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Abstract 

Breast cancer (BC) is one of the significant public health issues in the world. In Armenia, the 

incidence of BC increased from 84.7 per 100,000 in 2019 to 96.6 per 100,000 in 2023. In 2022, 

about 39.7% of breast cancer cases were diagnosed at late/advance stages, which dramatically 

reduces the chances of survival.  This study aimed to investigate the association of socio-economic 

determinants of health (SDoH), as well as demographic, biological, clinical, and healthcare-related 

factors, with the stage of BC at diagnosis in Armenia.  

A cross-sectional study incorporated data from medical record reviews and structured telephone 

interviews. Data of the study were collected from two major medical centers in Yerevan, including 

women with histologically confirmed BC diagnosed between January 2023 and December 2024. 

The sample consisted of 358 female participants, of whom 42.7% were diagnosed at late stage.  

Bivariate analysis revealed significant associations between stage at diagnosis and age, the presence 

of arthritis and heart disease, employment status, and insurance at the moment of diagnosis.  

In multivariable logistic regression, women over 60 had significantly lower odds of late-stage 

diagnosis compared to women under 40 (adjusted OR = 0.49; 95% CI: 0.29–0.83). Having health 

insurance was also associated with lower odds of late-stage diagnosis (adjusted OR = 0.59; 95% CI: 

0.35–1.00).  

Having insurance may still promote early detection by enabling timely access to diagnostic 

services, facilitating opportunistic case finding, and reducing out-of-pocket barriers to care. 

Focusing tailored awareness raising and screening interventions on younger-age women who are 

more likely to have a late stage at diagnosis are warranted. 
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1. Introduction 

1.1. Problem definition and magnitude 

As non-communicable diseases continue to rise globally, cancer continue to become as a leading 

cause of illness and death.  In 2022 World Health Organization (WHO) presented that 20 million 

new  cases were diagnosed and 9.7 million deaths were reported  globally, with 53.5 million people 

living within five years of a cancer diagnosis1. A huge bear a substantial share of the global cancer 

burden was taken low- and middle-income countries, with projections suggesting that about 70% of 

cancers will be reported in these countries by 2030.  The most common type of cancers are lung, 

breast, and colorectal cancers1. 

Breast cancer (BC) originates from the breast tissue: the inner lining of the milk ducts or lobules 

supplying the ducts with milk2. BC develops in both men and women, although it is less common 

among men. BC has been recognized since ancient times3, and its classification has evolved 

significantly with advancements in medicine and diagnostic technology4. As a heterogeneous 

disease, BC is categorized using multiple classification systems, including histological, clinical, 

imaging, pathological, morphological, and molecular approaches, each with its own detailed sub-

classifications5,6,7. For example, the case of histological classification of BC focuses on whether the 

tumor is confined to the breast's epithelial components or has invaded the surrounding stroma and 

whether it originates in the ducts or lobules. According to that classification, the main types are 

invasive ductal carcinoma (IDC) and invasive lobular carcinoma (ILC). Another method of 

classification is molecular, which gives an idea of the biological heterogeneity of the disease and 

has gained notable attention for its potential to improve the prediction of tumor behavior and 

therapeutic strategies it. It supplements traditional morphological classification with gene 

expression profiling, offering a clearer understanding of BC heterogeneity. Based on molecular 
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classifications, Luminal A and B, Human Epidermal Growth Factor Receptor 2 (HER2) 

Overexpression, and Basal-like subtypes are differentiated. The first one is the predominant 

subtype, accounting for 50% of BC cases. Luminal B comprises 20% of cases and has variable 

HER2 expression. HER2 overexpression accounts for 15% of BC cases. Basal-like BC is ER 

(estrogen receptors) /PR (progesterone receptors) negative, HER2 negative (triple-negative), and 

has a high Ki-67 proliferation index. It typically shows a poor prognosis4. 

A more general classification of BC includes histological and morphological categories: benign 

(non-invasive) and malignant (invasive) BC9. One of the most widely used systems for BC is the 

TNM (Classification of Malignant Tumors) system, developed by the American Joint Committee 

on Cancer (AJCC). The TNM system classifies cancer based on its extent in the body and its 

location at the time of diagnosis. The stage of BC, as determined by the TNM system, is calculated 

based on three clinical characteristics: the size of the tumor and the level of spread to nearby tissue 

(T), the presence of cancer in the lymph nodes (N), and whether the cancer has metastasized 

beyond the breast (M). There are five stages: 0, then followed by stages I to IV. These stages are 

often labeled with Roman numerals: I - IV. The higher the stage number, the larger the tumor or the 

more it is metastasized (Appendix 1) 10,11,12,13. 

It was reported that in 2022 globally, 2.3 million women were newly diagnosed with BC, equivalent 

to about one new case every 18 seconds14,15, and it are expected to reach 4.4 million in 207016,17.  

Additionally, 670,000 women died from the disease in 2022. In countries with a very high Human 

Development Index (HDI), approximately one in twelve women will be diagnosed with BC in their 

lifetime, and one in seventy-one will die from it. In countries with a low HDI, about one in twenty 

seven women will be diagnosed with BC, while one in 48 will die18. Globally, the incidence of BC 
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has been increasing with an average annual increase of 3.1%. The reported cases has grown from 

641,000 in 1980 to over 1.6 million in 201019,20.  

BC risk is shaped by both modifiable and non-modifiable factors. According to the United States 

Centers for Disease Control and Prevention (CDC) the non-modifiable risk factors consist of age, 

genetic mutations (BRCA1 and BRCA2), personal and family  history of BC or ovarian cancer, 

dense breast tissue, radiation therapy, and exposure to the drug diethylstilbestrol (DES)21. 

Modifiable risk factors include physical inactivity, being overweight or having obesity, hormone 

therapy, reproductive history, and alcohol consumption 19. Studies indicate that additional factors, 

such as smoking, exposure to carcinogenic chemicals, and hormonal changes linked to night shift 

work, may also elevate the risk of developing BC19. Pregnancy and breastfeeding influence risk 

because of their impact on hormone levels and breast tissue structure22. 

1.2. Diagnosis, treatment, and survival 

BC is one of the leading five-year survival rates among cancers23. The prognosis of BC differs 

markedly according to the stage at diagnosis. Early stage and non-invasive BC generally have 

favorable outcomes, while metastatic BC (Stage IV) is associated with significantly lower survival 

(Appendix 1)24. Early diagnosis is critical for the successful treatment of BC25,26. Radiological 

imaging technology (RIT) plays a key role in diagnosis, with breast ultrasound and mammography 

being most common. Mammography is considered the gold standard for BC screening27. Annual 

mammography screening for women aged 40 to 84 results in a 40% reduction in BC mortality 

compared to no screening28. The contribution of annual screening for women aged 40 to 49 

specifically accounts for a 12% to 29% reduction in mortality29. The United States Preventive 

Services Task Force (USPSTF) recommends biennial mammography for women 40 to 74 years 

old30.  
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As mentioned previously, early diagnosis is key to improving survival rates, which is why it is 

crucial to recognize the important impact of delays. Delays can be in the detection, diagnosis, and 

treatment levels. There are two primary types of delays: patient and system delays. A patient  - is a 

delay in seeking medical care after self-identification of a potential BC symptom or failing to show 

up for an appointment. A system - is a delay in the health care system in making an appointment, 

ordering diagnostic tests, receiving a final diagnosis, and initiating treatment31,32 ,33. 

1.3. Situation in Armenia 

As of 2022, Armenia held the third-highest cancer incidence in Western Asia and the highest cancer 

mortality rate in the region, ranking 17th globally34. At present, cancer ranks as the second leading 

cause of mortality in the country, responsible for 21% of all deaths35,36,37.  Over the past decade, 

both the incidence and prevalence of cancer have markedly increased, with projections indicating 

an even greater surge by 204038. According to the GLOBOCAN 2020, the overall cancer incidence 

rate was 201.6 cases per 100,000 persons per year, while the overall mortality rate was 116.7 deaths 

per 100,000 persons per year39.  

In Armenia, BC incidence has shown a generally upward trend in recent years40,41,42,43.  The 

incidence rate increased from 84.7 per 100,000 in 2019 to 96.6 per 100,000 in 2023. The 

distribution of BC diagnoses by stage among patients diagnosed for the first time has varied from 

2020 to 2023. Stage III cases rose from 15.8% in 2020 to 25.1% in 2021, then decreased to 19.1% 

in 2022 before increasing again to 22.5% in 2023. Stage IV cases remained stable at 18.5% from 

2020 to 2021 but rose to 20.6% in 2022 and 21.4% in 2023. (Appendix 2) 37, 40, 41, 42, 43. The 

mortality rate dramatically changed between 2019 and 2023. It decreased from 275.6 per 100,000 in 

2019 to 143.9 per 100,000 in 2020, followed by an increase to 290.5 per 100,000 in 2021. In 2022, 
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the rate decreased again to 146.2 per 100,000 before increasing to 279.7 per 100,000 in 2023. 

(Appendix 2)33, 36-39. 

Several risk factors contributing to the high burden of BC in Armenia are quite prevalent in 

Armenia. Alcohol consumption in Armenia is approximately 5.5 liters per capita annually, placing 

the country 99th all over the world44. Another potential risk factor is physical inactivity and obesity. 

According to the STEPS survey, 21% of Armenians aged 18–69 did not meet WHO's physical 

activity guidelines, with 78%—especially women (89)—avoiding high-intensity exercise45 and 

inactivity declines as education level increases46, 47,44. The situation is concerning, and is associated 

with another potential risk - obesity. The rising obesity rates in Armenia pose a serious health risk. 

Between 2016 and 2022, overweight and obesity increased from 51.2% to 55.1%, driven by a surge 

in obesity from 22.3% to 27.7%. Women are particularly affected (33.8), with the highest 

prevalence among those aged 50–64 (41.6) Error! Bookmark not defined.,48.  

Currently, Armenia lacks a systematic BC screening program. Both non-governmental and 

government organizations have conducted pilot screening initiatives in various administrative 

regions nationwide. In 2015, the Armenian government introduced mandatory preventive medical 

examinations, which included mammography and breast ultrasound, for individuals covered by 

social benefit packages, such as civil servants in the education, culture, and science sectors 49. In 

2021, Armenia partnered with the Eurasian Fund for Stabilization and Development (EFSD) to 

launch a BC screening program. The program was launched on January 19, 2021 in Lori region, 

then the mobile mammography was deployed in Tavush, and currently the program continues in 

Syunik region.  

In the frame of the BC screening program, from its launch until February 28, 2023, 18,652 

mammographic examinations were performed, of which 5,209 were in Tavush, and 3,333 in Lori. 
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Overall, 1,361 women were sent for additional examination to clarify the diagnosis (of the 

remaining, 205 were diagnosed with BC, and 198 were provided with free specialized medical 

care)50.  Since January 2019, the Armenian Ministry of Health (MoH) has ensured that all patients 

diagnosed with BC receive free treatment and radiotherapy50. In 2023, the Ministry launched a 

nationwide BC screening program aimed at early detection, which covers all regions of Armenia51. 

Despite this program, in 2022 it was reported that only 11.3% of women underwent mammographic 

breast screening within the preceding three years. Alarmingly, the proportion of women aged 30–60 

years who had never had a mammogram remained consistently high at 79.2% in both 2016 and 

2022. The main source of payment for mammograms was out-of-pocket funds, covering 57.1% of 

cases, followed by the basic benefit package, which accounted for 23.6%52. Personal funds were 

the primary source of payment for mammograms, covering 57.1% of cases, followed by the basic 

benefit package, which accounted for 23.6%52. 

1.4. Factors influencing BC stage at diagnosis 

The Model of Pathways to Treatment is a theoretical framework frequently employed to examine 

the process leading to a cancer diagnosis (Appendix 3, Figure 1) 53,54,55. The Model of Pathways to 

Treatment has also been used to explore the pathways to care associated with BC56,57,58.  The Model 

provides a structured approach to exploring help-seeking behavior and understanding patient 

journeys. It defines five key events including detection of body changes, perceived reason for 

discussing symptoms with provider, first consultation with provider, diagnosis and start of 

treatment and four important intervals: appraisal, help-seeking, diagnostic, and pre-treatment 

intervals49. A number of contributing factors are categorized into patient, healthcare 

provider/system, and disease factors49. Although many individuals begin their route to diagnosis 

and treatment after noticing bodily changes, there is no fixed starting point. For instance, 
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individuals with screen-detected conditions may enter the pathway during a consultation with a 

healthcare provider as part of a screening program, even if they are asymptomatic. 

Several studies on late-stage BC diagnosis highlight factors related to inadequate utilization of 

healthcare services, such as low health literacy, late recognition of symptoms, limited access to 

health services, financial and geographic barriers to care-seeking, ineffective referral systems, and 

long wait times for diagnostic tests59,60,61,62. Other critical factors, such as lack of awareness of 

screening programs (e.g., biennial mammography), can contribute to delays in seeking appropriate 

care63.  

A number of reviews have been conducted to describe biological and clinical factors that were 

found important for BC delay. For example, it was found that obesity can contribute to delayed 

diagnosis. Excess adipose tissue can obscure lumps during physical exams, making symptom 

detection more challenging. Additionally, increased breast density in obese women can reduce the 

accuracy of mammograms, making early detection more challenging64,65. Comorbid conditions 

further complicate the picture and might influence the stage at which BC is diagnosed66,67,68 ,69. 

However, the level and direction of this influence remain uncertain due to numerous competing 

mechanisms70. From one perspective, frequent medical visits due to comorbidities can lead to a 

‘surveillance effect,’ facilitating earlier cancer detection. From another perspective. From another 

perspective, comorbidities may distract attention from early cancer symptoms, leading to late 

diagnosis by both providers and patients In severe cases, comorbidities that significantly decrease 

life expectancy can cause to the decision to reject extensive diagnostic testing. Additionally, some 

conditions, such as diabetes, may directly influence cancer progression71. Another factor is a 

positive family history of BC, which was found to be associated with greater screening 

participation, although its association with disease stage was inconsistent across studies72. Tumor-
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related factors which might affect the stage of diagnosis includes tumor size, histological type, and 

molecular markers73,74 , 75,76. In addition, at the patient level, psychosocial factors such as fear of 

diagnosis and cultural stigma may further contribute to delays in timely diagnosis and treatment54, 

55,57. 

While most of the studies in Armenia revolve around understanding barriers to cancer care, 

focusing on different aspects of the healthcare system77,78 ,79,80 , 81,82 , many individual-level social 

determinants which could play a crucial role in timely detection and diagnosis are left out. 

No studies have explored the influence of a full range of social determinants on the stage at 

diagnosis in BC patients in Armenia. The aim of the study is to address this gap and explore the 

impact of social factors on the stage at diagnosis of BC in Armenia. 

1.5. Social determinants of the stage at diagnosis of BC 

The WHO defines social determinants of health (SDoH) as "the conditions in which people are 

born, grow, work, live, and age, as well as the systems in place to cope with disease." These 

conditions  reflect the allocation of financial, political and material resources at global, national and 

local levels83. SDoH significantly shape health disparities, leading to inequitable and avoidable 

differences in outcomes among populations. They influence all stages of the cancer, from screening, 

treatment to palliative care and survivorship83, 84,85.  

Figure 2 illustrates a multilevel conceptual framework developed to understand and address the 

social determinants influencing cancer health equity (Appendix 4, Figure 2). This framework 

exclusively covers social and environmental drivers86.  

Multiple studies have demonstrated that socio-economic and socio-demographic factors—including 

income, education, employment and marital status, age, race—are significantly associated with 
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under-screening, delayed presentation, and later-stage diagnosis of disease. For instance, lower 

income is frequently linked to reduced access to routine screening programs (e.g., biennial 

mammography), which can result in delayed diagnosis.87. Also, women with higher education 

levels tend to have better access to screening and early detection, leading to increased incidence 

rates but also improved survival outcomes88.  

Additionally, uninsured or underinsured women frequently experience delays in diagnosis and 

treatment due to financial constraints89,90,91,92. Race and ethnicity significantly impact BC 

outcomes, influencing screening rates, stage at diagnosis, and survival rates93.  

Marital status is also associated with BC outcomes. Married individuals tended to have higher 

screening rates and earlier diagnosis 94. The relationship between employment status and breast 

cancer (BC) outcomes remains controversial, with studies reporting mixed findings95. A systematic 

review revealed a significant association between participant age and delayed presentation among 

BC patients. Individuals over 40 were almost twice as likely to delay going to the doctor compared 

to younger individuals before being diagnosed with BC96.  

1.6. Study aims  

This study aimed to explore the relationship between SDoH and other patient-related, healthcare 

provider/system-related and disease-related factors and stage of the diagnosis of BC in Armenia.  

The study addressed the following research questions: 

1. What is the prevalence of late stage BC diagnosis in Armenian women? 

2. Are social determinants, including educational level, employment status, monthly average 

expenditures, renting/owning accommodation, health insurance, urban/rural residence, and 

marital status associated with the stage at which BC is diagnosed in Armenian women? 
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3. What other demographic, biological, clinical, and healthcare-related factors are associated 

with stage at BC diagnosis in Armenian women? 

2. Methodology  

2.1. Study design 

This study employed a cross-sectional telephone survey with an interviewer-administered 

questionnaire. The study utilized data from medical records to identify participants and their BC 

stage at diagnosis, supplemented by data collected through telephone interviews to gather 

information related to the social determinants and other factors which might be related to the stage. 

2.2. Study population 

The study enrolled patients diagnosed with breast cancer over the past years (2023–2025) at two 

hospitals in the capital city, Yerevan 

2.3. Inclusion criteria 

Patients met the following eligibility criteria: 

✓ Histologically confirmed diagnosis of BC. 

✓ Medical records were available documenting the stage at diagnosis, covering the period 

from January 1, 2024, to January 1, 2025. 

✓ Contact information was available in the medical record for telephone survey. 

2.4. Study tools  

Medical records abstraction form was used to extract data on stage at diagnosis and type of BC 

(Appendix 5). Patients’ names and contact information was extracted using a separate journal form 

(Appendix 6). 
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For the telephone survey, a structured questionnaire was administered to collect information not 

available in medical records, including educational level, employment status, monthly average 

expenditures, renting/owning accommodation, health insurance, urban/rural residence, and marital 

status, age, menopausal status, family history of BC, history of mammography (if more than 40), 

history of a chronic disease, weight and height (BMI). The questionnaire was formulated based on 

the questionnaires used to explore factors associated with the stage of BC diagnosis 

internationally97. Some of the questions assessing socio-economic status of participants were 

adopted from similar questionnaires used in Armenia previously (Appendix 7)98. After getting the 

IRB approval, and before survey administration, a pretest was conducted in one of the selected 

hospitals and involved a small group of participants who met the study’s eligibility criteria. The 

study involved two hospitals, with one resident from each hospital participating—making a total of 

two residents. First, a hospital representative (third year residents who were trained by the student-

investigator) called the participant. After receiving permission to share contact information, the 

student-investigator, along with three additional interviewers trained by the student-investigator, 

conducted surveys with all participants. The interviewers were hired by AUA and had prior 

experience in conducting interviews, although not specifically with cancer patients. I provided them 

with training based on the guidelines we developed for this study (please see Appendix 11 for 

details). During this phase, we evaluated whether the questions were easily understood and well-

translated, if the response options were appropriate, and whether any modifications were necessary 

to improve the questionnaire’s flow and structure. Additionally, completion of the journal 

templates, informed consent processes and data collection methods were tested. 

2.5.Sampling and sample size  

 For calculating the sample size, the formula for comparing two proportions was used: 
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 Zα/2:  95% confidence level, the corresponding Z-

value is 1.96. 

Zβ: 0.8 for 80% power 

p1 0.4 

p2 0.55 

p1-p2 0.15 

N per group 

173 

Total = 346 

 

As a reference for the proportion (p1) of 40%, data was used from the Statistical Yearbook of 

Armenia: Health and Healthcare (Appendix 2)43. This percentage shows the sum of stages III and 

IV of BC.  

Initially, medical records were reviewed to identify eligible participants based on the inclusion 

criteria. Subsequently, a designated member of the medical staff contacted potential participants to 

obtain their permission to share their contact information and confirm whether they agree to be 

contacted by the student investigator or additional three interviewers for further data collection. 

Based on the previous data, a low response rate was anticipated99. The sampling process began with 

an initial list of phone numbers, and participants were progressively recruited until the target 

number of completed responses was obtained. 
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2.6. Data collection  

Data collection was conducted between April 15 and May 31, 2025, at two medical centers: the 

National Center of Oncology named after V.A. Fanarjian (CJSC, MOH RA) and the Clinic of Adult 

Oncology and Chemotherapy of the Hematology Center after Prof. R.H. Yeolyan. The initial list of 

patients was provided by the two participating centers. The records of the patients admitted to the 

medical centers from January 1, 2024, to December 31, 2024 were selected for the review in the 

scope of the study. The data collection process consisted of two stages.  In the first stage, patient 

information including contact details and histological cancer type was extracted from medical 

records (Appendix 5).  The extraction was done from digital medical records, from newest to 

oldest. Contact data, name, histological type of cancer and stage were extracted (Appendix 10). 

Subsequently, the center representatives (guided and trained 3rd year residents) contacted patients to 

request permission for their data to be shared with the student investigator for research purposes 

(Appendix 8). At the first center, the number of eligible patients and the response rate was 

significantly lower than anticipated. As a result, the review period was extended to include records 

dating back to January 2023. A total of 77 eligible patients were identified at this center, and 

additional patients were recruited in the second center.  

After permission was granted, the student-investigator and three trained interviewers contacted 

potential participants, obtained oral consent (Appendix 9), and conducted a structured telephone 

survey with each patient (Appendix 7). The interview took approximately 5-10 minutes. 

A journal form was used to conduct the telephone survey, which included contact details, date of 

the call, and coded results. The form also recorded whether the patient completed, partially 

completed, or refused the survey, as well as standardized reasons for refusal (Appendix 6).   In the 

case of no answer, unavailable or wrong number, up to three calls over three days were attempted 



19 
 

for each contact. All journals (Appendices 5-7, 10) were filled out online via Google Forms, and 

the questionnaire was completed using Alchemer platform.  Before data collection, the interviewers 

were trained on how to use tablets or smartphones for completing the questionnaire, ethical 

considerations, and effective interviewing techniques (Appendix 11). 

2.7. Study variables  

Dependent Variable: The stage of BC at diagnosis was classified as either early (Stage I-II) or late 

(Stage III-IV), treated as a binary variable.  

Independent Variables: Education level was categorized as incomplete secondary (9 years or less) 

and secondary (10-12 years: high school), technical education and institute/university, postgraduate 

education together. Region of residence was categorized as Yerevan and other marzes. The place of 

residence was classified as either city or village.  Current employment status was recorded as 

employed, unemployed, student, and retired. Employment status at the time of diagnosis was coded 

as a binary variable (employed vs. not employed). Marital status was categorized married and 

single/widowed /divorced/separated.  Housing situation was categorized as owning a home or 

renting. Monthly average expenditures were categorized into the following categories: 0-200,000; 

200,001-400,000 AMD, and above 400 000 AMD.  Health insurance status at the time of diagnosis 

and at the time of data collection was treated as a binary variable (yes/no). Health insurance type 

was categorized as Basic Benefits Package, Private Insurance or Other.  

To identify potential patterns across different age groups, age was categorized into three groups: 

<39 years, 40–60 years, and >60 years. Ethnicity was classified as Armenian, Russian, Yezidi, or 

other.  Family history of BC was noted if there was a reported history in the participant's mother, 

sisters, or daughters.  If yes, then it was categorized breast cancer and other breast diseases. History 

of tumor histology type was categorized according to the specific histological classification of the 
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tumor type, such as ductal, lobular and othersError! Bookmark not defined.,100.  Delay (time from the first 

symptom to diagnosis) was categorized into less than 90 days and more than 90 days Error! Bookmark 

not defined.,.  BMI was calculated based on weight and height and then categorized 

underweight/healthy, overweight, obesity accordingly standard classifications set by the WHO101. 

The method of detection of BC was categorized as routine screening (mammogram, ultrasound, 

clinical breast exam) and self-examination/other. The presence of symptoms at diagnosis was 

recorded as asymptomatic (detected through screening) or symptomatic. Menopausal status (pre-

menopausal or post-menopausal) was a binary variable. A history of chronic disease before the BC 

diagnosis was a binary variable (yes or no) and in the case of yes was categorized by diabetes, 

hypertension (high blood pressure), heart disease, asthma or chronic respiratory diseases, arthritis, 

chronic kidney disease, and/or autoimmune disorders (e.g., lupus, rheumatoid arthritis). 

2.8. Data analysis 

The data extracted from medical records was cleaned by checking for missing values and 

inconsistencies in key variables.  The responses from the telephone interviews (see Appendix 6) 

were entered into an online Google-Forms database. Descriptive statistics summarized socio-

demographic characteristics (age, place of residence, educational level, employment and marital 

status, household expenditures, housing situation, current health insurance) of the study sample.  To 

explore the relationships between each independent variable and the dependent variable (stage of 

BC at diagnosis) Chi-square tests for categorical variables and Independent samples t-tests for 

continuous variables (age and BMI) were used. Since the dependent variable (stage of BC) was 

binary (early vs. late stage), simple and multivariable binary logistic regression explored the 

bivariate and adjusted influence of multiple independent variables on the likelihood of being 

diagnosed at an early vs. late stage.  
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The results was interpreted using odds ratios (OR) and confidence intervals (CI). 

2.9. Ethical Considerations 

Participants received information about the purpose, procedures, risks, and benefits of the study and 

gave oral informed consent before participating in the survey. Additionally, participants were 

informed that the study has a voluntary nature and their right to withdraw at any time if they found 

it uncomfortable to continue was explained. The Institutional Review Board of AUA reviewed and 

approved the study protocol, confirming compliance with ethical research principles. The collected 

data were kept confidential and securely stored, and only the research team had access. Each 

participant was given an individual ID number which was used while collecting and analyzing data. 

Personal identifiers were collected separately from the research data to ensure confidentiality and 

were removed upon study completion. 

3. Results 

3.1. Administrative results  

A list of 128 patients registered at the first center, between January 1, 2023, and December 31, 

2024, was extracted from the center's medical records. Of these, 74 patients provided permission to 

share their contact information for research purposes. Twenty-eight patients declined to participate, 

four did not respond, four had incorrect or outdated contact details, nine were deceased, and ten 

initially gave permission to be contacted but later withdrew through a family member. Among the 

74 patients who gave permission, 67 provided oral consent and ultimately completed the survey, 

while five declined participation, and two did not respond to follow-up attempts (Appendix 12. 

Figure 3). 
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A list of 387 patients registered at the second center, between January 1, 2024, and December 31, 

2024, was provided by the center’s representative. Of these, 308 provided permission to share their 

contact information, 44 declined, nine did not respond, 20 had incorrect contact details, three were 

deceased, and two initially consented but later withdrew through a family member.   

Among the 308 patients who provided permission to share contact details, 291 consented and 

ultimately participated in the survey, while 10 declined, four have told that they have already 

participated in the survey as a patient for the first medical center and three did not respond to 

follow-up. (Appendix 12. Figure 3). 

Overall, out of 515 patients who were contacted by the representative of the medical center, 383 

patients (74.3%) agreed to be contacted by the research interviewers, out of which 358 (69.5%) 

completed the interviews.   

During the study process, instances of patient overlap were identified between two centers, because 

some patients were registered at both centers. To minimize duplication, a three-level verification 

approach was implemented: initial screening by hospital representatives during the recruitment 

calls, cross-checking of patient information such as phone number and full name, and confirmation 

during the interview, where some participants indicated they had already completed the survey. In 

total, four duplicate cases were identified and subsequently removed from the dataset. 

3.2. Descriptive statistics  

3.2.1. Socio-demographic and socio-economic characteristics 

The sample consisted of 358 women with BC, with the mean age of 57 years (ranging between 28 

and 85 years, SD = 11.60). Most participants lived in urban areas (74%), with 46.4% residing in the 

capital Yerevan. The participants had secondary (10-12 years) (35.5%, n = 127), 
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professional/technical (12-13 years) (26.5%, n = 95), and university/postgraduate education 

(34.9%, n = 125).  Eleven participants had not completed secondary school. At the time of 

diagnosis, 50% of participants (n = 178) were employed. At the time of the survey interview, 33% 

(n = 118) reported being employed, 36.6% (n = 109) were unemployed, and 30.4% (n = 109) were 

retired. About 58.1% (n = 208) were married, while 23.2%  (n = 83) were widowed, 11.2%  (n = 

40) divorced or separated, and 7.5% (n = 27) single.   Eighty-nine percent (n = 308) owned their 

homes, while 11.2% (n = 40) were renting. Monthly family spending was reported by 284 

participants. Of these, 30% (n = 86) reported spending between 100,001–200,000 AMD per month, 

24% ( n = 68) between 200,001–300,000 AMD, and 21% (n = 59) between 300,001–400,000 

AMD. About 16% (n = 45) reported spending more than 400,000 AMD per month, while 9% (n = 

26) spent less than 100,000 AMD. Only 25.1% (n = 90) had current health insurance. Among them, 

73.3%  (n = 66) were insured under the Basic Benefits Package, while 26.7% (n = 24) had private 

insurance. About 26% (n = 92) reported having health insurance at some point prior to their 

diagnosis (Table 1). 

3.2.2. Clinical characteristics 

Among the participants, 57.3% (n = 205) were diagnosed at the early stage (stages I–II) and 42.7% 

(n = 153) at the late stage (stages III–IV) (Table 2). The distribution by each stage is presented in 

Table 2. Only 8.4% (30 patients) had Stage IV at the diagnosis. Most participants were 

symptomatic at diagnosis (83.5%, n = 299), with a breast lump being the most common first 

symptom (44.1%, n = 158).  

Routine screening in the absence of symptoms accounted for 26.3% of detections, while 62.0% (n = 

222) were diagnosed following self-examination after noticing symptoms, and 11.7% (n = 42) were 

detected incidentally during imaging for unrelated conditions. Among those detected via screening 
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(n = 94), mammography was the most common method (76.6%, n = 72), followed by breast 

ultrasound (16.0%), MRI (6.4%), and clinical breast examination by a healthcare provider (1.1%). 

About 74.3% of symptomatic participants (n = 266) consulted a physician within 90 days of 

symptom onset, including 60.6% (n = 217) within 30 days and 13.7% (n = 49) within 30–90 days. 

The remaining 25.7% (n = 92) delayed consultation for more than 90 days. Additionally, 71.5% (n 

= 256) of all participants received a confirmed diagnosis within 30 days, 9.5% (n = 34) between 

30–90 days, and 19.0% (n = 68) after more than 90 days. 

About  40.2% reported having one or more chronic conditions (n = 144). Among those with a 

family history of breast conditions (23.5%, n = 84), the most frequently reported were 

fibroadenomas (33.3%), fibrocystic breast changes (31.0%), and invasive ductal carcinoma 

(27.4%). The majority of participants were postmenopausal (83.2%, n = 298). Histologically, 

invasive breast carcinoma was the predominant tumor type (97.2%, n = 348), while only 2.8% (n = 

10) had invasive lobular or mucinous carcinoma (Table 2). 

3.2.3. Bivariate analysis  

Several statistically significant associations at the level of p<0.1, were identified between the stage 

of diagnosis and independent variables. Age group was significantly associated with stage at 

diagnosis (p = 0.001); specifically, women older than 60 years were more likely to be diagnosed at 

a late stage (53.5%) compared to younger age groups. Employment status also showed a significant 

association (p = 0.032), with a higher proportion of employed women diagnosed at an early stage 

(65.3%) compared to unemployed or retired women (53.3%). Pre-diagnosis health insurance status 

was significantly associated with stage at diagnosis (p = 0.023); women who had insurance prior to 

diagnosis were more likely to be diagnosed early (67.4%) compared to those without insurance 

(53.8%) (p = 0.023). 
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The presence of arthritis was significantly associated with late-stage diagnosis (p = 0.004), as 

72.2% of those with arthritis were diagnosed at a late stage. Conversely, the presence of heart 

disease was associated with early-stage diagnosis (p = 0.040), with 80.0% of women with heart 

disease diagnosed early. 

The region of residence was also associated with the stage at diagnosis (p = 0.089). Among women 

residing in Yerevan, 62.0% were diagnosed at a late stage and 38.0% at an early stage. In contrast, 

among those residing in other marzes (regions), 53.1% were diagnosed at a late stage and 46.9% at 

an early stage. 

Menopausal status was associated with the stage of diagnosis (p = 0.057). Among pre-menopausal 

women, 68.3% were diagnosed at a late stage and 31.7% at an early stage. Conversely, among post-

menopausal women, 55.0% were diagnosed late and 45.0% early. 

No statistically significant associations were observed between stage at diagnosis and other 

variables, including level of education, region or place of residence, marital status, monthly family 

spending, BMI, or consultation and diagnosis delays. 

3.3. Multivariable logistic regression 

Following the bivariate analyses, variables that demonstrated statistically significant associations 

with the stage at breast cancer diagnosis were included in the multivariable binary logistic 

regression model. Due to the small number of participants reporting heart disease or arthritis (n = 

20), these variables were excluded to avoid unstable estimates and potential distortion of the model. 

Table 4 presents the adjusted odds ratios (aOR) and 95% confidence intervals (CI) from the 

multivariable logistic regression predicting late-stage breast cancer diagnosis. Compared to women 

younger than 40 years, those aged over 60 had significantly lower odds of late-stage diagnosis 
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(aOR = 0.50; 95% CI: 0.29–0.88; p < 0.015). Having health insurance prior to diagnosis was also 

associated with lower odds of late-stage diagnosis (aOR = 0.59; 95% CI: 0.35–1.00; p < 0.050). 

Before running multivariable logistic regression model all variables were checked for 

multicollinearity (Table 5). 

4. Discussion 

This is the first study to explore the effects of SDoH on stage of diagnosis of BC patients in 

Armenia. 

This study examined the stage of breast cancer diagnosis in Armenian women and estimated the 

prevalence of early and late stages of BC at diagnosis. The study showed that the prevalence of the 

early-stage of BC at diagnosis was 57.3%, while the late stage was 42.7%. These results are 

consistent with the nationwide data reported by the 202340.  

The study found that two variables were significantly associated with the stage of diagnosis in 

adjusted analysis: age and health insurance. Women over 60 years of age had significantly lower 

odds of being diagnosed at a late stage compared to women under 40, with an adjusted odds ratio 

(aOR) of 0.49 (95% CI: 0.29–0.83; p = 0.009). This finding aligns with research that has shown that 

younger women were more likely to be diagnosed at a later stage (p = 0.03)102. BC tends to present 

more aggressively in younger women, less likely to be detected early, and more frequently presents 

with non-specific or atypical symptoms103–105.  

The study also confirmed that having health insurance before diagnosis was independently 

associated with stage of diagnosis. Women having health insurance before diagnosis were 41% less 

likely to be diagnosed at a late stage than those without insurance (aOR = 0.59; 95% CI: 0.35–1.00; 

p < 0.049). Health insurance can promote earlier stage detection by improving access to diagnostic 
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services, facilitating provider visits, reducing out-of-pocket costs, and increasing general 

engagement with the healthcare system106. Women with insurance may have more opportunities for 

incidental or opportunistic detection during unrelated medical visits, even in the absence of 

systematic screening. Additionally, they may be more likely to undergo timely diagnostic workup 

after symptom onset, contributing to earlier stage identification despite in our study we have not 

observed a significant association with screening or delays. This finding is consistent with 

international studies, including a large analysis in the United States, which found that patients 

without insurance or Medicaid had significantly higher prevalence ratios of late cancer stage 

diagnosis compared with patients with private insurance. For example, the adjusted prevalence 

ratios for uninsured women with BC was 1.96 (95% CI: 1.91–2.01) and 1.76 (95% CI: 1.73–1.79) 

for Medicaid recipients, indicating a significantly increased risk of late diagnosis107. The 

consistency of results across settings supports the critical role of insurance coverage in promoting 

early stage cancer diagnosis. Notably, in another study, researchers also observed that disparities in 

stage at diagnosis by insurance status were even more pronounced for BC among individuals aged 

50 to 64, compared to those aged 18 to 64. They supposed that, given that screening is most widely 

emphasized in the 50 to 64 age group108. The consistency of these findings across various settings 

underline the important role of insurance coverage in facilitating earlier cancer detection. Our study 

did not identify a significant association between the stage at diagnosis and reported delays in 

seeking consultation after symptom onset or in receiving a diagnosis. Initially, this may appear 

contradictory; however, it could reflect the indirect impact of insurance and healthcare engagement. 

That is, even in the absence of rapid diagnostic pathways or organized screening, insured women 

may still benefit from earlier detection due to more frequent interactions with the healthcare system 

and the increased likelihood of incidental findings. Alternatively, the lack of observed associations 
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with screening and delays might stem from limitations in how these variables were measured—

such as the phrasing or interpretation of questions in the questionnaire. It is also possible that other 

unmeasured factors, such as tumor biology or clinical presentation, play a more decisive role in 

determining the stage at diagnosis than the social determinants captured in this study. 

The current findings provide important evidence on the stage of BC diagnosis and associated 

factors for policy makers in Armenia and underscore the role of health insurance in promoting 

earlier breast cancer diagnosis. Since younger-age women were shown to be more likely to have 

late/advanced stage of BC at diagnosis, it is particularly important to target them with awareness 

raising and tailored screening interventions. 

Strengths 

The study has several strengths that enhance the validity and relevance of its findings. First, 

combining medical record abstraction with structured telephone interviews enabled comprehensive 

capture of clinical, socio-demographic data related to BC diagnosis stage. The relatively high 

response rate (approximately 70%) mitigates concerns about selection bias and strengthens the 

validity of the results. 

Limitations of the study  

The study has several limitations. Participants who rejected participation or who could not be 

contacted due to outdated or missing contact information may have been systematically different 

from the respondents, which could have resulted in the selection bias. The use of telephone data 

collection limited the scope of the survey questions to avoid survey fatigue. Additionally, there 

were instances of participant overlap between two hospitals, where the same individuals were 

registered in both institutions. While efforts were made to identify and address these duplications, 
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such overlap could have affected the accuracy of the sample and introduced potential errors in data 

analysis. 
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Table 1.  Socio-demographic and socio-economic characteristics 

 

Variable  n or M % or SD 

Age   56.9 11.6 

Education level Incomplete secondary 11 3.1 

Secondary (10–12 years) 127 35.5 

Professional/Technical (12–13 

years) 

95 26.5 

University/Postgraduate 125 34.9 

Region Yerevan 166 46.4 

Aragatsotn 5 1.4 

Ararat 27 7.5 

Armavir 37 10.3 

Gegharkunik 24 6.7 

Kotayk 22 6.1 

Lori 22 6.1 

Shirak 32 8.9 

Syunik 8 2.2 

Tavush 10 2.8 

Vayots Dzor 5 1.4 

Place of residence city 265 74 

village 93 26 

Current employment status  Employed 118 33.0 

Unemployed 131 36.6 

Retired 109 30.4 

Employment status at the time of 

diagnosis 

Yes 179 50.1 

No 178 49.9 

Marital status Single 27 7.5 

Married 208 58.1 

Widowed 83 23.2 

Divorced/separated 40 11.2 

Housing status (n=347) Owns home 308 88.8 

Rents 39 11.2 

Monthly family spending (n=284) 0 – 100,000 AMD 26 9.2 

100,001 - 200,000 AMD 86 30.3 

200,001 - 300,000 AMD 68 23.9 

300,001 - 400,000 AMD 59 20.8 

Above 400,000 AMD 45 15.8 

Current health insurance (n=90) Basic Benefit Package/other 66 73.3 

Private insurance 24 26.7 

Health insurance before diagnosis 

( n = 92) 

 92 25.7 
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Table 2: Clinical characteristics, diagnostic pathway, and patient history 

Variable Category n % 

Stage at Diagnosis  
  

Early (n = 205; 57.3%) I 7 2.0 

IA 56 15.6 

IB 15 4.2 

II 35 9.8 

IIA 42 11.7 

IIB 50 14.0 

Late (n = 153; 42.7%) III 44 12.3 

IIIA 30 8.4 

IIIB 27 7.5 

IIIC 22 6.1 

IV 30 8.4 

First Noticed Symptom Breast lump 158 44.1 

Breast changes 68 19.0 

Breast pain 49 13.7 

Nipple changes/discharge 24 6.7 

Asymptomatic 59 16.5 

Symptomatic vs. Asymptomatic Symptomatic (any symptom incl. lump, 

changes, pain, etc.) 

299 83.5 

Asymptomatic 59 16.5 

Disease First Detection Routine screening in the absence of 

symptoms 

94 26.3 

Self-exam after noticing symptoms 222 62.0 

Incidental finding during unrelated imaging 42 11.7 

Routine screening in the absence of 

symptoms  

(n = 94) 

Mammogram 72 76.6 

Breast ultrasound 15 16.0 

MRI 6 6.4 

Clinical breast exam (by provider) 1 1.1 

Symptom to Consultation Time 

Less than 30 days 217 60.6 

30–90 days 49 13.7 

More than 90 days 92 25.7 

Time to Confirmed Diagnosis 

Less than 30 days 256 71.5 

30–90 days 34 9.5 

More than 90 days 68 19.0 

BMI Category 

 (n = 353) 

Underweight 4 1.1 

Normal 80 22.7 

Overweight 131 37.1 

Obese 138 39.1 

Family History of BC Yes 84 23.5 

No 274 76.5 

Kind of Disease in Family 

 (n = 84) 

Fibrocystic breast changes 26 31.0 

Fibroadenomas 28 33.3 
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Breast cysts 5 6.0 

Mastitis 1 1.2 

Intraductal papilloma 1 1.2 

Invasive ductal carcinoma 23 27.4 

Having Chronic Disease Yes 144 40.2 

No 214 59.8 

Menopausal Status Pre-menopausal 60 16.8 

Post-menopausal 298 83.2 

Histological Type of Tumor Breast invasive carcinoma 348 97.2 

Invasive lobular / mucinous carcinoma 10 2.8 
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Table 3. Early vs late stage of diagnosis by socio-demographic, socio-economic and clinical 

characteristics  

Variables 

N = 358 (100) 

 

Total  

n(%) or 

M(SD) 

Early Stage 

n(%) or 

M(SD) 

Late stage 

n(%) or 

M(SD) 

p-

value 

Socio-demographic characteristics 

Region of Residence 0.089 

Yerevan 166 (46.4) 103 (62.0) 63 (38.0)  

Other marzes 192 (53.6) 102 (53.1) 90 (46.9)  

Place of Residence 0.760 

City 265 (74.0) 153 (57.7) 112 (42.3)  

Village 93 (26.0) 52 (55.9) 41 (44.1)  

Education 0.048 

Incomplete secondary + 

Secondary 

138 (38.5) 70 (50.7) 68 (49.3)  

Professional technical (12–13 

years/ University / Postgraduate) 
220 (61.5) 135 (61.3) 85 (38.6) 

 

Employment now 0.018 

Employed 118 (33.0) 77 (65.3) 41 (34.7)  

Unemployed 131 (36.6) 77 (58.8) 54 (41.2)  

Retired 109 (30.6) 51 (46.8) 58 (53.2)  

Employment status at the time of 

diagnosis 

   0.2 

Yes 179 (50.1) 109 (60.9) 70 (39.1)  

No 178 (49.9) 96 (53.9) 82 (46.1)  

Marital status 0.399 

Married 208 (58.1) 123 (59.1) 85 (40.9)  

Single/widowed/divorced 150 (41.9) 82 (54.7) 68 (45.3)  

Age Group 0.001 

Age (M ± SD) 56.91 (11.60) 55.45 (11.46) 58.86 (11.54) 0.006 

≤ 39 25 (7.0) 16 (64.0) 9 (36.0)  
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40–60 174 (48.6) 115 (66.1) 59 (33.9)  

> 60 159 (44.4) 74 (46.5) 85 (53.5)  

Socio-economic  characteristics 

Monthly Family Spending (AMD) 0.355 

0 – 100,000 26 (9.2) 15 (57.7) 11 (42.3)  

100,001 – 200,000 86 (30.3) 55 (64.0) 31 (36.0)  

200,001 – 300,000 68 (23.9) 35 (51.5) 33 (48.5)  

300,001 – 400,000 59 (20.8) 33 (55.9) 26 (44.1)  

Above 400,000 45 (15.8) 21 (46.7) 24 (53.3)  

Health Insurance at the time of diagnosis 0.023 

Yes 
92 (25.7) 

62 (67.4) 30 (32.6)  

No 266 (74.3) 143(53.8) 123(46.2)  

Health insurance now 0.099 

Yes 98 (27.4) 63(30.7) 35 (22.9)  

No 260 (72.6) 142 (69.3) 118 (77.1)  

Type of Insurance (Yes only) 0.096 

Basic Benefits Package 66 (73.3) 48 (78.7) 18 (62.1)  

Private Insurance 24 (26.7) 13 (21.3) 11 (37.9)  

Household situation 0.667 

Owning a home 308 (86.0) 177 (57.5) 131 (42.5)  

Renting 11 (3.1) 21 (53.8) 18 (46.2)  

Clinical characteristics 

Family History of Breast Cancer 0.781 

Yes 84 (23.5) 47 (56.0) 37 (44.0)  

No 274 (76.5) 158 (57.7) 116 (42.3)  

Type of family history    0.487 

Cancer 24 (28.6) 12 (14.3) 12 (14.3)  

Other Breast disease 60 (71.4) 25 (29.8) 35 (41.7)  

First Symptom Presence 0.225 

Asymptomatic 59 (16.5) 38 (64.4) 21 (35.6)  



42 
 

With Symptoms 299 (83.5) 167 (55.9) 132 (44.1)  

First Detection Method  

Routine Screening 94 (26.3) 55 (58.5) 39 (41.5)  

Self-exam/Other 264 (73.7) 150 (56.8) 114 (43.2) 0.776 

Diagnostic method  

Mammogram 72 (20.1%) 43 (59.7%) 29 (40.3%) 0.666 

Breast ultrasound/MRI/ other by 

healthcare 

22 (6.1%) 12 (54.5%) 10 (45.5%)  

Consultation Delay  

≤ 90 Days 266 (74.3) 159 (59.8) 107 (40.2) 0.102 

> 90 Days 92 (25.7) 46 (50.0) 46 (50.0)  

Diagnosis Confirmation Delay 0.179 

≤ 90 Days 290 (81.0) 171 (59.0) 119 (41.0)  

> 90 Days 68 (19.0) 34 (50.0) 34 (50.0)  

Menopausal Status    0.057 

Pre-menopausal 60 (16.8) 41 (68.3) 19 (31.7)  

Post-menopausal 298 (83.2) 164 (55.0) 134 (45.0)  

Chronic disease before diagnosis 0.580 

Yes 144 (40.2) 85 (59.0) 59 (41.0)  

No 214 (59.8) 120 (56.1) 94 (43.9)  

Arthritis (Among 144 with Chronic Diseases) 0.004 

Yes 18 (12.5) 5 (27.8) 13 (72.2)  

No 126 (87.5) 80 (63.5) 46 (36.5)  

Heart Disease (Among 144 with Chronic Diseases) 0.040 

Yes 20 (13.9) 16 (80.0) 4 (20.0)  

No 124 (86.1) 69 (55.6) 55 (44.4)  

BMI Category 0.648 

Underweight /Healthy 84 (23.8) 51 (60.7) 33 (39.3)  

Overweight 131 (37.1) 78 (59.5) 53 (40.5)  

Obesity 138 (39.1) 76 (55.1) 62 (44.9)  
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Table 4. Multivariable Logistic Regression Predicting Late-Stage Breast Cancer Diagnosis (using 

variable, where p values <0.1) 

 

Variables aOR (95% CI) p-value 

Place of residence 
  

Yerevan vs. Other 1.31 (0.84–2.05) 0.238 

Education 
  

Prof/University (Reference) Reference — 

Incomplete/Secondary 0.78 (0.49–1.24) 0.295 

Employment status 
  

Employed (Ref.) Reference — 

Unemployed 1.07 (0.62–1.84) 0.803 

Retired 1.10 (0.58–2.10) 0.768 

Health insurance before 
  

No (Reference) Reference — 

Yes 0.59 (0.35–1.00) 0.050 

Age group 
  

<40 years (Reference) Reference — 

40–60 years 0.59 (0.21–1.62) 0.302 

>60 years 0.50 (0.29–0.88) 0.015 

Menopausal status 
  

Premenopausal (Reference) Reference — 

Postmenopausal 1.19 (0.61–2.33) 0.617 
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Table 5. Tolerance and VIF 

Variable Tolerance VIF 

health_insurance_before 0.989 1.011 

Yerevan_vs_other 0.946 1.057 

ed_incompete_comb_prof_university 0.914 1.095 

Age_group 0.777 1.288 

menopausal_status 0.799 1.252 

symptom_consultation 0.971 1.030 
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Appendix 1. Breast cancer survivability rate according to the stage at diagnosis  

 

Stage Description 5-year survival () 10-year 

survival 

() 

Stage - 0 No evidence of Primary Tumor 95 90 

Stage – I Tumor <= 2cm 86 70 

Stage – II Tumor > 2cm & <= 5cm 70 50 

Stage – III Tumor > 5cm 

 

55 30 

Stage – IV 

(Metastasis) 

Any size with extending to -

chest wall or skin 

5 2 

1. Lee S. Stages of breast cancer. Canadian Cancer Society. Published 2017. 

https://cancer.ca/en/cancer-information/cancer-types/breast/staging 

2. National Cancer Institute. Cancer Staging. National Cancer Institute. Published 

October 14, 2022. https://www.cancer.gov/about-cancer/diagnosis-

staging/staging 

 

  

https://cancer.ca/en/cancer-information/cancer-types/breast/staging
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Appendix 2. Yearly trends in incidence, prevalence, stage distribution of breast cancer cases in 

Armenia (2019–2023) * 

 

          Year 

Indicator 

2019 2020 2021 2022 2023 

Mortality rate 275.6 143.9 290.5 146.2 279.7 

Incidence rate 84.7 69.6 71.4 90.8 96.6 

Prevalence 

 

0.41 0.40 0.42 

  

0.46 

 

0.49 

 

Stage distribution for first-time diagnosed cases 

I-II 897 580 479 700 679 

III 81 139 213 194 272 

IV 190 163 157 162  260  

Statistical Yearbook of Armenia: Health and Healthcare (2024), p. 19 p. 114.  

Statistical Yearbook of Armenia: Health and Healthcare (2023), p. 22, p 140. 

Statistical Yearbook of Armenia: Health and Healthcare (2022), p. 29, p.138.  

Statistical Yearbook of Armenia: Health and Healthcare (2021), p.29, p.138.  

Statistical Yearbook of Armenia: Health and Healthcare (2020), p. 28, p.135.  

 

 

  

 

 

                                                           
* per 100,000 women 
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Appendix 3. Figure 1. Model of pathways to treatment. HCP  = health care provider 
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Appendix 4. Figure 2.  Integrated Conceptual Framework for Understanding and Addressing 

Social Determinants to Advance Cancer Health Equity  
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Appendix 5. Medical records abstraction form  

 

 

 

Patient’s ID Stage of diagnosis Histological type of tumor 

   

   

   

   



Appendix 6. Journal form for telephone interviews 

 

 

Patient’s ID Patient’s 

name, 

Surname 

Patient’s 

phone number 

Results of the 

call 

(code) 

 

Date of the 

call 

Reasons of the 

refusal  

(code) 

 

      

      

      

      

 

Coded results of the call 

1. Answered/competed survey 

2. Answered/partially competed survey 

3. No Answer  

4. Wrong Number /unavailable number 

5. Deceased  

6. Other (please specify) 

7. Refusal 

 

Coded Reasons for Refusal: 

1. Not interested 

2. Too busy 

3. Does not feel comfortable participating 

4. Family does not allow participation 

5. Language barrier 

6. Health condition prevents participation 

7. Other (please specify) 
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Appendix 7. Questionnaire (English version) 

 

Date of Interview: __________________________ 

Start time: __________________________ 

Participant ID: __________________________ 

 

Section 1: Health and Medical History 

Instructions: Now, I am going to ask about your past and current health conditions, 

medical diagnoses, and treatments. Some questions will also refer to your health status 

before your diagnosis to provide a clearer picture of any changes over time. 

1. Do you have health insurance? 1) Yes 

2) No 

2. Did you have health insurance before your 

diagnosis of breast disease? 

 

1) Yes 

2) No→ Go to Q4 

3. If yes, please specify 1) Social Package 

2) Private insurance 

3) Other 

________________ 

4. Do you have a family history of breast 

disease or problem (mother, sister, daughter)? 

 

1) Yes 

2) No→ Go to Q6 

5. What kind of breast disease problem it 

was? 

(Don’t read the options) 

1) Fibrocystic Breast Changes  

2) Fibroadenomas  

3) Breast Cysts  

4) Mastitis  

5) Intraductal Papilloma  

6) Ductal Carcinoma in Situ  

7) Invasive Ductal Carcinoma 

8) Nipple Discharge 

9) Other 

6. When was diagnosis of your breast 

disease? 

 

 

7. What were the first symptoms? 

 

1) Breast lump 

2) Breast changes 

3) Breast Pain 

4) Nipples changes or discharge 

5) Asymptomatic 

6) Other (specify) _______________ 

 

8. How was your breast disease first 

detected? 

 

1) Routine screening (e.g., 

mammogram, ultrasound, clinical breast 

exam) while asymptomatic 

2) Self-examination after noticing 

symptoms (e.g., lump, pain, skin changes) 
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3) Incidental finding during imaging 

for another condition 

4) Other (Please specify): 

________________ 

9. If detected through screening in the 

absence of symptoms, which method led to the 

initial diagnosis? 

1) Mammogram 

2) Breast ultrasound 

3) MRI 

4)  Clinical breast examination by a 

healthcare provider 

5)  Other (Please specify):  

88) Don’t know/Refuse to answer  

10. How long did it take from noticing the first 

symptom to consulting a healthcare provider? 

1) Less than 30 days 

2) 30-90 days 

3) More than 90 days 

11. How long it took from detecting a problem 

to a confirmed diagnosis 

 

1) Less than 30 days Go to Q13 

2) 30-90 days 

3) More than 90 days 

12. What was the reason for delay? 1) lack of time  

2) lack of finances 

3) alerting relevant services  

4) not trusting physicians 

5) fear of diagnosis 

6) Others (specify) 

13. What is your current menopausal status? 1) Pre-menopausal 

2) Post-menopausal 

14. Have you ever been diagnosed with 

chronic diseases before your diagnosis of breast 

disease? 

If yes, please, Specify  

(Don’t read options Q14.1-Q14.12, you can select 

a few options) 

1) Yes 

2) No 

14.1. Arthritis 1) Yes 

2) No 

14.2. Asthma or Chronic Respiratory Diseases 

 

1) Yes 

2) No 

14.3. Autoimmune Disorders (e.g., Lupus, 

Rheumatoid Arthritis) 

 

1) Yes 

2) No 

14.4. Cancer 1) Yes 

2) No 

14.5. Chronic Kidney Disease 

 

1) Yes 

2) No 

14.6. Chronic Lung Disease 

 

1) Yes 

2) No 

14.7. Diabetes 

 

1) Yes 

2) No 

14.8. Heart Disease 

 

1) Yes 

2) No 
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14.9. Hypertension (High Blood Pressure) 

 

1) Yes 

2) No 

14.10. HIV/other immune deficiency 1) Yes 

2) No 

14.11. Obesity 1) Yes 

2) No 

14.12. Other (Please specify)  

 

Section 2: Socio-demographic questions 

Now, I will ask questions regarding your demographic characteristics. These details help 

us understand how different factors may relate to health outcomes. Some questions will 

be asked about the status before diagnosis. 

 

15. Data of Birth  

(day/month/year) 

16. From what part of Armenia you are?   1) Yerevan 

2) Aragatsotn 

3) Ararat 

4) Armavir 

5) Gegharkunik 

6) Kotayk 

7) Lori 

8) Shirak 

9) Syunik 

10) Tavush 

11) Vayots Dzor 

17. What is your nationality? 1) Armenian 

2) Russian 

3) Yezidi 

4) Other (specify)______________ 

88) Refuse to answer 

 

18. What is the highest level of education 

you completed? (Read the options) 

1) Incomplete secondary (9 years or 

less) 

2) Secondary (10-12 years: high 

school) 

3) Professional technical (12-13) 

4) Institute/ University 

5) Post-graduate 

88) Refuse to answer 

19. Do you live in a village or a city?  1) City  

2) Village  

20. What is your current employment 

status? (Read the options) 

1) Employed 

2) Unemployed 

3) Student  

4) Retired 

5) Other  

88) Refuse to answer _________________ 
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21. Were you employed before your 

diagnosis of disease? 

1) Yes 

2) No 

22. What is your current marital status? 1) Single 

2) Married 

3) Widowed 

4) Divorced/Separated 

88) Refuse to answer 

23. In average, how much money does 

your family spend monthly?  

1) From 0 – 100,000 drams 

2) From 100,001 - 200,000 drams 

3) From 200,001 - 300,000 drams 

4) From 300,001 - 400,000 drams 

5) Above 400,000 drams 

88) Don’t know/Refuse to answer 

24. How many people live in your household, 

including you? 

___________  

 

25. What is your current housing situation? 1) I own my home 

2) I rent my home 

3) Other (please 

specify):___________ 

26. What was your average weight before 

diagnosis in kg? 

 

 

27. What is your height in cm?  

 

End time: __________________________ 
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Appendix 7. Questionnaire (Armenian version) 

Հարցաթերթ 

 

Հարցազրույցի ամսաթիվ : __________________________ 

Հարցման սկիզբը: __________________________ 

Մասնակցի ID: __________________________ 

 

Բաժին  1: Առողջություն և բժշկական պատմություն 

Ցուցումներ․ Այժմ ես կտամ հարցեր ձեր անցյալում և ներկայում ունեցած 

հիվանդությունների, բժշկական ախտորոշումների և բուժման մասին: Որոշ հարցեր 

կվերաբերվեն նաև ձեր առողջական վիճակին՝ նախքան ձեր ախտորոշումը, որպեսզի 

հնարավոր լինի ավելի հստակ պատկերացնել ժամանակի ընթացքում տեղի ունեցած 

փոփոխությունները։  

1. Դուք օգտվու՞մ եք առողջության 

ապահովագրության որևէ համակարգից: 

1) Այո 

2) Ոչ 

2. Դուք օգտվու՞մ էիք առողջության 

ապահովագրության որևէ համակարգից մինչև 

կրծքագեղծի հիվանդության ախտորոշումը: 

1) Այո 

2) Ոչ →Անցեք Հ.4 

3. Եթե այո, խնդրում ենք մասնրամասնել։ 1) Սոցիալական փաթեթ 

2) Մասնավոր ապահովագրության 

3) Այլ (նշեք) ________________ 

4. Ձեր ընտանիքի անդամներից (մայր, 

քույր, դուստ) որևէ մեկի մոտ երբևէ 

ախտորոշվե՞լ է կրծքագեղձի հիվանդություն։ 

1) Այո 

2) Ոչ →Անցեք Հ.6 

5. Կրծքագեղձի ի՞նչ հիվանդություն էր 

դա։ 

(Չկարդալ տարբերակները) 

1) Կրծքագեղձի ֆիբրոկիստիկական 

փոփոխություններ  

2)  Ֆիբրոադենոմա  

3)  Կրծքագեղձի կիստաներ 

4)  Մաստիտ 

5)  Ներուղեղային պապիլոմաներ  

6)  Ծորանային կարցինոմա in situ  

7)  Ինվազիվ ծորանային քաղցկեղ 

8)  Պտուկների արտազատում 

9)  Այլ  

6. Ե՞րբ է ախտորոշվել ձեր կրծքագեղձի 

հիվանդությունը: 

 

 

7. Ո՞րն է եղել առաջին ախտանիշը: 

 

1) Կրծքագեղձում կոշտացում 

2) Կրծքագեղձի ձևի կամ չափի 

փոփոխություններ  

3) Կրծքագեղձում ցավ  

4) Պտուկների փոփոխություններ կամ 

արտազատումներ 

5) Ախտանիշ չի եղել (Ասիմպտոմ) 

6) Այլ (նշեք)  ________________ 

 



56 
 

8. Ինչպե՞ս առաջին անգամ 

բացահայտվեց ձեր կրծքագեղձի խնդիրը։ 

  

1) Կանխարգելիչ հետազոտության 

ժամանակ (օր.՝ մամոգրաֆիա, 

ուլտրաձայնային հետազոտություն, 

կրծքագեղձի կլինիկական զննում)՝ առանց 

ախտանիշների  

2) Ինքնազննումից հետո, երբ նկատել 

եք ախտանիշ (օրինակ՝ կոշտացում, ցավ, 

մաշկի փոփոխություններ)  

3) Պատահական՝ այլ հիվանդության 

համար կատարված պատկերային 

հետազոտության ժամանակ 

4) Այլ (նշեք, խնդրում ենք):  

9. Եթե հիվանդությունը հայտնաբերվել է 

կանխարգելիչ հետազոտությամբ, ապա որ 

եղանակով է իրականացվել ախտորոշումը: 

1) Մամոգրաֆիա  

2) Կրծքագեղձի ուլտրաձայնային 

հետազոտություն  

3) ՄՌՏ  

4) Բժշկի կողմից կատարված 

կրծքագեղձի կլինիկական զննում  

5) Այլ (նշեք)_________________ 

88) Չգիտեմ/Հրաժարվում եմ պատասխանել  

10. Որքա՞ն ժամանակ է պահանջվել 

առաջին ախտանիշը նկատելուց մինչև 

բուժաշխատողի հետ խորհրդակցելը: 

1) 30 օրից պակաս 

2) 30-90 օր 

3) Ավելի քան 90 օր 

11. Որքա՞ն ժամանակ է պահանջվել խնդրի 

հայտնաբերումից մինչև հաստատված 

ախտորոշումը։ 

1) 30 օրից պակաս Անցեք Հ.13 

2) 30-90 օր 

3) Ավելի քան 90 օր 

12. Ո՞րն էր ուշացման պատճառը: 1) ժամանակի պակասություն 

2) ֆինանսների բացակայություն 

3) համապատասխան ծառայությունների 

ահասանելոիություն 

4) անվստահություն բժիշկներին 

5) վախ ախտորոշումից 

6) Այլ (Նշեք) 

13. Որն է ձեր ներկայիս մենոպաուզային 

կարգավիճակը։ 

1) Նախադաշտանադադար 

(նախամենոպաուզային) 

2) հետդաշտանադադար 

(հետմենոպաուզային) 

14. Ունեցե՞լ եք քրոնիկական 

հիվանդություն մինչև կրծքագեղձի 

խնդիրները հայտնաբերելը: 

(Չկարդալ տարբերակները, կարող եք նշել 

մեկից ավելի պատասխանններ Հ 14.1-

14.12) 

1) Այո Անցեք Հ.15-26 

2) Ոչ 

14.1. Արթրիտ  1) Այո 

2) Ոչ 

14.2. Ասթմա կամ քրոնիկ շնչառական 

հիվանդություններ 

1) Այո 

2) Ոչ 
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14.3. Աուտոիմունային խանգարումներ 

(օրինակ՝ գայլախտ, ռևմատոիդ արթրիտ) 

1) Այո 

2) Ոչ 

14.4. Քաղցկեղ  

 

1) Այո 

2) Ոչ 

14.5. Երիկամների քրոնիկ հիվանդություն  

 

1) Այո 

2) Ոչ 

14.6. Թոքերի քրոնիկ հիվանդություն  

 

1) Այո 

2) Ոչ 

14.7. Շաքարախտ  

 

1) Այո 

2) Ոչ 

14.8.  Ստրի հիվանդություն  1) Այո 

2) Ոչ 

14.9. Հիպերտենզիա (Արյան բարձր ճնշում) 1) Այո 

2) Ոչ 

14.10. ՄԻԱՎ/այլ իմունային 

անբավարարություն 

1) Այո 

2) Ոչ 

14.11. Գիրություն 1) Այո 

2) Ոչ 

14.12. Այլ (նշեք)  

 

Բաժին 2: Սոցիալ-ժողովրդագրական հարցեր 

Այժմ ես կտամ որոշ սոցիալ-ժողովրդագրական հարցեր, օրինակ, տարիքի, կրթության և 

աշխատանքային կարգավիճակի վերաբերյալ: Այս մանրամասներն օգնում են մեզ 

հասկանալ, թե ինչպես կարող են տարբեր գործոններ կապված լինել առողջության հետ: 

Որոշ հարցեր կվերաբերեն ձեր կարգավիճակին մինչև ախտորոշումը: 

 

15. Ձեր ծննդյան տարեթիվը:  

(օր/ամիս/տարի) 

16. Հայաստանի ո՞ր մարզից եք:  

  

 

1) Երևան  

2) Արագածոտն 

3) Արարատ 

4) Արմավիր 

5) Գեղարքունիք 

6) Կոտայք 

7) Լոռի  

8) Շիրակ  

9) Սյունիք  

10)  Տավուշ  

11) Վայոց Ձոր  

17. Ո՞րն է Ձեր ազգությունը: 1) Հայ  

2) Ռուս  

3) Եզդի  

4) Այլ(նշեք): __________________ 

88) Հրաժարվում եմ պատասխանել։ 

18. Որն է ձեր ամենաբարձր 

կրթությունը, որ Դուք ստացել եք:  

 (կարդալ բոլոր տարբերակները) 

1) Թերի միջնակարգ (10 տարուց 

պակաս)  

2) Միջնակարգ (10-12 տարի՝ ավագ 

դպրոց)  
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3) Միջին մասնագիտական 

(տեխնիկում) (12-13 տարի)  

4) Բարձրագույն՝ ԲՈՒՀ/Ինստիտուտ  

5) Հետբուհական 

88) Հրաժարվում եմ պատասխանել։ 

19. Դուք բնակվում եք գյուղո՞ւմ, թե՞ 

քաղաքում։ 

 

6) Քաղաք __________ 

7) Գյուղ ____________ 

 

20. Դուք ներկայումս աշխատում ե՞ք:  

 (կարդալ բոլոր տարբերակները) 

1) Աշխատում եմ 

2) Գործազուրկ եմ 

3) Ուսանող եմ 

4) Թոշակառու եմ 

5) Այլ (նշեք) _______________  

88) Հրաժարվում եմ պատասխանել։ 

21. Դուք աշխատու՞մ էիք մինչ 

ախտորոշումը: 

1) Այո 

2) Ոչ 

22. Ի՞նչ ամուսնական կարգավիճակ ունեք: 1) Չամուսնացած  

2) Ամուսնացած  

3) Այրի 

4) Բաժանված  

88) Հրաժարվում եմ պատասխանել։ 

23. Միջինում, ամսական որքա՞ն գումար է 

ծախսում ձեր ընտանիքն ամեն ինչի 

վրա:  

1) 0 – 100,000 դրամ 

2) 100,001 - 200,000 դրամ 

3) 200,001 - 300,000 դրամ 

4) 300,001 - 400,000 դրամ 

5) 400,000 դրամից ավելի 

88) Ես չգիտեմ/ Հրաժարվում եմ 

պատասխանել։ 

24. Ձեզ հետ միասին քանի՞ մարդ է 

ապրում ձեր ընտանիքում:  

___________  

 

25. Ինչպիսի՞ն է ձեր ներկայիս 

բնակարանային կարգավիճակը: 

1) Ես բնակվում եմ իմ սեփական 

տանը/բնակարանում 

2) Ես բնակվում եմ վարձով 

3) Այլ (նշեք):___________ 

26. Որքա՞ն է եղել Ձեր միջին քաշը մինչև 

ախտորոշումը կգ-ով: 

 

27. Որքա՞ն է եղել Ձեր հասակը սմ-ով:  

Հարցման ավարտը: __________________________ 
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Appendix 8. Phone Script for Obtaining Permission to Share Contact Information 

 

Could I please speak to [name of participant]? (Wait for confirmation) 

  

If a family member informs that the participant has passed away, express condolences and 

politely end the call: 

"I’m very sorry for your loss. I sincerely appreciate your time. My condolences to you and your 

family." 

If participant confirms, continue։ 

“My name is [Name], and I am calling from [Hospital Name]. You phone number was taken 

from the medical records at the hospital.  I am calling you in the frame of a study focused on 

understanding factors that may influence when individuals seek medical care for breast health 

concerns. May I take a few minutes of your time to explain the study and ask for your permission 

to share your contact information with the student-investigator?" 

(If the patient agrees, proceed. If they decline, thank them for their time.) 

"Research team is conducting a study to better understand whether the reason that can influence 

the timing of seeking medical evaluation for breast health concerns. The study involves a short 

phone interview where participants should answer questions and it takes no more than 15-20 

minutes. Participation is completely voluntary. Therefore, we need your permission to share your 

contact information (your phone number) with the research team.  Would you be comfortable 

with us sharing your contact information with the research team?" 

(If YES) 

"Thank you! We will pass your contact details to the research team, and student-investigator or 

one of the members of the research team will reach out to you soon. Please provide the date and 

time that will be convenient for calling you." 

 

(If NO) 

"I completely understand. Thank you for your time, and if you change your mind or have any 

questions, feel free to reach out to us at [contact number]." 

 

Closing: 

"Thank you for your time, [name of participant]. We appreciate your consideration. Have a great 

day!" 
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Appendix 8. Phone Script for Obtaining Permission to Share Contact Information (in Armenian) 

Կարո՞ղ եմ ես խոսել [մասնակցի անունը] հետ: (Սպասել հաստատմանը)  

Եթե ընտանիքի անդամը տեղեկացնի, որ նա մահացել է, ցավակցեք և քաղաքավարի 

կերպով ավարտեք զրույցը: 

«Շատ եմ ցավում կորստի համար։ Ես գնահատում եմ ինձ հատկացված ժամանակը: 

Ցավակցում եմ ձեզ և ձեր ընտանիքին։» 

Եթե մասնակիցը հաստատում է, շարունակում եք․ 

«Իմ անունը [նշել բուժքույրի անունը] է, և ես զանգահարում եմ [Վ.Ա. Ֆանարջյանի 

անվան ուռուցքաբանության ազգային կենտրոն կամ Ռ.Հ. Յոլյանի անվան 

արյունաբանական կենտրոն]-ից: Ձեր  կոնտակտային տվյալները  վերցվել են 

հիվանդանոցի բժշկական  պատմության փաստաթղթերից: Այս զանգը իրականացվում է 

հետազոտության շրջանակում, որի նպատակն է պարզել, թե ինչ գործոններ են ազդում 

մարդու որոշման վրա՝ դիմելու բժշկական օգնության կրծքագեղձի առողջական 

խնդիրների դեպքում։ 

 Կարո՞ղ եմ խնդրել ձեր ժամանակից մի քանի րոպե հատկացնել ՝ ուսումնասիրության 

մանրամասները բացատրելու և թույլտվություն խնդրելու, որպեսզի Ձեր կոնտակտային 

տվյալները փոխանցեմ ուսանող հետազոտողին։» 

 (Եթե մասնակիցը համաձայն է, շարունակել: Եթե նա հրաժարվի, շնորհակալություն 

հայտնել հատկացված ժամանակի համար։) 

«Հետազոտական թիմը իրականացնում  է ուսումնասիրություն՝ պարզելու, թե ինչ 

գործոններ կարող են ազդել կրծքագեղձի առողջության հետ կապված խնդիրների համար 

հիվանդանոց դիմելու ժամանակահատվածի վրա: Ուսումնասիրության շրջանակում 

նախատեսվում է կարճ հեռախոսային հարցում, որի ընթացքում մասնակիցները 

պատասխանելու հարցերի։ Հարցազրույցը տևում է ոչ ավելի, քան 15 –20 րոպե, և 

մասնակցությունն ամբողջովին կամավոր է։ Այդ պատճառով մեզ անհրաժեշտ է ձեր 

թույլտվությունը, որպեսզի ձեր կոնտակտային տվյալները (հեռախոսահամարը) 

փոխանցենք հետազոտական թիմին»։ 

 (Եթե այո) 

«Շնորհակալություն։ Մենք ձեր կոնտակտային տվյալները կփոխանցենք  հետազոտական 

թիմին, և շուտով ձեզ հետ կկապվի ուսանող հետազոտողը կամ հետազոտական թիմի 

անդամներից որևէ մեկը: Խնդրում ենք նշել ամսաթիվը և ժամը, որը հարմար կլինի ձեզ 

զանգահարելու համար»։ 

 

(Եթե ոչ) 

«Ես լիովին հասկանում եմ ձեզ։ Շնորհակալություն ձեր ժամանակը հատկացնելու համար: 

Եթե մտքափոխվեք կամ ունենաք հարցեր, խնդրում եմ կապ հաստատել  հետևյալ 

հեռախոսահամարով [հեռախոսահամար]»։ 

 

Փակումը՝ 

«Շնորհակալություն, [մասնակցի անունը]: Մենք գնահատում ենք ձեր որոշումը: Լավ օր»։  
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Appendix 9. Oral Consent form  

American University of Armenia 

Turpanjian College of Health Sciences 

Institutional Review Board #1 

Oral Informed Consent Form for Participants 

Title: Social determinants of the stage of diagnosis in breast cancer patients in Armenia 

 

Hello, my name is ___________, and I am a graduate student of the Master of Public Health 

program at the American University of Armenia (AUA). Our department is conducting a survey 

as part of master thesis to explore factors that influence the timing of seeking a medical 

evaluation for breast health concerns among women in Armenia.  

For this study 346 patients will be asked to participate from the several health centers in Yerevan 

and if you agree to participate you will be one of them.  I am inviting you to participate in an 

interview for this project because you have experienced breast health concerns in 2024 and have 

given permission to share your contact information with me from nurse.  

Participating in the study involves answering questions during the phone interview. It will take 

about 15 -20 minutes to complete the interview. I will ask questions about your breast health 

experience and some socio-demographic data. Your name will not appear in any presentation of 

the project. The collected data is confidential; only the student investigator will have access to 

the data and identifiable information, and all identifiable information will be destroyed upon 

completion of the study.  

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

part in this project. Please remember that not participating or withdrawing from the study at any 

time will not jeopardize medical care already available to you.  However, your answers are very 

important for us. They will help us understand the situation with access to diagnosis in Armenia 

and develop corresponding strategies to help Armenian women. There is no financial 

compensation or other personal benefits for participating in the study and there are no risks to 

you resulting from your participation in the study. However, you have the right to stop the 

interview or refuse to answer any question at any time during the interview.  

If you have any questions regarding this study you can contact the Principal Investigator, Dr. 

Tsovinar Harutyunyan via phone (060 61 2560). If you feel you have not been treated fairly 

during this study or think you have been hurt by joining the study, you should contact Varduhi 

Hayrumyan, the Human Protections Administrator of the Institutional Review Board of the 

American University of Armenia (060) 61 25 61.  

Do you agree to participate? 

If so, let's continue. Thank you.  
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Appendix 9. Oral Consent form (in Armenian) 

American University of Armenia 

Turpanjian College of Health Sciences 

Institutional Review Board #1 

Oral Informed Consent Form for Participants (In Armenian) 

Վերնագիրը՝ Կրծքագեղձի քաղցկեղի ախտորոշման փուլի սոցիալական գործոնները 

Հայաստանում 

Ողջույն, ես ___________ եմ և հանդիսանում եմ Հայաստանի ամերիկյան համալսարանի 

հանրային առողջապահության մագիստրոսական ծրագրի ուսանող: Մեր բաժինը 

մագիստրոսական թեզի շրջանակներում  իրականացնում է հետազոտություն 

Հայաստանում կրծքագեղձի առողջական խնդիրների համար բժշկական 

կազմակերպություններում դիմելու ժամանակի վրա ազդող գործոնների վերաբերյալ:  

Այս հետազոտության շրջանակում հարցումը նախատեսվում է իրականացնել 346 

բուժառուների հետ Երևանի մի քանի բժշկական կենտրոններից և եթե դուք համաձայնեք 

մասնակցել կլինեք նրանցից մեկը։ Ձեզ հրավիրում ենք մասնակցելու այս հարցմանը, 

քանի որ դուք ունեցել եք կրծքագեղձի առողջության հետ կապված խնդիրներ 2024 

թվականին և տվել եք թույլտվություն, որպեսզի բուժքույրը Ձեր կոնտակտային տվյալները 

փոխանցի հետազոտական թիմին։  

Հետազոտությանը մասնակցելը նշանակում է պատասխանել  որոշ հարցերի 

հեռախոսային հարցազրույցի ընթացքում, որը կտևի մոտ 15 -20 րոպե։ Հարցերը կլինեն 

ձեր կրծքագեղձի առողջության փորձառության և որոշ սոցիալ-ժողովրդագրական 

տվյալների վերաբերյալ: Ձեր անունը չի նշվի նախագծի որևէ ներկայացման մեջ։ 

Հավաքագրված տվյալները գաղտնի են. միայն ուսանող հետազոտողը կունենա 

հավաքագրված և նույնականացվող տեղեկատվությանը հասանելիություն, և բոլոր 

նույնականացվող տվյալները կջնջվեն ուսումնասիրության ավարտից հետո։  

Ձեր մասնակցությունը այս ուսումնասիրությանը ամբողջովին կամավոր է։ Եթե որոշեք 

չմասնակցել, դա որևէ հետևանք չի ունենա։ Խնդրում ենք հիշել, որ չմասնակցելը կամ 

ցանկացած պահին ուսումնասիրությունից դուրս գալը ոչ մի կերպ չի ազդի Ձեզ արդեն 

իսկ հասանելի բժշկական օգնության վրա։ Այնուամենայնիվ, ձեր պատասխանները մեզ 

համար շատ կարևոր են։ Դրանք կօգնեն մեզ հասկանալ Հայաստանում ախտորոշման 

հասանելիության իրավիճակը և մշակել համապատասխան ռազմավարություններ՝ 

աջակցելու հայ կանանց։ ւսումնասիրությանը մասնակցելու համար ֆինանսական 

փոխհատուցում կամ անձնական օգուտ նախատեսված չէ, և ձեր մասնակցությունից որևէ 

ռիսկ չի բխում։ Սակայն, դուք ցանկացած պահի կարող եք դադարեցնել հարցազրույցը 

կամ հրաժարվել պատասխանել ցանկացած հարցի։ 

Այս հետազոտության վերաբերյալ հարցեր ունենալու դեպքում կարող եք կապ հաստատել 

Հայաստանի ամերիկյան համալսարանի Թրփանճեան առողջապահական 

գիտությունների ֆակուլտետի պրոֆեսոր, այս հետազոտության ղեկավար՝ Ծովինար 

Հարությունյանի հետ հետևյալ հեռախոսահամարով` (374-60) 612560: Եթե Դուք կարծում 

եք, որ այս հետազոտությանը մասնակցելու ընթացքում Ձեզ լավ չեն վերաբերվել, կամ 

մասնակցությունը Ձեզ վնաս է պատճառել, կարող եք զանգահարել Հայաստանի 

ամերիկյան համալսարանի գիտահետազոտական էթիկայի հանձնաժողովի համակարգող՝ 

Վարդուհի Հայրումյանին հետևյալ հեռախոսահամարով` (374-60) 612561։ 

Դուք համաձա՞յն եք մասնակցել հարցմանը: 

Եթե այո, ապա եկեք շարունակենք։ 

Շնորհակալություն: 
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Appendix 10. Journal form for nurses  

Patient’s 

ID 

Patient’s 

name, 

surname 

Patient’s 

phone 

number 

Results of the call 

1st  

attempt 

1st  

attempt 

date 

2nd 

attempt 

2nd 

attempt 

date 

3rd  

attempt 

3rd 

attempt 

date 

Notes for 

the student 

investigator 

          

          

          

Coded results of the call made by the nurse 

1. Permission granted 

2. Permission not granted 

3. No Answer  

4. Wrong Number /unavailable number 

5. Deceased  

6. Other (please specify) 
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Appendix 10. Journal form for nurses (in Armenian) 

 

Հիվանդի 

ID 

Հիվանդի 

անունը, 

ազգանունը 

Հիվանդի 

անունը, 

ազգանունը 

Զանգի արդյունքները 

1-ին 

փորձ   

1-ին 

փորձի 

ամսաթիվ   

2-րդ 

փորձ   

2-րդ 

փորձի 

ամսաթիվ 

3-րդ 

փորձ   

3-րդ 

փորձի 

ամսաթիվ 

Նշումներ 

ուսանող 

հետազոտողի 

համար 

          

          

          

Բուժքրոջ կողմից կատարված կանչի կոդավորված արդյունքները 

1. Թույլտվությունը տրվել է 

2. Թույլտվությունը չի տրվել 

3. Պատասխան չկա 

4. Սխալ համար / անհասանելի համար 

5. Մահացել է 

6. Այլ (նշեք) 
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Appendix 11. Interviewer training manual for conducting phone interviews with women 

diagnosed with breast cancer 

This guide provides recommendations and practices for interviewers conducting telephone 

interviews with women diagnosed with breast cancer. The goal is to ensure that interviews are 

conducted professionally, sensitively, and accurately while collecting meaningful data. 

Interviewer Responsibilities 

 

✓ Maintain confidentiality and adhere to ethical 

standards. 

✓ Conduct the interview in a respectful manner. 

✓ Follow the structured questionnaire to ensure 

consistency. 

✓ Accurately record responses  

✓ In cases where the question is not clear to the 

respondent and s/he asks to explain, then if there is an 

additional explanation for the question in the 

questionnaire, the interviewer can use it by reading it as 

it is. If there is no explanation, the interviewer should 

repeat the question without using any of his/her own 

explanations. 

✓ The respondent has the right to refuse to answer 

any question at any time, as well as to terminate the 

interview. 

Preparation for the Interview 

 

✓ Review necessary documents for the 

interview, e.g. consent form, questionnaire 

✓ Review the Study Project to understand 

and become familiar with the objectives of the 

study, questionnaire, etc. 

✓ Check Equipment: Ensure that your phone 

and tablet are charged and functioning properly. 

✓ Minimize background noise to maintain a 

professional setting. 

 

Conducting the Interview 

 

✓ Politely introduce yourself and explain the main 

goal of the study and why the patient was 

selected. Move to the oral consent form.  

✓ Underline that survey will keep confidentially, 

participation is voluntary, and the participants can 

avoid any questions or stop the interview 

whenever they wish. 

✓ Obtain oral consent to continue the interview. 

✓ Strictly follow the formulation of questions in the 

questionnaire. 

✓ During the interview using maintain a neutral and 

non-judgmental tone. 

✓ Be prepared for emotional reactions and provide 

a supportive response. 

✓ Give the participant pauses to process emotions. 

✓ If stress is evident, suggest a break. 

✓ Don’t use sensitive words like cancer, breast 

cancer, late stage of diagnosis and etc.  

Ethical Considerations 

 

✓ Maintain participant confidentiality at all 

times. 

✓ Avoid making any medical 

recommendations or personal advices. 

✓ Report any adverse events or ethical 

concerns to the research team immediately. 

 

Follow-Up and Documentation 

✓ Submit completed interviews promptly 

and fill necessary information in the Journal 

Form. 

✓ Discuss any challenges with the student - 

investigator. 
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✓ All responses should be accurately documented in 

real time during the interview, using a tablet or 

phone, ensuring completeness and neutrality. 

✓ At the end thank the participant for their time and 

willingness to share their experiences. 

✓ Ask if they have any additional thoughts or 

concerns. 

Troubleshooting Common Issues 

Issue Solution 

If participant is very emotional. Try to support, ask about pause and then continue 

the survey or suggest stopping the interview. 

If participant refuses to answer question. Without any comments go the next question. 

If some technical issues with phone or call. Apologize and try to reschedule the interview. 

If participant asks for medical advice. Direct to healthcare provider. 



67 
 

Appendix 12.  Figure 3. Participants Flow Chart  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

b) 

 

 

 

 

 

 

 

 

 

 

 

 

 

Completed interviews 

n= 358 

 

Declined 

participation  

 n = 15  

Provided permission to 

share contact 

n= 382 

 

Declined 

participation  

 n = 72 

List of patients 

 n = 515 

No response 

 n = 13  

Deceased 

 n = 12  

Wrong 

contacts 

 n = 24 

Declined 

participation 

by relatives   

 n = 12  

No response 

 n = 5  

Overlap with 

first center 

 n = 4  


