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Executive Summary  

Aim: The objectives of the study were to examine Armenian GPs and family doctors’ 

knowledge, attitudes, and practices related to mammography screening and explore factors 

associated with the recommendation to undergo screening.  

Methods: A cross-sectional study design was used with a self-administered survey 

among GPs and family medicine doctors working in the municipal polyclinics in the capital 

Yerevan. A census of all eligible physicians fluent in Armenian language, available in 

selected polyclinics at the time of the survey, was conducted. 

Results: Overall, 144 GPs and/or family medicine doctors participated in the study, 

with the response rate of 90.6%. Physicians showed moderate knowledge of breast cancer 

risk factors (61%) and high knowledge of symptoms (86%), but low knowledge of national 

screening guidelines (38%). Attitudes were positive, with over 94% recognizing the 

importance of mammography and 100% agreeing that early detection improves survival. 

However, only 45% recommended mammography screening in practice. 

Multivariable analysis found that younger age and formal training significantly increased the 

odds of recommending mammography. Barriers included patients’ financial issues (70%), 

limited access to facilities (32%), and patients’ reluctance (31%). Physicians mostly followed 

a mix of national and international guidelines. 

Conclusion: This study found gaps between knowledge, attitude and practice of 

mammography screening recommendations among general practitioners and family 

physicians in Yerevan. Armenian physicians recommend mammography screening at a rate 

lower than the rates in more developed countries. The association of formal training with the 

increased odds of referral shows the need for structured continuing medical education on this 

topic. Barriers, including patient financial constraints and limited facility access, should be 
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addressed to facilitate screening uptake. These findings also emphasize the importance of 

appropriate incorporation of the screening guidelines in the primary healthcare sector, and the 

inclusion of the practice of screening recommendations into the system of performance-based 

incentives. 
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1. Introduction  

1.1 Problem Definition  

Cancer is a disease in which some of the body’s cells start to proliferate 

uncontrollably and can spread to different body parts.1 The type of cancer that originates in 

the milk ducts or the lobules of the breast is called breast cancer (BC).2 Signs and symptoms 

of BC vary, with the most common symptoms including changes in breast size or chest, 

inward-turned nipples, lumps, and skin changes.3   

The tumors can be non-invasive and invasive4, with  invasive ductal BC accounting 

for 80% of the cases.5 Non-invasive or in situ tumor is contained in the original site of the 

cancerous growth which is within the lining of the lobule or duct of the breast. Invasive 

cancer is characterized by the spread of cancerous cells beyond the ducts or lobules into the 

surrounding tissue. It  can also spread to blood and lymph systems and other body organs. 4,6   

BC can be categorized into five stages from 0 to IV 7, with the lower stages including 

early and small tumors and the higher stages indicating cancers that have progressed and 

spread to other parts of the body. Higher stage numbers mean larger cancer spread8. The most 

commonly used system of staging is the TNM system, where T represents tumor size, N 

lymph node status, and M represents metastasis.8 BC stage is important for prognosis, with 

the diagnosis at early stages associated with improved survival. 9 

1.2 Global Magnitude and Severity of BC 

Globally, BC is still one of the most significant public health challenges, with 

approximately 2.3 million new cases being reported in 2022, ranking it the second most 

common cancer.10 BC accounted for approximately 670,000 deaths in the same year10, 

making BC the fourth leading cause of cancer-related fatalities globally.11 BC was the most 

common cancer in women in 157 countries in 2022.10  

https://www.facs.org/for-patients/the-day-of-your-surgery/breast-cancer-surgery/breast-cancer-types/
https://www.zotero.org/google-docs/?broken=Emp0Mj
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The  global age standardized rate of BC in 2022 was 46.8 per 100,000 persons and the 

mortality rate was 12.7 per 100,000 persons.12 There is substantial variation in incidence and 

mortality of BC across different regions of the world. The incidence rates are substantially 

higher in Europe and Northern America compared to other regions. On the contrary, 

mortality rates are the highest in Africa and Oceania.13 

 BC imposes substantial economic burden on healthcare systems throughout the world. 

In 2020, the annual medical cost for BC in the US accounted for 14% of all cancer costs and 

reached $29.8 billion, with $26.2 billion spent on medical services and the rest being spent on 

prescription drugs, making it the highest treatment cost for any cancer .14 

 Even though direct costs associated with diagnosis, treatment, and other medical 

expenses are often the focus of the assessments of the financial burden of  BC, there are also 

substantial indirect costs, including productivity losses due to mortality,15 where premature 

death leads to the loss of economic contribution, and morbidity, which reduces individuals' 

capacity to work due to illness or treatment. Additionally, informal care provided by unpaid 

caregivers, such as family members, represents a significant economic.15 Spill-over effects 

further increase these indirect costs, including the physical and mental health strain on 

caregivers, reduced overall well-being, and additional out-of-pocket expenses such as 

childcare costs.15 These indirect costs are often greater than direct medical costs and represent 

a significant, yet underexplored, component of the total burden of BC. 15 

1.3 Risk Factors Contributing to BC 

 According to the Centers for Disease Control and Prevention (CDC), BC risk factors 

can be grouped into 2 categories:  non modifiable and modifiable.16,17 Non-modifiable factors 

include advancing age, with most BCs diagnosed after age 50, and inherited genetic 

mutations, such as BRCA1 and BRCA2, which increase the risk of breast. A reproductive 
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history of early menstruation earlier than the age of 12 or late menopause after age 55, 

exposes individuals to hormones for longer durations, increasing risk. Dense breast tissue, a 

personal history of BC or certain noncancerous breast conditions like atypical ductal 

hyperplasia, and a family history of breast or ovarian cancer, particularly in close relatives, 

also raise the likelihood of developing BC.17 Previous radiation therapy to the chest, 

especially before age 30, and exposure to diethylstilbestrol (DES) (a drug given to women  

who were pregnant between the years of 1940 and 1971 to prevent miscarriage) further 

contribute to the risk.17  

Modifiable factors include lack of physical activity, being overweight or obese after 

menopause, and the use of certain hormones, such as hormone replacement therapy (HRT) 

containing both estrogen and progesterone, particularly when taken for over five years, as 

well as specific oral contraceptives.17 Reproductive behaviors, including having the first 

pregnancy after age 30, not breastfeeding, or never having a full-term pregnancy, also 

influence risk.18 Additionally, alcohol consumption has been directly linked to an increased 

risk of BC, with greater intake correlating to higher risk.17,19 Emerging evidence also suggests 

that smoking is a risk factor with a 10% higher risk of BC in women who currently smoke 

compared with those who have never smoked.20  Hormonal changes associated with night-

shift work may contribute to BC risk with working at night raising the risk of BC by 2.34 

times and working at high intensity at night raising the risk by 2.66 times.21 

1.4 Early detection of BC 

For certain cancers, early detection of the disease or its precursor can lead to an 

improved prognosis and less drastic treatment, also resulting in significant resource savings.22 

Early detection of  BC substantially increases the chances of survival.23 The American 

Cancer Society states that the 5-year relative survival rate for BC (the proportion of people 
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who remain alive five years after receiving a diagnosis)24 is 99% when it is discovered early 

and in the localized stage.25  

The United States Preventive Services Task Force (USPSTF) has recommended 

mammography screening for the disease every other year beginning at the age of 40 and 

continuing until the age of 74. 26 

Mammography is an X-ray examination of the breast, which can detect disease in the 

presence of breast problems, including a lump, pain, or nipple discharge, as well as in the 

absence of breast complaints.27 It has been found to have 87% sensitivity, which means the 

test can correctly identify  87% of women who have BC.28 The effectiveness of 

mammography in randomized trials has shown relative reductions in death range from 

roughly 15 to 25%, while more recent estimates from meta-analyses of observational studies 

have shown reduction range from 13 to 17%.29 The effectiveness of mammography has been 

also shown in a study conducted among 549,091 Swedish women which found that the risk of 

dying from BC within ten years was reduced by 41% for women who underwent 

mammography screening  compared to women not participating in the screening. 30 In 2019, 

69.1% of women aged 40+ had undergone a mammogram within the past 2 years in the US.31 

BC poses a significant burden in low- and middle-income countries (LMICs), where 

cases have increased rapidly, particularly among younger women.32 Unlike high-income 

countries, where most BC cases are detected early, over half of new diagnoses in LMICs are 

at advanced stages due to limited awareness, inadequate screening, and cultural barriers.32 

Only 2.2% of women aged 40–69 in LMICs receive BC screening. 32. Access to screening is 

hindered by financial constraints and a lack of trained professionals.33 Even when 

mammography units are donated, operational challenges often prevent their use.34  
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A systematic review of 21 studies evaluating mammography as a BC screening 

method in LMICs found that mammography for screening was a cost-effective strategy35. 

However, it is suggested that since the majority of LMICs have inadequate health 

infrastructure and rely on scarce medical resources, these programs should not be 

implemented hastily there36 , since these places lack the necessary infrastructure for 

mammography, including reliable electricity, x-ray films, and trained personnel like 

engineers, technicians, and radiologists. 34,37 Also the estimated costs of mammography 

screening programs range from $16,000 to $37,000 per life saved, which when compared to 

the per capita healthcare expenditure, exceeds the per capita healthcare budgets in many 

LMICs34. The use of alternative low-cost screening methods has been also recommended 

including clinical breast examination (CBE) or breast self-exam (BSE) as interim solutions 

until mammography becomes more feasible.37 

1.4.1. Factors associated with mammography screening utilization  

A systematic review conducted by Tavakolio et al.  identified nine main categories of 

factors influencing BC screening practices among women worldwide.38  Socio-demographic 

factors such as age, education level, income, marital status, and employment significantly 

impact screening practices.39 Health history, including personal health experiences and family 

history of BC also plays a critical role. Knowledge about BC and the benefits of early 

detection is essential, while perceptions about cancer risk, the effectiveness of screening, and 

trust in the healthcare system further shape screening behavior. 39 Cultural beliefs, norms, and 

societal expectations strongly influence how women approach breast health and screening.39 

External factors, such as recommendations from healthcare providers, health campaigns, or 

peer experiences, act as cues to action, facilitating screening.39 Additionally, intrinsic and 

extrinsic motivators, prioritization of self-care, and support from family, friends, or 

community networks all contribute to screening behaviors.39 
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The advice from healthcare providers has been shown to substantially increase the 

uptake of mammography screening.40,41 In a study conducted by Hemsing et. al in California, 

women who were recommended by their doctors or nurses to have a  mammogram were 

more likely to get one compared to the women who were not.40 In a study conducted in Brazil 

among women users of public health services, 81.8% of participants mentioned that the main 

reason for not getting mammography was the lack of referral by physicians,41  

There are several factors that influence the referral practices of physicians. Factors 

such as years of experience and the practice environment can influence the BC screening 

recommendation among healthcare professionals.42–44   A study conducted among primary 

healthcare providers including family medicine doctors, internal medicine specialists and 

obstetricians and gynecologists in the United States (U.S.) found that the beliefs and 

perceptions of effectiveness impact the recommendations practices of the physicians.44  

 Also, studies have demonstrated that enhancing physicians' knowledge of BC 

screening guidelines changes their attitudes and behaviors toward the guidelines, resulting in 

a 15% increase in the rate at which they recommend screenings to patients.45  

 Another factor associated with the screening recommendation is the physicians 

themselves having undergone the screening procedure. A study conducted by Frank et al. 

found that being a primary care practitioner and personally following a related health habit 

were strongly associated with providing counseling and screening.46 

In a study about attitudes and behavior towards mammography screening in women 

between the ages of 40 to 49, 40% of doctors did not think mammograms were necessary for 

that age group, as they felt the risks like unnecessary radiation, false positives, having 

unnecessary biopsies, and overtreatment outweighed the benefits that the screening method 

had.47 In some cases doctors would recommend screening just because of the fear of missing 

https://www.scielo.br/j/rsp/a/w7yjKHZfrzsfZSwfYnnpKvS/?utm_source=chatgpt.com
https://www.scielo.br/j/rsp/a/w7yjKHZfrzsfZSwfYnnpKvS/?utm_source=chatgpt.com
https://pmc.ncbi.nlm.nih.gov/articles/PMC9222040/
https://bmchealthservres.biomedcentral.com/articles/10.1186/1472-6963-12-32#Abs1
https://bmchealthservres.biomedcentral.com/articles/10.1186/1472-6963-12-32#Abs1
https://bmchealthservres.biomedcentral.com/articles/10.1186/1472-6963-12-32#Abs1
https://bmchealthservres.biomedcentral.com/articles/10.1186/1472-6963-12-32#Abs1
https://bmchealthservres.biomedcentral.com/articles/10.1186/1472-6963-12-32#Abs1
https://bmchealthservres.biomedcentral.com/articles/10.1186/1472-6963-12-32#Abs1
https://bmchealthservres.biomedcentral.com/articles/10.1186/1472-6963-12-32#Abs1
https://bmchealthservres.biomedcentral.com/articles/10.1186/1472-6963-12-32#Abs1
https://bmchealthservres.biomedcentral.com/articles/10.1186/1472-6963-12-32#Abs1
https://bmchealthservres.biomedcentral.com/articles/10.1186/1472-6963-12-32#Abs1
https://bmchealthservres.biomedcentral.com/articles/10.1186/1472-6963-12-32#Abs1
https://bmchealthservres.biomedcentral.com/articles/10.1186/1472-6963-12-32#Abs1
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a diagnosis. A study conducted in 2016 among US primary care providers and gynecologists, 

showed that physicians were very motivated by the potential regret about missing a diagnosis 

or being sued, which can push them to recommend screening more often, even if they know 

there are risks involved.48 

According to the literature, another factor related to recommendation is the sex of the 

physician. A study conducted in 2003 found that women who had female providers reported 

having had mammography recommended to them more than those with male providers 49. 

Similarly, Lurie et al found that patients of female physicians were more likely to receive 

recommendations for mammography than those of male physicians.50 

1.5 Situation in Armenia 

Armenia is facing a rising burden of cancer, particularly BC, which represents a 

significant health challenge in the country. BC was rated the 3rd most common cancer in 

Armenia in 2022.51 It contributes to almost 11% of all cancers in Armenia, with the incidence 

of BC reaching 39.6 per 100,00 in 2022, according to the Global Cancer Observatory.  The  

mortality rate was 16.1 in the same year.51  

According to a study conducted by Ryzhov et al, 20.8.% of women with BC in 

Armenia were diagnosed at stage IV  between the years of 2013 and 2017, which is the 

highest proportion of BC cases diagnosed at that stage among former Soviet states.52 

While BC is one of the most common and fatal cancers in Armenia, the country 

currently faces significant challenges in providing widespread and systematic BC screening.53 

Unlike many countries with national screening programs, Armenia does not have a 

systematic BC screening program.53 In 2013, a program was initiated by the Ministry of 

Health of Armenia (MoH) to encourage primary healthcare workers to recommend 

preventive screenings, including mammography54. In 2019, another program was 
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implemented by the Ministry of Health with a grant received from the Eurasian Foundation 

for Stabilization and Development to implement a mobile mammography program in three 

regions of Armenia, including Lori, Syunik and Tavush, for 50 to 69 years old women.55 It 

aims to enhance early detection of BC through mobile mammography units and specialized 

analysis by oncology experts.56  Family doctors and district therapists in these marzes were 

tasked with inviting their 50-69 years old female patients who came for a primary 

consultation. During the consultation, the family doctor/district therapist registers the 

patient's data, performs a clinical breast examination, discusses the woman's risk factors for 

BC, investigates her family history, informs her about the importance of regular self-

examination, provides informational leaflets, and then issues a referral for a mammographic 

examination.56 

In 2022, 24.2% of women aged 35-60 had undergone sonographic breast screening in 

the past three years, with just 9.9% having been screened in the last year.57  The 2022 Health 

Systems Assessment report indicates that only 11.3% of women underwent a breast 

mammography examination in the past three years. 57 According to  the same report , of those 

women who had undergone mammography screening, 57.1% paid out of pocket, 23.6% were 

served by the state-ordered mobile unit, and 7.3% used  their social package (a program 

introduced by the Government of Armenia in 2012, to support public employees, including 

mandatory health insurance, monthly mortgage loan, tuition fees and subsidized 

holidays).57,58 

 According to the Ministry of Health (MoH) of Armenia, from the age 30, BC 

screening can be done by annual ultrasound examinations59 Mammography may be 

performed among those 35 years old or older if there is a family history of breast, uterine, or 

ovarian cancer (on the maternal side), the presence of genetic mutations (e.g., BRCA1-2), or 

findings from breast ultrasound such as lesions or masses. Starting from the age of 35 until 
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the age of 40, a baseline mammogram is recommended, followed by annual ultrasound 

monitoring. In women aged 35–40, mammography with tomosynthesis may also be 

considered as a preventive examination.59 Women aged 40–44 are given the option of annual 

examination upon expert recommendation59 Women aged 45–54 are advised to undergo 

annual mammography, while women aged 55 and older may transition to biennial 

mammography or continue annual screening based on expert advice. Preventive 

mammography is recommended for as long as women remain in good health and have a life 

expectancy of at least 10 years.59 

In the present health system in Armenia, primary healthcare (PHC) physicians include 

family physicians, internists (general practitioners (GPs)), pediatricians and some other 

subspecialties including endocrinologists, cardiologists, and gynecologists who complement 

the jobs of the GPs and the family physicians .60A physician specialized in internal and 

general medicine or  internist is commonly referred to as a “therapevt” (Russian) (“therapist” 

in English), a term inherited from the older Soviet health system terminology.61 As of the 

year 2023, there were 840 therapists (3.62 per 10,000) and 702 family doctors(2.35 per 

10,000) in Armenia. In the capital Yerevan there were approximately 5 per 10,000 therapists 

and approximately 1 per 10,000 family doctors.62 

According to Order N47 issued by the Ministry of Health, primary healthcare (PHC) 

doctors, mainly family doctors and therapists(GPs) play an important role in the early 

detection and prevention of BC.54 PHC physicians are the first point of contact for 

patients63and are frequently in charge of directing women to proper screening services. They 

are responsible for conducting clinical breast examinations, educating patients on self-

examination techniques, and referring individuals for mammography.54  
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1.6 Study Rationale 

While there are published reports about factors that may be associated with the 

mammography screening-related practices of PHC physicians in Western countries, no 

evidence is available from Armenia and other post-Soviet countries with similar socio-

economic profile.  

The present study aims to evaluate Armenian GPs and family doctors’ knowledge, 

attitudes, and practices related to mammography screening and investigate factors associated 

with the recommendation to undergo screening.  

Research Questions: 

1. What are the levels of knowledge, attitudes, and practices related to mammography 

screening among GPs and family doctors in Yerevan? 

2. What factors are associated with physicians’ recommendation to undergo 

mammography screening? 

2. Methods 

2.1 Study Design 

The study design used to explore the research questions was a cross-sectional study 

with self-administered questionnaire. This design was chosen because it requires minimal 

time and resources, is easy to conduct, and can serve as a basis to establish evidence for more 

advanced studies.64  

2.2 Target Population 

 The target population of the study included PHC providers practicing across PHC 

facilities in the capital Yerevan. The inclusion criteria were the following: being a general 

practitioner (therapist) or a family doctor, currently practicing in one of the polyclinics under 
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the municipality of Yerevan, with knowledge of the Armenian language and serving the adult 

population. 

2.3 Sampling Strategy and sample size 

 In Yerevan, as of the year 2023, there are 33 polyclinics that serve the adult 

population.65  Fifteen fall under the control of the Municipality of Yerevan66.  Other than the 

polyclinics under the Municipality of Yerevan, there are 12 private or privatized polyclinics, 

one Ministry of Health (MoH) subordinate polyclinics, and the rest are governed by the marz 

or other departments.65  

All municipal polyclinics were chosen for the study. Based on the information 

gathered from the websites of the polyclinics and inquiries to workers at the Municipality, 

there was a total of 197 district GPs and family doctors across the 15 polyclinics at the start 

of the survey.  

A census of all general practitioners and family physicians serving in 15 municipal 

polyclinics was conducted. 

2.4 Data Collection: 

Data collection started after getting approval from the Yerevan Municipality. The 

student investigator approached all available general GPs and family doctors at the selected 

polyclinics on weekdays. The attempts were made twice a day; first in the morning at around 

9AM when the first shift usually starts, and second, between 12:30-1:00PM when the 

subsequent shift starts. The student investigator explained the aims of the study to the 

participants, and got their verbal consent to participate. The questionnaires were distributed in 

envelopes. After completion, the providers were asked to place the questionnaire back into 

the envelope, seal it, and keep it secure for collection. Those physicians who were busy at the 

time of initial contact were given the questionnaire to complete later. Each participant not 
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completing the questionnaire at the time of initial contact was asked to fill in their unique 

participant ID, as indicated on the envelope, and complete the questionnaire within the given 

timeframe. They were also instructed to record the date of completion on the questionnaire. If 

the participant was unavailable at the time of collection, a follow-up visit was scheduled 

within the same week to retrieve the completed questionnaire. 

 2.4.1 Questionnaire Development and Adaptation 

The English version of the questionnaire for this study was developed using a 

combination of existing instruments and relevant literature to ensure a comprehensive 

assessment of physicians’ knowledge, attitudes, and practices (KAP) regarding 

mammography screening. 48,67–69 

The final questionnaire was structured into key sections, including: 

1. Demographics – Data on age, gender, specialty, and experience. 

2. Knowledge of BC and BC screening – Measuring familiarity with risk factors, 

symptoms, and screening methods and guidelines of the country. 

3. Attitudes Toward Screening – Exploring perceptions of screening effectiveness, 

confidence in recommendations, and external influences on decision-making. 

4. Own Experiences: This section explored the practices of the female physicians 

regarding their own use of mammography screening. 

5. Barriers to Screening – Identifying challenges physicians encounter in discussing 

screening with patients. 

6. Screening Practices – Examining real-world recommendations for BC screening. 

A combination of multiple-choice and Likert-scale questions were used. 
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2.4.2 Translation and Pre-test 

The questionnaire was translated into Armenian to accommodate the preferences of 

the study participants. Prior to starting the surveys, the Armenian versions of the 

questionnaire underwent pre-testing among four GPs working at two different facilities. 

2.5 Study variables 

The dependent variable of the study was the practice of recommending 

mammography screening. The independent variables included various demographic factors, 

as well as knowledge, attitude, and behavioral factors that may influence physicians' 

recommendations for mammography screening. A detailed list of variables and measurement 

scales is included in Appendix 1.  

2.5.1 Recoding of Variables 

Prior to analysis the following variables were recoded: 

The outcome variable was derived from responses to two survey questions measuring 

BC screening practices.  Question 19 asked whether the respondent had ever recommended 

mammography screening to asymptomatic patients for preventive purposes, with the 

following response options: “Yes” (1), “No” (2), and “Prefer not to answer” (99) (Appendix 

1). This question was recoded into a binary variable where “Yes” was coded as 1, and “No” 

as “0”, while “Prefer not to answer” was treated as a missing variable. Question 23 asked 

respondents about how many asymptomatic, average-risk female patients they referred for 

screening mammography in a typical month, with options ranging from “0”  to “More than 

40”, as well as a “Prefer not to answer” option. For the purposes of analysis, if a respondent 

selected “0” ,their original response to Question 19 was changed to “No” and recoded as 0, 

while “Prefer not to answer” was treated as a missing value. However, if the respondent 

answered the question with any option other than “0” their answer to question 19 remained 
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unchanged if it was not originally considered as a missing variable (“Prefer not to answer” 

option). 

Knowledge scores were calculated by summing up the correct responses in each of 

the three categories: risk factors, symptoms, and screening guidelines. The maximum 

possible score was 15 for the risk factors section, 11 for the symptoms section, and three for 

the screening guidelines section. For each participant, the score obtained in each category 

was divided by the maximum possible score and then multiplied by 100 to generate a percent 

score. 

 To assess participants' attitudes, a 5-point Likert scale was used, having options from 

“Strongly Agree” to “Strongly Disagree”. For scoring purposes, responses of “Strongly 

Agree” and “Agree” were categorized as indicating a positive attitude (scored as 1), while all 

other response options were categorized as indicating a negative attitude (scored as 0). 

For a question 15.2, which sought agreement or disagreement with the statement that 

BC early detection has no effect on treatment, a reverse scoring method was applied 

(Appendix 1). In this case, responses of “Disagree” and “Strongly Disagree” were considered 

reflecting a positive attitude (scored as 1), while all other responses were marked as a 

negative attitude (scored as 0). 

To assess participants' perception about the effectiveness of different BC screening 

methods, a set of 5-point Likert scale questions was used, with options including “Very 

effective”, “Somewhat effective”, “Not effective”, “Effectiveness not known”, with an 

additional option of “Prefer Not to Answer.” Options of “very effective” and “somewhat 

effective” were coded into one category “Effective”, and all other options were coded as “Not 

effective”. 
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After assigning scores to each attitude question, a total attitude score was calculated 

for each participant by summing up their positive responses. In addition, for each participant, 

the score obtained in each category was divided by the maximum possible score and then 

multiplied by 100 to get a percent score. 

To assess barriers to recommending mammography screening, participants were 

presented with a multiple-choice question listing several potential challenges (Question 25), 

where they could select all options that applied (Appendix 1). Each selected barrier (options 1 

through 7) was assigned a score of 1 point per selected item, with unselected items scored as 

0. The “Prefer Not to Answer” option was excluded from the barrier score. A total barrier 

score was then calculated for each participant by summing up the number of selected barriers.  

2.6 Data entry and Analysis 

All survey responses were collected on paper and manually entered into SPSS 

Version 21 (Statistical Package for the Social Sciences Version 21) for analysis. To maintain 

data accuracy, surveys were entered at the end of each day of data collection. A double-entry 

process was used, where data were entered twice and cross-checked for inconsistencies, by 

imputing the data into 2 different datasets and comparing the datasets together. Any 

discrepancies were reviewed and resolved by referring to the original survey forms. 

Before analysis, data cleaning procedures were conducted to ensure completeness and 

accuracy. This included checking for missing values, identifying and addressing outliers, and 

verifying logical consistency for each. Any modifications done or any data edited during 

cleaning or double entry were mentioned in the student investigators phone notes to keep 

track of the changes and edits being made.  

Descriptive statistics, were used to summarize socio-demographic characteristics, 

knowledge scores, attitudes, and practices regarding BC screening. Simple and multivariable 
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logistic regression was conducted to identify factors associated with recommending 

mammography screening. Statistical significance level was set at p < 0.05. 

2.7 Data Management 

To ensure data security and confidentiality, all paper-based surveys were securely 

stored in a locked cabinet, accessible only to the research team. After the data entry, the 

dataset was saved on a password-protected computer with multiple copies both online and 

offline kept to ensure that the information is not lost. After the study, the data was securely 

archived. 

 2.8 Ethical Considerations 

 Prior to the start of the study approval  was obtained from the Institutional Review 

Board (IRB) of the American University of Armenia (AUA). Both the Armenian and English 

versions of the questionnaire and informed consent forms (see Appendix 2 and 3) were also 

reviewed by the board. Before the survey a verbal informed consent was obtained from all the 

participants. 

3. Results 

A total of 159 GPs and FM doctors were approached at the selected primary health 

care facilities. Eight providers refused to participate, while seven agreed to participate but did 

not return the questionnaires, resulting in a sample of 144 respondents with the response rate 

of 90.5%. 

3.1 Descriptive Statistics 

3.1.1 Socio-demographic characteristics 

Table 1 describes the socio-demographic characteristics of the study participants. 

Mean age of the participants was 55.24 (SD=11.1), ranging from 27 to 78 years of age.  
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Majority of the participants were female (97.2%). A large proportion of participants had more 

than 15 years of experience practicing medicine (81.1%), and 65.5% mentioned working in 

the same healthcare facility for more than 10 years. Only 14.6% of participants had 

undergone training related to BC screening, with most having undergone the training in 2024. 

As for the percentage of the female population aged 35+ that was served by the physicians, 

39 .6% mentioned having a female population of 31-50%. 

3.1.2 Knowledge of BC risk factors, signs and symptoms, and guidelines of the MoH of 

Armenia about mammography screening  

Table 2 summarizes the scores of participants for all knowledge sections. Participants 

demonstrated a moderate level of knowledge regarding BC risk factors, with a mean percent 

score of 61.1% (SD = 21.4). In contrast, knowledge of BC signs and symptoms was relatively 

higher, with a mean percent score of 85.6% (SD = 16.1). However, knowledge of the 

Ministry of Health (MoH) guidelines for BC screening was notably low, with a mean percent 

score of 38% (SD = 26.3). 

Table 3 summarizes the percentage of correct answers to knowledge questions 

provided by the physicians and the mean percent score in each category. The most recognized 

risk factor by participants was having a family history of BC with 97.9% answering the 

question correctly. Other risk factors which were known well by the participants were 

tobacco use (83.0%), breastfeeding as a protective factor (75.4%), and nulliparity (71.2%).  

Knowledge of signs and symptoms of BC was high among participants, with the mean 

percent score reaching 85.61% (SD=16.1). Symptoms like lump under the armpit (93.1%), 

changes in breast shape (98.6%), skin color changes (92.3%) and changes in the nipple 

(95.8%) were most commonly identified by the participants. Symptoms such as pain and 
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soreness in breasts, skin dryness and scaling and weight loss were less frequently identified 

by the respondents. 

  The study participants had a relatively poor knowledge of guidelines on 

mammography recommendation. Only 25.7% knew the age at which the Ministry of Health 

of Armenia recommends a baseline mammogram. Approximately half (48.9%) recognized 

the correct recommendation for mammography screening in women aged 45–54 according to 

the guidelines, and even fewer (45.4%) knew that the recommendation for women 55+ years 

of age is to undergo mammography every 2 years. 

3.1.3 Attitudes and beliefs toward BC and BC screening 

The majority of participants (95.1%) agreed with the statement that BC is a public 

health issue in Armenia, while only 4.9% disagreed with it. Similarly, most participants 

agreed that  mammography screening is important for early BC diagnosis (94.4%). What 

refers to the statement that early detection of BC improves survival, all respondents (100%) 

agreed with it. When asked whether early detection of BC has no effect on treatment, 

opinions were more divided: among respondents, 46.8% agreed with the statement, whereas 

53.2% disagreed. Finally, among participants who responded to the question asking whether 

mammography examination is a painful procedure, 77.0% perceived mammography as 

painful, while 23.0% did not think so. (Table 4) 

Answers to attitude questions were added up to calculate a percent score. The mean 

attitude percent score was 81.95 (SD=12.63) with scores ranging from 40% to 100%. 

 When it came to the perceptions of mammography effectiveness among the 

participants, 95.5% rated it as very effective for women aged 40–49, and 97.8% rated it as 

very effective for those aged 50+. Clinical breast examination performed by healthcare 
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providers was perceived as effective by 94.3% of respondents. Similarly, breast self-

examination was considered effective by 90.6% of respondents. (Table 5) 

3.1.4 Recommending mammography screening to patients 

Over half of the participants (52.8%) reported ever recommending mammography to 

their patients. Those who have ever recommended mammography screening to their patients 

(n = 76), were asked a series of questions about recommendations for different age groups, 

factors taken into consideration, guidelines relied on, and a number of referrals they make in 

a typical month.  

When asked about the number of referrals they make in a typical month, out of those 

who had mentioned recommending mammography, 13.4% mentioned having done zero 

recommendation in a typical month, 77.6% mentioned 1-10 times per month, 4.5% 

mentioned 11-20 times and 4.5% mentioned more than 40 times.  

Thus, after recoding (see “Recoding of Variables” section), 55.0% (n=71) were 

considered as not recommending mammography screening to their patients, while 45.0% 

(n=58) were categorized as recommending it. (Table 6) 

The frequency of making recommendations for each specific age group based on the 

current guidelines is presented in Table 7. 

When asked about what factors influence their practice of recommending the 

mammography screening, most of participants mentioned family history of patients (84.2%) 

followed by adherence to guidelines (61.8%), and age of the patient (56.6%), while only 

10.5% mentioned the cost of screening as a factor that influences their decision (Table 8). As 

for what guides their recommendations, more than half mentioned a mix between national 

and international guidelines (53.7%), and 19.4% mentioned their own experience (Table 9). 
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3.1.5 Barriers to Recommendation 

When asked about barriers to recommending mammography, financial barriers faced 

by the patients were mentioned by 69.7% of the respondents. Limited access to 

mammography and patients being reluctant to undergo mammography were reported by 

31.7% and 31.0% of the participants, respectively. About 27% mentioned having lack of 

awareness of guidelines, while 21.4% cited having scarce time during consultation to discuss 

it as barriers. Not being confident about discussing the matter was reported by only 7.7% of 

the patients.  

Answers to barrier questions were added up to calculate a summative score. The mean 

barrier score was 1.92 (SD=1.19) with scores ranging from 0 to 6 (Table 10). 

3.2. Bivariate Analysis 

A series of simple logistic regression analyses were performed to examine the 

associations between selected variables and the likelihood of recommending mammography. 

The results are presented in Table 11. 

Age was significantly associated with the recommendation of mammography. The 

older the participant the less likely they were to recommend mammography. (OR = 0.960, p 

= 0.017). No other variables were found to be significant at the level of p<0.05 in the 

bivariate analysis. 

3.3 Multivariable analysis   

A multivariable binary logistic regression analysis was done using the Backward 

Likelihood Ratio (Backward LR) method in SPSS. This method implies including all relevant 

predictors and it eliminates variables that contribute the least to the model’s explanatory 

power70. Variables were selected using a probability of entry in the final model set at 0.05 

and a probability of removal set at 0.25.71. Model fit was assessed using the Hosmer-
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Lemeshow goodness-of-fit test. The final logistic regression model demonstrated good fit, 

with the final model having p = 0.426 (p>0.05 showing a good model fit).  The results of the 

final model are presented in Table 12.   

Age remained a significant predictor of mammography recommendation in the final 

model. Older physicians had significantly lower odds of recommending mammography 

compared to those who are younger (adjusted OR = 0.336, p = 0.007). 

Having undergone formal training about BC (BC) and/or BC screening was also 

significantly associated with the outcome. Physicians who had received formal training had 

significantly higher odds of recommending mammography compared to those who had not 

(adjusted OR = 2.893, p = 0.046). 

The rest of the variables were not associated with the outcome in the final model, at 

the level of 0.05.  

Knowledge of guidelines showed a positive association with mammography 

recommendation, with each unit increase in the percent score slightly increasing the odds of 

recommending mammography (adjusted OR = 1.012, p = 0.115). However, this association 

did not reach statistical significance at the 0.05 level. Knowledge of risk factors was also not 

significantly associated with mammography recommendation in the final model (adjusted OR 

= 0.986, p = 0.207). 

To assess the presence of multicollinearity among the independent variables, a linear 

regression model was run with age as the dependent variable and the remaining independent 

variables which were in the final model as predictors. The Variance Inflation Factor (VIF) 

values for all variables were close to 1 (ranging from 1.021 to 1.055), and tolerance values 

were all above 0.9, indicating no multicollinearity concerns among the predictors. 
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4. Discussion 

This study aimed to explore the knowledge, attitudes, and practices of general 

practitioners and family physicians related to mammography screening, and explore factors 

associated with recommending the screening to their patients in Armenia. 

Although participants demonstrated good awareness of BC symptoms (mean percent 

score 85.6%) and moderately good knowledge of risk factors (mean percent score 61.1%), 

their knowledge of national guidelines was considerably lower (mean score 38%), which can 

be because of the lack of reinforcement of guidelines, the guidelines not reaching the 

providers or compared to other countries the guidelines not being easily written and in an 

understandable language. 

While 95% of physicians recognized BC as a public health issue and 94% agreed on 

the importance of mammography for early diagnosis, only 45% actively recommended 

mammography to their patients. This gap may reflect systemic issues, such as not having 

clear guidelines integrated into the healthcare system or uncertainties by the physicians about 

guidelines in Armenia. Only 14.6% of participants had received formal training on BC and 

BC screening, which may partly explain the gap between knowledge and practice. Evidence 

suggests that continuous medical education significantly influences the professional practice 

of physicians.72 A study conducted by Lane et. al found that there was a notable rise in the 

number of reported mammography referrals of asymptomatic women between the ages of 50 

and 75 among doctors working in the locations where the continuous medical education 

intervention was offered.73 This increase was constant across specialty groups and was 

highest among family physicians.73 

In our sample, only around 45% of the physicians recommend mammography 

screening to patients, which when compared to countries like the US (81%), Brazil (76.6%), 
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and Qatar (37.8% rarely to never offer) 74–76 shows that the practice is not common in 

Armenia, even though several studies have shown the important of recommendation by 

physician in mammography uptake.77,78 These variations across countries may be explained 

by differences in national screening policies, health system priorities, and levels of physician 

awareness or training regarding BC screening guidelines. In Armenia, even though guidelines 

exist, there is not yet a systematic approach to breast cancer screening in Armenia,79 which 

might explain the low rate of recommendation.  

Financial constraints for patients (reported by 70%), limited access to facilities 

(31.7%), and patients’ reluctance (31%) were frequently cited and align with literature 

identifying systemic and patient-level barriers in LMIC context80–84 These factors may 

contribute to the inconsistent application of screening recommendations, despite high 

awareness of the benefits.  

The multivariable analysis revealed significant associations with age, with younger 

physicians being more likely to recommend mammography compared to older physicians (p 

= 0.015). This could reflect generational differences in medical education and younger 

doctors having more knowledge of guidelines compared to the older generation which focus 

mainly on their own experiences. Similar findings have been shown in other studies  with one 

having found that the mean age of physicians who found mammography in women aged 40 

to 49 years to be effective were younger.85 However, this association was independent of 

knowledge of guidelines, risk factors and BC signs in our analysis.86 

Formal training on BC screening was a significant predictor in the final logistic 

regression model. Physicians who had undergone such training were over three times more 

likely to recommend mammography than those without training (adjusted OR = 2.893 p = 

0.046). This underscores the important role of structured educational programs in fostering 

evidence-based clinical practices, consistent with prior research emphasizing training’s 
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impact on screening recommendations., a study in Bahrain showed that After 23 weeks of the 

intervention which included continuing medical educations sessions, the percentage of 

doctors who followed the BC screening recommendation rose from 2% to 69% 45, other 

studies as well have shown that raising doctor’s awareness of BC screening guidelines is 

linked to a 15% increase in patient recommendations and a shift in attitudes and behavior 

toward the recommendations.87,88 

Regarding knowledge of guidelines, while this variable showed a positive association 

with the likelihood of recommending mammography (adjusted OR = 1.012, p = 0.115), 

indicating that increased familiarity with BC screening guidelines may encourage physicians 

to recommend screening more frequently, the association did not reach statistical 

significance. Other studies have noted the importance of guideline awareness in influencing 

physician screening behaviors.45 

Knowledge related to BC risk factors was also not significantly associated with 

mammography recommendation (adjusted OR = 0.985, p = 0.175). This suggests that general 

knowledge about risk factors alone may not be sufficient to impact physician 

recommendation practices without specific training or guideline familiarity. Comparable 

observations have been reported elsewhere, where general knowledge did not translate 

directly into clinical practice changes.89 

Years working in the current facility was not significantly associated with 

recommendation behavior, although physicians with longer years of working in the same 

facility tended to recommend mammography less frequently, which may imply that clinical 

habits or culture in the facility may affect the practices of the physicians90 as found in a study 

by Hung et al. where providers in clinics with certain organizational cultures were more 

likely to follow tobacco cessation guidelines.90 
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Only about 38.30% of the female study participants had undergone mammography 

out of which 75.50% had undergone it for screening purposed in our sample Having 

undergone mammography for screening purposes did not influence the recommendation 

practice of  the physicians in our study. This contradicts several reports in the literature, 

where a strong link between personally following the screening recommendation and  

counseling patients to follow the recommendation was detected46, also a study conducted by 

Atanasov et. al found that  personal use of mammography increased the chances 

recommending it to patients with an odds ratio of 15.29, meaning having undergone 

mammography increased the chances of recommending by 15 times (p=0.001).91 

5. Conclusion 

This study aimed to assess the knowledge, attitudes, and practices related to 

mammography screening recommendations among general practitioners and family doctors 

in Yerevan. The findings reveal that while a significant proportion of physicians demonstrate 

adequate knowledge about mammography guidelines, gaps remain in recommendation 

practices. Referral practices varied, with younger physicians tending to recommend 

mammography more frequently, possibly reflecting differences in training and exposure to 

current guidelines. 

5.1 Study Strengths and Limitations 

The study has several strengths. First, a census of physicians in all 15 polyclinics that 

fall under the municipality of Yerevan made the results generalizable to all public policlinics 

in Yerevan. However, they might not be representative of the providers serving in private 

primary health care facilities or facilities in the regions. Another strength is the high response 

rate, which ensures good coverage of the target population. However, since the heads of the 

polyclinics were informed by the Yerevan Municipality that the study is going to be 
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conducted and we had no control over how this was communicated, it might have influenced 

their decision to participate and also affected the physicians’ responses. The study 

questionnaire was very simple, used simple wording and was easy to complete, but 

considering that the questionnaires were paper-based and left with the GPs for them to 

answer at their convenience in a time span of 2-5 days, answers might have been discussed 

between the GPs which could have distorted the study results and lead to uniform answers to 

the posed questions.  

5.2 Recommendations 

Our findings highlight the need for enhanced training on national screening guidelines 

on mammography recommendation for GPs and family physicians in Armenia. Interventions 

such as structured continuing education programs, guideline reminders, and decision-support 

tools integrated into clinical practice could improve the knowledge and practice of 

recommendations. Additionally, addressing systemic barriers such as cost and access to 

mammography facilities is crucial for improving screening rates. Reinforcing the importance 

of proactive screening recommendations as part of routine care, rather than relying solely on 

symptomatic presentations or patient requests, should be prioritized through policy and 

organizational strategies. Including  mammography recommendation in the performance-

based bonus system can further enhance the mammography screening rates. 92,93 Lastly, we 

recommend establishing the process of regular review and adjustment of guidelines in 

Armenia to ensure they are in accordance with the most recent scientific evidence.



34 

References 

1. What Is Cancer? - NCI. Accessed December 4, 2024. https://www.cancer.gov/about-

cancer/understanding/what-is-cancer 

2. Breast cancer - Symptoms and causes - Mayo Clinic. Accessed December 4, 2024. 

https://www.mayoclinic.org/diseases-conditions/breast-cancer/symptoms-causes/syc-

20352470 

3. Common Types of Breast Cancer. National Breast Cancer Foundation (NBCF) | Donate 

Online. Accessed December 4, 2024. https://nbcf.org.au/about-breast-

cancer/diagnosis/types-of-breast-cancer/ 

4. Breast Cancer | ACS. Accessed February 13, 2025. https://www.facs.org/for-patients/the-

day-of-your-surgery/breast-cancer-surgery/breast-cancer-types/ 

5. Invasive Ductal Carcinoma (IDC): Stages & Treatment. Accessed February 13, 2025. 

https://my.clevelandclinic.org/health/diseases/22117-invasive-ductal-carcinoma-idc 

6. Types Of Breast Cancer (Invasive, Non-Invasive & Rare) | NBCF. Accessed February 13, 

2025. https://nbcf.org.au/about-breast-cancer/diagnosis/types-of-breast-cancer/ 

7. Breast Cancer: Symptoms, Types, Causes & Treatment. Accessed February 13, 2025. 

https://my.clevelandclinic.org/health/diseases/3986-breast-cancer 

8. Breast Cancer Staging | ACS. Accessed February 13, 2025. https://www.facs.org/for-

patients/the-day-of-your-surgery/breast-cancer-surgery/breast-cancer-types/breast-cancer-

staging/ 

9. Canadian Cancer Society / Société canadienne du. Prognosis and survival for breast 

cancer. Canadian Cancer Society. March 2023. Accessed February 25, 2025. 

https://cancer.ca/en/cancer-information/cancer-types/breast/prognosis-and-survival 

10. Breast cancer. Accessed February 13, 2025. https://www.who.int/news-room/fact-

sheets/detail/breast-cancer 

11. Bray F, Laversanne M, Sung H, et al. Global cancer statistics 2022: GLOBOCAN 

estimates of incidence and mortality worldwide for 36 cancers in 185 countries. CA 

Cancer J Clin. 2024;74(3):229-263. doi:10.3322/caac.21834 

12. Breast cancer statistics | World Cancer Research Fund. Accessed February 13, 2025. 

https://www.wcrf.org/preventing-cancer/cancer-statistics/breast-cancer-statistics/ 

13. Inequality in breast cancer: Global statistics from 2022 to 2050 - PMC. Accessed 

February 26, 2025. https://pmc.ncbi.nlm.nih.gov/articles/PMC11625356/ 

14. CDC. Health and Economic Benefits of Breast Cancer Interventions. National Center for 

Chronic Disease Prevention and Health Promotion (NCCDPHP). July 11, 2024. Accessed 

December 4, 2024. https://www.cdc.gov/nccdphp/priorities/breast-cancer.html 



35 

15. Franklin M, Pollard D, Sah J, et al. Direct and Indirect Costs of Breast Cancer and 

Associated Implications: A Systematic Review. Adv Ther. 2024;41(7):2700-2722. 

doi:10.1007/s12325-024-02893-y 

16. Nindrea RD, Aryandono T, Lazuardi L. Breast Cancer Risk From Modifiable and Non-

Modifiable Risk Factors among Women in Southeast Asia: A Meta-Analysis. Asian Pac 

J Cancer Prev APJCP. 2017;18(12):3201-3206. doi:10.22034/APJCP.2017.18.12.3201 

17. CDC. Breast Cancer Risk Factors. Breast Cancer. September 11, 2024. Accessed 

February 13, 2025. https://www.cdc.gov/breast-cancer/risk-factors/index.html 

18. Daly AA, Rolph R, Cutress RI, Copson ER. A Review of Modifiable Risk Factors in 

Young Women for the Prevention of Breast Cancer. Breast Cancer Targets Ther. 

2021;13:241-257. doi:10.2147/BCTT.S268401 

19. Links between alcohol consumption and breast cancer: a look at the evidence - PMC. 

Accessed February 13, 2025. https://pmc.ncbi.nlm.nih.gov/articles/PMC4299758/ 

20. Betts K. Breast cancer and smoking: What is the link? Cancer Research UK - Cancer 

News. July 9, 2024. Accessed February 13, 2025. 

https://news.cancerresearchuk.org/2024/07/09/breast-cancer-smoking-link/ 

21. Szkiela M, Kusideł E, Makowiec-Dąbrowska T, Kaleta D. How the Intensity of Night 

Shift Work Affects Breast Cancer Risk. Int J Environ Res Public Health. 

2021;18(9):4570. doi:10.3390/ijerph18094570 

22. CDC. Health and Economic Benefits of Breast Cancer Interventions. National Center for 

Chronic Disease Prevention and Health Promotion (NCCDPHP). July 11, 2024. Accessed 

February 13, 2025. https://www.cdc.gov/nccdphp/priorities/breast-cancer.html 

23. Ginsburg O, Yip CH, Brooks A, et al. Breast cancer early detection: a phased approach to 

implementation. Cancer. 2020;126(Suppl 10):2379-2393. doi:10.1002/cncr.32887 

24. Definition of five-year survival rate - NCI Dictionary of Cancer Terms - NCI. February 2, 

2011. Accessed February 20, 2025. 

https://www.cancer.gov/publications/dictionaries/cancer-terms/def/five-year-survival-rate 

25. Survival Rates for Breast Cancer. Accessed February 13, 2025. 

https://www.cancer.org/cancer/types/breast-cancer/understanding-a-breast-cancer-

diagnosis/breast-cancer-survival-rates.html 

26. Screening for Breast Cancer: US Preventive Services Task Force Recommendation 

Statement - PubMed. Accessed February 13, 2025. 

https://pubmed.ncbi.nlm.nih.gov/38687503/ 

27. Mammogram Procedure. September 9, 2024. Accessed March 7, 2025. 

https://www.hopkinsmedicine.org/health/treatment-tests-and-therapies/mammogram-

procedure 

28. National Performance Benchmarks for Modern Screening Digital Mammography: Update 

from the Breast Cancer Surveillance Consortium - PubMed. Accessed February 13, 2025. 

https://pubmed.ncbi.nlm.nih.gov/27918707/ 



36 

29. Løberg M, Lousdal ML, Bretthauer M, Kalager M. Benefits and harms of mammography 

screening. Breast Cancer Res BCR. 2015;17(1):63. doi:10.1186/s13058-015-0525-z 

30. Duffy SW, Tabár L, Yen AMF, et al. Mammography screening reduces rates of advanced 

and fatal breast cancers: Results in 549,091 women. Cancer. 2020;126(13):2971-2979. 

doi:10.1002/cncr.32859 

31. Mammography - Health, United States. Accessed March 7, 2025. 

https://www.cdc.gov/nchs/hus/topics/mammography.htm 

32. Francies FZ, Hull R, Khanyile R, Dlamini Z. Breast cancer in low-middle income 

countries: abnormality in splicing and lack of targeted treatment options. Am J Cancer 

Res. 2020;10(5):1568-1591. 

33. Awolowo T, Olumide G, Ayobami A, et al. A critical appraisal of mammography 

utilization in Nigeria: Challenges and prospects. Int J Radiol Diagn Imaging. 2025;8:01-

06. doi:10.33545/26644436.2025.v8.i1a.428 

34. Gutnik LA, Matanje-Mwagomba B, Msosa V, et al. Breast Cancer Screening in Low- and 

Middle-Income Countries: A Perspective From Malawi. J Glob Oncol. 2015;2(1):4-8. 

doi:10.1200/JGO.2015.000430 

35. Martinez ME, Schmeler KM, Lajous M, Newman LA. Cancer Screening in Low- and 

Middle-Income Countries. Am Soc Clin Oncol Educ Book. 2024;44(3):e431272. 

doi:10.1200/EDBK_431272 

36. Icanervilia AV, van der Schans J, Cao Q, et al. Economic evaluations of mammography 

to screen for breast cancer in low- and middle-income countries: A systematic review. J 

Glob Health. 12:04048. doi:10.7189/jogh.12.04048 

37. Naik S, Varghese AP, Asrar Ul Haq Andrabi S, Tivaskar S, Luharia A, Mishra GV. 

Addressing Global Gaps in Mammography Screening for Improved Breast Cancer 

Detection: A Review of the Literature. Cureus. 16(8):e66198. doi:10.7759/cureus.66198 

38. Tavakoli B, Feizi A, Zamani-Alavijeh F, Shahnazi H. Factors influencing breast cancer 

screening practices among women worldwide: a systematic review of observational and 

qualitative studies. BMC Womens Health. 2024;24(1):268. doi:10.1186/s12905-024-

03096-x 

39. Factors influencing breast cancer screening practices among women worldwide: a 

systematic review of observational and qualitative studies | BMC Women’s Health | Full 

Text. Accessed February 13, 2025. 

https://bmcwomenshealth.biomedcentral.com/articles/10.1186/s12905-024-03096-x 

40. Cruz ALH, Chung W, Huh J, et al. Breast cancer screening among Chamorro women in 

California. Cancer Detect Prev. 2008;32 Suppl 1(Suppl 1):S16-22. 

doi:10.1016/j.cdp.2007.12.003 

41. Marinho LAB, Cecatti JG, Osis MJD, Gurgel MSC. Knowledge, attitude and practice of 

mammography among women users of public health services. Rev Saúde Pública. 

2008;42:200-207. doi:https://doi.org/10.1590/S0034-89102008005000006 



37 

42. Healthcare providers’ (HCPs) perspectives in initiating discussion on mammogram 

screening, and their perceived barriers and enablers to screening in women—A 

qualitative study | PLOS ONE. Accessed February 13, 2025. 

https://journals.plos.org/plosone/article?id=10.1371/journal.pone.0311999 

43. Knowledge and Practice of Breast Cancer Screening Methods among Female Community 

Pharmacists in Jordan: A Cross-Sectional Study - PMC. Accessed February 13, 2025. 

https://pmc.ncbi.nlm.nih.gov/articles/PMC8497154/ 

44. Yasmeen S, Romano PS, Tancredi DJ, Saito NH, Rainwater J, Kravitz RL. Screening 

mammography beliefs and recommendations: a web-based survey of primary care 

physicians. BMC Health Serv Res. 2012;12(1):32. doi:10.1186/1472-6963-12-32 

45. Abou leila RM, Shannon M, El-Nigoumi SEN. Improving physician compliance with 

mammography screening by implementing a breast cancer screening guideline at a 

hospital in Bahrain. BMJ Open Qual. 2021;10(3):e001351. doi:10.1136/bmjoq-2021-

001351 

46. Frank E, Rothenberg R, Lewis C, Belodoff BF. Correlates of physicians’ prevention-

related practices. Findings from the Women Physicians’ Health Study. Arch Fam Med. 

2000;9(4):359-367. doi:10.1001/archfami.9.4.359 

47. Smith P, Hum S, Kakzanov V, Del Giudice ME, Heisey R. Physicians’ attitudes and 

behaviour toward screening mammography in women 40 to 49 years of age. Can Fam 

Physician Med Fam Can. 2012;58(9):e508-513. 

48. Radhakrishnan A, Nowak SA, Parker AM, Visvanathan K, Pollack CE. Linking 

physician attitudes to their breast cancer screening practices: a survey of US primary care 

providers and gynecologists. Prev Med. 2018;107:90-102. 

doi:10.1016/j.ypmed.2017.11.010 

49. Dominick KL, Skinner CS, Bastian LA, Bosworth HB, Strigo TS, Rimer BK. Provider 

characteristics and mammography recommendation among women in their 40s and 50s. J 

Womens Health 2002. 2003;12(1):61-71. doi:10.1089/154099903321154158 

50. Preventive care for women. Does the sex of the physician matter? - PubMed. Accessed 

February 13, 2025. https://pubmed.ncbi.nlm.nih.gov/8332153/ 

51. WHO GCO. Global Cancer Observatory - Armenia. 

52. Ryzhov A, Corbex M, Piñeros M, et al. Comparison of breast cancer and cervical cancer 

stage distributions in ten newly independent states of the former Soviet Union: a 

population-based study. Lancet Oncol. 2021;22(3):361-369. doi:10.1016/S1470-

2045(20)30674-4 

53. Frontiers | Overview of Cancer Control in Armenia and Policy Implications. Accessed 

February 13, 2025. 

https://www.frontiersin.org/journals/oncology/articles/10.3389/fonc.2021.782581/full 

54. Decree of the Government of Armenia N-47. Defining the framework for state-

guaranteed free medical care and services. Published online September 13, 2013. 

Accessed February 13, 2025. https://www.arlis.am/documentview.aspx?docid=119285 



38 

55. The EFSD’s free mammography screening programme is launched in Armenia – 

Eurasian Fund for Stabilization and Development. Accessed February 13, 2025. 

https://efsd.org/en/press-center/news/the-efsd-s-free-mammography-screening-

programme-is-launched-in-armenia/ 

56. Practical Guide for Primary Health Care Workers for Early Detection of Breast Cancer 

and Mammography Screening: A Pilot Program Implementation. Published online 2020. 

https://www.henaran-fund.org/am/pages/advocacy.php 

57. National Institute of Health of Armenia. Health System Performance Assessment: 

Armenia. Published online 2022. 

58. Decree of the Government of Armenia (GoA) N-1691. On the provision of the Social 

Package and the services provided by the Social Package. Published online December 27, 

2012. Accessed February 24, 2025. 

https://www.arlis.am/documentview.aspx?docid=96412 

59. MoH. ԿՐԾՔԱԳԵՂՁԻ ՀԵՏԱԶՈՏՈՒԹՅԱՆ ԳՈՐԾԵԼԱԿԱՐԳ. chrome-

extension://efaidnbmnnnibpcajpcglclefindmkaj/https://www.moh.am/uploads/Breast%20

Gortselakarg.pdf 

60. Libaridian SS Stephanie Ngo,Adanna Deborah Ugochi Chukwuma,Gianluca 

Cafagna,Federica Secci,Huihui Wang,Manuk Mikaelyan,Lorky. Armenia – Primary 

Healthcare Assessment Report : Strengthening Primary Healthcare. World Bank. 

Accessed March 10, 2025. https://documents.worldbank.org/en/publication/documents-

reports/documentdetail/en/099110524064012649 

61. National Statistical Service [Armenia], Ministry of Health [Armenia], ICF International. 

Armenia Demographic and Health Survey 2010. Published online 2012. 

62. Առողջապահության Համակարգի Գործունեության Գնահատում, 2024. Accessed 

March 10, 2025. http://institute.medorder.online/am/national_assessment_reports/174/am 

63. Primary healthcare providers challenged during the COVID-19 pandemic: a qualitative 

study - PMC. Accessed March 10, 2025. 

https://pmc.ncbi.nlm.nih.gov/articles/PMC9719166/ 

64. Wang X, Cheng Z. Cross-Sectional Studies: Strengths, Weaknesses, and 

Recommendations. Chest. 2020;158(1S):S65-S71. doi:10.1016/j.chest.2020.03.012 

65. «Առողջություն և առողջապահություն» վիճակագրական տարեգիրք, 2024թ. 

Accessed February 23, 2025. 

http://institute.medorder.online/am/statistical_yearbooks/172/am 

66. yerevan.am | Health centres. Accessed February 13, 2025. 

https://www.yerevan.am/en/poliklinikaner/ 

67. Abda N, Najdi A, Fakir SE, et al. Knowledge, Attitudes, and Preventive Practice 

Towards Breast Cancer among General Practitioner Health Professionals in Morocco. 

Asian Pac J Cancer Prev APJCP. 2017;18(4):963-968. 

doi:10.22034/APJCP.2017.18.4.963 



39 

68. Heena H, Durrani S, Riaz M, et al. Knowledge, attitudes, and practices related to breast 

cancer screening among female health care professionals: a cross sectional study. BMC 

Womens Health. 2019;19(1):122. doi:10.1186/s12905-019-0819-x 

69. National Survey of Primary Care Physicians’ Recommendations & Practice for Breast, 

Cervical, Colorectal, & Lung Cancer Screening. Accessed February 13, 2025. 

https://healthcaredelivery.cancer.gov/screening_rp/ 

70. Backward Regression in SPSS - Explained, Performing, Reported. Statistical Analysis 

Services For Academic Researches. January 18, 2024. Accessed July 31, 2025. 

https://spssanalysis.com/backward-regression-in-spss/ 

71. Determination of the Selection Statistics and Best Significance Level in Backward 

Stepwise Logistic Regression: Communications in Statistics - Simulation and 

Computation: Vol 37 , No 1 - Get Access. Accessed July 31, 2025. 

https://www.tandfonline.com/doi/full/10.1080/03610910701723625 

72. Forsetlund L, O’Brien MA, Forsén L, et al. Continuing education meetings and 

workshops: effects on professional practice and healthcare outcomes. Cochrane Database 

Syst Rev. 2021;2021(9):CD003030. doi:10.1002/14651858.CD003030.pub3 

73. Lane DS, Polednak AP, Burg MA. Effect of continuing medical education and cost 

reduction on physician compliance with mammography screening guidelines. J Fam 

Pract. 1991;33(4):359-368. 

74. Rebecca. 80% of Doctors Recommend Mammograms at 40. Medical Associates of 

Northwest Arkansas. April 28, 2017. Accessed July 21, 2025. https://mana.md/80-of-

doctors-recommend-annual-mammograms/ 

75. Parambil JV, Najim M, Mahmoud M, et al. Breast Cancer Screening Practices in a 

Tertiary Care Center in the State of Qatar: A Cross-Sectional Survey. Breast Cancer 

Targets Ther. 2021;13:21-30. doi:10.2147/BCTT.S285210 

76. Antonini M, Pannain GD, Souza GSS de, et al. Knowledge related to breast cancer 

screening programs by physicians in Brazil. Einstein São Paulo. 2024;22:eAO0760. 

doi:https://doi.org/10.31744/einstein_journal/2024AO0760 

77. Nazzal Z, Sholi H, Sholi S, Sholi M, Lahaseh R. Mammography Screening Uptake 

among Female Health Care Workers in Primary Health Care Centers in Palestine - 

Motivators and Barriers. Asian Pac J Cancer Prev APJCP. 2016;17(5):2549-2554. 

78. Mohd Azmi NA, Muhammad J, Mohd Yusoff SS, Nik Hussin NR. Mammogram 

Screening Uptake and Its Associated Factors among Female Staff in Health Campus, 

Universiti Sains Malaysia, Kelantan, Malaysia. Malays J Med Sci MJMS. 

2023;30(5):144-154. doi:10.21315/mjms2023.30.5.12 

79. Tupper H, Bayburtyan A, Balalian A, Hovhanissyan M, Shekherdimian S, Ghukasyan R. 

Validation of an Eastern Armenian breast cancer health belief survey - PMC. 2023. 

Accessed January 23, 2025. https://pmc.ncbi.nlm.nih.gov/articles/PMC10162547/ 



40 

80. Rimer BK, Trock B, Balshem A, Engstrom PF, Rosan J, Lerman C. Breast screening 

practices among primary physicians: reality and potential. J Am Board Fam Pract. 

1990;3(1):26-34. 

81. Castaldi M, Smiley A, Kechejian K, Butler J, Latifi R. Disparate access to breast cancer 

screening and treatment. BMC Womens Health. 2022;22(1):249. doi:10.1186/s12905-

022-01793-z 

82. Alexandraki I, Mooradian A. Barriers Related to Mammography Use for Breast Cancer 

Screening Among Minority Women. ResearchGate. Published online 2010. 

doi:10.1016/S0027-9684(15)30527-7 

83. Trigoni M, Griffiths F, Tsiftsis D, Koumantakis E, Green E, Lionis C. Mammography 

screening: views from women and primary care physicians in Crete. BMC Womens 

Health. 2008;8:20. doi:10.1186/1472-6874-8-20 

84. Cummings KM, Funch DP, Mettlin C, Jennings E. Family physicians’ beliefs about 

breast cancer screening by mammography. J Fam Pract. 1983;17(6):1029-1034. 

85. Lawrence L. Physician Age May Affect Beliefs About Breast Cancer Screening. Cancer 

Network. March 1, 2015. Accessed July 21, 2025. 

https://www.cancernetwork.com/view/physician-age-may-affect-beliefs-about-breast-

cancer-screening 

86. Herman CJ, Hoffman RM, Altobelli KK. Variation in Recommendations for Cancer 

Screening among Primary Care Physicians in New Mexico. J Community Health. 

1999;24(4):253-267. doi:10.1023/A:1018790104934 

87. Jain AG, Guan J, FaisalUddin M, Manoucheri M, Fang C. Improving breast cancer 

screening rates in a primary care setting. Breast J. 2019;25(5):963-966. 

doi:10.1111/tbj.13377 

88. Vahabi M, Lofters A, Kumar M, Glazier RH. Breast cancer screening disparities among 

urban immigrants: a population-based study in Ontario, Canada. BMC Public Health. 

2015;15:679. doi:10.1186/s12889-015-2050-5 

89. Roberts C, Turnbull D, Irwig L. The impact of a screening mammography program on 

Sydney general practitioners. Aust N Z J Public Health. 1992;16(1):58-65. 

doi:10.1111/j.1753-6405.1992.tb00026.x 

90. Hung DY, Leidig R, Shelley DR. What’s in a setting?: Influence of organizational culture 

on provider adherence to clinical guidelines for treating tobacco use. Health Care 

Manage Rev. 2014;39(2):154-163. doi:10.1097/HMR.0b013e3182914d11 

91. Atanasov P, Anderson BL, Cain J, Schulkin J, Dana J. Comparing physicians personal 

prevention practices and their recommendations to patients. J Healthc Qual Off Publ Natl 

Assoc Healthc Qual. 2015;37(3):189-198. doi:10.1111/JHQ-D-15-00040 

92. Ministry of Health [Armenia]. Decree of the Ministry of Health of Armenia N 4591 - L 

about PROCEDURE FOR IMPLEMENTATION AND COMPENSATION OF BREAST 

CANCER SCREENING EXAMINATIONS USING MOBILE MAMMOGRAPHY 



41 

EQUIPMENT IN THE REGIONS OF THE REPUBLIC OF ARMENIA. Published 

online August 22, 2024. 

93. Ministry of Health [Armenia]. Decree of the Ministry of Health of the Republic of 

Armenia N-L about the LIST OF INDICATORS FOR ASSESSING THE QUALITY OF 

MEDICAL CARE AND SERVICE IN PRIMARY HEALTHCARE INSTITUTIONS. 

Published online 2019. 

  



42 

Tables: 

Table 1: Socio-demographic characteristics of participants of the study  

Variable N (%) 

Age [mean (SD), in years] 55.24 

(SD=11.1) 

Sex  

Male 4 (2.80%) 

Female 140 (97.20%) 

Years of Practice  

1-15 years 27 (18.90%) 

16+ years 116 (81.10%) 

Specialty  

Family Medicine Doctor 21 (14.9%) 

General Practitioner 120 (85.1%) 

Years working in current Facility  

1-10 years 49 (34.50%) 

10+ years 93 (65.50%) 

Percentage of female population served ages 35+  

<10 3 (2.30%) 

10–30 33 (25.20%) 

31–50 57 (39.60%) 

51–70 32 (24.40%) 

>70 6 (4.60%) 

Having undergone formal training about BC and/or BC screening  

Yes 21 (14.60%) 

No 123 (85.40%) 

Having undergone mammography   

Yes 54 (38.30%) 

No 87 (61.70%) 

Having undergone mammography for screening purposes 40 (75.50%) 

Age of undergoing mammography [Mean (SD), in years] 45.98 

(SD=7.6) 

 

Table 2: Mean percent scores of participants (knowledge, attitude and effectiveness)  

Variable Mean (SD) 

Knowledge Score of Risk Factors % score 61.06 (21.4) 

Knowledge Score of Signs and Symptoms % score 85.61 (16.1) 

Knowledge of guidelines of MoH % score 37.96 (26.3) 
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Table 3: Percentages of correct knowledge score of participants  

Variable N % 

Risk Factors of BC   

Increasing Age 100 76.30 

Family history of BC 140 100.00 

Age at first pregnancy ≥ 30 years 74 59.70 

Nulliparity 99 79.80 

Early age at menarche (≤ 9 years) 58 50.9 

Breast-feeding 104 79.4 

Late menopause (age ≥ 55 years) 64 53.30 

Hormone replacement therapy (HRT) for menopause 98 69.50 

Alcohol Consumption 96 66.70 

Larger Breasts 82 58.60 

Oral contraceptive use 96 80.70 

Injectable Contraceptive use 85 75.90 

Obesity 94 70.10 

Physical Inactivity 76 59.4.00 

Tobacco use 117 86.00 

Symptoms   

Lump in the breast 120 85.70 

Discharge from the breast 129 91.50 

Pain or soreness in the breast 105 78.90 

Scaling/dry skin in nipple region 98 74.20 

Discoloration /dimpling of the breast 131 93.60 

Ulceration of the breast 137 97.20 

Weight loss 108 77.10 

Changes in the shape of the breast 142 98.60 

Inversion/pulling of nipple 139 97.20 

Swelling or enlargement of the breast 113 83.10 

Lump under armpit 134 94.40 

Knowledge of Guidelines   

At what age does the Ministry of Health of Armenia recommend a 

baseline mammogram? 
37 26.20 

How often is mammography recommended for women aged 45–54 

according to the guidelines? 
68 47.20 

For women aged 55 and older, what is the recommended frequency of 

mammography according to the Ministry of Health guidelines? 
59 41.00 
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Table 4: Attitudes Toward Mammography 

Variables 
Valid  

N 

Positive n 

(%) 

Negative n 

(%) 

Please indicate your level of agreement with the 

following statement: BC is a public health issue 

in Armenia 

143 136 (95.1%) 7 (4.9%) 

Please indicate your level of agreement with the 

following statement: Mammography screening 

is important for early BC diagnosis 

143 135 (94.4%) 8 (5.6%) 

Early detection of BC improves survival. 142 142 (100.0%) 0 (0.0%) 

BC early detection has no effect on treatment. 141 66 (46.8%) 75 (53.2%) 

Mammography examination is a painful 

procedure 
139 107 (77.0%) 32 (23.0%) 

% Attitude Score [Mean(SD)] 81.95(12.63) 

 

 

Table 5: Perceived effectiveness of BC screening methods 

Variables 
Valid  

N 

Effective  

n (%) 

Ineffective 

 n (%) 

Clinical breast exam (performed by practitioner) 140 132 (94.3%) 8 (5.7%) 

Breast self-exam (performed by patient) 139 126 (90.6%) 13 (9.4%) 

Mammography for women 40-49 years 139 133 (95.7.0%) 6 (4.3%) 

Mammography for women 50+ years 137 134 (97.8%) 3 (2.2%) 

 

 

Table 6: Mammography recommendation practice by study participants 

Variable  Yes 

N (%) 

No 

N (%) 

Recommendation of Mammography 

Screening 

 58(45.0)  71(55.0) 

 

Table 7: Mammography recommendation practice of physicians based on guidelines from the 

MoH 

Variable 
Always 

N (%) 

Often 

N (%) 

Sometimes 

N (%) 

Rarely 

N (%) 

Never 

N (%) 

Total Valid 

(N) 

Baseline mammography 

(35–40 years) 
8 (11.0%) 27 (37.0%) 30 (41.1%) 7 (9.6%) 1 (1.4%) 73 
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Annual mammography 

(40–44 years) 
12 (16.7%) 38 (52.8%) 20 (27.8%) 2 (2.8%) 0 (0.0%) 72 

Annual mammography 

(45–54 years) 
23 (30.7%) 33 (44.0%) 16 (21.3%) 3 (4.0%) 0 (0.0%) 75 

Biennial mammography 

(55+ years) 
23 (31.1%) 32 (43.2%) 16 (21.6%) 2 (2.7%) 1 (1.4%) 74 

Continue mammography 

if 10+ year life expectancy 

and good health 

4 (6.0%) 21 (31.3%) 29 (43.3%) 9 (13.4%) 4 (6.0%) 67 

 

Table 8: Factors Influencing Physicians' Mammography Screening Recommendations  

Factor  N (%) Total Valid (N) 

Patient’s age 43 (56.6%) 76 

Family history of BC 64 (84.2%) 76 

Patient’s request for screening 23 (30.3%) 76 

Adherence to guidelines 47 (61.8%) 76 

Cost of the screening 8 (10.5%) 76 

 

Table 9: How Physicians Determine Their Preventive Mammography Screening 

Recommendations 

Response Option 
Frequency 

(N) 
% 

I strictly follow national guidelines 15 22.40% 

I follow a mix of national and international 

guidelines 
36 53.70% 

I rely primarily on my own clinical 

judgement 
13 19.40% 

I consider patient preferences and 

circumstances 
3 4.50% 

 

Table 10: Barriers participants face when practicing mammography recommendation 

Barrier (N, %) Total Valid (N) 

Lack of time during consultations 30 (21.4%) 140 

Lack of confidence in discussing mammography screening 11 (7.7%) 142 

Patient’s reluctance to undergo screening 44 (31.0%) 142 

Limited access to mammography facilities 45 (31.7%) 142 
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Financial barriers for patients 99 (69.7%) 142 

Lack of awareness about screening guidelines 38 (26.8%) 142 

Barrier Score [Mean (SD)] 1.92 (1.19) 

Table 11: Bivariate Analysis Results 

Variable p-value OR 95%CI 

Age 0.017 0.960 0.928-0.993 

Years of Practice    

≤ 15 years in medicine  Ref  

>15 years in medicine 0.234 0.586 0.243-1.414 

Years working in current Facility    

≤ 10 years working in the facility  Ref  

>10 years working in the facility 0.075 0.512 0,245-1.069 

Having undergone formal training about BC 

and/or BC screening 
   

No  Ref  

Yes 0.224 1.797 0.699-4.622 

Having undergone mammography    

No  Ref  

Yes 0.528 1.259 0.616-2.570 

Having undergone mammography for 

screening reasons 
   

No  Ref  

Yes 0.268 1.548 0.714-3.353 

Barrier Score  0.384 0.875 0.648-1.182 

Attitude precent score  0.754 0.996 0.969-1.023 

Knowledge of Guideline’s percent score  0.331 1.006 0.993-1.020 

Knowledge Signs and symptoms percent 

score 
0.855 0.998 0.976-1.020 

Knowledge Risk factors percent score 0.847 0.998 0.980-1.017 

 

Table 12: Final Model  

Predictor Variable p-value aOR 95% CI 

Age 0.015 0.955 0.920-0.991 

Having undergone formal training about BC 

and/or BC screening 
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No Ref   

Yes 0.046 2.893 1.017-8.234 

Knowledge of Guideline’s percent score  0.115 1.012 0.997-1.027 

Knowledge of risk factors percent score 0.175 0.985 0.964-1.007 
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Appendices 

Appendix 1: All Variables that were assessed in the study 

Variable Category 
Measurement 

Scale 
Description 

Age 

Demographic 

information  

Numerical Age of the respondent in years. 

Gender Nominal 
Gender of the respondent (Male, 

Female, Prefer not to answer). 

Years of Medical 

Practice 
Ordinal 

Number of years practicing medicine 

(<1, 1-5, 6-10, 11-15, 16-20, >20). 

Primary Specialty Nominal 

Respondent's medical specialty 

(Family Medicine, General Practice, 

etc.). 

Years in Current 

Clinic 
Ordinal 

Number of years working at the 

current healthcare facility (<1, 1-5, 6-

10, >10). 

Patient Population 

Composition 
Ordinal 

Percentage of patients who are women 

aged 35+ (<10%, 10-30%, 31-50%, 

51-70%, >70%). 

Additional Training 

in BC Screening 
Nominal 

Whether the respondent has received 

formal training (Yes/No). 

Age at Highest Risk 

for BC 

Knowledge of 

BC and 

mammography 

guidelines  

Nominal 
Perception of the age group most at 

risk for developing BC (30, 50, 70). 

Knowledge of BC 

Risk Factors 

Nominal 

(Yes/No/Don't 

Know) 

Awareness of various risk factors such 

as age, family history, obesity, tobacco 

use, etc. 

Knowledge of BC 

Symptoms 

Nominal 

(Yes/No/Don't 

Know) 

Awareness of BC symptoms such as 

lumps, discharge, changes in nipple 

appearance, etc. 

Knowledge of 

Mammography 

Guidelines 

Nominal 

Awareness of official mammography 

screening recommendations (baseline 

age, frequency for different age 

groups). 

BC as a Public 

Health Issue Attitude 

towards 

mammography 

screening and 

BC  

Ordinal 

Agreement on whether BC is a 

significant public health concern in 

Armenia (Strongly Agree, Agree, 

Neither Agree nor Disagree, Disagree, 

Strongly Disagree). 

Importance of 

Mammography for 

Early Diagnosis 

Ordinal 

Agreement on the importance of 

mammography for early diagnosis 

(Strongly Agree, Agree, Neither Agree 

nor Disagree, Disagree, Strongly 

Disagree). 
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Effectiveness of 

Screening 

Procedures 

Ordinal 

Perceived effectiveness of clinical 

breast exams, self-exams, and 

mammography (Very Effective, 

Somewhat Effective, Not Effective, 

Effectiveness Not Known, Don’t 

Know). 

Early Detection 

Improves Survival 
Ordinal 

Agreement on whether early detection 

of BC improves survival (Strongly 

Agree, Agree, Neither Agree nor 

Disagree, Disagree, Strongly 

Disagree). 

Mammography is a 

Painful Procedure 
Ordinal 

Agreement on whether mammography 

is painful (Strongly Agree, Agree, 

Neither Agree nor Disagree, Disagree, 

Strongly Disagree). 

Personal 

Experience with 

Mammography Personal 

Experiences 

Nominal 
Whether the respondent has undergone 

a mammogram (Yes/No). 

Age of First 

Mammogram 
Numerical 

Age at which the respondent had their 

first screening mammogram. 

Recommendation of 

Mammography 

Screening 

 

 

 

 

Practice of 

recommending 

mammography 

Nominal 

Whether the respondent has ever 

recommended mammography in 

asymptomatic patients (Yes/No). 

Frequency of 

Mammography 

Recommendations 

Ordinal 

Frequency of recommending 

mammography for different age groups 

(Always, Often, Sometimes, Rarely, 

Never). 

Factors Influencing 

Mammography 

Recommendation 

Nominal 

(Multiple Choice) 

Factors considered when 

recommending screening (age, family 

history, patient request, cost, 

guidelines). 

Method of 

Determining 

Screening 

Recommendations 

Nominal 

Whether the respondent follows 

national, international, or personal 

clinical judgment for 

recommendations. 

Number of Patients 

Referred for 

Mammography 

Monthly 

Ordinal 

Number of asymptomatic, average-risk 

patients referred for screening (0, 1-10, 

11-20, etc.). 

Timeframe for 

Referral After 

Breast Changes 

Ordinal 

How soon a provider recommends 

seeking care after a breast change 

(Immediately, Within a few days, 

Within a few weeks, Only if the 

change persists). 

Barriers to 

Screening 

Recommendation 

Barriers to 

recommending 

mammography 

Nominal 

(Multiple Choice) 

Common challenges in recommending 

mammography (lack of time, patient 

reluctance, financial barriers, etc.). 
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Appendix 2: Armenian Consent Form 

 

American University of Armenia 

Institutional Review Board #1 

Oral Informed Consent form 

Study title: Knowledge, attitudes, and practices of general practitioners and family doctors 

regarding mammography screening in Armenia. 

 

Hello, my name is Byuregh Keuchkarian. I am a final year graduate student at the Turpanjian 

College of Health Sciences at the American University of Armenia and doing my Master’s 

Degree in Public Health. As part of my thesis project, I am conducting research to investigate 

the knowledge, attitudes, and practices of general practitioners and family doctors regarding 

mammography screening in Armenia. This study aims to better understand the factors that 

influence general practitioners’ and family doctors’ recommendations for mammography 

screening. Your insights will help identify barriers and facilitators to screening 

recommendations, which can guide future interventions to improve the early detection of BC 

in Armenia. 

 

Fort this study we have chosen all the 15 polyclinics that fall under the Yerevan Municipality. 

From these polyclinics approximately 100 general practitioners, will participate in this study. 

Your polyclinic has also been chosen as of the 15 and you are one of 100 general 

practitioners/family doctors whom we invite to participate in the study. Your participation 

only involves self-completion of a questionnaire that will take approximately 15-20 minutes. 

You can complete the questionnaire now or complete by tomorrow, after which I will come 

back and collect the questionnaire. The questionnaire includes question on knowledge of BC 

risk factors, symptoms, and screening guidelines; attitudes toward mammography screening 

and its effectiveness; your practices regarding recommending mammography to patients, and 

barriers you may face in discussing or recommending screening. 

 

Your responses will be completely confidential. Your polyclinic name or your name will not 

be recorded anywhere, and all information you provide will remain confidential. Only 

aggregated data (combined results from all participants) will be presented in my thesis 

project. Your identity will not be disclosed in any publications or presentations. 

Your participation in this research is entirely voluntary. You have the right to choose not to 

answer any of the questions, or decide not to complete the questionnaire without any 

consequences. There is no penalty or negative impact on your professional practice or 

employment if you choose not to participate. There are no significant risks associated with 

you participating in this survey. Your participation will not affect your professional practice. 

There is no direct benefit for you, however the information gathered from this study may help 

improve BC screening practices in Armenia, benefiting both healthcare providers and 

patients. 

 

If you have any questions about the study, you can contact the Principal Investigator, 

Tsovinar Harutyunyan (374 -60) 61 2560. If you feel you have not been treated fairly or have 

been harmed by participating in this study, you should contact Ms. Varduhi Hayrumyan, the 

Human Protections Administrator of the Institutional Review Board of the American 

University of Armenia (374-60) 612561. 

Do you agree to participate in this study? 

☐ Yes, I agree to participate. 

mailto:tsovinar@aua.am


51 

☐ No, I do not wish to participate. 

Thank you. 
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Appendix 3: English Consent Form  

 

Հայաստանի ամերիկյան համալսարան 

Գիտահետազոտական էթիկայի թիվ 1 հանձնաժողով 

Բանավոր իրազեկ համաձայնության ձև 

Հետազոտության անվանումը՝ Երևանում ընդհանուր պրակտիկայի բժիշկների և 

ընտանեկան բժիշկների գիտելիքները, վերաբերմունքը և գործելակերպը՝ կապված 

մամոգրաֆիկ սկրինինգի առաջարկման հետ 

Բարև Ձեզ, իմ անունը Բյուրեղ Կեոշքարյան է։ Ես սովորում եմ Հայաստանի 

ամերիկյան համալսարանի Թրփանճեան առողջապահական գիտությունների 

ֆակուլտետում, հանրային առողջապահության մագիստրարտուրայում։  Իմ 

մագիստրոսական թեզի շրջանակում ես իրականացնում եմ հետազոտություն՝ 

ուսումնասիրելու ընդհանուր պրակտիկայի բժիշկների (թերապևտների) և ընտանեկան 

բժիշկների գիտելիքները, վերաբերմունքը և գործելակերպը՝ կապված մամոգրաֆիկ 

սկրինինգի հետ։ Այս հետազոտության նպատակն է ավելի լավ հասկանալ այն 

գործոնները, որոնք ազդում են բժիշկների կողմից մամոգրաֆիկ սկրինինգի 

վերաբերյալ խորհուրդներ տալուն։ Ձեր պատասխանները կօգնեն բացահայտել այն 

խոչընդոտներն ու նպաստող գործոնները, որոնք ազդում են սկրինինգի առաջարկման 

գործընթացում և կաջակցեն կրծքագեղձի քաղցկեղի վաղ հայտնաբերման 

բարելավմանը Հայաստանում։ 

Այս հետազոտության համար ընտրվել են Երևանի քաղաքապետարանին ենթակա 

բոլոր 15 պոլիկլինիկաները։ Այդ պոլիկլինիկաներից մոտ 100 ընդհանուր պրակտիկայի 

բժիշկներ կամ ընտանեկան բժիշկներ կհրավիրվեն մասնակցելու այս 

հետազոտությանը։ Ձեր պոլիկլինիկան նույնպես քաղաքապետարանին ենթակա 

պոլիկլինիկաների թվում է, և Դուք այն 100 ընդհանուր պրակտիկայի բժիշկներից կամ 

ընտանեկան բժիշկներից եք, ում հրավիրում ենք մասնակցելու այս հետազոտությանը։ 

Ձեր մասնակցությունը ներառում է՝ լրացնել հարցաթերթիկը ինքնուրույն, որը կտևի 

մոտ 15-20 րոպե։ Կարող եք լրացնել հարցաթերթիկը հիմա կամ մինչև վաղը, որից 

հետո ես կվերադառնամ այն վերցնելու։ Հարցաթերթիկը ներառում է հարցեր՝ կապված 

կրծքագեղձի քաղցկեղի ռիսկի գործոնների, ախտանիշների և սկրինինգի 

ուղեցույցների վերաբերյալ, Ձեր գիտելիքների, մամոգրաֆիկ սկրինինգի 

արդյունավետության վերաբերյալ Ձեր վերաբերմունքի, Ձեր պրակտիկայի և այն 

խոչընդոտների, որոնց կարող եք հանդիպել սկրինինգի վերաբերյալ խորհուրդներ 

տալիս։ 

Ձեր պատասխանները լիովին գաղտնի են։ Ձեր պոլիկլինիկայի կամ Ձեր անունը որևէ 

տեղ չի գրանցվի, և Ձեր տրամադրած ամբողջ տեղեկատվությունը կմնա գաղտնի։ Իմ 

թեզում կներկայացվեն միայն ընդհանրացված տվյալներ։ Ձեր անձին վերաբերող որևէ 

տեղեկատվություն չի ներառվի  հրապարակումների կամ ներկայացումների մեջ։ Ձեր 

մասնակցությունն այս հետազոտությանը ամբողջովին կամավոր է։ Դուք իրավունք 

ունեք չպատասխանել ցանկացած հարցի կամ ընդհանրապես չլրացնել 

հարցաթերթիկը՝ առանց որևէ հետևանքի։ Եթե որոշեք չմասնակցել, դա որևէ կերպ չի 

անդրադառնա Ձեր մասնագիտական գործունեության վրա: Այս հետազոտությանը 

մասնակցելու որևէ նշանակալի ռիսկ չկա։ Այս հետազոտության արդյունքները կարող 

են օգնել Հայաստանում կրծքագեղձի քաղցկեղի սկրինինգի պրակտիկայի 

բարելավմանը՝ ի նպաստ ինչպես բուժաշխատողների, այնպես էլ հիվանդների։ 
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Եթե Դուք ունեք հարցեր այս հետազոտության վերաբերյալ, կարող եք կապ 

հաստատել գլխավոր հետազոտողի՝ Ծովինար Հարությունյանի հետ՝ (374-60) 61 2560 

հեռախոսահամարով։ Եթե դուք կարծում եք, որ հետազոտության ընթացքում Ձեզ լավ 

չեն վերաբերվել և/կամ հետազոտությունը Ձեզ վնաս է հասցրել, կարող եք կապվել 

Հայաստանի ամերիկյան համալսարանի Էթիկայի հանձնաժողովի համակարգող 

Վարդուհի Հայրումյանի հետ հետևյալ հեռախոսահամարով՝ (37460) 61256։ 

Դուք համաձա՞յն եք մասնակցել այս հետազոտությանը։ 

☐ Այո, համաձայն եմ մասնակցել։ 

☐ Ոչ, համաձայն չեմ մասնակցել։ 

Շնորհակալություն։ 
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Appendix 4: English Questionnaire 

 

Knowledge, Attitudes, and Practice Survey About Mammography Recommendation 

 

ID Number:_____________ (fill in the same number that is mentioned on the envelope) 

Date of Completion: ____________________ (dd,mm,yyyyy)  

Instructions for Completing the Questionnaire 

1. Read each question carefully. 

2. Choose the option that best represents your answer. 

3. Mark the box next to your chosen option with a check (✔). 

4. For questions that require a written response or a number, write your answer in the 

blank lines provided. 

5. Follow the instructions in italics as they will guide you on how to answer and which 

questions to skip for your case. 

6. Even if some questions seem similar, remember that each one is different. Take your 

time to answer each question. 

7. Use a pencil to mark your answers. (If you make a mistake or change your mind, 

erase it completely and mark the correct box.) 

8. Answer all the questions. 

 

Example: 

In many questions, you will need to select and mark your answers from the options given in 

tables. The example below demonstrates how to mark your responses in tables: 

 

1. Please indicate your response to the following statements by checking the box that best 

represents your answer. 

 

Never Rarely 
Sometim

es 
Usually 

Prefer 

not to 

answer 

 1. I don’t have enough time to brush my 

teeth in the morning 
1. ☐ 2. [✔] 3. ☐ 4. ☐ 99. ☐ 

2. I have 3 meals each day  
1. ☐ 2. ☐ 3. [✔] 4. ☐ 99. ☐ 

Answer the questions starting from here 

Section A. Demographic Information 

1. Your age in years at your last birthday_____________  

 

2. What is you gender? 

☐ 1. Male 

☐ 2. Female 

☐ 99. Prefer not to answer 

3. How many years have you been practicing medicine? 

☐ 1. Less than 1 year 

☐ 2. 1–5 years 

☐ 3. 6–10 years 

☐ 4. 11–15 years 
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☐ 5. 16–20 years 

☐ 6. More than 20 years 

☐ 99. Prefer not to answer 

4. What is your primary specialty? 

☐ 1. Family Medicine 

☐ 2. General Practice (Therapist) 

☐ 99. Prefer not to answer 

5. How long have you been working at your current healthcare facility? 

☐ 1. Less than 1 year 

☐ 2. 1–5 years 

☐ 3. 6–10 years 

☐ 4. More than 10 years 

☐ 99. Prefer not to answer 

 

6. Approximately what percentage of your patient population are women aged 35 years or 

older? 

☐ 1. Less than 10% 

☐ 2. 10–30% 

☐ 3. 31–50% 

☐ 4. 51–70% 

☐ 5. More than 70% 

☐ 99. Prefer not to answer 

 

7. Have you received any formal training or certification related to BC screening or early 

detection? 

☐ 1. Yes (please specify below the topic and year of training) 

7.1.1 Topic _________________________ 

7.1.2 Year of Training ________________  

☐ 2. No 

☐99. Prefer not to answer 

Section B: Knowledge of BC 

8. At what age do you believe women are most at risk for developing BC? 

☐ 1. A 30-year-old woman 

☐ 2. A 50-year-old woman 

☐ 3. A 70-year-old woman 

☐ 99. Prefer not to answer 

 

9. In this following section, you will be asked about various risk factors․ For each of the 

factors mentioned, please indicate whether you believe it is a risk factor for BC. Select 'Yes' if 
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you think it is a risk factor, 'No' if you think it is not related to BC, or 'Don't know' if you are 

unsure. 

Risk Factor Yes No Don’t Know 

9.1. Increasing Age 1. ☐ 2. ☐ 88. ☐ 

9.2. Family history of BC 1. ☐ 2. ☐ 88. ☐ 

9.3 Age at first pregnancy ≥ 30 years 1. ☐ 2. ☐ 88. ☐ 

9.4 Nulliparity 1. ☐ 2. ☐ 88. ☐ 

9.5 Early age at menarche (≤ 9 years) 1. ☐ 2. ☐ 88. ☐ 

9.6. Breast-feeding 1. ☐ 2. ☐ 88. ☐ 

9.7 Late menopause (age ≥ 55 years) 1. ☐ 2. ☐ 88. ☐ 

9.8. Hormone replacement therapy (HRT) for menopause 1. ☐ 2. ☐ 88. ☐ 

9.9. Alcohol Consumption 1. ☐ 2. ☐ 88. ☐ 

9.10 Larger Breasts 1. ☐ 2. ☐ 88. ☐ 

9.11 Oral contraceptive use 1. ☐ 2. ☐ 88. ☐ 

9.12 Injectable Contraceptive use 1. ☐ 2. ☐ 88. ☐ 

9.13 Obesity 1. ☐ 2. ☐ 88. ☐ 

9.14 Physical Inactivity 1. ☐ 2. ☐ 88. ☐ 

9.15 Tobacco use 1. ☐ 2. ☐ 88. ☐ 

 

10. In this following section, you will be asked about various symptoms. For each of the 

symptoms mentioned, please indicate whether you believe it is a symptom for BC. Select 

'Yes' if you think it is a symptom, 'No' if you think it is not a symptom of BC, or 'Don't know' if 

you are unsure. 

Symptom Yes No Don’t 

know 

10.1. Lump in the breast 
1. ☐ 2. ☐ 88. ☐ 
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10.2 Discharge from the breast 
1. ☐ 2. ☐ 88. ☐ 

10.3 Pain or soreness in the breast 
1. ☐ 2. ☐ 88. ☐ 

10.4. Scaling/dry skin in nipple region 
1. ☐ 2. ☐ 88. ☐ 

10.5. Discoloration /dimpling of the breast 
1. ☐ 2. ☐ 88. ☐ 

10.6. Ulceration of the breast 
1. ☐ 2. ☐ 88. ☐ 

10.7. Weight loss 
1. ☐ 2. ☐ 88. ☐ 

10.8 Changes in the shape of the breast 
1. ☐ 2. ☐ 88. ☐ 

10.9 Inversion/pulling of nipple 
1. ☐ 2. ☐ 88. ☐ 

10.10. Swelling or enlargement of the breast 
1. ☐ 2. ☐ 88. ☐ 

10.11. Lump under armpit 
1. ☐ 2. ☐ 88. ☐ 

 

11. In this following section, you will be asked about the guidelines for mammography 

screening according to the Ministry of Health (MoH) of Armenia.  

11.1 At what age does the Ministry of Health of Armenia recommend a baseline 

mammogram? 

☐ 1. 30 years 

☐ 2. 35 years 

☐ 3. 40 years 

☐ 4. 45 years 

☐ 88. Don’t know 

11.2 How often is mammography recommended for women aged 45–54 according to the 

guidelines? 

☐ 1. Every 2 years 

☐ 2. Annually 

☐ 3. Only if symptoms appear 

☐ 4. Every 5 years 

☐ 88. Don’t know 

11.3 For women aged 55 and older, what is the recommended frequency of mammography 

according to the Ministry of Health guidelines? 
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☐ 1. Annually  

☐ 2. Every 2 years  

☐ 3. Every 5 years  

☐ 4. Only if symptoms appear 

☐ 88. Don’t know 

 

Section C: Attitude towards BC and BC screening: 

12. Please indicate your level of agreement with the following statement: BC is a public 

health issue in Armenia 

☐ 1. Strongly Agree 

☐ 2. Agree 

☐ 3. Neither agree nor disagree 

☐ 4. Disagree 

☐ 5. Strongly Disagree 

☐ 99. Prefer not to answer 

 

13. Please indicate your level of agreement with the following statement: Mammography 

screening is important for early BC diagnosis 

☐ 1. Strongly Agree 

☐ 2. Agree 

☐ 3. Neither agree nor disagree 

☐ 4. Disagree 

☐ 5. Strongly Disagree 

☐ 99. Prefer not to answer 

 

14. How effective do you think are each of the screening procedures in reducing BC mortality 

in an average-risk woman? 

Screening Procedure Very 

Effective 

Somewhat 

Effective 

Not 

Effective 

Effectiven

ess Not 

Known 

Don’t 

Know 

14.1 Clinical breast exam 

(performed by practitioner) 

1. ☐ 2. ☐ 3. ☐ 4. ☐ 5.☐ 

14.2 Breast self-exam (performed 

by patient) 

1. ☐ 2. ☐ 3. ☐ 4. ☐ 5.☐ 

14.3 Mammography for women 

40-49 years 

1. ☐ 2. ☐ 3. ☐ 4. ☐ 5.☐ 

14.4 Mammography for women 

50+ years 

1. ☐ 2. ☐ 3. ☐ 4. ☐ 5.☐ 
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15. Please read each statement carefully and select the response that best represents your 

level of agreement. 

Statements 
Strongly 

Agree 
Agree 

Neither 

Agree 

nor 

Disagree 

Disagree 
Strongly 

Disagree 

Prefer 

not to 

answer 

15.1 Early detection of BC improves 

survival. 
1. ☐ 2. ☐ 3. ☐ 4. ☐ 5. ☐ 99. ☐ 

15.2 BC early detection has no effect 

on treatment. 
1. ☐ 2. ☐ 3. ☐ 4. ☐ 5. ☐ 99. ☐ 

15.3 Mammography examination is a 

painful procedure 
1. ☐ 2. ☐ 3. ☐ 4. ☐ 5. ☐ 99. ☐ 

 

 

Section D: Own experience with mammography examination (If you are male skip to 

Question 19) 

16. Have you ever undergone mammography examination? 

☐ 1. Yes  

☐ 2. No (Skip to questions 19)  

☐ 99. Prefer not to answer (Skip to questions 19)  

 

17. Did you undergo mammography for screening purposes (conducted in the absence of any 

breast symptoms, such as pain, lump, or discharge)? 

☐ 1. Yes, it was done in the absence of any symptoms 

☐ 2. No, it was done due to symptoms (Skip to questions 19) 

☐ 99. Prefer not to answer (Skip to questions 19) 

 

18. At what age did you have your first mammogram for screening purposes/in the absence of 

symptoms/for prevention? (Mention in years) 

______________ years old 

Section E: Mammography Screening Recommendation  

(Mammography screening is a radiological procedure that uses low-dose X-rays to detect 

early signs of BC in asymptomatic individuals, typically women) 

 

19. Have you ever recommended mammography screening to your patients in the absence of 

symptoms? (or for “preventive purposes”) 

 

☐ 1. Yes  

☐ 2. No (Skip to questions 25)  

☐ 99. Prefer not to answer (Skip to questions 25)  
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20. The following questions are about your own recommendations of BC screening for 

asymptomatic, average-risk female patient. 

20.1 How often do you recommend a baseline 

mammography for women who are 35-40 years 

old? 

☐ 1. Always 

☐ 2. Often 

☐ 3. Sometimes 

☐ 4. Rarely 

☐ 5. Never 

☐ 99. Prefer not to answer 

20.2 How often do you recommend annual 

mammography for women 40-44 years old? 

☐ 1. Always 

☐ 2. Often 

☐ 3. Sometimes 

☐ 4. Rarely 

☐ 5. Never 

☐ 99. Prefer not to answer 

20.3 How often do you recommend women 45-54 

years old to undergo annual mammography? 

☐ 1. Always 

☐ 2. Often 

☐ 3. Sometimes 

☐ 4. Rarely 

☐ 5. Never 

☐ 99. Prefer not to answer 

20.4 How often do you recommend women 55+ 

years old to undergo biennial mammography? 

☐ 1. Always 

☐ 2. Often 

☐ 3. Sometimes 

☐ 4. Rarely 

☐ 5. Never 

☐ 99. Prefer not to answer 

20.5 How often do you recommend preventive 

mammography for women, as long as they remain 

in good health and have a life expectancy of at least 

10 years? 

☐ 1. Always 

☐ 2. Often 

☐ 3. Sometimes 

☐ 4. Rarely 

☐ 5. Never 

☐ 99. Prefer not to answer 

 

21. Which factors most influence your decision to recommend mammography preventative 

screening (screening in the absence of symptoms or signs)? (Select all that apply) 

☐ 1. Patient’s age 

☐ 2. Family history of BC 
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☐ 3. Patient’s request for screening 

☐ 4. Adherence to guidelines 

☐ 5. Cost of the screening 

☐ 6. Other (Please Mention ________________________________) 

☐ 99. Prefer not to answer  

 

 

22. How do you determine your mammography preventative screening (screening in the 

absence of symptoms or signs) recommendations? 

☐ 1. I strictly follow national guidelines 

☐ 2. I follow a mix of national and international guidelines 

☐ 3. I rely primarily on my own clinical judgement 

☐ 4. I consider patient preferences and circumstances 

☐ 6. Other (Please Mention ________________________________) 

☐ 99. Prefer not to answer  

 

23. During a typical month, how many asymptomatic, average-risk female patients do you 

refer for screening mammography? 

☐ 1. 0 

☐ 2. 1-10 

☐ 3. 11-20 

☐ 4. 21-30 

☐ 5. 31-40 

☐ 6. More than 40 

☐ 99. Prefer not to answer 

 

 

24. If a patient found a change in their breast, how soon would you recommend they contact a 

healthcare provider? 

☐ 1. Immediately 

☐ 2. Within a few days 

☐ 3. Within a few weeks 

☐ 4. Only if the change persists 

☐ 99. Prefer not to answer 

 

Section F: Barriers to Screening Recommendation 

25. What are the main challenges you face in recommending mammography screening to 

your patients? (Select all that apply) 

☐ 1. Lack of time during consultations 

☐ 2. Lack of confidence in discussing mammography screening  
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☐ 3. Patient’s reluctance to undergo screening  

☐ 4. Limited access to mammography facilities 

☐ 5. Financial barriers for patients 

☐ 6. Lack of awareness about screening guidelines 

☐ 7. Other barriers, please specify______________________________ 

☐ 99. Prefer not to answer 

 

 

THANK YOU 
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Appendix 5: Armenian Questionnaire 

 

Գիտելիքների , վերաբերմունքի և գործելակերպի հարցում մամոգրաֆիկ սկրինինգի 

առաջարկությունների վերաբերյալ 

 

ID Համար՝ ____________ (լրացրեք նույն համարը, որը նշված է ծրարի վրա) 

Լրացնելու ամսաթիվը` ______________________ ( օր, ամիս, տարի )  

Հարցաթերթիկը լրացնելու ցուցումներ 

Ուշադիր կարդացեք յուրաքանչյուր հարցը: 

Ընտրեք այն տարբերակը, որը լավագույնս ներկայացնում է Ձեր պատասխանը: 

Նշեք Ձեր ընտրած տարբերակի կողքին գտնվող վանդակը ( ✔ ) նշանով : 

Հարցերի համար, որոնք պահանջում են գրավոր պատասխան կամ թիվ, գրեք Ձեր 

պատասխանը տրված դատարկ տողերում: 

Հետևեք շեղ տառերով գրված հրահանգներին, քանի որ դրանք կուղղորդեն Ձեզ, թե 

ինչպես պատասխանել և որ հարցերը լրացնել կամ բաց թողնել: 

Նույնիսկ եթե որոշ հարցեր նման են թվում, հիշեք, որ յուրաքանչյուրը տարբեր են: 

Խնդրում եմ ժամանակ տրամադրեք յուրաքանչյուր հարցին պատասխանելու համար։ 

Օգտագործեք մատիտ՝ Ձեր պատասխանները նշելու համար: (Եթե սխալ եք թույլ տալիս 

կամ փոխում եք Ձեր միտքը, ջնջեք այն ամբողջությամբ և նշեք ճիշտ վանդակը): 

Պատասխանեք բոլոր հարցերին։ 

 

Օրինակ՝ 

Մի քանի հարցերի դեպքում Դուք պետք է ընտրեք պատասխանը աղյուսակներում տրված 

տարբերակներից: Ստորև բերված օրինակը ցույց է տալիս, թե ինչպես նշել Ձեր 

պատասխաններն աղյուսակներում . 

 

1. Խնդրում ենք նշել Ձեր պատասխանը հետևյալ պնդումներին՝ նշելով Ձեր պատասխանը 

լավագույնս ներկայացնող վանդակը: 

 

Երբեք 
Հազվա

դեպ 
Երբեմն 

Սովորա

բար 

Նախըն

տրում 

եմ 

չպատա

սխանել 

1. Առավոտյան ատամներս լվանալու 

բավականաչափ ժամանակ չունեմ 
1. ☐ 2. [ ✔] 3. ☐ 4. ☐ 99. ☐ 

2. Ես ամեն օր 3 անգամ սնունդ եմ 

ընդունում 
1. ☐ 2. ☐ 3. [ ✔] 4. ☐ 99. ☐ 

Հարցերին պատասխանեք՝ սկսած այստեղից 

Բաժին Ա. Ժողովրդագրական տեղեկատվություն 

1. Քանի՞ տարեկան եք Դուք (Խնդրեմ, նշեք լրացած տարիների թիվը):_____________  

 

2. Նշեք Ձեր սեռը: 

☐ 1. Արական 
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☐ 2. Իգական 

☐ 99. Նախընտրում եմ չպատասխանել 

3. Քանի՞ տարի է ինչ զբաղվում եք բժշկությամբ: 

☐ 1. 1 տարուց պակաս 

☐ 2. 1–5 տարի 

☐ 3. 6–10 տարի 

☐ 4. 11–15 տարի 

☐ 5. 16–20 տարի 

☐ 6. Ավելի քան 20 տարի 

☐ 99. Նախընտրում եմ չպատասխանել 

4. Ո՞րն է Ձեր հիմնական մասնագիտությունը: 

☐ 1. Ընտանեկան բժիշկ 

☐ 2. Ընդհանուր պրակտիկայի բժիշկ (թերապևտ) 

☐ 99. Նախընտրում եմ չպատասխանել 

5. Որքա՞ն ժամանակ է ինչ Դուք աշխատում եք Ձեր ներկայիս առողջապահական 

հաստատությունում/պոլիկլինիկայում: 

☐ 1. 1 տարուց պակաս 

☐ 2. 1–5 տարի 

☐ 3. 6–10 տարի 

☐ 4. Ավելի քան 10 տարի 

☐ 99. Նախընտրում եմ չպատասխանել 

 

6. Ձեզ կցագրված բնակչության մոտավորապես քանի՞ տոկոսն են կազմում 35 և ավելի 

բարձր տարիքի կանայք: 

☐ 1. 10%-ից պակաս 

☐ 2. 10–30% 

☐ 3. 31–50% 

☐ 4. 51–70% 

☐ 5. Ավելի քան 70% 

☐ 99. Նախընտրում եմ չպատասխանել 

 

7. Արդյո՞ք Դուք անցել եք որևէ վերապատրաստւմ կամ ստացել եք հավաստագիր 

կրծքագեղձի քաղցկեղի սքրինինգի կամ վաղ հայտնաբերման վերաբերյալ: 

☐ 1. Այո (ներքևում նշեք վերապատրաստման թեման և տարին) 

7.1.1 Թեմա _________________________ 

7.1.2 Ուսուցման տարի ________________ 

☐ 2. Ոչ 

☐ 99. Նախընտրում եմ չպատասխանել 

 

Բաժին Բ. Կրծքագեղձի քաղցկեղի իմացություն 
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8. Ձեր կարծիքով, ո՞ր տարիքում են կանայք կրծքագեղձի քաղցկեղի զարգացման 

առավել վտանգի տակ: 

☐ 1. 30 տարեկան կին 

☐ 2. 50 տարեկան կին 

☐ 3. 70 տարեկան կին 

☐ 99. Նախընտրում եմ չպատասխանել 

 

9. Այս բաժնում ներկայացված են տարբեր ռիսկային գործոններ: Նշված գործոններից 

յուրաքանչյուրի համար խնդրում ենք նշել, թե արդյոք դա կրծքագեղձի քաղցկեղի 

ռիսկի գործոն է:  

Ընտրեք «Այո», եթե կարծում եք, որ դա ռիսկի գործոն է, «Ոչ», եթե կարծում եք, որ դա 

կապված չէ կրծքագեղձի քաղցկեղի հետ, կամ «Չգիտեմ», եթե վստահ չեք: 

Ռիսկի գործոն Այո Ոչ Չգիտեմ 

9.1. Տարիքի աճը 1. ☐ 2. ☐ 88. ☐ 

9.2. Կրծքագեղձի քաղցկեղի ընտանեկան պատմությունը 1. ☐ 2. ☐ 88. ☐ 

9.3 Առաջին հղիության տարիքը 30 կամ ավել տարեկանում  1. ☐ 2. ☐ 88. ☐ 

9.4 Կինը, ով երբեք ծննդաբերություն չի ունեցել 1. ☐ 2. ☐ 88. ☐ 

9.5 Վաղ սկսված դաշտնային ցիկլը (≤ 9 տարեկան) 1. ☐ 2. ☐ 88. ☐ 

9.6. Կրծքով կերակրելը 1. ☐ 2. ☐ 88. ☐ 

9.7 Ուշ դաշտանադադարը (տարիք ≥ 55 տարեկան) 1. ☐ 2. ☐ 88. ☐ 

9.8. Հորմոնալ փոխարինող թերապիան (HRT) 

դաշտանադադարի համար 
1. ☐ 2. ☐ 88. ☐ 

9.9. Ալկոհոլի օգտագործումը 1. ☐ 2. ☐ 88. ☐ 

9.10 Կրծքերի մեծ չափսը 1. ☐ 2. ☐ 88. ☐ 

9.11 Օրալ հակաբեղմնավորիչների օգտագործումը 1. ☐ 2. ☐ 88. ☐ 

9.12 Ներարկային հակաբեղմնավորիչների օգտագործումը 1. ☐ 2. ☐ 88. ☐ 

9 .13 Ճարպակալումը 1. ☐ 2. ☐ 88. ☐ 

9.14 Ֆիզիկական պասիվությունը 1. ☐ 2. ☐ 88. ☐ 
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9.15 Ծխախոտի օգտագործումը 1. ☐ 2. ☐ 88. ☐ 

 

10. Այս բաժնում ներկայացված են տարբեր ախտանշաններ: Նշված ախտանիշներից 

յուրաքանչյուրի համար խնդրում ենք նշել՝ արդյոք կարծում եք, որ դա կրծքագեղձի 

քաղցկեղի ախտանիշ է:  

Ընտրեք «Այո», եթե կարծում եք, որ դա ախտանիշ է, «Ոչ», եթե կարծում եք, որ դա 

ախտանիշ չի, կամ «Չգիտեմ», եթե վստահ չեք։ 

Ախտանիշ Այո՛ Ոչ չգիտեմ 

10.1. Կրծքում գոյացություն 
1. ☐ 2. ☐ 88. ☐ 

10.2 Կրծքից արտադրություն 
1. ☐ 2. ☐ 88. ☐ 

10.3 Կրծքում ցավ կամ անհարմարություն 
1. ☐ 2. ☐ 88. ☐ 

10.4. Մաշկի թեփոտում/չորացում պտուկի շրջանում 
1. ☐ 2. ☐ 88. ☐ 

10.5. Կրծքի գունային փոփոխություն 
1. ☐ 2. ☐ 88. ☐ 

10.6. Կրծքագեղձի խոցային փոփոխություններ 
1. ☐ 2. ☐ 88. ☐ 

10.7. Քաշի կորուստ 
1. ☐ 2. ☐ 88. ☐ 

10.8 Կրծքի ձևի փոփոխություն 
1. ☐ 2. ☐ 88. ☐ 

10.9 Պտուկի շրջում/ներս քաշվելը 
1. ☐ 2. ☐ 88. ☐ 

10.10. Կրծքի այտուցվածություն կամ մեծացում 
1. ☐ 2. ☐ 88. ☐ 

10 .11. Թեւատակի շրջանում գոյացություն 
1. ☐ 2. ☐ 88. ☐ 

 

11. Այս բաժնում Ձեզ կհարցնենք մամոգրաֆիկ սկրինինգի մասին Հայաստանի 

առողջապահության նախարարության (ԱՆ) ուղեցույցների մասին: 

11.1 Ո՞ր տարիքից է Հայաստանի առողջապահության նախարարությունը խորհուրդ 

տալիս սկզբնական կանխարգելիչ մամոգրաֆիա կատարել: 

☐ 1. 30 տարեկանում 

☐ 2. 35 տարեկանում 

☐ 3. 40 տարեկանում 

☐ 4. 45 տարեկանում 

☐ 88. Չգիտեմ 
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11.2 Որքան հաճախ է  կանխարգելիչ մամոգրաֆիան առաջարկվում 45-54 տարեկան 

կանանց համար՝ համաձայն ուղեցույցների: 

☐ 1. Ամեն 2 տարին մեկ 

☐ 2. Տարեկան 

☐ 3. Միայն ախտանիշների ի հայտ գալու դեպքում 

☐ 4. Ամեն 5 տարին մեկ 

☐ 88. Չգիտեմ 

11.3 55 և ավելի բարձր տարիքի կանանց համար, ըստ Առողջապահության 

նախարարության ուղեցույցների, ո՞րն է  կանխարգելիչ մամոգրաֆիայի առաջարկվող 

հաճախականությունը: 

☐ 1. Տարեկան 

☐ 2. Ամեն 2 տարին մեկ 

☐ 3. Ամեն 5 տարին մեկ 

☐ 4. Միայն ախտանիշների ի հայտ գալու դեպքում 

☐ 88. Չգիտեմ 

 

Բաժին Գ.Վերաբերմունք կրծքագեղձի քաղցկեղի և սկրինինգի նկատմամբ. 

12. Նշեք թե որքանո՞վ եք համաձայն կամ համաձայն չեք  հետևյալ պնդման հետ՝ 

Կրծքագեղձի քաղցկեղը հանրային առողջության խնդիր է Հայաստանում: 

☐ 1. Լիովին համաձայն եմ 

☐ 2. Համաձայն եմ 

☐ 3. Ոչ համաձայն եմ, ոչ էլ համաձայն չեմ 

☐ 4. Համաձայն չեմ 

☐ 5. Կտրականապես համաձայն չեմ 

☐ 99. Նախընտրում եմ չպատասխանել 

 

13. Նշեք թե որքանո՞վ եք համաձայն կամ համաձայն չեք  հետևյալ պնդման հետ՝  

Մամոգրաֆիայի կանխարգելիչ սկրինինգը կարևոր է կրծքագեղձի քաղցկեղի վաղ 

ախտորոշման համար 

☐ 1. Լիովին համաձայն եմ 

☐ 2. Համաձայն եմ 

☐ 3. Ոչ համաձայն եմ, ոչ էլ համաձայն չեմ 

☐ 4. Համաձայն չեմ 

☐ 5. Կտրականապես համաձայն չեմ 

☐ 99. Նախընտրում եմ չպատասխանել 

 

14. Ձեր կարծիքով, որքանո՞վ են արդյունավետ նշվածներից յուրաքանչյուր 

սկրինինգային ընթացակարգերը, միջին ռիսկ ունեցող կանանց մոտ կրծքագեղձի 

քաղցկեղից մահացությունը նվազեցնելու համար: 
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Սքրինինգի կարգը Շատ 

արդյունա

վետ 

Որոշ 

չափով 

արդյունա

վետ 

Ոչ 

արդյունա

վետ 

Արդյունա

վետությու

նը 

հայտնի չէ 

Չգիտեմ 

14.1 Կրծքագեղձի կլինիկական 

հետազոտություն (կատարվում 

է բժշկի կողմից) 

1. ☐ 2. ☐ 3. ☐ 4. ☐ 5. ☐ 

14.2 Կրծքագեղձի ինքնուրույն 

զննում (կատարվում է 

հիվանդի կողմից) 

1. ☐ 2. ☐ 3. ☐ 4. ☐ 5. ☐ 

14.3 Մամոգրաֆիա 40-49 

տարեկան կանանց համար 

1. ☐ 2. ☐ 3. ☐ 4. ☐ 5. ☐ 

14.4 Մամոգրաֆիա 50+ 

տարեկան կանանց համար 

1. ☐ 2. ☐ 3. ☐ 4. ☐ 5. ☐ 

 

 

15. Խնդրում ենք ուշադիր կարդալ յուրաքանչյուր պնդում և ընտրել այն պատասխանը, 

որը լավագույնս ներկայացնում է Ձեր համաձայնության մակարդակը: 

Պնդումներ 

Լիովին 

համաձա

յն եմ 

Համաձա

յն եմ 

Ոչ 

համաձա

յն եմ, ոչ 

էլ 

համաձա

յն չեմ 

Համաձա

յն չեմ 

Կտրակ

անապես 

համաձա

յն չեմ 

Նախըն

տրում 

եմ 

չպատա

սխանել 

15.1 Կրծքագեղձի քաղցկեղի վաղ 

հայտնաբերումը բարելավում է 

կյանքի տևողությունը։ 

1. ☐ 2. ☐ 3. ☐ 4. ☐ 5. ☐ 99. ☐ 

15.2 Կրծքագեղձի քաղցկեղի  վաղ 

հայտնաբերումը չի ազդում 

բուժման վրա: 

1. ☐ 2. ☐ 3. ☐ 4. ☐ 5. ☐ 99. ☐ 

15.3 Մամոգրաֆիկ 

հետազոտությունը ցավոտ 

պրոցեդուրա է 

1. ☐ 2. ☐ 3. ☐ 4. ☐ 5. ☐ 99. ☐ 

 

 

Բաժին Դ. Մամոգրաֆիկ հետազոտության հետ կապված սեփական փորձը ( Եթե 

տղամարդ եք, անցեք 19-րդ հարցին) 

16. Երբևէ մամոգրաֆիկ հետազոտություն անցե՞լ եք։ 

☐ 1. Այո 

☐ 2. Ոչ (Անցնել 19-րդ հարցին) 

☐ 99. Նախընտրում եմ չպատասխանել (անցնել հարց 19-րդ հարցին) 
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17. Արդյոք Դուք մամոգրաֆիկ հետազւտությունն անցել եք կանխարգելմա՞ն 

նպատակով (կրծքագեղձի որևէ ախտանիշի բացակայության դեպքում, ինչպիսիք են ցավը, 

ուռուցքը կամ կրծքից արտադրությունը): 

☐ 1. Այո, ես անցել եմ որևէ ախտանիշի բացակայության դեպքում 

☐ 2. Ոչ , դա արվել է ախտանիշների պատճառով (անցնել 19-րդ հարցին) 

☐ 99. Նախընտրում եմ չպատասխանել (անցնել 19-րդ հարցին) 

 

18. Ո՞ր տարիքում եք կատարել Ձեր առաջին մամոգրաֆիկ սկրինինգը կանխարգելման 

նպատակով: (Նշել տարիներով) 

______________ տարեկան 

Բաժին Ե. Մամոգրաֆիայի սկրինինգի առաջարկություն 

(Մամոգրաֆիկ սկրինինգը ռադիոլոգիական պրոցեդուրա է, որն իրականացվում է 

ասիմպտոմատիկ կանանց մոտ կրծքագեղձի քաղցկեղի վաղ հայտնաբերման նպատակով։) 

 

19. Երբևէ առաջարկե՞լ եք մամոգրաֆիկ սկրինինգ Ձեր հիվանդներին ախտանիշների 

բացակայության դեպքում՝ կանխարգելիչ նպատակներով: 

 

☐ 1. Այո 

☐ 2. Ոչ (անցնել 25-րդ հարցին) 

☐ 99. Նախընտրում եմ չպատասխանել (անցնե 25-րդ հարցին) 

 

 

20. Հետևյալ հարցերը վերաբերում են կրծքագեղձի քաղցկեղի սկրինինգի վերաբերյալ 

Ձեր առաջարկություններին ասիմպտոմատիկ, միջին ռիսկի կին հիվանդների համար: 

20.1 Որքա՞ն հաճախ եք խորհուրդ տալիս 

ելակետային մամոգրաֆիա կատարել 35-40 

տարեկան կանանց համար: 

☐ 1. Միշտ 

☐ 2. Հաճախ  

☐ 3. Երբեմն  

☐ 4. Հազվադեպ  

☐ 5. Երբեք 

☐ 99. Նախընտրում եմ 

չպատասխանել 

20.2 Որքա՞ն հաճախ եք առաջարկում 

տարեկան մամոգրաֆիա 40-44 տարեկան 

կանանց համար: 

☐ 1. Միշտ 

☐ 2. Հաճախ  

☐ 3. Երբեմն  

☐ 4. Հազվադեպ  

☐ 5. Երբեք 

☐ 99. Նախընտրում եմ 

չպատասխանել 
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20.3 Որքա՞ն հաճախ եք խորհուրդ տալիս 45-54 

տարեկան կանանց ամենամյա մամոգրաֆիա 

անցնել: 

☐ 1. Միշտ 

☐ 2. Հաճախ  

☐ 3. Երբեմն  

☐ 4. Հազվադեպ  

☐ 5. Երբեք 

☐ 99. Նախընտրում եմ 

չպատասխանել 

20.4 Որքա՞ն հաճախ եք խորհուրդ տալիս 55+ 

տարեկան կանանց երկու տարին մեկ 

մամոգրաֆիա անցնել: 

☐ 1. Միշտ 

☐ 2. Հաճախ  

☐ 3. Երբեմն  

☐ 4. Հազվադեպ  

☐ 5. Երբեք 

☐ 99. Նախընտրում եմ 

չպատասխանել 

20.5 Որքա՞ն հաճախ եք առաջարկում կանանց 

կանխարգելիչ մամոգրաֆիա, քանի դեռ նրանք 

լավ առողջություն ունեն և ունեն առնվազն 10 

տարվա կյանքի տևողություն: 

☐ 1. Միշտ 

☐ 2. Հաճախ  

☐ 3. Երբեմն  

☐ 4. Հազվադեպ  

☐ 5. Երբեք 

☐ 99. Նախընտրում եմ 

չպատասխանել 

 

21. Որ գործոններն են ամենաշատն ազդում սքրինինգ առաջարկելու Ձեր որոշման 

վրա, ախտանիշների կամ նշանների բացակայության դեպքում: (Ընտրեք բոլոր 

հնարավոր պատասխանները) 

☐ 1. Հիվանդի տարիքը 

☐ 2. Կրծքագեղձի քաղցկեղի ընտանեկան պատմությունը 

☐ 3. Սքրինինգ կատարելու հիվանդի խնդրանքը 

☐ 4. Ուղեցույցները  

☐ 5. Սքրինինգի արժեքը 

☐ 6. Այլ (խնդրում եմ մանրամասնեք՝ _______________________________________) 

☐ 99. Նախընտրում եմ չպատասխանել 

 

22. Ինչպե՞ս եք որոշում Ձեր մամոգրաֆիայի կանխարգելիչ սքրինինգի 

առաջարկությունները: 

☐ 1. Ես խստորեն հետևում եմ ազգային ուղեցույցներին 

☐ 2. Ես հետևում եմ ազգային և միջազգային ուղեցույցներին 

☐ 3. Ես հիմնվում եմ հիմնականում իմ սեփական կլինիկական դատողության վրա 

☐ 4. Ես հաշվի եմ առնում հիվանդի նախասիրությունները և հանգամանքները 
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☐ 5. Այլ (խնդրում եմ մանրամասնեք  _______________________________________) 

☐ 99. Նախընտրում եմ չպատասխանել 

 

23. Ամսվա ընթացքում քանի՞ ասիմպտոմատիկ, միջին ռիսկով կին հիվանդների եք 

ուղղորդում սկրինինգային մամոգրաֆիկ հետազոտության։ 

☐ 1. 0  

☐ 2. 1-10  

☐ 3. 11-20  

☐ 4. 21-30  

☐ 5. 31-40  

☐ 6. 40-ից ավելի 

☐ 99. Նախընտրում եմ չպատասխանել 

 

 

24. Եթե հիվանդը կրծքում փոփոխություն հայտնաբերի, որքա՞ն շուտ խորհուրդ կտաք 

դիմել բժշկի:  

☐ 1. Անմիջապես  

☐ 2. Մի քանի օրվա ընթացքում  

☐ 3. Մի քանի շաբաթվա ընթացքում  

☐ 4. Միայն եթե փոփոխությունը պահպանվի  

☐ 99. Նախընտրում եմ չպատասխանել 

 

Բաժին Զ. Սքրինինգի առաջարկության հետ կապված խոչընդոտները 

25. Որո՞նք են այն հիմնական մարտահրավերները, որոնց Դուք հանդիպում եք Ձեր 

հիվանդներին մամոգրաֆիկ սկրինինգ առաջարկելու դեպքում: (Ընտրեք բոլոր 

հնարավոր տարբերակները ) 

☐ 1. Խորհրդատվությունների ժամանակ ժամանակի պակասը 

☐ 2. Մամոգրաֆիկ սքրինինգը քննարկելու վստահության պակասը 

☐ 3. Հիվանդի դիմադրությունը սքրինինգային հետազոտություն անցնելու նկատմամբ 

☐ 4. Մամոգրաֆիկ սքրինինգ առաջարկող հաստատությունների հասանելիությունը 

☐ 5. Ֆինանսական խոչընդոտները հիվանդների համար 

☐ 6. Սքրինինգի ուղեցույցների մասին տեղեկացվածության պակասը 

☐ 7. Այլ խոչընդոտներ, (խնդրում եմ մանրամասնեք _____________________________)  

☐ 99. Նախընտրում եմ չպատասխանել 

 

 

ՇՆՈՐՀԱԿԱԼՈՒԹՅՈՒՆ 

 


