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Executive Summary

Breast cancer (BC) develops when “abnormal breast cells grow out of control and form
tumors”. If left untreated, it might spread and become deadly. Based on the World Health
Organization (WHO) information, there were 670’000 deaths out of 2.3 million new cases of

breast cancer in 2022 globally.

The fourth highest mortality rate of breast cancer in the world is in Armenia. According
to the WHO, in 2022, there were 1’013 new cases of BC registered out of 4’474 total cases of
cancer in Armenia, which is 22.6% of the total cancer burden per 2°880°874 population. There

were 453 BC related deaths in Armenia, comprising 17.3% of all cancers.

The most effective way to decrease the breast cancer rate is by implementing a
mammography screening project, with a focus on rural areas. This was already done in 2021 by
the Ministry of Health of Armenia. The project was conducted in Tavush, Lori, and Syunik

marzes, but during evaluation, it was found that the participation rate was 30.44%.

The aim of the demonstrated study is to understand the barriers and beliefs of women
over 50-69 years old, living in rural areas of Armenia, and the differences between those who
choose to undergo or not undergo mammaography screening provided by the Ministry of Health
(MOH) mobile mammography van. The objective is to understand the individual-level beliefs
and barriers to completing mammaography screening including perceived susceptibility,
perceived severity, perceived benefits, and self-efficacy based on the Health Belief Model in

Tavush, Syunik, and Lori marzes of Armenia.

The methods will include a telephone-based, quantitative, cross-sectional study. The tools

that will be used are the Champion's Health Belief Model (CHBM) scale, The Exposure to



Breast Cancer and The Breast Cancer Screening Awareness Scales, which help explain and
predict women’s perceptions, behaviors, beliefs, and intentions to undergo mammography

screening.

To ensure a robust study, we will sample a total of 780 participants listed in polyclinics
or medical centers and included in the mobile mammography project list, who are eligible to
participate. Equal numbers of women who have and who have not undergone mammography
screening will be included. Participants will be selected using a simple random sampling method

without replacement from the eligible women in the target population.

The opportunity to use these findings will inform the MOH to act and change policies.
We hope this will help guide future efforts to solve a major public health problem in Armenia,
increasing participation in mammography screening, resulting in detecting breast cancer in the

early stages, and decreasing the mortality and morbidity of breast cancer.



Introduction

Breast cancer (BC) develops when “abnormal breast cells grow out of control and form
tumors” (Breast Cancer, 2023). If left untreated, it can spread in the body and become deadly.
Based on the World Health Organization (WHO) information, there were 670’000 deaths from
breast cancer out of 2.3 million new cases globally in 2022 (Breast Cancer Facts and Statistics,
2025). The most common disease among 157 countries is breast cancer, globally in 2022; 99%
of cases belonged to women and 1% to men. (Breast Cancer, 2023)

In countries where the Human Development Index is high, breast cancer occurs in 1 in 12
women and 1 in 71 die from the disease. However, in countries that have a low Human
Development Index, 1 in 27 women are diagnosed with breast cancer, and 1 in 48 die from the
disease (Breast Cancer, 2023). The main risk factors that contribute to BC development are age,
genetic mutations (BRCA1, BRCA2), reproductive history, dense breast tissue, family history,
prior radiation therapy, alcohol use, and taking hormones (CDC, 2024). The local symptoms of
breast cancer are a thickening or a lump in the breast or in underarm, a change in the position of

the nipple (Elshami et al., 2022).

Screening helps detect breast cancer early, which increases the survival rate. Five-
year survival rates are dependent on the stage of the breast cancer diagnosis. Worldwide, stage-
specific breast cancer incidence from 2014 to 2020 for stage 1 (localized) is 63%, for stage 2-3
(regional) is 28%, for stage 4 (distant) is 6% and for without staging is 3% (Cancer of the
Breast, 2023). Worldwide, the stage-specific breast cancer 5-year relative survival rate is: for
stage 1 (localized) is 100%, for stage 2-3 (regional) is 87.2%, for stage 4 (distant) is 32.6% and

for without staging is 70.2% (Cancer of the Breast, n.d.).



Moreover, detection of breast cancer in early stages decreases the chance of cancer
recurrence during the first five years post treatment. The recurrence chance for patients who
were diagnosed with breast cancer without metastatic axillary lymph nodes (stage 1) is 6%, and
who were diagnosed with metastatic axillary lymph nodes (stage 2, 3, 4) is 25% (When Breast

Cancer Comes Back).

Breast cancer creates an economic burden. The global economic cost of cancer is $25.2
trillion, of which 7.7% accounts for breast cancer. The expenses consist of diagnostics,
treatment, surgery, productivity loss, and workers absence. Van den Broek-Altenburg et al.
mentioned that detection of breast cancer in early stages helps to decrease the cost burden on
healthcare (van den Broek-Altenburg et al., 2024). To decrease the economic burden, screening
programs, educational programs for doctors and patients, and cost-effective treatments are
essential (ESMO, 2023). Many patients live far from hospitals and have socioeconomic and
geographical barriers to screening and follow-up. The fastest way to increase access to needed

care is through telemedicine implementation in BC screening and follow-up (Kruse et al., 2022).

The primary screening methods based on risk factors are mammography, ultrasound, and
MRI, which people with higher risk can get in hospitals and from mobile mammography vans in
rural areas. Additionally, consistent breast self-examination before screening provides the
opportunity to find lumps earlier (CDC, 2024). The United States Preventative Services Task
Force (USPSTF), guidelines recommend that all women undergo screening (mammography and
ultrasound) every other year from 40-74 years old. Women with increased risk such as a dense
breasts, BRCA 1,2 mutations, family history of breast cancer, and anamnesis of radiation therapy
of the chest with high doses in young ages must be screened annually by MRI (US Preventive

Services Task Force et al., 2024). For women over 75, the American Cancer Society



recommends continuing screening, if their overall health is satisfactory per the physicians

opinion (Schrager et al., 2020).

According to National Comprehensive Cancer Network (NCCN) guideline
recommendation physicians do biopsies before initiating treatment to determine cancer type and
subtype (NCCN, 2025). There are a few types of biopsy: core needle (trepan) biopsy, excisional
(surgical) biopsy and fine needle aspiration (Johns Hopkins Medicine, n.d.; NCCN, 2025). The
treatment plan depends on the type of BC which can be confirmed after biopsy. Treatment
methods include chemotherapy, hormone therapy, radiation, immunotherapy, targeted therapy,
and surgery to remove the tumor and impacted lymph nodes. Breast cancer care can include a
combination of these treatments (Trayes & Cokenakes, 2021). In the post-treatment period,
physicians must follow up with patients. The standard protocol for patients is monitoring with
physical examination and collecting symptoms for the first two to three years every three to six
months, then until five years every six months and after that annually. For patients it’s very

necessary to undergo mammaography every year (Denduluri et al., 2021).

Wolf et al. shows differences between women living in rural and urban areas regarding
completion of mammography screening and how place of residence affects mammography
screening utilization among women over 40. The results show that women who lived in rural
areas were more likely to believe that with mammaography it was possible to find small lumps
in the breast, and they strongly disagreed that mammography was embarrassing or being

afraid that via mammography they could find severe disease (Wolf et al., 2012).

Champion's Health Belief Model Scale (CHBMS) is a validated instrument to assess
women’s beliefs and behavior toward mammography screening and breast self-examination

(BSE). This instrument was created by Champion in 1984, and updated in 1993, 1997, and in



1999 (Kirag & Kizilkaya, 2019). It measures several concepts: self-efficacy, perceived
barriers of BSE and mammogram, perceived susceptibility to breast cancer, perceived severity
of breast cancer, perceived benefits of BSE, perceived benefits of mammography, and self-

efficacy of BSE (Mohamed et al., 2019).

Van den Broek-Altenburg et al. mention that personal barriers can decrease
mammography screening attendance rates. In the study they describe barriers such as beliefs
about getting breast cancer, misunderstanding the adverse effects of late detection and
importance of early detection, and beliefs that breast cancer is a rare disease. The article
highlights the positive impacts of early cancer detection including reduced burden on
healthcare systems, lower mortality and morbidity rates, and increased survival rates (van den

Broek-Altenburg et al., 2024).

Alanazi et al. mentioned that knowledge and educational level are associated with
practice of mammography utilization and breast self-examination. The study shows that a large
proportion of women (84.2%) heard about breast self-examination, but only 33.5% of women
practiced it in Saudi Arabia. The study shows that, even high knowledge and breast cancer
awareness scores did not lead to higher utilization rates of preventive services (Alanazi et al.,

2025).

Situation in Armenia: According to the World Bank, Armenia is an upper middle-
income country. The Human Development Index (HDI) in Armenia was 0.811 in 2023. The
value is ranked as very high in human development. Factors influencing these scores include
long life expectancy, high educational attainment, high economic stability, and others (List of

Armenian Provinces by HDI, 2025; World Bank, n.d.).



The fourth highest mortality rate due to breast cancer in the world is in Armenia.
According to the WHO, in 2022, there were 1’013 new cases of BC registered out of 4’474 total
cases of cancer in Armenia, which is 22.6% of the total cancer burden per 2°880°874
population (Armenia Population, 2025; Cancer Today, 2022; Balian, 2024). There were 453
BC related deaths in Armenia, comprising 17.3% of all cancer mortality (Cancer Today, 2022).
In 2019, the stage-specific proportions of detected breast cancer in Armenia were: 76.8% stage

1-2 (localized), 6.9% stage 3 (regional) and 16.3% stage 4 (distant) (Bedirian et al., 2022).

In Armenia, 10.8% of BC cases among women aged 15-49 died in 2023, which is
approximately two times more than the worldwide mortality statistics (5%) (GBD Compare,
n.d.). The main types of BC are hormone receptor-positive - Luminal A with 60% prevalence
and Luminal B with 20% prevalence, Herceptin 2 - enriched with 10% prevalence and Triple
negative with 10% prevalence (The Molecular Subtypes of Breast Cancer, n.d.). One solution to
decrease mortality rates is the implementation of screening programs. A survey conducted in
Yerevan in 2019-2020 found that 18.4% of participants had undergone mammaography
screening, and over half of the participants had done breast self-examinations (Tupper et al.,

2023).

The Ministry of Health (MOH) has made significant efforts to provide screening
opportunities in rural Armenia (Tupper et al., 2023). In 2021, the Ministry of Health launched
a pilot project for breast cancer screenings in Tavush, Syunik, and Lori marzes. The expectation
of this project was to decrease the mortality rate of breast cancer by 20-30% through early
detection among women who participated (Saghatelyan, 2017). The project's aim was to
increase breast cancer screening access for women 50-69 years old who do not have access to

BC screenings due to geographical barriers. The duration of the pilot project was 18 months.



The target population was 66’343, and after the pilot project 207195 (30.44%) were screened.
Around 1’006 (6.74%) women were invited for extra examination, because of asymmetric
density in mammograms. Of all participants, 169 (1.13%) women were diagnosed with BC. The
screening program is planned to be implemented in other rural areas. The screening project was
a collaboration between non-governmental structures and government, to educate and train
personnel, including the primary healthcare providers. The challenges identified included
financial issues, radiology and middle personnel shortages, cultural barriers, lack of necessary
equipment, and low participation rates. The main recommendations are to target specific
groups, create long-term plans, make policy changes, provide government support, and evaluate

the program implemented (A. Avetisyan, June 26, 2025; Saghatelyan, 2017)

During the pilot project in Armenia, there was a large proportion of eligible women who
did not use mobile mammography. To understand the reasons why women did not attend the
mobile mammography screening program, we will use CHBM Scale, The Exposure to Breast
Cancer, and Breast Cancer Screening Awareness scales which were translated from English to

Armenian and validated in Yerevan (Tupper et al., 2023).

Understanding the gaps and behavior between patients who use and do not use the
opportunity for screening can help increase participation and mobile mammography utilization
rates in rural areas of Armenia. The aim of this project is to understand what factors impact

screening attendance, awareness of breast cancer, and attitudes towards breast health.

Objective: To understand the barriers and beliefs of women 50-69 years old, living in
Tavush, Syunik and Lori marzes, and difference between those who choose to undergo or not

undergo mammography screening provided by the MOH mobile mammography van.



Methods

Study Design

The project is a telephone-based quantitative cross-sectional study. This method is cost-
effective, can be done fast, and is easy to manage. This study gives a snapshot of the
differences in health behaviors and beliefs of women who undergo and do not undergo breast
cancer screening. The health belief model framework is suggested in this study because it helps
understand how participant’s perceived susceptibility, perceived severity, perceived benefits,

and self-efficacy can impact their behavior to attend or not attend mammaography screening.

Study Population and Settings

The target population will be women who are 50-69 years old, have an active phone
number, live in Tavush, Syunik and Lori marzes, are registered in polyclinics or other primary
care centers, and listed in the mobile mammography project as eligible to receive

mammography.

Sampling Method

The data collection will start by creating a list of participants eligible to attend the
breast cancer screening pilot project. All women who registered in polyclinics or in other
primary health care facilities in Lori, Syunik and Tavush marzes and are 50-69 years old are
included in the screening list. The Ministry of Health can provide a list of medical facilities
where women from Lori, Syunik, and Tavush were registered. The sample will be collected by
simple random sampling without replacement. The total study population includes all
participants eligible to receive mammography screening; this list include 66’343 eligible

women (A. Avetisyan, June 26, 2025; Avetisyan, 2023).



Sample Size Calculation

For calculating our study sample size, we will use the “comparing two means” formula

(Brooks, et al.).

2
a 2
=(z2 +2ZB) 20
(n1—p2)?

n: Sample size (each group),
ul — u2: difference of expected perceived barriers means scores

a2 : population variance

Z;“ - critical value of normal distribution at;“

Z: critical value of normal distribution at 5

Based on Brooks et al. and Moreira et al. 2020 studies with 66°343 target population, = 5.62,
7Zp=0.84 at a power (1-p)=0.80 and, at a a= 5% and Za/2=1.96 confidence level of 95% settings
our sample size with 100% response rate and the expected difference of perceived barriers mean
scores 1.49 (2.76-1.27) should be 222 participants in each group for a total of 444 participants
(Brooks et al.). For expected difference of mean and standard deviation we use difference of
means of barriers variables from the Moreira et al. study conducted in Brazil with the aim to
identify factors of women who have high-risk getting breast cancer and do not undergo
mammography compared to those who do. They used the Revised RCHBMS (Moreira et al.,
2020). We calculate our sample size based on one independent variable — the barriers score,
which has the biggest differences between mean scores for those who undergo and who do not

undergo mammaography screening. Due to the risk of a high non response rate, we will over-



sample by 75.6% (Tupper et al., 2023). The final sample size estimated is 780 participants (390

participants in each group).

Variables: Our survey consists of different sections which examine patient’s behavior and
beliefs toward breast cancer and demographic questions. Likert Scale response options include
1 —strongly disagree, 2- disagree, 3 —neutral, 4-agree and , 5 — strongly agree (Mohamed et

al., 2019).
The dependent variable is:

. Mammography use (yes/no)

The independent variables are (measured in scores):

Perceived susceptibility

= Perceived benefits

= Perceived barriers

= Self-efficacy

= Fear of breast cancer diagnosis

= Exposure to breast cancer

= Breast cancer screening awareness

= Demographic variables: age, marital status, educational level, employment status,

monthly income, religion, and overall health status.



Data Collection Tools

After clarifying our dependent and independent variables and reviewing prior literature
we can say that the best ways to assess the behavior of breast cancer screening is using the
CHBM Scale (Moreira et al., 2020). The Armenian version of the scale was validated and
adapted to help assess the behavior of women towards mammography screening in Armenia
(Tupper et al., 2023). CHBM scale was validated in Yerevan with a randomly selected sample
from Yerevan’s 12 administrative districts. The authors examined and reported on test re-test

reliability, content equivalence, and internal consistency (Tupper et al., 2023).

The CHBM scale has multiple subsections including 1) Susceptibility, 2) Benefits 3)
Barriers 4) Self-Efficacy, and 5) Fear, to evaluate women’s perceptions, behaviors, beliefs, and
6) intentions regarding mammography screening (Appendix 1). Additionally, the CHBM scale
questionnaire includes 2 more sections: exposure to breast cancer and breast cancer screening

awareness, which are also validated in Armenian language.

In the adapted questionnaire, the concept “exposure to breast cancer” is defined as
hearing about BC in the media, or having relatives with BC, and awareness of personal breast
cancer risk. (Appendix 1, Section 1). The breast cancer screening awareness section’s
questions focus on knowledge about breast cancer, screening methods, and behavior towards
them. The questions are about screening methods, mammography, how often it is necessary
undergo mammaography, whether women do breast self-examination and how often, personal

history of undergoing breast screening, and how they receive information about screening.

The Breast Cancer screening awareness and behavior section briefly assesses knowledge
and behavior about breast cancer and screening. The section shows participants usage and

awareness of early BC detection methods including imaging, breast self-examination,
10



communication with doctors, motivation for undergoing the screening and intention to complete

future BC cancer screening (Appendix 1, Section 2).

The demographic section includes questions about age, marital status, educational

status, employment status, health status, and spirituality (Appendix 1, Section 3).

The susceptibility section includes questions which assess perceived risk of getting breast
cancer within 5 years, 10 years, and lifetime. The benefits section includes questions which
measure perceived benefits of identifying breast cancer early, via imaging, not only self-exams,
for improving treatment effects and reducing mortality rates. The questions about perceived
barriers measure: ability to do mammaography, fear of being exposed to x-ray, and fear that
undergoing mammography or breast imaging may cause cancer. Additional barriers include fear
of being diagnosed with breast cancer, uncertainty about treatment plan if cancer is diagnosed,
and lack of trust in doctors. The self-efficacy section measures women’s confidence in obtaining
breast mammography, communicating with doctors about problems, transportation, scheduling
issues, and willingness to complete mammography despite fear and uncertainty around breast

cancer (Appendix 1, Section 4) (Zhang et al., 2021).

Data Collection and Analysis

Google Forms will be used for data collection. Surveys will be interviewer administered and
conducted by phone. After collecting the data, the investigator will start the data cleaning
process by checking the ranges of entered answers. If the participants completed the
questionnaire partially, we will use the data they provided. After cleaning, data analysts will

start using SPSS software.

11



Demographics, exposure to breast cancer, breast cancer awareness, and behavior
section responses will be used for descriptive statistics (mean, median, and standard deviation)
with frequencies generated for each response. The CHBM scale analysis will use a logistic
regression model to investigate the barriers to using and not using screening services.
Multivariable logistic regression analysis allows us to understand and find associations
between independent variables and participation in screening. The results will be provided with
Odds Ratio (OR) with a 95% CI (Confidence Interval) which shows the strength of association

between variables.

Logistical consideration

The personnel who must be hired for this project are the project manager (hire),
regional family doctors (collaborate), medical facility operators (collaborate), interviewers
(hire), and data analysts (hire). We will employ personnel and students from the American
University of Armenia. The first step is to interview and hire personnel and train them. The
training will be conducted in one day, remote, with a standardized form and protocol

(Appendix 2). For remote training we will use Google Meets software.

The data collection will include all medical facilities and all eligible women. We have
limited access to patient’s medical records, so we will collaborate with family doctors and
operators, who work in those medical centers and cared for women during the pilot project. The

whole list of medical facilities can be found in Appendix 3.

Medical doctors who perform screening must create two lists: one for women who

undergo screening and another for those who do not. They should also prepare a contact list of

12



women without including their names for operators (Appendix 4). The operator who works in a
targeted medical facility is responsible for contacting women who underwent or refused to
participate in the screening project and request permission to share their contacts with the
research team (Appendix 5). After calling they must complete a tracking form where they
indicate the outcome of the calls. Then operators must send the list of participant ID numbers to
the project manager. The project manager’s responsibilities are to manage the whole process,
train and guide others, and systematically check the progress of the project. They must merge,
clean, and prepare data for interviewers.

The interviewers are responsible for interviewing patients via phone. A standardized
interview script (Appendix 6) will be used for all participants. If participants do not answer the
phone or ask to call at another time, the interviewer can leave a voicemail or reschedule the call
to another day and time. If the participant refuses or does not answer the rescheduled phone call,
the interviewer must put the calling status to no answer or refusal and move forward. During the
interview, interviewers enter information in a standardized report form in Google Form software.
From the Google Form, interviewers can generate Excel sheets with responses. Every
interviewer will interview 3-4 people/day and each interview will take approximately 30
minutes. After finishing interviews, they will inform the project manager and data analyst that
data is ready to be exported. Interviewers have access to individual-level Google forms. They
will lose access to data after submitting and sending report forms. The project manager will
perform data cleaning and give the data to analysts. Data analysts will code the data without
identifiable information and analyze it via SPSS software. Statisticians will have access only to
de-identified information. After that, the project manager will collect all the information and

prepare the manuscript. The project manager will have full access to the data with a password.

13



After analyzing and using this information, it will return to the American University cloud and
be kept for five years. All workers will have a responsibilities list and deadlines which they must

follow.

Ethical consideration

The Institutional Review Board of the American University of Armenia approved the
study protocol. The eligible women will be recruited through the medical facilities The medical

facility operators will present the consent form.

The study will keep confidentiality at a high level. All identifiable information will be
excluded from exported data for interviewers. Before the interview, family doctors of Syunik,
Tavush and Lori regions will provide a form with contacts to facilities operators, with 1D
numbers instead of names. Operators must contact and read the consent form, and patients will
agree to participate and allow operators to share their contacts with the research team. If the
participant does not feel safe or wishes to discontinue the study, they can withdraw at any time.
After obtaining the consent, the operators will send interviewers the list of phone numbers and
ID-s. The information will be stored on password protected computers. After analyzing the

anonymized dataset, it will be kept for five years and then deleted.

Limitations and Advantages

There may be selection bias, because only people with phones will be contacted.
Additionally, the study is observational, and the strength of this project is to identify the

barriers and possibilities to address them through targeted interventions in the future.

14



Telephone-based surveys allow us to solve transportation problems in rural areas and

increase feasibility.

The study needs minimal funds because it is telephone-based and without relocation,
which helps avoid transportation costs, requires fewer personnel, and less time to conduct the
study. We will recruit 75.6% (336) more participants than the sample size needed to have

enough power to conduct meaningful analysis.

The participants will not receive direct benefits for participating in this study, but this
study will help to identify barriers and beliefs that decrease mammography screening

participation rates. Findings will be beneficial for future public health interventions.

The topic could be sensitive for participants, because it is related to breast health. To
minimize this risk, participants have the opportunity to decline participation and skip any

uncomfortable questions.

Conclusion

The study examines women’s practice of using a preventive service and barriers and
beliefs of undergoing mammography screening. To find associations we will use the health
belief model framework. The CHBM scale is validated in Armenian and will help to identify
and assess the perceived susceptibility, perceived severity, self-efficacy, barriers, and beliefs
associated with participating in mobile mammaography screening. After identifying
associations, we hope future studies will use this information to develop interventions that
eliminate barriers to participation and improve mammography utilization rates. The

opportunity to use these findings will inform the MOH to take actions and change policies. We

15



hope this will help guide future efforts to solve one of the major public health problems in
Armenia by increasing participation in mammography screening, resulting in early breast

cancer detection rates, and decreasing the morbidity and mortality of breast cancer.

16



References

Armenia Population (2025). (n.d.). Worldometer. Retrieved April 30, 2025, from
http://lwww.worldometers.info/world-population/armenia-population/

Avetisyan Deputy Director, National Centre of Oncology after Fanarjyan, A. (2025, June 26).
Mammography Performance By Medical Institutions based on personal communication
[Letter]. https://docs.google.com/spreadsheets/d/1R2ip6EFs-
10IgMR0j2r1heCzUQksEOVe6fkLOrYan90/edit?gid=532467577#gid=532467577

Balian, G. (n.d.). From Awareness to Action: Confronting Breast Cancer in Armenia — The
Highlander. Retrieved March 2, 2026, from
https://thehighlander.aua.am/2024/11/11/breast-cancer-in-armenia/

Breast Biopsy | Johns Hopkins Medicine. (n.d.). Retrieved March 15, 2025, from
https://www.hopkinsmedicine.org/health/treatment-tests-and-therapies/breast-biopsy#

Breast cancer. (2023, July 12). https://www.who.int/news-room/fact-sheets/detail/breast-cancer

Breast cancer awareness, knowledge and self-screening intention among females in Northern
Border of Saudi Arabia, Arar City | springermedizin.de. (n.d.). Retrieved December 30,
2025, from https://www.springermedicine.com/link?doi=10.1186/s12889-025-22092-w

Breast Cancer Facts and Statistics 2025. (n.d.). Retrieved April 3, 2025, from
https://www.breastcancer.org/facts-statistics

Brooks, S. (n.d.). Comparing Two Means—Sample Size. Select Statistical Consultants.
Retrieved June 22, 2025, from https://select-statistics.co.uk/calculators/sample-size-
calculator-two-means/

Cancer of the Breast (Female)—Cancer Stat Facts. (n.d.). SEER. Retrieved April 21, 2026, from

https://seer.cancer.gov/statfacts/html/breast.ntml

17



Cancer of the Breast (Female)—Cancer Stat Facts. (2023). SEER.
https://seer.cancer.gov/statfacts/html/breast.html

Cancer Today. (2022). https://gco.iarc.who.int/today/

CDC. (2024, September 11). Breast Cancer Risk Factors. Breast Cancer.
https://www.cdc.gov/breast-cancer/risk-factors/index.htmi

Denduluri, N., Somerfield, M. R., Chavez-MacGregor, M., Comander, A. H., Dayao, Z., Eisen,
A., Freedman, R. A., Gopalakrishnan, R., Graff, S. L., Hassett, M. J., King, T. A.,
Lyman, G. H., Maupin, G. R., Nunes, R., Perkins, C. L., Telli, M. L., Trudeau, M. E.,
Wolff, A. C., & Giordano, S. H. (2021). Selection of Optimal Adjuvant Chemotherapy
and Targeted Therapy for Early Breast Cancer: ASCO Guideline Update. Journal of
Clinical Oncology, 39(6), 685-693. https://doi.org/10.1200/JC0.20.02510

Disparities in Mammography Screening: Analyzing Barriers to Access Using Individual Patient
Perspectives and the Health Belief Model—Eline M. van den Broek-Altenburg, Abimbola
A. Leslie, Jamie S. Benson, Kristen K. DeStigter, 2024. (n.d.). Retrieved April 3, 2025,
from https://journals.sagepub.com/doi/10.1177/10732748241248367

Elshami, M., Al-Slaibi, 1., Ghithan, R. J., Alser, M., Shurrab, N. R., Ismail, I. O., Mahfouz, I. I.,
Fannon, A. A., Qawasmi, M. A., Hawa, M. R., Giacaman, N., Ahmaro, M., Okshiya, H.
M., Zaatreh, R. K., AbuKhalil, W. A., Usrof, F. D., Melhim, N. K., Madbouh, R. J.,
Hziema, H. J. A., ... Bottcher, B. (2022). Women’s awareness of breast cancer
symptoms: A national cross-sectional study from Palestine. BMC Public Health, 22(1),
801. https://doi.org/10.1186/s12889-022-13224-7

ESMO. (2023a). Estimate of the Global Economic Cost of the Most Prevalent Cancers in 204

Countries From 2020 To 2050. https://www.esmo.org/oncology-news/estimate-of-the-

18



global-economic-cost-of-the-most-prevalent-cancers-in-204-countries-from-2020-to-
2050

ESMO. (2023b). The Breast. https://www.esmo.org/about-esmo/discover-esmo-journals/esmo-
affiliated-journals/the-breast

Frontiers | Overview of Cancer Control in Armenia and Policy Implications. (2022).
https://www.frontiersin.org/journals/oncology/articles/10.3389/fonc.2021.782581/full

GBD Compare. (n.d.). Institute for Health Metrics and Evaluation. Retrieved November 20,
2025, from https://vizhub.healthdata.org/gbd-compare

Guidelines Detail. (n.d.). NCCN. Retrieved March 15, 2025, from
https://www.nccn.org/guidelines/guidelines-detail?category=1&id=1419

Guidelines Detail. (2025). NCCN. https://www.nccn.org/guidelines/guidelines-
detail?category=1&id=1419

Kirag, N., & Kizilkaya, M. (2019). Application of the Champion Health Belief Model to

determine beliefs and behaviors of Turkish women academicians regarding breast cancer

screening: A cross sectional descriptive study. BMC Women'’s Health, 19(1), 132.

https://doi.org/10.1186/s12905-019-0828-9

Kruse, C. S., Pacheco, G. J., Vargas, B., Lozano, N., Castro, S., & Gattu, M. (2022). Leveraging

Telehealth for the Management of Breast Cancer: A Systematic Review. Healthcare,
10(10), Article 10. https://doi.org/10.3390/healthcare10102015

List of Armenian provinces by Human Development Index. (2025). In Wikipedia.

https://en.wikipedia.org/w/index.php?title=List_of Armenian_provinces_by Human_De

velopment_Index&oldid=1321712287

19



Mohamed, N. C., Moey, S.-F., & Lim, B.-C. (2019). Validity and Reliability of Health Belief
Model Questionnaire for Promoting Breast Self-Examination and Screening
Mammogram for Early Cancer Detection. Asian Pacific Journal of Cancer Prevention :
APJCP, 20(9), 2865—2873. https://doi.org/10.31557/APJCP.2019.20.9.2865

Moreira, C. B., Dahinten, V. S., Howard, A. F., & Fernandes, A. F. C. (2020). The Revised
Champion’s Health Belief Model Scale: Predictive Validity Among Brazilian Women.
SAGE Open Nursing, 6, 2377960820940551. https://doi.org/10.1177/2377960820940551

Saghatelyan T.S., M. N. V. (2017). The New Armenian Medical Journal—Yerevan State Medical
University after Mkhitar Heratsi. https://ysmu.am/en/journal/the-new-armenian-medical-
journal/archive/?volume=142088&item=1

Schrager, S., Ovsepyan, V., & Burnside, E. (2020). Breast Cancer Screening in Older Women:
The Importance of Shared Decision Making. The Journal of the American Board of
Family Medicine, 33(3), 473-480. https://doi.org/10.3122/jabfm.2020.03.190380

The Molecular Subtypes of Breast Cancer. (n.d.). Retrieved April 3, 2025, from
https://www.breastcancer.org/types/molecular-subtypes#

Trayes, K. P., & Cokenakes, S. E. H. (2021). Breast Cancer Treatment. American Family
Physician, 104(2), 171-178.

Tupper, H., Ghukasyan, R., Bayburtyan, A., Balalian, A., Kolanjian, A., Hovhanissyan, M., &
Shekherdimian, S. (2023). Validation of an Eastern Armenian breast cancer health belief
survey. PLOS Global Public Health, 3(5), e0001849.
https://doi.org/10.1371/journal.pgph.0001849

US Preventive Services Task Force, Nicholson, W. K., Silverstein, M., Wong, J. B., Barry, M. J.,

Chelmow, D., Coker, T. R., Davis, E. M., Jaén, C. R., Krousel-Wood, M., Lee, S., Li, L.,

20



Mangione, C. M., Rao, G., Ruiz, J. M., Stevermer, J. J., Tsevat, J., Underwood, S. M., &

Wiehe, S. (2024). Screening for Breast Cancer: US Preventive Services Task Force
Recommendation Statement. JAMA, 331(22), 1918.
https://doi.org/10.1001/jama.2024.5534

When Breast Cancer Comes Back. (n.d.). Cleveland Clinic. Retrieved July 4, 2025, from
https://my.clevelandclinic.org/health/diseases/8328-breast-cancer-recurrence

Wolf, M. S., Bailey, S. C., Platt, D. J., Reynolds, C., Esparza, J., Liu, D., Rademaker, A., &
Arnold, C. L. (2012). Differences in Barriers to Mammography Between Rural and
Urban Women. https://doi.org/10.1089/jwh.2011.3397

World Bank Open Data. (n.d.). World Bank Open Data. Retrieved November 11, 2025, from

https://data.worldbank.org

21



APPENDIX 1 Interviewer-assisted questionnaire English version

SECTION 1. EXPOSURE TO BREAST CANCER

1. Do you believe that breast cancer can be effectively treated if caught early?

1. Yes
2. No
3. Unsure

2. Have you had a first or second-degree blood relative (mother, sister, aunt, grandmother)
diagnosed with breast cancer? [If “Yes”, proceed to question 3, If the answer is “No”,
proceed to question 5].

1. Yes
2. No

3. [If participant answered “Yes” to question 2] In which age range was the diagnosis
reported in your relative?

Less than 30
30-40

40-60

60-70
Above 70

agkrownE

4. [If participant answered “Yes to question 2] Did the diagnosis of breast cancer result in
the mortality of your relative?]

1. Yes
2. No

5. Do you know someone, who is not a blood relative of yours (e.g. friend, neighbor,
showbusiness personality) diagnosed with breast cancer? [If “Yes”, proceed to question
6, If the answer is “No”, proceed to question 8].

1. Yes

2. No
3. Unknown
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6. If Yes, in which age range was she diagnosed?

6. Lessthan 30
7. 30-40

8. 40-60

9. 60-70

10. Above 70
11. Unsure

7. If you answered yes to question 7, did the diagnosis of breast cancer result in mortality?

1. Yes
2. No
3. Unknown

SECTION 2. BREAST CANCER SCREENING AWARENESS AND BEHAVIOR

8. Have you heard of exams, diagnostics that could detect breast cancer early? [If “Yes”,
proceed to question 9, If the answer is “No”, proceed to the question 10].

a. Yes
b. No

9. If Yes, what are they? [check as many as the participant can name]

a. Mammaography
b. Breast ultrasound
. Breast MRI

. Breast clinical exam by physician
. Breast self-examination

Unsure

. Other

Q HhDd® OO

10. Have you ever performed a breast self-examination? [If “Yes”, proceed to question 11, If
the answer is “No”, proceed to the question 12]
a. Yes
b. No

11. If yes how often do you perform it?
a. Almost Weekly
b. Monthly
c. Yearly
d. Performed few times in the past years
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12. Have you ever had breast cancer screening performed? [If “Yes”, proceed to question 13.

If the answer is “No”, proceed to question 16].

. Yes
. No

13. If so, what was the exam? [check as many as the participant can name]

. Mammography

. Breast ultrasound

. Breast MRI

. Breast clinical exam by physician
. Unsure

Other test (not listed)

14. When was the last time you had imaging performed for breast cancer screening? If you
answer “N0”, to question 6, proceed to question 16].

. Less than a year ago

. Past year

. 2-5 years ago

. 5-10 years ago

. More than 10 years ago

Never

15. Why did you participate in breast cancer screening?

. My doctor strongly recommended, and referred me to breast imaging

. I asked my doctor to be referred for breast imaging

. | obtained screening without the formal recommendation of my physician
. A family member or friend recommended obtaining screening

. For other unlisted reasons

16. Would you consider obtaining breast imaging for screening?

. Yes
. No
. Unsure

17. Which screening modality do you prefer?

. Mammaography

. Breast ultrasound

. Breast MRI

. Breast clinical exam by physician
. Breast self-examination
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18. Have you talked to your doctor about breast cancer and/or its screening?

a. Yes
b. No

19. Has your doctor discussed or recommended breast cancer screening to you?

a. Yes
b. No

20. How likely are you to do a screening mammogram or ultrasound if your doctor
recommends one?

a. Very likely
b. Likely

c. Unsure

d. Unlikely
e. Impossible

SECTION 3. DEMOGRAPHIC QUESTIONS

The last part of our study involves a brief demographic questionnaire.
21. What is your marital status?

Single

Engaged

Married

Divorced
Widowed

orwdPE

22. What is the highest educational level that you have achieved?

School

Technician college
Bachelor’s degree
Master’s degree
PhD

MD

oakrwdE

23. What is your current employment status?
1. Employed full-time
2. Employed part-time
3. Unemployed
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4. Other

24. Which statement describes you the best?
1. I am an atheist
2. | am not very spiritual, and seldomly attend church or other religious gatherings
3. lam spiritual, but do not regularly attend church or other religious gatherings
4. | am spiritual, and regularly attend church or other religious gatherings

25. How would you describe your health?
1. Good
2. Fair
3. Bad
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SECTION 4. CHBM Scale

INTRODUCTION TO MODIFIED CHBMS

This section examines patients’ beliefs about breast cancer. Response options range from 1:
strongly disagree, then 2: disagree, 3: neutral, 4: agree, and finally 5: strongly agree

(Mohamed et al., 2019). Please rate if you think this rate reflects your opinion maximally.

4.1 Susceptibility (1=impossible, 5=extremely likely) 1 2 3 4 5
1 How likely is that I will get breast cancer in 5 years?
2  How likely is that | will get breast cancer in 10 years?
3 How likely is that | will get breast cancer in my lifetime?
4  Compared to other women of my age, how likely am | to be

diagnosed with breast cancer?

4.2 Benefits (1=impossible, 5=extremely likely) 1 2 3 4 5

5 If breast cancer was found early, how likely is it that the cancer
could be successfully treated?

6 How likely is that having a breast imaging would help me find
breast cancer when it is just getting started?

7 How likely is that having a breast imaging would help me find
breast cancer before it is big enough to feel?

8 How likely is that having a breast imaging would decrease my
chances of dying from breast cancer?

In the next section you must answer how much you agree or disagree with a given situation or
question, where “1” shows that you are completely disagree, “2” Disagree, “3” unsure, “4”
agree, “5” strongly agree. Do you have any questions?

4.3  Barriers (1=strongly disagree, 5=strongly agree) 1 2 3 45
9 Getting breast imaging would be inconvenient for me
10 Getting a mammogram or other breast imaging could cause breast
cancer
11 The treatment | would get for breast cancer would be worse than
the cancer itself
12 Being treated for breast cancer would cause me a lot of problems
13 Other health problems would keep me from having a breast
imaging
14 My age would keep me from having a breast imaging
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15

16

17

18

19

20
21

22

23

24

25

26

27
28

29

30

31

32

| would not get a mammogram or other breast imaging because my
doctor already examines my breasts

Being afraid of finding a breast tumor would keep me from having
a breast imaging

The trouble of having a mammogram would keep me from getting
one

Concern about pain during a mammogram would keep me from
having one

Being embarrassed about my body would keep me from having
breast imaging

| do not have time to have breast imaging

Not being able to afford breast imaging would keep me from
having one

Worrying about breast cancer would keep me from having breast
imaging

Concerns about being exposed to the x-ray would keep me from
having breast imaging

| find it difficult to remember to make an appointment for breast
imaging

Forgetting my appointment would keep me from getting breast
imaging

Being treated rudely at the breast imaging centers would keep me
from having breast imaging

Not wanting to know would keep me from having a breast imaging

I am reluctant to undergo breast imaging for screening, because if
cancer is detected | am afraid I will not be able to pay for my
treatment

| am reluctant to undergo breast imaging for screening, because |
do not trust my doctors and their skills

| am reluctant to undergo breast imaging for screening, because
breast cancer is given by God, and screening will not make its
treatment possible

| am reluctant to undergo breast imaging for screening, because if
cancer is detected, | am afraid I will lose my breasts

| am reluctant to undergo breast imaging for screening, because |
am afraid to talk about breast cancer

4.4
33

34
35
36
37

Self-Efficacy (1=strongly disagree, 5=strongly agree)

| can get breast imaging for screening even if my doctor does not
tell me to get one

| can get transportation to have breast imaging completed

| can arrange other things in my day to have breast imaging
| can talk to people at the breast imaging center if | have a problem
| will get breast imaging even if | am worried

1 2 3 45
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38
45
46
47

I will get breast imaging even if I don’t know what to expect
| can make an appointment for breast imaging for screening
| can find a place to have my breast imaging done

It is very likely that | will get breast imaging for screening.

4.5
48
49
50
51
52
53

Fear (1=strongly disagree, 5=strongly agree)
When | think of breast cancer, | get scared

When I think of breast cancer, | feel nervous

When I think of breast cancer, | get upset

When I think of breast cancer, | get depressed
When I think of breast cancer, my heart beats faster
When I think of breast cancer, | feel anxious

1 2 3 4 5

Thank you for participating in the survey. Your contribution to overcoming breast cancer
IS very important.
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4.1
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2

4.2
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Yoquh htid huynliwpbipty Ypdpuqtindh pungltinp, tipp wyb
htiig tnp E uljunid:
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hwidwdugl skp, «2»-p* hwdwdugl skp, «3»-p" wbimpnp bp, «4»-p* hwdwduyh bp, «5»-p° jhinyhi

hwdwduwyl bp: <wpglp nbk'p:

4.3

10
11

12

13

14
15

fTunyptinnntitip (1 = pinhwipuwybu hwiwaw)b ytd, S = |hnyht
hwiwawyh tt)
bta hwdiwp wbthwpdwn ihttp Ypdpwgtindh duingpudphwt :

Uwingpudbhwd jupnn £ wnwewgtiy Ypdpwgqtindh pungytin:
Pnidnidp, npp Gu unwbud Ypdph pungltinh ntd, wytih uwn
Ythtth, puilt huptthtt pungltinp:

Undpwgtindh pungytinh ntid pnidytin httd hwdwp pun pulinhpatin
Junwewgiih

Unnnowuilh wy) puinhpiitipp htid htin Juyuhtn Yudingpudhw
hpwlwiwgitinig:

bd mwphpp htd htim juywhh  duningpubhw hpujuibwgbitijnig:
Gu stid wiighh dwdngpudhw jud Ypdpwgtindgh wy;
twnwquypuht hbtmugnnnieynil, pwbth-np pdhyju wipnta qhiit £
hud Ypoptipp
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16

17

18

19

20
21

22

23

24

25

26

27

28

29

30

31

32

Undpwgtindh ninnigp hwymbwptinnt Juwjpup httd htim juyuhh
duwdngpudhw whghbnig:

Uwingpudbhw wigtiint ndjwpnipyniip htd htim juywhh wyt
wbghtnig

Uwingpudbhuwyh pipugpnid guyh dwuht dnnwhngnipyniiin ha
htim juqwhh htmwgnunignih wmbghtinig

Wdnph qqugniip Juwyywd dtpl 4podph htmwgnundwb htin, hta
htin Juyyuhh duingpudhw hpuwjubwgdtinig

Bu dudwbtw] sniitid Ypodpwgtindh dwingpudhw wbglitiine hwdwp
Unopwgtindh upphtihtig himwgnunipyut hudwip gnidwn
sniLiin h@id htim juyuhh htmugnuni il wbghtinig
Undpwgtindh pungytinh dwuhtt wmthwbquunnigyniop htia htin
Juuwhh hpujubwgit] dtuingpubhw:

Nhnglityub Gwnwquypuhwpiwb htin juuuo
dnwhngnipyniblitipp hitd htin juyuhtl Ywdingpuiphw
hpuwjuiugitinig:

Gu quntinid B, np ndjwn £ hhply dudingpubhw hpujutwgbitn.
hwdwip pd2jh htim dwdwinpnipyub opt ni dunip:

£dr4h htilm dwdwnpnipyul dwuht Unnwiiwnt nhulyp hté htm
Juuhh duningpubhw hpujubmgiitini g

Unpopuwgtindh httlmwgnundwt jhipnbbtipnid jnujhwn
Ytpuptipinibpp httd htim juyuhh dwdngpudhw ppuwjubiugiitiinig
Lungltinh dwuhb smbinkljubwnt gubynieyniip hta htim juyuhh
duingpudbhw hpujubwgbbnig

Qtid gwmiljuitinid Ypdpwgtindgh upphtthtig himwgnuniynih
wbglti, pwbih np Gl punglytinp hwymbwuptpyh, Juhutiinid Gy, np
sbd upnnuiia yowpt) hd pniddw@ hwdwp

Qb gulijuimy dwdngpudhw wbgity, pwlih-np sbd Jumuwhnid hd
pdhpytinhtt b Gputig himnipenibitinht

Qtid gumjuiinid duingpuwdphw whighty, pumth-np pungltinp
unywo £ Qumdn Ynnihg b upphthtigpn thletinyd £ npu pnidndp
hwupunnp gh nuipabh

Qtid gumiiljutiniy duingpuwdphw whghly), pwtih-np tipt
huwynmbtwptipygh pungltin yuwputitimd td np jynpgatd Ypoptipu
Qtid gwmliljutinid Ypdpwgtindgh upphtthtig himwgnuniynih

wbglti, pwih np qujutitind Gl junuty Ypopwgtinégh punglytinh
dwuhb

4.4

33

34

baptwpynibwytimnipynit (1=pinhwipuytiu hwdwaw;h sk,
5=1thnyhtt hwniwaw;h ti)

Bu Jupnn td dwdngpuiphw wbighty, tnybthuly Gt pdholu sh
wuniy, np waghtid wyh

Bu Qupnn bl gty hnfuwinpudhgng Ypdpwqtindh upphtthtiq
htimwgnuinipynil whghbtne hwdiwn

1
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35 Bu Jupnn td opgu phipugpnid wy) pubtitin wyiybiu juqiwytiny b,
npytiugh dtuwingpuphw wmbghtid

36  Bu Jupnn B funuly Ypdpwigtindh upphtthiig httlmwugnunni pjut
Ythunpninid gntynn dwpnjubg htinm, Gpt ninhp nudbiud

37 Bu jubghtid twingpuiphw, tinyythuly bpeh wthwbquunuitinid td
pungltinh wnluynipjul dnphg:

38 bBu jubghtid duningpudbhw, tnybhul Gl sghnbtd, ph hoy
wnyniiiph uyyuuty

45 Bu jupnn Gl htpbnipnyb gpubigyty Ypdpwgtindh uphtthquyht
htimwgnuni pjui huniwp

46 Bu jupnn Gl qubt] hwpdwp pnid-hwumwnnigyni d,
dwingpudbhw hpuwjubwgitiine hwdwp

47  Gwwn hwjuwbwuib E np jubghtd duningpudhl hitmmgnunipynih

td)

48  Bpp dnwonud td Ypdpwgtindh pungytinh dwuhi, Juhutiinid tid

49  Bpp dnwonud td Ypdpwgtindh pungltinh dwuhi, tyupnuyubtinid
tid

50  Bpp dnwdnid td Ypdpwgtindh pungltinh dwuhi,ypnnyynid bl
tinynid tid

51 Bpp dnwdnid td Ypdpwgtindh pungltinh dwuhb, pbyaynid tid

52  Bpp dnwond bl Ypdpwgtindh pungytinh dwuhi, uphpmu wpwg k
whuwnnid

53 Bpp dnwodnid Gl Ypdpwgtindh punglinh dwuht,
wihwigqunmubinid tid

45 dwj (I=ptnhwbpuybtu hwiwdw)bh sid,5=jhnyhtt huniwaw)t 1 2 3

Ghnphwluwyniomii hwpgdwbip dwulnulglyne hwdwp: Qbp dlpnpnuip ipopwqlinah pungllinh
hwnppwhwpiwib gnponmdd puan ljupling E:
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APPENDIX 2

Interviewer Responsibilities

o Keep confidentiality and ethical standards.

o Conduct the interview in appropriate way and
with respect.

o Follow the questionnaire to avoid confusion.

o If the question is not clear for participant only
repeat the question. If they ask for an explanation,
explain only words not meaning.

o If participants do not want to participate in the
survey, finish the dialogue with thanks and
respect.

Preparation for the Interview

o Review and prepare devices with
questionnaire, consent form, journal and
script.

o Before starting the interviews,
interviewers must be familiar with the
project to understand importance and
answer any questions related to the
project.

Conducting the phone call (for operators of medical
facilities)
o Introduce yourself
o Highlight that participation is voluntary and
the survey is confidential
o Explain the interview steps
o Get agreement to share the contacts with
Interviewers.

Conducting the phone call (for interviewers)

o Introduce yourself

o Highlight that participation is voluntary and
the survey is confidential

o Read consent form and obtain verbal consent
to continue the interview.

Conducting the Interview

o Introduce yourself

o Highlight that participation is voluntary, the
survey is confidential, and they can stop
whenever they want

o Follow the structure of the questionnaire to
avoid biases.

o Use natural tone without judgment and
provide positive reinforcement to motivate
participants to continue the survey

o Give participants a chance to share their
histories it will motivate them to continue the
survey

Ethical Considerations

o Keep participants confidentiality
o Don’t provide any personal
recommendations

Follow-Up and Documentation
o Fill all information in the report form and
submit on time
o If there are any issues report to project
manager immediately
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o Avoid words such as a death, last stage and
other sensitive words

o Interviewers must fill out all information in
real time to avoid biases

o Inthe end say “Thank you” to participant and
ask about additional questions

Common lIssues

Issue Solution
Participants have dialect issues Interviewers will be from the same region as a
participant.

Participants are angry and emotional and don’t want to
answer

Show patience and skip the question. If the
participant wants to finish say “Thank you” and
then finish conversation.

Issues with hardware or software

Apologize and ask for a few minutes to contact
with PM to fix the issue
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APPENDIX 3

Lori Marzes Medical Facilities

Participation Rate %

Chotchkan Medical Outpatient Clinic 63.0
Arevatsag Primary Health Care Center 45.9
Akor Primary Health Care Center 44.2
Tumanyan Health Center 33.1
Alaverdi Medical Center 41.3
Vanadzor Polyclinic No. 5 36.2
Tashir Medical Center 32.1
Spitak Medical Center 31.8
Gugark Central Polyclinic 29.7
Vanadzor Polyclinic No. 3 29.4
Shnogh Medical Outpatient Clinic 28.2
Jrashen Medical Outpatient Clinic 27.4
Vahagny M. Kochinyan Health Center 26.4
Margahovit Health Center 24.7
Lernapat Health Center 24.5
Gugark Primary Health Care Center 24.3
Vanadzor Polyclinic No. 1 22.6
Vardablur Medical Outpatient Clinic 22.2
Odzun Medical Outpatient Clinic 21.9
Urut Primary Health Care Center 20.7
Shahumyan Primary Health Care Center 14.4
Stepanavan Medical Center 12.8
Akhtala Health Center 12.7
Metsavan Health Center 12.5
Vanadzor State Medical College 12.4
Dsegh Health Center 114
Mets Parni Health Center 10.9
Arevashogh Primary Health Care Center 10.8
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Tavush Marzes Medical Facilities

Participation Rate %

Gandzakar Medical Outpatient Clinic 66.5
Berdavan Medical Outpatient Clinic 56.5
Koti Rural Medical Outpatient Clinic named after Suren

. 54.3
Melikyan
Voskevan Rural Medical Outpatient Clinic 53.3
Achajri Health Center 51.5
Ayrum Rural Medical Outpatient Clinic 51.2
Koghb Medical Outpatient Clinic named after L. Diloyan, a

. S 44.1

doctor of the Koghb Village Municipality
N. Nasibyan Noyemberyan Medical Center 42.6
ljevan Primary Health Care Center 40.7
Aygehovit Primary Health Care Center 38.6
Ir-Ving Medical Center 35.3
Bagratashen Rural Medical Outpatient Clinic 32.3
Sevkar Rural Medical Outpatient Clinic 31.8
Paravakar Rural Medical Outpatient Clinic 23.5
Haghartsin Primary Health Care Center 23.1
Getahovit Primary Health Care Center 22.0
Berd Medical Center 20.9
Azatamut Primary Health Care Center 20.9
Khashtarak Primary Health Care Center 20.3
Nergin Karmir Aghbyur Primary Health Care Center 19.8
Aygedzor Health Center 19.1
Artsvaberd Health Center 19.0
Arevhat and Ani Independent Family Medicine Practice 18.6
Zorakan Rural Medical Outpatient Clinic 14.8
Koryun Vardapetyan Family Medicine Center 12.3
Navour Primary Health Care Center 12.2
Mosesgegh Primary Health Care Center 9.8
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Syunik Marzes Medical Facilities

Participation Rate %

Darbas Health Center 55.3
Norashenik Primary Health Care Center 53.1
Sisian Medical Center 48.0
Goris Medical Center 44.0
Verishen Medical Outpatient Clinic 39.5
Kapan Medical Center 36.3
Khndzoresk Primary Health Care Center 27.0
Gorayk Primary Health Care Center 22.8
Brnakot Primary Health Care Center 16.8
Tatev Primary Health Care Center 16.2
Angeghakot Medical Outpatient Clinic 11.2
Teghi Primary Health Care Center 8.8
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APPENDIX 4 Interviewers journal form

ID

Contact Phone Number Contacting Date

Calling Result (Multiple choice)

Calling Result (Multiple choice)

1.

2.

Answer and completed survey

Answer and completed survey partially
Answer and refuse to complete survey
Ask to contact after x time

No Answer (left voicemail)

No answer, no voicemail

Refused to Participate

Voicemail

| am calling you from (medical facility name), please call me back with XXX-XX-XX-XX number.
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APPENDIX 5

English Version Script

(Operator) Hello I am Name Surname from Medical Facility Name. Hope you are doing
well. Currently, Kristina Poghosyan works on a project which focuses on mobile
mammography screening. The aim of this project is to understand women who have the
opportunity to do mammaography screening and choose to undergo or not undergo it to
understand difference between them.

You are included because you did not undergo mammography screening/ you did
undergo mammography screening. Your responses will be very helpful to our project. If
you agree to may | share your contacts with Interviewer team!

(Participant) If Yes

(Interviewer) Perfect, wait until interviewers will call you.

(Participant) If No

(Interviewer) Thank you for your time. Good Bye

Armenian Version Script

- (Oytipuunnp) Pwple Qbq, Gu Uhnh Ugqquiim i &Y Pdblpulpud hiifunpnih wimifi-hg: <niuny

tid, np quy bip: Gipjuynidu Lphunhiin Mnnnuyubtd whuwnnid £ dh Gwhiwgdh ypw, npp

Jhnpntugwd £ yupdujut dwdngpudhuyh ujphtihigh ypu: Wu bwhiwugdh tyqunwlp

hwuljubut E, ph htynt Jutwyp, nyptip hbwpuwynpnieynid nubi dudngpudbhly

uphthiiquyhtt hbtmwgnuni il wbght, skt wbghnid wyh:
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“Onip pingpyyuwd tip gutynid, nyptip skt wmbgl] duingpubhuyh uphtthiquyhi
htimwgnunipnil, b dip yumwuhowbbtpp yun ogumuijup hokl dvtp twhougoht: Geh
hudwawyh Gp dwubwygti, dtbtp Jupnn Gbp uljuly:

- (Uwubwlhg) Gpt wyn

- (Qnpniguwyuin) <hwupwidy £, uyyuutip, dhish hwpgugpnigugupbtipp quiquihwptit atq:
- (Uwubwlhg) Gpt ny

- (Qpniguwjwin) Gunphwlwynieynih atp dudwbwh hwdwp: Swmbunipynih
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APPENDIX 6

American University of Armenia
Turpanjian College of Health Sciences
Institutional Review Board #1
Oral Informed Consent Form for Participants
English Version

Consent Form

Hello, I am interviewers name surname, and | am contacting you on behalf of Kristina

Poghosyan who is a candidate for the Master of Public Health at the American University of
Armenia. Her topic is understanding the gaps of mammography screening in rural areas, and to
understand the barriers and beliefs of women who live in rural areas who undergo and do not
undergo mammography screening.

If you agree to help us in conducting our project, | will help you complete the survey. The survey
will take approximately 30 minutes. You will not be recorded; | will complete all your responses
myself. The survey is confidential, and you will not provide any personal identifying information
about yourself. All information that you will provide will be used for study purposes and will
remain confidential.

I will ask you different questions about demographic information, attitudes to undergoing
mammography, beliefs, self-efficacy, and others. It will help us understand what factors can
affect participating or not participating in mammography screening.

Your participation is voluntary, and if you feel unsafe or uncomfortable, you can stop the survey
at any time.

If you have any questions, please ask to Kristina Poghosyan (kristina_poghosyan@edu.aua.am)
or contact my supervisors, Varduhi Petrosyan (vpetrosi@aua.am) and Alique Topalian

(topaliag@ucmail.uc.edu). If you feel this survey hurt you, contact the Human Protections
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Administrator of the American University of Armenia Institutional Review Board, Varduhi

Hayrumyan (auairb@aua.am).

Armenian Version
Consent Form

Punl atq, tu hwupgugpnyguijuph win b-wgquibm f &y, L tu Juyg Bl hwunmunnid atiq htim

Lphunhtiu Mnnnuywith winitihg, ny <ujwunmwith Wditiphjub <udwjuwpubh <wubpuyhi
wnnnowwwhnipjud dwghunpnuh Ynsdwd phlytiwdnt £ bp pidub gyniqujub Juyptipnid
duwingpudbhly ujphtthtigh pugtiph hwymbwpbipniuda £, b dpugnh tygunuytn £ hwuljubug
wyb funyplinnuntitinl ni fwipmwhpuwytipitipp, npnag pwhiynid G wyt ubwygp, nyptip
wynnud Lt gynintipnid b sk wbgbnid duningpudhwyh uljphthtg:

Bt hwiwawyh tip oqliti Utiq liu Wty pwy) Junmwpty dtip twpuwughdnid, uinpnid &Y hoa
npwidwnnbip 30 pnyt, b dtibp Yipugititp hwpgnidp: “nip stip duybigpyh; Gu hipu
Ypugiitid atip pninp yuwumwuhiwbbbtpp: <upgnidp qununbh k, b pnip atip dwuhd nplk
wbatwubd mtntinipeynii ship mpudwnph: Qtp mpudwnpud pnnp mbintyniynibbtipp
Jogqumugnpdytitt ntuntdbmjut tyquunuyttipny:

Bu atiq mupplip hwpgtip juuwd dnnnypnugpujut mtintijumnynigyui, dwingpudphuygh
tjuundudp ytipwpbpdniiiph, hwdngunipbitinh, utithwjub upnnnipnibbtph dwuhd W wy
hwipgtiph Ytipwptipyuy: 2w Yoqbh vtiq hwuljwbwy, ph hiy gnpdntdtipn juipnn th wqnly
duingpudhl htmwgnunipyubtp twubwyghnid b sdwubwlgbyni i

Qtp Jwubuygnipynibp judwynp £, b Gpp nnip dtiq wbwwwhny tp gqgnuy, jupnn tip

nunuptighti hwupgnidp b upnibwlb:
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mailto:varduhi_hayrumyan16@alumni.aua.am

<wipgtinh ntiypnid nhitip htd fud nhdtip pd nhjugupbbtphtt Jwpnnihh Mtnpnuywithi
(vpetrosi@aua.am) b Why (¢nthwywbhb (topaliag@ucmail.uc.edu): b Juponid tip, np wju
hwipgnidp yhpwynpnid £ abq, nhdtip <uguwunmwdth Wdkphlywd hwdwjuwpubh
htunhwnighntuy ytipwbwydwbd punphpnh Uwpgne wupumwwbnipjui jupwuwnhs

Juwpnnihh <uypnidyubht (auairb@auva.am).
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APPENDIX 7

The budget estimate:

Personnel Number | Hourly rate | Hours/week | Total Total Total cost

of S weeks hours for

workers each unit
Project Manager 1 8000 AMD | 20 12 240 1°920°000 AMD
Interviewers 5 2640 AMD | 20 6 120 1’584°000 AMD
Data Analyst 1 9600 AMD |15 3 90 864’000 AMD
Region family 68 4500 AMD 20 2 40 12°240°000 AMD
doctors
Medical Facility 136 2500 20 12 240 81°600°000 AMD
operators

Total 98°208°000 AMD
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