 01
Interviewer ID (if hired interviewer conducted the interview) _ 02

ID | Refuse to Date of | Date of Completion status Phone number/
participate contact | interview | (If agreed) Name/video call
=-f--f-=-= | —-[--[----

01. 1 Busy 1 Complete
1 Doesn’t want 1 Incomplete
1 Other

02. 1 Busy 1 Complete
1 Doesn’t want 1 Incomplete
1 Other

03. 1 Busy 1 Complete
1 Doesn’t want 1 Incomplete
1 Other

04. 1 Busy 1 Complete
1 Doesn’t want 1 Incomplete
1 Other

05. 1 Busy 1 Complete
71 Doesn’t want 1 Incomplete
1 Other

06. 1 Busy 1 Complete
71 Doesn’t want 1 Incomplete
1 Other

07. 1 Busy 1 Complete
"1 Doesn’t want 1 Incomplete
1 Other

08. 1 Busy "1 Complete
"1 Doesn’t want 1 Incomplete
1 Other

09. 1 Busy "1 Complete
"1 Doesn’t want 1 Incomplete
1 Other

10. 1 Busy 1 Complete
1 Doesn’t want 1 Incomplete

Other
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Appendix 12. Journal form (Armenian version)

Gwnwgnunnnh ID (Nuwlnn hGwnwgnunn) _ 01

RGwnwgnuninnh ID (Brt oquwlywl hGunwgnuninnu £ hpwywuwgnb
hwnpgwgnnijgp) _ 02

Fwpl atq! bd wlncup Ephuinhlw E: Bu Eunnyphungng GJ L 3wjwuwnwlh

UdEphyjwl hwdwjuwpwuh hwupwjhu wnnneswwwhniejwl $Swyncintnh
dwaghunpnuwywl dpwagnph wdwnpunwywl Ynepuh nuwunn Gu:

cunphwyw 6 hwpgwagpnughlu dwulwygbine a6p hGunwppppnijwu hwdwp:
Npwtiu hd rqwjhl w2fuwwnwuph Jwu, Gu hpwlwlwglnwd GU hGunwgnunnce)nil,
nph Lywwnwyu £ wywpgtp Jwhwlwal gbndh fuunhp ntutgnn Jwpnyuwlg Yywuph
thnpédwnniejnitlp L wjl Jwpwnwhpwytpubpp, npnug pwiuyt GU Upwup
wfunnpndwU b pniddwl pupwgpntd:

Bu Ygwllywlwjh hwpgwagpnijgp hpwywuwgut) 26p bwfupuwnpwé opp bW dwdhl:
Rwzyh wnutny unntinédywds hpwyhdwyp U Gubinyg atp wuywnwugnpjwu
Lywuwnwnnwdutphg™ wju Yhpwlywuwgyh inGuwquugh uhgngny:

h°Us wnwewpytp: NLUE p nGuwqwugh npuE bwfupunpwé tnwnptpwy:

Sunphwywy 6J atp dwdwuwyh hwdwp, hwpgwagnniyghg UGy on wnwy Gu
hh2tgdwUu quug Yuwd:

(612G nnLp nGd s6p, www hd oqUuwlwl Quyw Gl Gwlgluwglh hwngwagnnggn 26q
htwn):
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Gwnwgnunnh ID (Nuwlnn hGuwgnuinn) _ 01

3Gwnwgnunnh ID (GpE oquwlywl hGwnwgnunnnu £ hpwywlwgpt] hwpgwagpniygp) _ 02

(|

WL

ID | Ipwdwpynud £ Unbwnwly- | wpguw- Udwpuincu RGnwfunu./
Jwuliwlgh| whon qnnijgh LhutiLn. Uuncly/
wf-nfmn on Ywngwyhswy | Stuwqwlqg
__/__/____

01.| O 2pwnwét 1 Lhwndtip
1 Qp gwlywunwd = f@tpp
Y|

02.| O 2pwnuét 1 Lhwndtip
0 Qh gwuywunwd 0 @tph
UL

03.| O 2pwnuét 1 Lhwndtip
0 Qh gwuywunwd 0 @tph
UYL

04.| 0 2pwnuék 1 Lhwndtip
0 Qh gwuywunwd 0 @tph
UYL

05.| 0 2pwnuét 0 Lhwnpdtp
0 Qh gwlywunwd 0 @tph
UL

06.| O 2pwnywsk [ Lhwndtp
0 Qh gwlywunwd 7 @tph
UL

07.| © 2pwnuék 1 Lhwndtip
1 Qp gwlwunwd © @tpp
UL

08.| 0 2pwnyuék 7 Lhwndtp
1 Qp gwlwunwd = @tpp
WYL

09.| 0 2pwnyuék 7 Lhwpdtip
1 Qp gwlwunwd ~ @tpp
WYL

10.| 0 2pwnquét 7 Lhwndtp
1 Qp gwlywunwd = @tpp
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