American University of
Armenia

Department of Public Health

COMMUNITY-BASED CLINICAL TRIAL AMONG YEREVAN WOMEN TO DETERMINE

THE EFFECT OF A BREAST CANCER INTERVENTION PROGRAM

(Research Grant Proposa)

Lugne Aydinyan,

MPH candidate



TABLE OF CONTENTS

EXECUTIVE SUMMARY

SPECIFIC AIMSAND OBJECTIVESOF THE STUDY

BACKGROUND INFORMATION
Treatment of breast cancer and survival rate

Situation in Armenia
THEORETICAL FRAMEWORK

PILOT STUDY

METHODOLOGY

| ntervention

Study design
Sample size

Sampling procedures

Study population
INTERVIEW AND MEASURES

SCORING

STUDY LIMITATIONS
ETHICAL ISSUES

DATA ANALYSIS

TIME FRAME FOR THE PROJECT

LOGISTIC CONSIDERATION
Budget and resources

PROJECT FEASIBILITY

ACKNOWLEDGEMENT
REFERENCES

APPENDIX

Appendix A. Breast health education course curriculum
Appendix B. TNM classification system

Appendix C. Breast Cancer Knowledge and Attitude among Nork Masive's women

Appendix D. The list of policlinicsin Yerevan

Appendix E. Questionnaire to evaluate the outcomes of the breast health

education program

Appendix F. Breast Self-Exam Card

Appendix G. Questionnaire to assess breast cancer related knowledge change-

Appendix H. Consent form template

Appendix K. Budget

Appendix L. Manual for trainers-

10
12
14
16
18
18
19
20
22
23
24
26
27
27
28
31
32
32

35
36
40

50
51

52
67
69
72
76
78



EXECUTIVE SUMMARY

Breast cancer is the most commonly diagnosed cancer among women al over the world.
It is the leading cause of death from cancers among Armenian women. Growth in the rate of
incidence of breast cancer in the country is observed among younger women The rate of degth
increased from 9.4 (per 100,000) in 1994 to 11.8 in 1998. It is believed that the mortdity rate
actudly is higher because the overal population figures are lower that those officidly reported.
This increese is primaily due to a lack of access to hedth care services, fewer screening
opportunities, and ddays in seeking treatment. The screening rate is extremely low despite
exigding services.

To increee sreening  utilizetion, it is necessary to identify factors associated with
women's decisons to have mammogran/breast sdf-examinaion (BSE)/clinical  breest
examination (CBE). This is a grant proposa designed to conduct a community-based, crossover
dinicd trid among 400 women from ages 35 to 65 years to determine breast cancer related
knowledge levels, perceived mammography/BSE/CBE benefits and bariers, and the stage of
adoption of screening practices as well as to conduct and evaluate breast cancer education classes
among these women.

Goals of the education program: Increase of breast cancer related knowledge, woman-to-woman
promotion of screening, and actua participation in screening.

Objectives: This sudy will assess whether a breast cancer education program results in
favorable, replicable, and sustained outcomes. Principal outcome of the dudy is the use of
screening methods, and secondary outcomes ae the stage of mammography adoption and talking

with friends/relatives about breast cancer and breast cancer screening methods.



I ntervention: Six education classes will meet three times a week for two-hours during a 2week
period. After education classes, consultations are available for two-month period.

Study population: Women between ages 35 to 65 years.

The duration of the program is 3 years.

Methods: After basdine interviews, Group | will receive the education program, and Group Il
will act as the comparison group. Year 2 will be the crossover year in which Group Il women
will receive the program. Year 2 survey data from the Group | will be compared to year 3 data
from group |1 to determine whether Group | findings could be replicated in year 3.

Statistical analysis Chi sguare and t-test with 95% CI will be used to examine basdine
characteristics and outcomes of the cohort of women interviewed a dl three data collection
periods. To model pogtive, negative or no change, ordind logigtic regresson andysis will be
used. To determine whether the subjects responses to the hedth belief modd scae items are

asociated with staging, amultiple logigtic regresson andysis will be performed.



SPECIFIC AIMSAND OBJECTIVESOF THE STUDY
This paper proposes to develop, conduct and evauate breast cancer education classes among
Yerevan women from ages 35 to 65 years. The gods of the education classes are to increase
breest cancer related knowledge, woman-to-woman promotion of screening, and actud
paticipation in screening. The program is desgned to impat some basic breast cancer
knowledge, which is deemed necessary for being screened themsdves and for promoting
screening among their friendsrelatives. Breast hedth education course curricdum is provided in
Appendix A.
The research questions addressed by this proposa are:
What is the levdl of knowledge, perceved mammography benefits and barriers, and stage
of adoption of screening practices among women from ages 35 to 65 years before
intervention?
What is the levdl of knowledge, perceved mammography benefits and barriers, and stage
of adoption of screening practices among women from ages 35 to 65 years after
intervention?
Will the changes in knowledge, percaved mammography benefits and barriers, and
adoption of screening practice among women from ages 35 to 65 years be sustained
during study period?
Will Group | findings be replicated in year 3?
The evauation objectives of the program are the following:
Objective I: At the end of 2-week breast hedlth education classes of the basdine year, the mean
difference of pre-post knowledge scores in the intervention group will be a leest 20% higher

compared to the non-intervention group.



Indicator of Objective |: The difference of post- and pre-tet mean scores for knowledge,
divided by the expected total for right answers and multiplied by 100%.

Objective I1: After attending 2week breast hedth educational classes, the proportion of women
reporting change in breast hedth behavior in the intervention group will be on 20% higher
compared with the proportion of women reporting change in breast hedth behavior in the non-
intervention group at the baseline year.

Objective I11: After conducting 2-week breast hedth educational classes the mean agreement
score for hedth belief modd (HBM) variables in intervention group will be a least 20% higher
compared to the non-intervention group.

Indicator of Objective I11: The difference of post- and pre-test mean agreement scores for HBM
variables, divided by the expected tota for desired answers and multiplied by 100%.

Objective 1V: After completion 2-week breast hedth educationa classes between the year 2 and
year 3 post intervention changesin Group 11 will be amilar to Group .

Objective V: The sudained intervention effect will be demondrated in Group | with no decrease

in knowledge scoresin year 3.



BACKGROUND INFORMATION

Breast cancer (BC) is the most common cancer among women dl over the world [1].
The disease has been increasng a an daming rate and is conddered to be of epidemic
proportions in the United States, with current estimates indicating that 1 in 8 women will develop
breast cancer during their lifetimes, according to American Cancer Society [2]. According to the
World Hedth Organization, more than 1.2 million people will be diagnosed with breast cancer
and 500,000 desths from breast cancer will occur during 2001 throughout [2].

At present the cause of BC is not well understood and there are no immediate prospects
for primary prevention. Advances in treatment have achieved only smdl increases in the survivd
of women with symptomatic dissase. The survival rate is directly reaed to the diseasse stage at
the time of diagnoss women with ealy dage of disease a diagnoss have better surviva
progpects than those with more advanced BC [3]. This suggests that early detection, which
includes mammography, breest sdf-examinaion (BSE) and dinicd breest examination (CBE),
provide the best way to reduce BC mortality.

Eight randomized contralled trids, including nealy hdf a million women from 4
countries (USA, Canada, Sweden, UK) [4-11] compared the breast cancer mortdity of women,
who were offered screening, to those who received standard care. The trids differed in the study
population, study design, population recruitment procedures, and andyds of the outcomes.
Unique features of the Canadian trid design were the prospective study of women aged 40 to 49
years, and the induson of clinicd breest examination prior to randomization. Differences in
design and andyss methodology created problems in comparing data from these trids. Based on
these trids, there is generd agreement that screening mammography for women aged 50 to 69

years is beneficid, a the populaion leve. Mammography detects 40-70 percent of cancers



before they are evident on physicad examinaion and reduces mortdity from BC by 25-30 percent
[1, 12]. The controversy aises regarding the recommendations for younger women. Women in
their 40s have a rdatively lower cancer incidence, but ther clinically diagnosed cancers tend to
be more aggressve. Premenopausd breast tissue is more likdy to be dense, making
interpretation of mammograms more difficult. Combining data from age 40 to 49 years
subgroups of the other trids with data from the Canadian trid there may be a benefit in favor of
screened women [13]. Although mammography is the primary screening moddity, breest sdf-
examination and clinicd breest examinaion ae recommended as a supplementd method of
detecting breast cancer.

Monthly BSE is promoted as a low-cost, smple, norrinvasve and non-hazardous means
of detecting breast cancer a an early stage, which offers the best chance for trestment and cure.
The identification of an amnormality by BSE can direct professonds to the relevant area of the
breest, thus increesng the sendtivity of mammography and dinicd breast examination. The
impact of BSE on mortdity or surviva, rather than tumor sze and sage a diagnoss, has not
been assessed across studies [14-16]. Two randomized trids of BSE as a screening intervention
to decrease mortality have been undertaken in Russaand in China

A World Hedth Organization 15-year trid, initiated in Russa in 1985, compares the
mortaity experience of women exposed to BSE education intervention with women in control
groups [14]. A randomized controlled trid of BSE was sat up in Leningrad and Moscow with
one experimental group and one control group in each city. Women between ages 40 and 64
years were enrolled in the study. As there were no differences in stage of diagnosis between the
experimenta and control groups, the authors commented that they did not expect any differences

in mortality rates between the two groups. Five- and nine-year surviva rates for breast cancer



patients in the two groups have been compared and dthough an absolute difference of 10 percent
was found (65% survivd among BSE group compared to 55% survivd among controls) this
difference was not dgnificant. While the abstract does not indicate whether the proportion of
tumors detected at an early dage differed between the two groups, it does indicate that the
number of breast tumors detected at an early stage was greater in both the control and the BSE
groups than in other pats of the former USSR. This finding suggests the posshility that the
control group may have engaged in some form of early detection and indicaes, that the data
needed to be examined more closdy. Results will be difficult to interpret, as it is dso known
that compliance in the study group was low. This dudy, therefore, has not provided an adequate
evauation of the efficacy of BSE.

The Shangha sudy is the second randomized controlled trid examining the effectiveness
of BSE in reducing breast cancer mortdity [15]. Unlike the Russan study, women in this study
were not just taught BSE, but dso had this behavior reinforced through supervised practice
sessons and refresher courses. After a five-year follow-up period, the study found no difference
in the breast cancer mortaity rates between the BSE ingruction group and the control group.
However, the authors suggested that this may not be unexpected, as some sudies investigating
the effectiveness of mammography in reducing breast cancer mortdity did not find a dgnificant
difference in the cumulaive breast cancer mortdity rates between screened and unscreened
groups until after the fifth year of the studly.

Inferences about the benefits of BSE could be based on the results of observationd
sudies. Foster and Costanza observed a 5-year survivd rate of 75 percent for sdf-examiners
compared to 57 percent for non-examiners. Five year surviva rates from breast cancer were 78

percent for women, who examined themsdves once a month; 84 percent for women, who



examined themsdves every other monthy and 61 percent - for nonexaminers [17]. Most
invesigators  found that compared with nonexamines, sdf-examings had smdler primary
tumors and fewer involved axillary lymph nodes [18, 19]. The interest on BSE continues and
may be judtified by severa factors most cancers are discovered by women themsdlves, and BSE
may enhance detection of "interval" cancer, which occur between screening examinations and
may be the only screen available for women who do not have access to experts for economic and
geographic reasons [20].

Clinical breast examinatiion (CBE) is the third recommended screening method and may
reveal breast cancers that are not detected by the patient or by other screening methods [21].
Data about the effectiveness of CBE done or in combination with mammogrephy are
inconclusve. No randomized trids of CBE as a single screening modality have been done. The
Hedth Insurance Plan of Greater New York trid compared annual mammography plus annua
CBE with no screening in women from ages 40 to 64 years [22]. At 18 years of follow-up, there
was a 20 percent reduction in breast cancer mortdity in the screened group. Although the
incrementa  benefit of CBE cannot be directly determined from this trid, modeing studies have
suggested that two-thirds of the effectiveness may have been due to CBE [23]. The Canadian
National Breast Screening Study compared CBE plus mammography to CBE done in women
aged 50 to 59 years. The frequency of cancer diagnoss, stage, interva cancers, and breast cancer
mortdity were smilar in the 2 groups, and compared favorably with other trids of
mammogrgphy aone. The explanation for this finding is the careful training and supervison of

the hedlth professionds performing CBE [24].
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Treatment of breast cancer and survival rate. A specific attempt to communicate the
benefits and limitations of early diagnoss involved the characterization of breest cancer as a
heterogeneous disease. It was proposed 3 grades of BC: those of low mdignancy, which were
usudly cured; those of high mdignancy, which were usudly lethd; and an intermediate group.
As Kreyberg wrote in 1953, the speed of diagnosis was of little importance for both grade |
tumors, which were "very dowly growing and late metadtasizing”, and grade Il tumors, which
were "very quickly growing and very early metastasizing”. He argued, "The grade Il tumors are
an intermediate postion, and there are the tumors where the question of earliness in diagnoss is
of paramount importance’ [25].

Identifying the cancer dage is one of the most important factors in sdecting of
appropriate treatment options. Severd tests may be peformed to help stage breast cancer
including dinica breest exams biopsy, and certan imaging tests such as a chest x-ray,
mammogram, bone scan, CT scan, and MRI scan. The American Joint Committee on Cancer
stages the breast cancer using the TNM classfication sysem: T (tumor sze), N (papable nodes),
andlor M (metastasis) [26] [see Appendix B]. Based on the determined stage of breast cancer the
hedlth care professionds are able to predict apatient’ s survival rate.

Table 1 shows a 5-year surviva rate from breast cancer at different stages of the disease
[26]. Almog 100% of women will survive Syears if the disease is discovered at an early stages

and successtully trested.
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Table 1. Staging of breast cancer and survival rate

Stage Tumor Size Tumor | Node (N) | Metastasis(M) | 5 -year Relative
(M Survival Rate (% )
Stage 0 * Tis NO MO 100
Stage 1 Lesthan2em | ¢y NO MO 98
Stage I 1A Between 2-5 cm TO NO MO 88
T2 NO MO
Stage 1B T2 N1 MO 76
T3 N1 MO
StagelllA Morethan 5 cm T0 N2 MO 56
T1 N2 MO
T2 N2 MO
T3 N1, N2 MO
Stage|l1B T4 Any N MO 49
Any T N3 MO
Stage IV Not applicable Any T Any N M1 16

Source: American Joint Commission on Cancer and I nternational Union Against Cancer (year 2001);
* Source: American Cancer Society (year 2001)

Breast cancer surviva continues to decline after five years. At least 71 percent of al

women survive 10 years after diagnosis, but 48 percent or amost haf, die from breast cancer

within 20 years of diagnosis[2].

While breast cancer is less common in women in ther twenties, they tend to have more

aggressive breast cancers than older women, which may explain why surviva rates are lower

among younger women (Tab. 2).

Table2: Five-year survival rate by age.

Y ounger than 45 81%
Ages 45-64 85%
Ages 65 and older 86%

Source: American Cancer Society




Stuation in Armenia. Breast cancer is the most prevdent maignant tumor and it is the leading
cause of death from cancers among Armenian women. Each year in Armenia, about 700 new
cases of breast cancer are identified and over 120 women die from the disease [27]. Cases were
included as desths from breast cancer if this was stated on the death certificate as the underlying
cause of death. Growth in the rate of incidence of breast cancer in the country is observed among
younger women Statidics indicate [27], that the incidence of breast cancer rises dramaticaly a
ages 35-39 years and continues to increase until a age 50-55 years, then decreases, but il
remains high until ages 70-74 years [Fig. 1].

Figure 1. Incidence of breast cancer in Armenia

Age, as indicated in Figure 1, is the most

Armenia Breast Cancer Incidence, 2000

120 important risk factor for breast cancer. Over

Rete per - i AN 70% of breast cancer occurs in women over

100,000
Females 60

80
50 years old; over 60% occurs in women

“ over 60. According to officid data, the rate

204

0+

of death increased from 9.4 (per 100,000) in

25-29 30-34 35-39 40-44 45-49 50-54 55-59 60-64 65-69 70+

Agegroup 1994 to 11.8 in 1998 [27]. It is believed that

Source: Oncology Dispencer

mortdity rate actudly is higher because the

overd|l population figures are lower, than those officidly reported. The increase of death from
the discase is primaily due to lack of access to hedth care sarvices, fewer screening
opportunities, socioeconomic resources, and delays in seeking trestmen.

In Canada and the US, breast cancer death has declined since 1980 [28]. The decrease in
breast cancer desth rates is partly due to the fact that more women are having mammograms.

Heightened emphass on monthly breast sdf-examinaion has facilitated the shift toward early
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detection of breast cancer a an earlier, more curable stage. In Armenia more than 40 percent of
al breast cancers go undetected without a mammogram [29].

Based on the results of a cross-sectiond study conducted in Yerevan [30], which was
amed to obtain the genera picture of BSE attitude, knowledge and practice patterns of women
from ages 25 to 50 years and over 50 years of age, the proportion of women who practice BSE
was found to be 20% and for those who have mammogran — 6%. The screening rate is
extremely low despite of existing services.

The largest program carried out a Armenian American Mammography Center, which has
been functioning in Yerevan snce 1997. The Canter provides reiable high-standard
mammography and sonography, distributes short education materials on breast cancer and
screening methods, but does not cover al the drata of the population. The cost of thelr services
israther high for the average woman

A 1999 study [30] results show that there is a substantid lack of BC -rdated information
among Yerevan women, which influences their late gpoped or no apped to hedth care facilities.
In 1998-1999, only 11-12 percent of diagnosed Armenian patients were identified during the
initid stage of cancer [31]. Because many breast cancers are detected in the late stages, only 50%
of operated patients survive 5 years [27].

The Yerevan study [30] defined BSE peformance or mammography utilization datus
dichotomoudy, by whether a woman has or has not ever had a mammogran/BSE. This concept
is useful, but faled to address the issue of which factors influence consderation of
mammography/BSE/CBE and repeet intervd compliance. There is evidence that preventive
hedth behavior such as mammography/BSE may be more appropriately conceptudized as

processes of adoption. Stage models, which have been used for a variety of hedth behaviors [32,
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33] employ this process by condgdering not only whether individuds have peformed a
preventive hedth action, but aso the degree to which they consdered the action and whether
they have repeasted it when appropriate. This approach dlows identifying the variables
predicting adoption stages. People at different points in the hedth behavior decison process may
behave in different ways, with different factors influencing ther behavior, and needing different
kinds of information to move them closer to taking preventive hedth action [34]. King and
colleagues [35] found that women who believed that early-detected breast cancers could be cured
were more likey to have mammograms. In addition, Champion [36] found, that perceived
benefits such as reief from worry and feding good about onesdf were related to incressed
utilization and sgnificant differences in benefit and barrier perceptions by mammography Stage.
Rimer [37] reviewed barriers linked to decreased use: these included £ar of radiation, pain, cost
and lack of knowledge.

No detaled research, amed to identify perceived mammography/BSE/CBE benefits and
barriers, and stage of adoption of screening practices has been conducted in Armenia, despite of
public hedth importance of this issue. The proposed research study will fill some of the gaps and
may increase breast cancer screening practices among Armenian women via a community and
individudly-oriented program.

THEORETICAL FRAMEWORK

Hedth Bdief Modd (HBM) and Transtheoreticd Model are used in the study as the
theoreticd framework. The HBM was first introduced in 1950s by Hochbaum, Leventhd,
Kegeles, and Rosenstock [38]. The origind four conceptsin the modd were:

Perceived persona vulnerability to or subjective risk of hedth condition (susceptibility);

Perceived persond harm of the condition (seriousness);
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Percelved positive dtributes of an action (benefits);
Perceived negative aspects related to an action (barriers).

In severd sudies, susceptibility, perceived benefits sdf-efficacy and barriers have been
found to be ggnificantly rdated to BSE [39, 40, 41]. Generd hedth motivation was later an
addition to the origind HBM and aso has been found to be postively rdaied to BSE [42]. The
most recent concept added to Hedlth Belief Modd is that of confidence [43], which is defined as
“the belief that one can successfully execute a behavior that will then lead to a desrable
outcome”. Thus, a woman who feds persondly susceptible to BC and believes the condition is
seious may be more likdy to use screening methods. A woman, who recognizes screening
benefits and experiences few barriers to performing BSE may increase practice. And findly, a
woman's generd hedth motivation and perceved persona control over breast cancer
theoreticaly should increase her practice of BSE and other screening methods.

A resent dudy [34] shows that perceived barriers and benefits vary by mammography stage.
The sudy's [34] mammography stage modd was adopted from Prochaska and DiClemente's
Trangheoreticd Mode of smoking cessaion [44]. The items determining the dage of
mammography adoption have been included in the questionnaire of ths proposed study. The
Trangtheoreticd Modd defines behavior change as a series of sequentid stages. The degree of
readiness to teke behavioral action (Fig. 2) is opeaiondized by cdassfying women as
precontemplators, contemplators, relgpse precontemplators, relgpse contemplators, action/
maintenancers. Precontemplators are women who have never have a mammogran/BSE and are
not thinking about the procedures. Contemplators have not have a mammogran/BSE but are
congder action within the next sx months. Relgpse precontemplators had received a previous

mammogram and performed BSE but were not thinking about getting the procedures in the
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future. Reapse contemplators had receved a previous mammogram/performed BSE and
thinking about getting these procedures in the next sx months. Action/ Maintenancers will
receive one or more mammograms/perform monthly breast self -exam within two years.

Figure 2. Transtheoretical Model

Precontemplation

Consciousness Raising

Abhsence of
reinforcement for

change, Information Seeking
Reinforcement for pre-
change behavior

Contemplation

Maintenance Preparation
i Mofivation,
Social Support, \ ’ )
Intermalization of Action Seli-Efficacy
Change

Transtheoretical Model (Stages of Change Model)

{DiIClimente at al., 1991; Prochaska & DiClimente, 1983)

PILOT STUDY

A gndl dudy was conducted to pilot the questionnare and obtan prdiminary
information on women's knowledge redlaed to BC screening methods, mammography/BSE
benefits and barriers perception, and stage of adoption of screening practices. To vdidae the
HBM scdes and to pretest the questionnaire as a whole, the questionnaire was first administered
to a group of 10 women, who were asked for feedback on the relevance and darity of the
gquestions. A revised quedionnaire was used in the pilot sudy. Improvements of the
quesionnaire condsted manly of sgmplifying the language, shortening sentences to fadilitaie
better comprenenson among women with little forma education, and adding severad options for

afew of the questions.
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Forty-one women from ages 35 to 65 years (mean age was 47.9) were sdlected from the
second Nork Massv didrict. The firdt subject was conveniently sdected from a neighborhood.
Afterwards, the rest of the subjects were sdected by visting each third household in the area.  If
a person was not at home, the nearest house or apartment was selected. Of the 41 women, 2.4%
had 8-year education, 31.7% 10-year education, 24.4% professond technicad education and
415 percent university/inditute education. About 76% of women were married, 6.7% sngle,
6.7 % divorced and 10% widowed. About 39 % of respondents reported their family income to
be less than $100.

Based on the data of the pilot study the prevaence of mammography, CBE, BSE was
4.9% (95% Cl = -1.6%; 11.5%); 4.9% (95% Cl = -1.6%; 11.5%); and 34% (95% Cl = 19%:
48.5%) respectively. None of the women performed BSE or underwent mammography on a
regular basis. Thirty percent of them had never heard about BSE, 66 percent about CBE, and 27
percent - about mammography. The mean knowledge score (SD) was 5.76 (2.08) (95% Cl=
5.12; 6.4), indicating a BC-related knowledge deficit. The percentage of correct answers to each
of 12 knowledge itemsis presented in Appendix C.

Susceptibility and confidence were extremdy low. On a 5-point Likert-type scale (5
indicating that the respondent was “very sure’ of her response), the mean agreement scores were
1.6 and 1.3 respectively (i.e, a summed score of 8.15 for 5 items and 14.3 for 11 items) (Table
3). Although these daa could not be generdizable to the whole population, it provided

judtification to conduct a large-scale study.
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Table 3: M ean summed scoresfor HBM variables

Variables #of items | Mean | SD 95% CI
Susceptibility 5 9.7 38 8.5;10.9
Seriousness 7 25.2 6.49 23.2,27.2
Benefits (BSE) 6 12.2 4.85 10.7; 13.7
Barriers (BSE) 6 15.4 4.15 14.1; 16.7
Confidence 11 14.3 3.77 13.1; 155
Hedth motivetion 7 22.8 3.46 21.7, 239
Benefits (Mammography) 6 13.8 4.00 12.6; 15
Barriers (Mammography) 5 9.7 3.63 8.6; 10.8

The results of the pilot study were used in caculation of gppropriate sample Sze of the

proposed study and to develop the first version of the curriculum for the education classes.

METHODOLOGY

Intervention. The research subjects will receve a two-week education course designed to
increase their knowledge about breast cancer and to learn about screening methods to detect
breast cancer during treatable phases.

The program is designed to impart basic breast cancer knowledge to participants, and to provide
forum for the discusson of breest cancer and screening as wel as communication tools for
participants to use with their friends. The program was developed, using approaches from the
severd dudies [46, 47]. Women will be invited to the gx-core education classes based on the
theoretica framework. The overdl message of the program is that bresst cancer screening and

early treatment lead to increased hope for favorable outcomes and increased survival. Classes
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will combine didactic and experientid educationd drategies (i.e, combinations of short lectures
followed by discusson or other interactive ativities) that have been used to provide women with
a base of hedth information and raionde for attitudind and behaviord change. Each class will
begin with a review of the previous dasyes).Teaching materias will be both visud and tactile
and could be used by persons with limited education. The first verson of the education classes
curriculum is presented in Appendix A. The find verson will condder the findings from the
basdine interviews.

Study design. To evduate the educationd program’s outcomes during a 3-year period, it is
proposed to conduct a community-based crossover trid. After basdine interviews, tha will be
conducted among the women in both groups, Group | will receive the education program, Group
Il women will act as comparison group. Year 2 will be the crossover year in which only Group
[l women will receive the program. Year 2 survey data from the Group | will be compared to
year 3 data from Group Il. Both data will be collected a the same number of months after
implementation of the breast health education program (Table 4).

Table 4. Study sequence

Study period | Interviews Education program implemented
(years)

Year 1 Group | and Group 1 Group | only

Year 2 Group | and Group 11 Group 11 only

Year 3 Group | and Group 1 No program implementation

A crossover design is chose, because this study design dlows assessing the changes due

to the interventiory determines whether Group | findings could be replicated in year 2 (at this



gage Group I findings will be compared to Group | findings); and exploring whether effects
observed in Group | could be sustained beyond the implementation period (at this stage the long
teem effect of breast hedth educaion will be evaduated). Besdes this study design dlows
keeping high power of the study even when losses to follow-up will be rdatively high.

Sample size. The ingredients for the sample Sze caculaion are the following:

Null hypothesis. At the end of 2-week breast hedlth education classes of basdine year the

mean difference of pre-post knowledge score in the intervention group will be the same
asin the non-intervention group.

Alternative hypothesis: At the end of 2-week breast hedth education classes of basdine
year the mean difference of pre-post knowledge score in the intervention group will be
higher or lower compared with the non-intervention group.

Effect size: 1.2 (20% x 5.76)

a (two- tailed)= 0.05; b=1-0.8=0.2

To determine sample size for two independent samples, whose mean values are to be

compared the following formula will be used:

N = (Za +Zb) 2x2x (SD)?/ AA? ; N= (1.64+0.84) > x 2 x (2.08)%/ (1.2)* = 36.9

Null _hypothesis: After conducting 2-week breast health educational classes the mean

agreement score for HBM variables in intervention group will be the same as in the non
intervention group.
Alternative hypothesis: After conducting 2-week breast hedth educationd classes the
mean agreement score for HBM variadbles in intervention group will be higher or lower
compared with the nor+intervention group.

Effect size:



1. Suscentibility: 1.94 (20% x 9.7)

2. Seriousness: 5.04 (20% x 25.2)

3. Benefits(BSE): 2.44 (20% x 12.2)

4. Barriers(BSE): 3.08 (20% x 15.4)

5. Confidence: 2.86 (20% x 14.3)

6. Hedth motivation: 4.56 (20% x 22.8)

7. Benefits (Mammography): 2.76 (20% x 13.8)
8. Barriers (Mammography): 1.94 (20% x 9.7)
a (two- tailed)= 0.05; b=1-0.8=0.2

To determine sample size for two independent samples, whose mean values are to be
compared the following formula will be used:

N = (Za + Zb) 2x2 x (SD) 2 | A\?

Table 5. Sample size for each HBM variable

HBM variables M ean Effect sze | SD Samplesize
Susceptibility 9.7 1.94 38 472
Seriousness 25.2 5.04 6.5 204
Benefits (BSE) 12.2 2.44 4.8 47.6
Bariers (BSE) 15.4 3.08 42 229
Confidence 14.3 2.86 3.8 21.7

Hedlth motivetion 22.8 4.56 35 1.2

Benefits 13.8 2.76 4.0 258
(Mammography)

Barriers (Mammography) | 9.7 1.94 3.6 424




The larges sample dze is 47.6. It is planed to andyse the data using logigtic regresson
technique. The mode (see data andyss section) includes the following independent varidbles:
screening method- related benefits and barriers, perceived risk and knowledge of breast cancer.
Thus, sample sze for eech sample, which will dlow performing the desred anayss, is 143
(47.6 x 4). Due to losses to follow-up, refuses to participate, the sample size is rounded up to 200
for each Group.

Sampling procedures. Because of the high concentration of the population in Yerevan,
the dty is the primary target for the breast hedth education program. A multigage sampling
procedure is used in the study. Assuming that socio-economic datus of the populaion living in
the central area and the outlying area are different. The fird dage of sampling is the divison of
Y erevan on two areas. centra area and outlying area.

Second stage: From the list of policlinics of Yerevan (see Appendix D) policlinics# 4, 7; Second
Med. Unit and 17 from the centrd area and policlinics# 14, 13, 19 and 20 from the outlying area
were randomly chosen for the study.

Assumption 1. Polydinicsin central area are homogeneous.

Assumption 2. Polydinicsin outlying area are homogeneous.

Third dage: Two hundred women will be randomly chosen for Group | and 200 women for
Group Il. In order to control for possble dissemination of the information between these two

groups, randomly two polydinics (PC) in eech areawill be selected for each group.
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YEREVAN
Central area Outlying area
PC# 4, PC# 17 PC# 14; PC# 19
PC# 7; Second Med. Unit PC# 13; PC# 20
Group 1. (100) Group II. (100) Group I. (100) Group I1. (100)

Study population. As was noted earlier, the incidence of breast cancer rises dramaticaly a ages
35-39 years. Thus, women between ages 35 to 65 years will be selected as the study population.
Sampling frame List of the women who are registered in policlinics #4, 7, 14, 17, 13, 19, 20,
Second Med. Unit.
Sampling element: Women at age 35 to 65 two are registered in liclinics# 4, 7, 14, 17, 13, 19,
20, Second Med. Unit.
Inclusion criteria:

Women on the polyclinic registries between 35 to 65 years of age;

Women who are willing to participate in the study;

Women, who have Y erevan residence.
Exclusion criteria: Pregnant women, women with benign breast disease, and women with
different forms of cancer.
Group I: From the lis of women on the policlinics (# 4, 7, 14, Second Med. Unit) regidries
using smple random sample the sample dements will be selected.
Group II: From the lig of women on the paliclinics (# 13, 17, 19, 20) regidries usng smple

random sample the sample dements will be sdected.
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INTERVIEW AND MEASURES

An interviewer-administered survey will be conducted, taking into consderation the
fdlowing factors. Firde, the topic under investigation is not very sendtive as discovered during
the pretest. Second, the method will alow a high level of response rate. Third, the persond
interviews will give opportunity to have quedtionnaires of longer length and to control the
sequence of response to questions. Fourth, interviewers will more accuratdy follow the specid
indructions included in the questionnaires. Findly, the «dont knows» option will not be read by
interviewers and will be circled only when the respondent does not provide an answer.

Femde interviewers will conduct the interviews. Before conducting the interviews, the
women will receive six hours of group training.

The interviews will measure mammography/BSE/CBE use as the primary outcome and
stage of screening methods adoption and talking with friends as secondary outcomes.

The survey instrument is designed to make its use easy and convenient. All questions are
numbered to provide clear reference to every item in the questionnaire. To reduce interviewer
bias, generd quedtions are dated first and continued with more specific. When a new topic is
introduced, trandtional phrases are used to make respondent understand and think about the
topic. The median interview length is 25 minutes The English verson of the questionnare is
provided as Appendix E.

The questionnaire comprises 103 questions, out of which 12 quedions reaed to
respondent's persond data (name, address, age, education, medical background, employment
datus, marital status, physicd hedth, source of regular medica care, number of medicd vigts in
previous year, monthly income, etc). Tweve knowledge items, 5 susceptibility, 7 seriousness,

11 benefits and barriers for mammography, 12 benefits and barriers for breast sdf- exam, 6
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confidence and 7 hedth moativation gatements are included in the questionnaire. Statements are
anchored on a five-point summated Likert scde with markers ranging from "strongly agreg' to
"grongly disagree’ and don't know (DK) option is added. Within the questionnaire, the
following types of scades are goplied as wel: verba frequency, ordina, numericd and checkligs.
Fifteen items will determine the stage of screening methods adoption. Participants will be asked
a sies of quedions to measure their stage of mammography/BSE/CBE adoption, including if
they had ever heard of a mammogranVBSE/CBE, if they had thought &bout having a
mammogranyBSE/CBE  within the next sx months, and the number of mammograms they had
received in the previous years. The responses to these items will determine the assgnments of
study subjects to 1 of 3 stages (recontemplation, contemplation and action/maintenance) a each
data collection point. The rest of the questions assess BSE proficiency and taking with friends
about breast cancer screening methods.

Women will be asked to record their monthly BSE frequency and proficiency steps on
their persona BSE Cards during the three years period (Appendix . To minimize sdf-reported
bias, a the ninth month of each three years skilled nurses will observe and score participants as
they will demonstrate BSE on amodd.

Breast cancer knowledge and attitudina scae were adopted from validated measures
developed by Champion [45]. Table 1 gives the information on internd consstency and tedt-

retest reliability. Cronbach's dphasfor internal consstency ranged from 0.75-0.88.
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Table 6. Internal consistency and test retest reliability of the HBM scales.

Alpha | Test/Retest M SD # of items

Susceptibility 93 .70 2.54 81 5
Seriousness .80 45 3.25 .68 7
Benefits (BSE) .80 45 3.88 52 6
Barriers (BSE) .88 .65 2.02 .60 6
Confidence .88 .65 3.31 57 11
Health motivation .83 .67 3.78 .59 7
Benefits .79 45 23.86 3.17 6
(Mammography)

Barriers 75 .65 11.02 3.26 5
(Mammography)

Ancther quedtionnaire that comprises 19 knowledge questions will be used to evduate

women's knowledge change at the end of education classes (see Appendix G).

SCORING
The knowledge items will be scored dichotomoudy as correct or incorrect, and the
number of correct responses will be summed. For each individua, the idedl total score for
knowledge, from summing up al possble scores to knowledge questions is 12. Hedth Belief
Modd scaes, measuring beliefs related to breast cancer is measured on a 5 point Likert scale
with the following coding: strongly disagree (1); disagree (2); neutrd (3); agree (4); and strongly

agree (5). Scaes will be summeated for the andysis.
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Women will check off the BSE proficiency steps that they will complete each month.
Thee geps will include examining both breasts, looking at their breasts in the mirror holding
hands at their Sdes and with hands over their head, and usng the pads of the fingers for circular
papation of the breasts. Participants will receive one point for each item performed each month.
The BSE proficiency scade conggts of gx items. Thus, the highest possible score will be 72 (i.e,

12 X 6).

STUDY LIMITATIONS

Sdf-reported frequency and proficiency of BSE could be inflated by asdf-report bias. To
minimize recal bias the study requires participants to complete monthly BSE cards. In
addition a the ninth month of each year during 3-year period four skilled nurses will
observe and score participants, as they will demondrate BSE on their own breast.
However, even if a sdf-report bias will be presented, it should be randomly spread
throughout dl groups.

It is possible that some factor not associated with the breast cancer education program

will contribute to the postintervention differences.

ETHICAL ISSUES
The important characterigtic of ethicad research is the scientific worth of the study and the
appropriateness of the sdected methods. The purposes of this study are to increase BC-related
knowledge among women and improve ther breast hedth behavior and will be achieved through
educetion intervention. The program is anticipated to have two groups. Recruitment procedure

will be caried out usng multistage sampling. The probability of sdection a each sage will be
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goecified in a way tha ensures equa likeihood overdl. The next characterigic concerns
informed consent. Consent will be provided prior to the interview, o, that participants will have
the opportunity to ask questions, get answers, and to think about whether they want to be
involved in the research (Appendix H). Providing a unique identifier to each interview will
ensure the confidentidity of participants. Only the study investigators will have access to the
names and identification numbers of participants.

The women will be informed of the ams, methods intervention, anticipated benefits of
the study and aso that they are free to withdraw their consent to participate a any time. The
program does not contain any sendtive topics and will not touch on private issues. Any problems
discovered during the programs will be referred for follow up.

The sudy received gpprova from the Depatmentd Inditutiond Review Board (IRB)

committee within the College of Hedlth Sciences.

DATA ANALYSS
All reported tests should be 2sded and the Satistical analyss of the data will be carried out
using the STATA computer program.
Data anaysswill proceeded in two steps.
1 Chi square and t-test (for categoricd and numerica variables, respectively) with
95% ClI will be used for examining basdine characterisics and outcomes of the
cohort of women interviewed at dl three data collection periods.
2. To determine whether subjects responses to the HBM scde items are associate
with daging, a multiple logidic regresson andyss will be peformed, usng a

backward sdection procedure. All varidbles will be initidly screened using
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univariate logigtic regresson. Those variables that will yidd a p-vdue less than 0.3
will be induded in the multivaridble modd. Varidbles will be individudly removed
beginning with the leest Sgnificat variable having p-vadue grester than 0.05. This
process will continued until dl varigbles in the modd will be sgnificant a the 0.05
levdls. The following independent varigbles such as screening method- related
benefits and barriers, perceived risk and knowledge of breast cancer will be
included in the modd. Covariates namdy age =50 versus >50, education: =
professona technical education versus > professond technicd education, and
income = $100 versus > $100 will be dso included in the modd. Basdine
comparison groups are. Action/Maintenance;, age >50; education = professond
technicd education (PTE); income = $100. All posshle interactions will be
considered.
Multiple logidtic regresson andyss will use change=Action/Maintenance as the reference
category for change. The STATA output will show two smultaneous logigtic regresson

equations:

log(P(Y =precontemplators)/P(Y =Action/Maintenance) = 3y + R1(HBM_vars)+R3(age)+3s
(income)+134 (edu)+ 35 (knowledge).

log(P(Y= contemplators)/P(Y = Actio/Maintenance) = Ry + Ry(HBM_vars) + Ry(age)+Rs
(income) + 4 (edu)+ I35 (knowledge).

The next step is to test whether 3; are the same when change is, say, precontemplators vs.
contemplators. Ho. the I3 sfor the two are different.

The same thing will be done for 1%, 33, 3 and 35, If thar p-values are >0.05, so the
conclusion is that these §'s are essentialy the same for the two logistic regressons. In order to

cut down the number of coefficients, it's best to add this congtraint to the mode and run it again.



Mammography stage, a 3- leve ordind variable, will be recorded as postive change, no
change, or negative change between adjacent time periods. For example, movement from
precontemplation (not thinking about mammogran/BSE/CBE) to contemplation (thinking about
having a mammogranVBSE/CBE) or action (recently screened) is a pogtive change there is
forward stage movement. Regressng from contemplation to precontemplation is negetive change
with backward movement. To mode podtive, negative, or no change the ordind logigic
regresson analysis will be used.

The datawill be coded asfollowing: +1=postive change, 0=no change, - 1=negative
change, creating new variable-“change’. The cutpoints describe when the regression equation
predicts that awoman will fal into the three categories, for example:

logit(P(Y>_cutl)) = 3 + 3 (had mammogram) + 3>(age)
logit(P(Y>_cut2)) = 3 + 13;(had mammogram) + (3;(age)

Stata defines these two equations with the same [3; and (3. There are two types of interpretations
one can make from this:
Interpret the (3's [3; isthe log odds ratio for amammogram where the outcome is having
a“change’ vaue one leve higher or if awoman had amammogram at basdine, she hase
8, times greater odds of having a higher change in contemplation than awoman who had
not had amammogram at basgline, assuming the two women are the same age, have the
same education and income level.
[} isamilar: % istheincrease in the log odds of fdling into a higher change category
that corresponds to asingle year increase in age, after adjusting for baseline mammogram
satus.
Interpret the predicted valuesthemsalves. First step to find the probability that awoman

will fal into each category of change. Then, based on the Stata output, it will be possible
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to show a) what change category awoman is most likely have b) describe how well the
modd fits the observed data (by comparing the predicted and observed change values for

each woman).

TIME-TABLE

During the fird month of the basdine year and the two follow-up years, dl women in both
groups will attempt to ke interviewed, data will be andysed, and reported. Group | women will
participate in education classes in the third month of the basdine year and Group 11 women — in
third month of the firs follon-up year. At the end of the third month the knowledge chenge
assessment will be done. The oncologist's consultations will be organized for two-month period
after the education classes, so the women will be able to vist the doctor with different breast
hedth problem that may arise after education classes. Each ninth month of the sudy years nurses
will score participants BSE performance. The overal duration of the study isthree years.

Thefollowing Gantt chart shows the schedule of each activity by months.



MONTH 11 12|1||11 | 2[ 3[4|5|6]|7(8 | 9]|4

ACTIVITY

Education materials
development,
trandation, pretesting,
production

Training of trainers
interviewers, data
entries, nurse

Basdine data collection,
data entry, analyss,

report

Education classes,
knowledge evaluation

Consultations

Check- ups I
Knowledge and
behavior change
evaluation (training

course, data collection,
data entry, analyss,

report)

LOGISTIC CONSIDERATION
Budget and resources. Implementation of the breast hedth educetiona program will
require financid expenditures and resources. The program coordinator will be pad a
sday for 23 months (working period). Two assstants will be needed for 5 months. The
program coordinator and the assgtants will supervise and maintain logidica flow of the
program, entry the data, perform dSatisticd anadysis of the data, interpret te findings and
report the results. Five femae interviewers will be hired to conduct the interviews. Each

interviewer will conduct total 240 interviews (at the basdine year —80, at the first follow-




up year-80, at the second follow-up year —80). The cost of a filled questionnaire is $2 US.

Theinterviewer will be paid for training sessons $25@3(times)=$75 US.
A surgeon will be paid a sdary $25 US for each the four education classes. A
radiologist and assstants will be paid $25 US and $15 US correspondingly for an
education class. A nursefor BSE dasswill be paid $15.
Two oncologists will be available during two months for any follow-up.
At the ninth month of each the three years four skilled nurses will observe and
score participants, as they will demonstrate BSE on their own breast.
The questionnaire is 13 pages of length. The total expenditures for printing and
copying the quedionnares and the one page consent form ae
$0.04@14(pp) @400(copies) @3(years)=$672. For assessng only the knowledge
change dfter education program 3 pages questionnare will be didributed:
$0.04@3(pp) @400(copies)=$48. It is assumed that 30 pages of educationd
materias (handouts) and 13 pages of BSE Cards during two week period will be
distributed among 400 women: $0.04@30(pp) @400+$0.04@13(pp) @ 400=3$688.
Two education films for two-week period will be purchased. The maximum
possble price is taken to avoid underestimation of the budget. Videocassette
Recorder (VCR) with TV will be rented for $20 per day:
$20@2(VCR)@2(days)=%$80 and $20@1(projector) @2 (days)=$40.

Women will be supplied with notebook and pen for note taking and wooden bead

necklaces: $1.25@400=%$500, $0.30@400=%$120 and $3@400=%$1200.

Drivers (3), acar and 2 buses will be rent for the program.



Accountant will receive $50 per month for bookkeeping, accounts preparation,
financia statement preparation and andysis.
Miscellaneous expenses and contingencies are mentioned in the budget.

The overdl estimated budget is $45,090 US (Appendix K).

PROJECT FEASIBILITY

The proposed project is feasible due to severa considerations:

Technical considerations. The study will be conducted by a specid team, including Public

Hedth specidids, trained interviewers, and hedth care professonas who possess necessary
skills and knowledge to conduct and evauate have breast cancer education classes. The office
room and supplies, rooms for education classes as well as the avalability of equipment and
datistica packages for data entry and andysis will support the technicd feashility.

Logistical considerations. To assess whether education program results sustainable outcomes

women have to be surveyed at least three year.

Financial considerations. The proposed project is not excessvely expensve. However, the

accomplishment of the project depends on the donor NGO's financid support. Considering the
importance of the problem, it is anticipated that there are organizations, which will be interested
in the proposed studly.

Administrative considerations. Having a Public Hedth specidit as a project manager will

support and smplify the project conduction. The head of the project should have both good
managerid, adminidrative interpersona skills and working experience.

Palitical considerations. Congdering the importance of the problem hedth policy makers of the

Ministry of Heath should be interested in and contribute to the project implementation
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Appendix A: Breast health education course curriculum.
OVERVIEW

Education program's Goal: To increase breast cancer related knowledge, womartto-woman
promoation of screening and actud participation in screening.

The program is designed to impart some basic breast cancer knowledge to attendants, to
provide forum for the discussion of breast cancer and screening as well as communication tools
for paticipants to use with their friends. Women will be invited to Sx-core education classes
that will base on the theoreticd framework -Hedth Bdief Modd (HBM). The overdl message
of the program is that breast cancer screening and early treatment seeking lead to increased hope
for favorable outcomes and incressed survival. Classes will combine different methods of
teeching (i.e, combinaions of short lectures followed by discusson, or other interactive
activities such as smdl group discussons) that have been used to provide women with a base of
hedth information and retionde for atitudind and behaviord change. Each cdass will begin with
a review of the previous clases). Teaching materids are both visud and tactile and could be
used by persons with limited education.

Woman population: Two hundred women on the polyclinic registries between 35 to 65 years of
age who are willing to participate in the study and who have Y erevan residence.

A total d 6 breast hedth education classes will be conducted. Expected number of groups is 10
(20 women in each group).

Time: The breast hedth education program meets three times a week for two-hours during a 2
week period. The tota amount of time for the classesis 12 hours.

Setting: One large classoom equipped with portable videotape equipment and five smadl
classrooms.

L earning objectivesfor six education classes:
At the end of 2-week breast health education classes woman will be dole:

To recognize, that breast cancer screening is effective for finding early cancer;

To be aware of increased likelihood of favorable outcomes with early detected breast cancer;

To recognize that anumber of factors may act as barriers to breast cancer screening;

To identify questions that can be used to determine women's perceived benefits and barriers
to breast cancer

screening;

To fed increesed confidence that she can encourage bresst cancer screening among
friendgreatives.

To identify the maximum number of nodulesin silicon breast models.
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Class CoordinatorglIngtructors. Surgeononcologists and radiologissassstants and nurses
from Oncologicd Scientific Center will cary out the education classes after atending the
training of trainers course. Manud for trainersis presented as Appendix L.

Class M aterials/Resour ces

Videocassette recorder
Educationa video tapes
Syllabus/L ecture handouts

SidessMammography Sides'Three danddion dides/ Slides of collages

Wooden Bead Necklaces

Posters

BSE Cards/ BSE checkligts.
Markers/Pencils/paper
Silicon breast models for practica sessons (BSE)

Projector

Chakboards

BREAST HEALTH EDUCATION COURSE CURRICULUM

TOPIC TEACHER ACTIVITIES WOMAN TIME | ¢
ACTIVITIES
FIRST CLASS
Introduction Instructor distributes syllabus. Coordinator provides the Women lisgen and Yahour |1
rationa for teaching and describes the course god's, ask questions. C
related teaching activities, and methods for evauation.
Introduction Instructor asks women to introduce themselves. Women introduce lhour |1
themsdves. C
Thedructureof | Instructor distributes handouts. Coordinator lectures on Women ligen and Yohour |1
glandule the sructure of glandule mammary, using different ask questions. C
mammary. visud techniques, such as dides and posters, answers
questions and discuss next class activities.
SECOND CLASS
Review of the| Coordinator reviews the previous class and answers the Women ligen and 1/6 L
previous class. quest ions. ask questions. hour C
Breast diseases | Coordinator lectures on benign breast diseases, Women ligten, ask 2/3 L
highlights the signs of breast cancer, and the risk guestions and hour C
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factors of breast cancer. During the lecture he risesthe
following questions for discussion:
- What roledo diet and nutrition play in reducing
one's breast cancer risk?
How does exercise influence one's breast cancer
rsk?
Are women who have fibrocystic changesin
their breasts at higher risk for breast cancer?
What are the signs of breast cancer?
What are the signs of a breast cancer
recurrence?

participate in the
discusson.

Coffee-break

14
hour

«Whoisat risk
of breast
cancer>

Coordinator shows dides of collages, including men,
women, teens, and children.
Ingructor guides the discusson about the topic in smadl

groups of five women.

Coordinator sends the message that al adult women are
at current breast cancer risk and that teenage and little
girls could be at risk when they became adults.

Coordinator shows dides of collages, including adult
women of variousagesand gpparent lifestyles (e.g., a
woman wearing clerica robes; a"loose-looking"

woman in atight, low-cut dress).

Ingtructor guides the discussion about the topic in smdll
groups of five women.

Coordinator sends the message that al women
depicted are at risk, but older women are a a higher
sk than younger women and women who ae
sexudly chaste are a no lower risk than those who are
perceived to have "loose mords.”

Women discussthe
topic and a member
of each group
presents the answer
with possible
judiification in the
blackboard.

2/3
hour

Coordinator summarizes activities, answer questions,
discusses next class activities and assgn reading
materials.

Women listen and
ask questions.

14

THIRD CLASS




Review of the| Coordinator reviewsthe previous class and answers the Women ligen and 1/6
previous class. quest ions. ask questions. hour
Benefits of Coordinator lectures on mammography/CE/BSE's Women ligten, ask % hour
screening efficacy and benefits. questions and
methods Throughout the session, lector ask questions to spur | participaein
discusson: discusson.
What do you seeinthe X ray?
How would you describe it?
How many of you think you would know if a
lump this sze will bein your breegs?
[llugtration of Coordinator asks questions (questions are printed on Women sudiesthe | 1/3
thedifferencein | dides): beads, and decides | hour
theszeof "What 5ze lump can you fed? what Sze lump they
breest lumps What size lump can your doctor fed? could fed intheir
that can be felt What sizelump can a mammogram find?" own breasts, what
versusthosea Ingtructor guides the discussion in small groups of five sizelump can
mammogram women. doctor fellsand
can detect. what sze lump can
mammogram find.
A member of each
group presents the
answersinthe
blackboard.
Coffee-break 14
hour
Efficacy of Coordinator highlightes the efficacy of mammography, Women ligen and Ya hour
screening clinica breasts examination and breast- Hf ask questions.
methods. examination. Coordinator encourages women to use the
beads to share information with their friends.
Reason for To communicate areason for finding cancer early, Women provide the | ¥4hour
finding cancer Coordinator usea dandelion andogy. He shows a
ealy. series of three dandelion dides. After each dide, answers and discuss

Coordinator askes women what would happen.
Coordinator shows videotape, illustrating cancer
Soreading insde the body.

theissue.

Women
comprehend the
importance of
"taking care of the
cancer beforeit can
Spread in your body
and make you




sick."
Women watch the
videotape.
Increase of the | Coordinator summarizes activities, ansver questions, Women ligen and Yahour
respponse  and | discusses next class activities and assign reading ask questions.
df-efficacy materias.
expectations.
FOURTH CLASS
Review of the| Coordinator reviewsthe previous class and answers the Women ligen and 1/6
previous class. quest ions. ask questions. hour
Demysdtification | Coordinaor briefly explainsthe differencein  surgery Women ligen and % hour
of the workup and trestment types in connection to cancer stage. ask questions.
and trestment Coordinator emphasizes choice in trestment decisons
process to and tells the womenthat, if a problem was found, they
reduce the could take time to decide on medicd options that they
barrier of fear need not fed rushed.
and further
sressthe
benefit of early
detection.
"What would Coordinator shows the dide with the question for | Women discuss 1/3
happen if you fedingsand hour
found you had discussion. problemsin smal
cancer?' groups.
Ingtructor guides the discussion about the topic in Classaswhole
smadl groups of Sx women. discusses the topic
Coordinator sends the message to find cancer before it | to reach greater
“mekes you Sck” and that cancer can sometimes be| consensus.
trested without necessitating a nights in the hospitd.
Coffee-break V4
hour
all building | To promote rehearsd and interaction, Coordinator uses | Classaswhole 1/6
for spreading | the following questions (presented on dides): discusses these hour
the  messages Do you fed that you have learned important | questions.
emphaszed in information? Why isit important?
previous classes Is it going to be easy to share what you have
learned with your friends?
Why or why not?
Sharing Partner | To practice finding out what women' friends/rdatives In thefirg, women 14
Exercises are thinking about mammogram and developing determined the hour

appropriate responses, Coordinator divids women into

main reason ther




pairs for two exercises.

Instructor writes down the identified reasons on the
blackboard as well as the suggestions (during First
exercise).

Coordinator describes the second exercise: the second
exercise paires women into sharing partners for four
role-playing scenarios. Coordinator gives women 5
minutes to respond  to the following objections
(presented on dides) to breast cancer screening:

"l am afrad to have a mammogram because it
might show that | have
breast cancer."

"Breast cancer is something | do not talk about
with other people.
Itistoo persond.”

“If | have bresst cancer, | would rather not
know abouit it. Why go
looking for trouble?!

"l do not need a mammogram. If | have lived
this long without breast cancer, | am not going
to get it now."
Ingtructor writes down the identified responses on the
blackboard.
In concluson, Coordinator sends message that «we do
not have to know exactly wha to say before the

partner would not
want to have a
mammogram and
thenthemain

reason the partner
would want to have
a mammogram.
Then dass didts
suggestions for
effective

and appropriate

responses to
barriers and
communication and

reinforcement of
benefits.

Women provide the
responses to the
objections to breast
cancer screening.
Women report to
the group the
responses they had
used.

1/3
hour




conversation dats. Rather, ingtead of beginning the
conversdtion by  tdling friends what we think they
need to know, we should find out what they think.
Respond to what your friend says is important toher.
Tak to her about her specia reasons.”

FIFTH CLASS
Review of the| Coordinator reviewsthe previous class and answers the Women ligen and 1/6
previous class. quest ions. ask questions. hour
Breast Sdf- Coordinator shows videotepe: «The most effective | Women watch the 1/6
Examindtion method to exam your breasts is a three-step | procedure and ask hour
procedure. guestions.
Benefitsand Coordinator asks women to think about benefits and | Each woman writes | 1/3
barriersof BSE | barriers of BSE. down benefits and hour
barriers of BSE.
Ingtructor  writes down the identified by women| Womeninsmadl
barriers on the blackboard and then guides the| groups discussed
discusson about overcoming these bariers in smal | about overcoming
groups of five women. these barriers.
Ingtructor didtributesindividual BSE cards and explain Women lisgen and 112
women how to useit. ask questions. hour
Coffee-break 14
hour
Introduction Instructor sets ground rules for providing congtructive Women ligen and 1/6
feedback and distributes BSE checklists. Then, he ask questions. hour
introduces four nurses who will teach women to BSE.
BSE ills Fve nurses meet with small groups of four womenin Women ligen and 1/6
development. different classrooms. ask questions. hour
Nurses explain and demondirate effective BSE on the
model.
Nurses rate women' BSE performance using checklis. Four women mest.
After each demonstration nurses provide feedback, Onewoman
identifying aress that need to be improved. demongtrate BSE 2/3
skills the second hour
third and fourth

women observe
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using checklig.
Women switch the
roles and repeat the
process.
Woman who
received negative
feedback repeats
the process.
SIXTH CLASS
Review of the| Hethankswomen for participation. Explainsthe Women ligen and 112
previous class. methods for knowledge and BSE sKills assessment and ask questions. hour
am of the assessment.
Breast cancer Instructor distributes the questionnaires. Women fill the 1/3
related guestionnaires. hour
knowledge
asessment
Coffee-break
BSE ills To assess BSE skills Coordinator asks women to Women in order of 5/3
assessment identify the maximum number of nodulesin eech priority came and hour

breast during 5 min period.
Coordinator gives a point for each nodule identified.

perform BSE on the
mode and leaveto

continue coffee
break.




Appendix B: TNM classification system

T: Tumor Size. Theletter T followed by a number from O to 4 describes the tumor's sze and
whether it has soread to the skin or chest wal under the breast. Higher T numbers indicate a
larger tumor and/or more extensive spread to tissues surrounding the breast.

TO: No evidence of atumor

Tis: Cancer may be lobular carcinoma in dtu (LCIS), ducta carcinoma in stu (DCIS) or

Paget’ s disease

T1: Tumor is2 cm or lessin diameter

T2: Tumor is between 2 and 5 cm in diameter

T3: Tumor ismore than 5 cm in diameter

T4: Tumor is any Sze, haes atached itsdf to the chest wal and spread to the pectord

(chest) lymph nodes

N: Palpable Nodes. The letter N followed by a number from O to 3 indicates whether the cancer
has spread to lymph nodes near the breast and, if s0, whether the affected nodes are fixed to other
gructures under the arm.

NO: Cancer has not spread to lymph nodes

N1: Cancer has soread to the movable ipdlaterd axillary lymph nodes (underarm lymph

nodes on same Side of breast cancer)

N2: Cancer has spread to ipslaerd (same side of body as breast cancer) lymph nodes

fixed to one another or to other structures under the arm

N3: Cancer has soread to the ipglaterd mammary lymph nodes or the ipslaerd (same

Sde of body as breast cancer) supraclavicular lymph nodes



49

M: Metastasis. The letter M followed by a O or 1 indicates whether or not the cancer has
metastasized (spread) to distant organs (i.e., the lungs or bones) or to lymph nodes that are not
next to the breaest.

M O: No distant metastasis to other organs

M 1. Digant metastasis to other organs

According to TNM classfication system stage | cancer can be described as TINOMO; stage
[IA° —TONOMO, T2NOMO; stage 1IB- T2N1IMO, T3N1IMO; stage IIIA- TON2MO, TIN2MO,
T2N2MO, T3N1 (N2) MO; stagell1B- T4 anyNMO, anyTN3MO; stagel V- anyT anyNM 1.

The trestment of dtage | cancer includes breast consarving therapy (BCT): lumpectomy
(removd of cancerous lump and smdl margin of surrounding normd tissue) and axillary node
dissection (remova of underam lymph nodes) followed by radiation, modified radica
magtectomy (removal of the affected breast) and axillary’s node dissection. Stage 11 cancer
treatment is usudly the same as dage | treatment. Radical magtectomy, radiation and systemic
therapy such as chemotherapy: cyclophosshamide, methotrexate and 5-fluoruracil (CMF-6
cycles) or cyclophosphamide and adriamycin (CA-4 cycles) or hormond therapy often following

surgery are used for stage
[l cancer. The treatment of stage IV breast cancer focuses on extending surviva time and
rdieving symptoms. Sysemic treatment (trestment that affects the entire body) such as
chemothergpy, hormona thergpy or both is often recommended. Radicd mastectomy or the use

of the drug tamoxifen may provide symptom relief in some cases.



Appendix C: Breast Cancer Knowledge and Attitude among Nork Masive's women

Questionnaire Item % Answering Correctly

Do you think women who have close rdatives with breast cancer 41.5%
are more likely to get it themsdves?

Are older women more likely to get breast cancer than younger women? 34%

Do breast lumps amost dways turn out to be cancer? 75.6%

Do women with breast cancer amost aways have to

have their breast removed? 56.6%
Can bumping or bruising the breasts lead to breast cancer? 41.5%
Can touching or squeezing the breasts lead to breast cancer? 51.2%
Are women with large breasts more likely to get breast cancer than 58.5%

women with smaler breasts?

Is breast cancer usudly painful whenitisin the
early stage of development? 48.8%

Do you think the trestment for breast cancer
isworse than the cancer itsdf? 39%

Does breast cancer diagnosed at an early stage
have a good chance of being cured? 75.6%

If you have breast cancer, isit better not to
know about it? 39%

Does the treatment for breast cancer work better
for younger than for older women? 17%
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Appendix D: Thelist of paliclinicsin Yerevan

Outlying area of Yerevan

Central area of Yerevan

Policlinic# 2
Policlinic# 3
Policlinic# 5
Policlinic# 6
Policlinic# 8
Policlinic# 9
Policlinic# 11
Policlinic# 12
Policlinic# 13
Policlinic# 14
Policlinic# 15
Policlinic# 16
Policlinic# 18
Policlinic# 19
Policlinic# 20
Policlinic# 21
Policlinic# 22
Policlinic of Noragavit
Malatia Medical Center
8-th Med. Unit

2-th Med. Unit

6-th Med. Unit

4-th Med.San. Station
5-th Med.San.Station

Policlinic# 1

Policlinic# 4

2-th Med. Unit

Policlinic# 7

The Center of primary Health Care
Policlinic# 10

Special University Policlinic
Policlinic# 17

Source: The Ministry of Health
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Appendix E :
QUESTIONNAIRE TO EVALUATE THE OUTCOMES OF THE BREAST HEALTH
EDUCATION PROGRAM

ID NUMBER: 1

DATA: MM__ _DD___YY__

INTERVIEWER'S NAME:

*The coding for ID number:

Digit 1 Code of Yerevan

Digit 2-6 Code of interviewee (policlinic number, group number, year)

Digit 7 Code of interviewer




START TIME:

1. What isyour name
2.What isyour current address?

3. What isyour date of birth?

MM DD YY

4. Haw old are you now? (Record agein years)

5. What isyour level of education?

1). Incomplete secondary (8 yearsor less)
2). Complete secondary (10 years)

3). Professiond technica education

4). Univergty education

6. Do you have a medical background (graduated from medical
university or medical college)?

1). Yes
2). No

| have some gquestions about breast cancer. Different people have different ideas. We want to

know what you think.

7. Do you think women who have closerelativeswith breast cancer aremore likely to get
it themselves?

1). Yes
2). No
88). DK

8. Areolder women morelikely to get breast cancer than younger women?

1). Yes
2). No
88). DK



9. Do breast lumpsamost always turn out to be cancer ?

1).Yes
2). No
88). DK

10. Do women with breast cancer almost always have to have their breast removed?

1). es
2). No
88). DK

11. Can bumping or bruising the breastslead to breast cancer?

1). Yes
2). No
88). DK

12. Can touching or squeezing the breastslead to breast cancer?

1). Yes
2). No
88). DK

13. Arewomen with large breasts more likely to get breast cancer than women with smaller
breasts?

1). Yes
2). No
88). DK

14. Isbreast cancer usually painful when it isin the early stage of development?

1). Yes
2). No
88). DK
1.Yes, 2.Yes, 3.No, most
definitely | most likely
likely

4.No,
definitely

15. Do you think thetreatment for breast cancer
isworse than the cancer itself?

16. Does breast cancer diagnosed at an early stage




have a good chance of being cured?

17. 1f you have breast cancer, isit better not to
know about it?

18. Doesthe treatment for breast cancer work
better for younger than for older women?

19. Has any of your female blood relatives had breast cancer?

1). Yes
2). No
88). DK

Please mention the degree of agreement with the following

statement.
SUSCEPTIBILI Strondl Strondl
TY i gy Disagree | Neutral | Agree gy
isagree agree
20. It isextremey likely | will get breast
cancer in thefuture 1 2 3 4 S
21. | fed | will get breast cancer in the
future. 1 2 3 4 5
22. Thereisagood possibility | will get 1 2 3 4 5
breast cancer in the next 10 years.
23. My chances of getting breast cancer
aregreat. 1 2 3 4 5
24. | am morelikely than the average
woman to get breast cancer. 1 2 3 4 5
Strongly . Strongle
SERIOUSNESS disagree | Disagree | Neutral | Agree | = o
25. The thought of breast cancer
scar es me. 1 2 3 4 5




26. When | think about breast cancer

my heart beatsfaster. 1 > 3 4
27. | am afraid to think about breast

cancer. 1 2 3 4
28. Problems| would experience

with preast cancer would last a 1 ) 3 4

long time.
29. Breast cancer would threaten a

relationship with my boyfriend,

1 2 3 4

husband, or partner.
30. If I had breast cancer my whole

life would change. 1 > 3 4
31. If I developed breast cancer, |

would not live longer than 5 year. 1 > 3 4

Now | have some questions about mammograms. A mammogram isan x-ray of the breast that
is most often doneto find out if a woman might have breast cancer.

32. Have you ever heard of mammogram before now?

1). Yes
2). No ». (SKIPTO Q#53)
88). DK » (SKIP TO Q# 53)

33. Have you ever had a mammogram?

1). Yes
2). No » (SKIPTO Q#37)
88).DK » (XKIPTO Q# 37)

34. About how many mammograms have you had?
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35. Wheredid you have your la mammogram?

1). Armenian American Mammography Center
2). Oncology Dispenser

3). Erebuni Hospital

4). Other

36. How long ago did you have your last mammogram?
(DO NOT READ OPTIONSBUT USE THEM AS PROBES AND TO CLARIFY)

1). Fewer than sx months ago (SKIP TO QUESTION 8)
2). More than six months; not yet ayear

3). Just about ayear ago

4). More than ayear ago, not 2 years yet

5). Just about 2 years ago

6). Morethan 2 years

88).DK

37. Do you plan to have a mammogram in the next sx months?

1).Yes
2). No
88). DK

38. Do you plan to have a mammogram in the next month?

1).Yes
2). No
88). DK

39. How often do you think a woman your age should have a mammogram?

1). More than once ayear

2). Every year

3). Every two years

4). Onceevery 5years

5). Never unless she has pain or detects alump in her breast
88). DK



1. Yes,
definitely

2. Yes,
most likely

3.No, most
likely

4. No,
definitely

88.
DK

40. Do you know whereto
gotoget a
mammogram?

41. How common isit for awoman to have an abnormal mammogram?

1). Very common

2). Somewhat common
3). Not common

4). Very uncommon
88). DK

42. Hasa friend ever talked to you about having a mammogram?

1). Yes
2). No
88). DK

Please, mention the degree of agreement with the following statements

BENEFITS AND BARRIERS FOR
MAMMOGRAPHY

Strongly
disagree

Disagree

Neutral

Agree

Strongly
agree

43. When | (would) get a mammogram, |
(would) fedl good about myself.

44. When | (would) get mammogram, |
(would not) don’t worry as much about
cancer.

45. Having a mammogram or X-ray of the
breasts will help mefind lumpsearly.

46. Having a mammogram or X-ray of the
breasts will decrease my chances of
dying from breast cancer.




47. Having ammogram or X-ray of the
breasts will decrease my chances of
requiring radical or disfiguring
surgery if breast cancer occurs.

48. Having a mammogram will help find a
lump beforeit can be felt by myself or a 1 2 3 4
health professional.

49. Having a routine mammaogram or X-ray
of the breasts would be embarrassing.

1 2 3 4

50. Having a mammogram or x-ray of the
breasts would take too much time. 1 2 3 4

51. Having a mammogram or x-ray of the
breasts would be painful. 1 2 3 4

52. Having a mammogram or x-ray of the
breasts would cost too much money. 1 5 3 4

Now I have some questions about breast examinations done by a doctor. This would be when
you lie down on the table and the doctor feelsfor lumpsin your breast.

53. Have you ever heard about breast exam by a doctor?

1). Yes
2). No » (SKIP TO Q# 61)
88). DK > (SKIP TO Q# 61)

54. Have you ever had a breast exam by a doctor ?
1). Yes

2). Na » (SKIP TO Q# 56)
88). DK > (KIP TO Q# 56)




55. How long ago did you have your last breast exam by a doctor ?

1). Fewer than six months ago (SKIP TO QUESTION 5)
2). Morethan sx months; not yet ayear

3). Just about ayear ago

4). More than ayear ago, not 2 tears yet

5). Just about 2 years ago

6). Morethan 2 years

7). Never

88).DK

56. Have you thought about having a breast exam by a doctor in the next sx months?

1). Yes
2). No
88).DK

57. Have you thought about having a breast exam by a doctor in the next month?

1). Yes
2). No
88). DK

58. How often do you think a woman your age should have a breast exam by a doctor ?

1). Morethan once ayear

2). Every year

3). Every two years

4). Onceevery 5 years

5). Never unless she something like pain or lump in her breast

88). DK
1. Yes, 2. Yes, 3. No, 4.No, DK
definitely | most most definitely
likely likely

59. Ishaving a breast exam by
adoctor too embarrassing?

60. Hasafriend ever talked to you about having breast exam by a doctor ?

1). Yes
2). No
88). DK
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Now | have some questions about breast sdf-examination. This would be when you feds for
lumpsin your breest.

61. Have you ever heard about breast self-exam?

1). Yes
2). No » (KIP TO Q#87)
88). DK » (SKIP TO Q# 87)

62. Haveyou ever performed breast self-exam?

1). Yes
2). No » (KIPTO Q# 87)
88). DK » (SKIPTO Q# 87)

63. Areyou currently practicing breast self-exam?

1). Yes
2). No >(SKIPTOQ#65)

64. What components of breast self-exam do you usually perform? (MENTION ALL THAT
APPLY)

1). Visud examination

2). Three digits used

3). Finger pads used

4). Circular papation

5). Most of breast is examined
6). Axillae examined

7). | don’'t exam my own breast
8). Other

65. At what time during a month should breast salf-exam is performed?

1). Before menses
2). After menses
3). Atany time
88).DK

66. Have you thought about performing breast self-exam in the next six months?

1). Yes
2). No
88). DK
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67. How often do you think a woman should perform breast sdf-exam?

1). More often than once amonth
2). Every month

3). Every three months

4). Onceayears

5). Never unless she something like pain or lump in her breast

88). DK

68. Hasafriend ever talked to you about performing breast self-exam?

1. Yes
2). No
88). DK

Please, mention the degree of agreement with the following statements

BENEFITS (BSE) Strongly : Strongly
disagree Disagree | Neutral | Agree agree
69. When | do breast self-examination
| feel good about mysalf. 1 2 3 4 5
70. When | complete monthly breast
self-examination | don’'t worry as 1 2 3 4 5
much about breast cancer
71. Completing breast self-examination
each month will allow metofind 1 2 3 4 5
lumpsearly.
72. 1f | complete BSE monthly during
the next year | will decrease my 1 2 3 4 5
chance of dying from breast cancer .
73. 1T | complete BSE monthly | will
decrease my chances of requiring
radical or disfiguring surgery if 1 2 3 4 5
breast cancer occurs.
74. 1f | complete monthly BSE it will
help me tofind alump which
might be cancer beforeit is
detected by doctor or nurse. 1 2 3 4 S
Strongly : Strongly
BARRIERS (BSE) disagree | Disagree | Neutral | Agree | o 00




75. | fed funny doing BSE.

1 2 3 4 5

76. Doing BSE during the next year will

make me worry about breast cancer. 1 2 3 4 5
77. BSE will be embarrassing to me. 1 5 3 4 5
78. Doing BSE will take too much time. 1 5 3 4 5
79. Doing BSE will be unpleasant. 1 5 3 4 5
80. | don't have enough privacy to do
BSE. 1 2 3 4 5

Strongly : Strongle

CONFIDENCE disagree | Diseoree | Neutral | Agree | = o0
81. | know haw to perform BSE. 1 5 3 4 5
82. | am confident | can perform BSE

correctly. 1 2 3 4 5
83.If | wereto develop breast cancer |
would b_e ableto find alump by 1 5 3 4 5
performing BSE.
84. am ableto find abreast lump if |

practice BSE alone. 1 2 3 4 5
85.l can usethecorrect part of my

fingerswhen | examine my breasts. 1 2 3 4 5
86. When looking in themirror, | can

recognize abnormal changesin my 1 2 3 4 5

breast

Now, in this question, | am going to ask you to compare yourself to other women your age.




1).
2).
3).
4),
5).
6).
7).

8)

87. Would you say your chances of getting breast cancer are

1). Lower than average?

2). Aboutaverage? 3 (SKIPTO Q# 89)
3). Or higher than average?

88). DK

88. Why areyour chances of getting breast cancer (lower/higher) than average,
compared to other women your age? (DO NOT READ RESPONCES BUT PROBE TO

DETERMINE CATEGORIES AND CHECK ALL THAT APPLY)

family history 9). menta attitude
genera hedth 10). smoking status
reigious fath 11). age of child birth
Estrogens 12). number of children
birth control pills 13). age of menarche
breast sze 14). breast feeding
bumps/bruises 15). sexud activity
Diet 16). Other

Now | have some general questions about you

89. What isyour marital status?

1). Sngle
2). Married
3). Divorced
4). Widowed

90. At the present time, would you say that your physical health is

0 ') @) @)

Excdlent Good Far Poor

Please, mention the degree of agreement with the following statements

Strongly : Strongle
HEALTH MOTIVATION disagree | Disagree | Neutral | Agree | “ o0
91. | want to discover health problem early. 1 2 3 4 5




92. Maintaining good health is extremely
important to me. 1 2 3

93. | search for new information to improve
my health. 1 2 3

94. 1 fed it isimportant to carry out

activitieswhich will improve my health. 1 2 3
95. | eat well-balanced meals. 1 2 3
96. | exerciseat | 1 5 3

97. | haveregular health check-upseven
with | am not sick. 1 2 3

You talk to your friends about lots of things
98. Have you ever talked with a friend about having a mammogram?

1). Yes
2). No
88). DK

99. Have you ever talked with a friend about having breast exam?

1). Yes
0). No
88). DK

100. Where do you go for your regular medical care?
(DO NOT READ OPTIONS BUT PROBE TO CLASSIFY)

1). No regular place where | usudly go
2). Neighborhood clinic

3). Hospitd

4). Other

101. About how many times did you go to see a doctor sincethistimelast year?
(DO NOT READ OPTIONS BUT PROBE TO CLASSIFY)

1.0

2). 1

3). 25

4). morethan 5
88). DK



102. Areyou currently employed?

1). Employed
2). Unemployed
3). Retired

103. On average, how much money does your household spend
monthly?

1). Less than $50 (< 25,000 AMD)

2) $50-99 (25,000-50,000 AMD)

3) $100-300 (51,000-150,000 AMD)

4) Above $300 (> 150,000 AMD)
88). DK

That’sthe end of the questions | have to ask you. | s there anything you would like to add?

Thank you for sharing your thought with us. Thank you for
spending time and effort!

END TIME:
DATA ENTRY #1
DATA ENTRY #2
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Appendix F: BREAST SELF- EXAM CARD
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Women twenty years of age or older should examine their breasts at least once a month, every month. The
last day of your menstrual period is the best time for BSE, because by then any premenstrual changes will have
subsided. If you are no longer menstruating, check your breasts on the first day of each month. By practicing BSE
you will become familiar with how your breasts normally feel, and you will be more aware when a change does
occur in your breasts. The purpose of BSE is to discover any change in your breast. The nost effective method to
exam your breastsis athree-step procedure: (1) Mirror Inspection, (2) Soaping the Breasts and (3) Palpation

BREAST SELF-EXAMINATION

1. MIRROR INSPECTION: VISUAL INSPECTION

Inspect your breasts with your arms at your sides. Check for anything unusual, such as any discharge from the
nipples, puckering, dimpling, or scaling of the skin. Next, raise your arms high overhead. Look for any changes in
the contour of each breast. Look first at the front and then turn to each side. Finally, place your hands on your hips
and press down firmly to flex your chest muscles, and again check the front and side views. Your left and right
breasts will not exactly match-few women's breasts do. Only be concerned if there has been an unusual increase in
the size or changein position of one breast. Regular inspection of your breasts will show what is normal for you and
will give you confidencein your examination.

2. SOAPING THE BREASTS

During your bath or shower examine your breasts. Wet, soapy skin makes this step easier. Raise you left arm
over your head, with your fingers held flat, feel the left breast with your right hand. Beginning at the outer edge,
presstheflat part of your fingersin small circles, moving the circles slowly around the breast. Gradually work
toward the nipple. Be sure to check the complete breast. Examine very carefully the area between the breast and the
armpit, including the armpit itself.

3. PALPATION

Look and feel for changesin your breasts about one week after your
period. It is best to feel for changes when lying on a flat surface. Put
a pillow under your right shoulder. Put your right arm comfortably
behind your head.

Using the pads of three fingers, presslightly, moderately and then
firmly on your breast. Side three fingers over to another area on
your breast and repeat the levels of pressure.

Using your left hand, examine your right breast either in a circular
or up and down pattern (see diagrams to the | eft).

Using your right hand, examine your left breast in the same way.




Perform BSE today!

It isone of the best things you can do for your self!

What components of breast self-exam did you
perform? (MENTION ALL THAT APPLY)

(. Visud examination (). Finger pads used

(. Three digits used (). Most of breast is examined
(. Circular pdpation (0. Axillae examined

JANUARY

11 16 | 21 | 26
12 17 | 22 | 27
13 18 | 23 | 28

14 19 | 24 | 29
10 | 15 20 | 25| 30

O | 0[N O

gl | WIN|F

Remember, if a lump or change is discovered during BSE, it is important to see your doctor as
soon as possible. Do not be frightened. Most breast lumps or changes are benign (not
cancerous), but only your doctor can make that diagnosis.

Oncologist’s Name:

Teephone number:

(For Comments)




69

Appendix G:

QUESTIONNAIRE TO ASSESSTHE BREAST CANCER RELATED KNOWLEDGE
CHANGE

WOMAN'SID

STARTTIME: _ .
1. Isbreast cancer usually painful when it isin the early stage of development?
1). Yes
2). No
88). DK

2. Areolder women more likely to get breast cancer than younger women?
1). Yes
2). No
88). DK

3. If you have breast cancer, isit better not to knowabout it?
1). Yes
2). No
88). DK

4. Do breast lumps almost alwaysturn out to be cancer?
1). Yes
2). No
88). DK

5. Are women with large breasts more likely to get breast cancer than women with smaller
breasts?

1). Yes
2). No
88). DK
6. Are women who have closerelatives with breast cancer more likely to get it themselves?
1). Yes
2). No
88). DK

7. Can bumping or bruising the breastslead to breast cancer?
1). Yes
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2). No
88). DK

8. Can touching or squeezing the breastslead to breast cancer?
1). Yes
2). No
88). DK

9. Would you pleaseto mention therisk factors of breast cancer?

10. Can mammogram find a breast lump beforeit isbig enough for you or your doctor to
feel it?

1). Yes

2). No

88). DK

11. How common isit for a woman to have an abnormal mammogram?
1). Very common
2). Somewha common
3). Not common
4). Very uncommon
88). DK

12. Are women whose breast cancer found early often having a choice about what kind of
treatment they will have?
1). Yes
2). No
88). DK

13. Do women with breast cancer ailmost alwayshaveto have their breast removed?
1). Yes
2). No
88). DK

14. Are women whose breast cancer found early often having a choice about what kind of
treatment they will have?

1). Yes

2). No
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88). DK

1. Yes, 2. Yes, | 3.No, | 4. No, 88.DK
definitely | most most definitel
likely likely |y

15. Do you think the treatment for
breast cancer isworsethan the
cancer itself?

16. Does breast cancer diagnosed at
an early stage have a good chance
of being cured?

17. If you have breast cancer, isit
better not to know about it?

18. Doesthe treatment for breast
cancer work better for younger
than for older women?

19. Isit very hard to know how to
encourage a friend to get a
mammogram or a breast exam by a
doctor?

That'sthe end of the questions | have to ask you. | sthere anything you would like to add?

Thank you for sharing your thought with us. Thank you for
spending time and effort!

ENDTIME: __:
DATA ENTRY #1
DATA ENTRY #2
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Appendix H:
American Univerdty of Armenia
Department of Public Health
Ingtitutional Review Board/Committee on Human Research

CONSENT FORM TEMPLATE

CHR#

Title of Research Project: The impact of breast hedth education intervention: community based
dinicd trid in Yerevan.

A graduate student as pat of her course requirement a the American Universty of

Armenia, Magter of Public Hedth Course is conducting a study to evaluate the breast hedth
education program’s outcomes. The purposes of the study are to 1) increase knowledge about
breast cancer, 2) promote screening techniques, 3) participate in education application classes,
and 4) edablish a sugstainable and replicable practice of breast cancer screening interventions.
Women between ages 30 to 65 years may participate in the study: two-week education classes
and two months consultations, led by hedth care professonds. The classes will be organized to
promote understanding about breast cancer and screening methods. Women will be able to apply
to oncologists for consultations about different breest hedth problems tha may aise after
education sessons.
A class will dso organized to teach women how to perform breast sdf-exam. We anticipate your
participation in the study. Periodicaly over a three-year timeframe, we plan to contact you to
determine the effects of the training. The nurses a the ninth month of each three years will
observe and score participants as they will demongtrate BSE on amode.

Four interviews will be conducted: one in the basdine year, second immediatdy after
education classes and two in the follow-up yearsThe initid interview will lag 30-35 minutes,
the total amount of time for the classes will be 12 hour.

We appreciate your participation in this study. Y our responses are highly vauable to us.

RISKS/DISCOMFEORT:

There is no known risk for the participants of the study. The research possesses risk,
discomfort, and inconvenience the same as encountered in your daily life.

BENEFITS: You could directly benefit from this study. Due to the educationd program you
could increase your knowledge about breast cancer, screening methods and treatments. In
addition, it is intended that you could postively change your breast screening practices. The
information provided by you may adso be very ussful to reved perceved rik, bariers and
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benefits associated with breast cancer screening methods, which can lead to improvements.

CONFEIDENTIALITY: Your name, address, telephone number will be taken in order to contact
with you for follow-up. However, your identifiers will keep separately from other information
you provide. These data will be accessble only for the principa investigators of the study. Y our
responses will be analyzed and stored at the Public Hedlth Department of the AUA.

VOLUNTARINESS: It is your decison whether to participate or not in this study. You have the
right to sop providing information a any time you wish or skip any question you consder
ingppropriate. Your refusad to participate in the study or your decison to withdraw from the
Sudy at any time will not affect your job.

WHOM TO CONTACT: You should ask the person in charge any question you may have about
this research. You should ask him quegtions in the future if you do not understand something that
is being done. Upon completion of the study, the results will be publicly avalable. The report
will maintain in the Public Hedlth Reference library a AUA.

If you want to tak to anyone about this research you should cdl the person in charge of the
sudy, [Michael Thompson] at [phone number: (3741) 512592 / e-mail: mthompso@aua.am]

The person in charge of the study will answer your questions. If you want to talk to
anyone about the research study because you fed you have not been treated fairly or think you
may have been hurt by joining the sudy you should contact the American Universty of Armenia
at (3741) 512512.
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Appendix L: Table 10. Budget

BUDGET LINE UNIT MONTHS [ SUBTOTAL IN| TOTAL
PRICE uUsD
IN USD

1. Prgect staff:

a. Program coordinator 400 23 9,200

b. Research assstant (2) 250 10 5,000

C. Research associates (5 interviewers) 505 3 2,525

d. Drivers(3) 30 12 days 90

e. Accountant 50 23 1,150
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Subtotal (taxes included) 17,965
2. Education program ingructors.
a. Surgeons (5) 25 10days | 1,250
b. Radiologigts (5) 25 2 days 250
c. Assigants(6) 15 12 days | 1,080
d. Nurses (5) 15 2 days 150
Subtotal (taxes included) 2,730
3. Consultants (2) 150 4 1,200
4. Nurses (4) 80 12 3,840
5. Training of trainers 10 2 days 420
Subtotal (taxesincluded) 5,460
Materials and supplies
a. Copying of training materids, sudy instruments, 688
b: Notebooks, pens, wooden bead necklaces, 1940
videocassettes, recorder, TV ’
c. Expensesfor food during the training program 0.5/per 12days | 1,200
_ person
d. Incentives 2/||1C))(;rr o 3 2,400
e. Office supplies 100 36 3,600
Subtotal 9,828
Capital assets
a. Computers (2) 1600 36 1,600
b. Printer 200 36 200
c. Statistica package 150 12

150




Subtotal

1,950

Operating cost

a. Officerent

100

36

3,600

b. Electricity

30

36

1,080

c. Transportation: bus (2) and car (1) rent and
maintenance

50

12 days

150

d. Fud

12 days

180

Subtotal

5,010

9. Miscdllaneous

2,147

Total

45,090
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Appendix M: Manual for trainers.

INTRODUCTION
There are few things more fearful and panic provoking than finding a lump or a change in
your breaest. Your immediate thought will probably be of cancer. Everyone reects differently
when this happens to her. Some will cdl ther doctor a once, others might be afrad of
confirming their fears and delay making an gppointmen.

It is only normd for you to fed upset and fearful if you find a lump in your bresst. But
fear will not make the lump disgppear. The earlier you find a lump in its devdopment and the
gndler it is, the greater the chance it is curable if it is cancer. Not dl breast lumps are mdignant.
Only a doctor can accuratdy diagnose if a breast lump is benign (not cancerous) or maignant
(cancerous). Do not try to diagnose it yourself.

BENIGN BREAST LUMPS

Breasts are made up of ducts, lobes, fibrous tissue, and underlying bone; therefore, they
can fed lumpy or uneven. Before your mendrud period begins, and sometimes during your
period, you can have some tenderness, pain, or lumps in your breasts. This could be due to the
extra fluid that collects in the breast tissue (cyst) as well as changes in the body's hormond
levels. This is normd. But if the lumps do not disgppear before your next period, contact your
doctor as soon as posshle. Any noticegble change, thickening or locdized sweling in your
breast that was not there before may be a lump. Eighty-five percent of dl breast lumps found are
benign. Some common benign breast problems that gppear as lumps are:

Cydtic Disease (fibrocystic breast disease) is the most common cause of breast lumpsin
women. These lumps or cysts are fluid-filled sacs that enlarge and become tender and painful
before the mengtrud cycle. This condition is respongble for a least hdf of dl breast biopses
performed. It tends to involve both breasts. These lumps are moveable, and if large may fed
round and firm. Cydtic disease usually disappears after menopause.

Lipomas develop as single, panless lumps. They can vary in Sze Lipomas condst of faity
tissue and are commonly found elsawhere in the body.

Fibroadenomas, sngle solid tumors, appear most often in young women. These breast lumps
are firm, rubbery, movable, often ova-shaped, and usudly painless.

Papillomas are smdl, wart-like growths in the lining of a mammary duct near the nipple.
These can produce a bloody discharge of the nipple.

Injury to the breast, or trauma, may result in blood accumulation (hematoma) or destruction
of fatty tissue (fat necrods). Both conditions can gopear as lumps. Sometimes the skin around
these areas appears red or bruised. No evidence exists that traumas can cause breast cancer.

There are other, not as common benign breast lumps caused by a vaiety of breast
problems such as sclerosing adenosis, etc.

NIPPLE DISCHARGE
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Many women will have during ther lifetime a nipple discharge. It can be ether in one
breast or both. Most nipple discharge are not serious. A clear nipple discharge is considered
norma and most of the time will not require further work-up. If it perssts or increases, your
physician will probably want to invedtigate the matter further. A bloody nipple discharge is
different. Although most women with a bloody nipple discharge will be found to have a benign
tumor ingde one of the milk duct (intraducta papilloma), it has to be proven. A bloody nipple
discharge can occasondly be the symptom of a breast mdigancy and should be thouroughly
investigated. Some surgeons will first order a

Gdactrography which is an Xray of the ductd sysem of the breast. This may hep
daify the cause of the discharge. Mogt of the time a breast biopsy is warranted to obtain the
diagnosis.

MALIGNANT BREAST LUMPS

Mdignant lumps develop most often from mammay ducts or lobules. Unlike benign
lumps, mdignant lumps continue to grow in an uncontrolled manner and in time if left
untreated, will spread beyond the breast.

The basic structure of the breast is composed of:

lobules, which when appropriately stimulated will produce and secrete milk,

ducts, which carry the milk from the lobules to a network of ducts and then eventudly to the

nipple, and

supporting tissue.

Breast cancer can arise from each of these dructures. The most common ste is the ducts,
and secondarily is the lobules. The terminology of ducta carcinoma and lobular carcinoma is
derived from the location of their originWhen breast cancer begins within the ducts of the
breadt, this is referred to as intraductal carcinoma in stu (DCIS), and it is conddered to be the
earliest, detectable stage of breast cancer. The most common progresson of DCIS is that it may,
and in mogt cases, will become an invasve arcinoma. It will go beyond the duct into the breast
tissue. Once this has spread through the breast, it will spread to the lymph nodes. From the
lymph nodes it may spread to other parts of the body, such as the bones, lungs, liver or brain.

If the breast cancer originates in the lobules of the breast it is caled lobular carcinoma in
gtu (LCIS). The evolution of this cancer is dmilar to DCIS, but it has specific haracteridtics.
These characteridics are:

It isnot as aggressive as DCIS, and

It is viewed as a marker for breast cancer. This means that in patients found with LCIS they

are at increased risks of developing cancer in both bressts.

There are other forms d breast carcinoma that are not discussed at this setting because of their
rare occurrence.

Early breast cancer can be a nonpapable leson or a very smal tumor located within the
breast. A breast cancer most likely has been growing for severa years before it is large enough to
be fdt. Women who examine their breasts each month, go to doctor for routine breast
examinations, and after age thirty-five have a mammogram, are more likely to detect an early
breast cancer.



Advanced breast cancer is a tumor that has spread beyond the breast to the lymph nodes or to
another part of the body. Cancer cels bresk off from the primary tumor and are carried in the
lymphatic sysem and/or the bloodstream to a distant part of the body where they will grow into
anew tumor or metastasis.

HOW A BREAST LUMP OR A MAMMOGRAPHIC LESION IS
EVALUATED

It is important for any womgn to understand the difference between a "pdpable lump or
breast mass or leson” and a''non papable or mammographic leson”.

A papable lump or breast mass or leson is a lump or mass that can be readily felt by papation
by your physician or by you.

A non papable or mammographic leson is a lump or mass (dso be caled a leson)
which cannot be fdt by papation by your physcian. It is a lump or leson, which has been
detected by a routine, screening mammogram. If this leson does not have the hdlmarks of a
benign leson on mammogram, it will be cdled a sugpicdious ammographic leson. The surgeon
can evauate a breast lump or amammographic leson in avariety of ways

- Palpation is the physgcd examination of the breest. A surgeon is well trained to
thoroughly examine your breasts in order to evduate the tissue. Both breasts will be
examined while you ae lying down. The surgeon will aso examine your underarm
lymph nodes. If your examination is norma and there are no physca findings, your
surgeon will suggest you schedule a follow-up appointment to reexamine the area
you were concerned about. Until your next vist, it is important you continue to do your
breast self-examination (BSE) on aroutine basis.

Aspiration dlows the surgeon to know immediady if a lump is fluid-filled or is a solid

mass. The procedure is done in the surgeon’s office. The surgeon

insts a needle into the lump and, if it is a cydt, withdraws the fluid and collapses

the cys. The aspirated contents of the cyst are sometimes sent to pathology for a

diagnoss.

Thisisnot apanful procedure,

Fine Needle Aspiration. This is performed once the surgeon has determined the mass
is 0lid. A needle is inserted into the area in question in the breast, and cels are
aspirated (taken out). A technician from the pathology department is present for
this procedure and prepares dides with the aspirated fluid. A pathologis andyzes
these dides. The procedure is brief and well tolerated by the patient.

Mammography or xeromammography. This is an X-ray technique usng low levels
of radigion to creste an image or picture of the breast on film or paper.
Mammography has made it possible to detect breast cancer at very early stages.

There are severd types of mammographic lesons that are suspicious and associated
with early cancer. Mammograms can be hepful in determining whether a lump is
benign or mdignant. In fact, at times it can detect cancer in the breast  before a lump
can be felt.
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Ultrasound. This is another method of evduating the breast. This procedure creates a
picture of the breast from sound waves. Although ussful, this method is not religble
enough to be used done. It is helpful when combined with other methods.
Stereotactic Breast Biopsy. In some patients, some nonpalpable, suspicious (cannot
be felt) breast lesonsmasses can only be seen on mammography. This will now be
cdled a suspicious mammographic leson or mass. Usng a specid X-ray device
(stereotactic biopsytable), a biopsy of this mass can be done under locd anesthesa
with aspecia needle.
Surgical Breast biopsy. This is the most accurate way to diagnose a lump or a
mammogrgphic leson. The breast biopsy is usudly performed as an outpatient
procedure in a hospitd setting under general or loca anesthesa The surgeon
removes the entire lump. The tissue is sent to the pathologist for microscopic
andyds.

As mentioned before, many lumps are due to norma hormona changes in the breast, and

can be safely watched.
BREAST CANCER TREATMENT
OPTIONS

Beginning with the time a breast lump or leson is found, women have a number of
treatment options. As developments occur, surgeons are continuing to learn about the advantages
and disadvantages of these different treatments. Because of the different stages a which breast
cancer is diagnosed, there is not one specific treetment that is best for dl women. There are too
many variables involved to have one standardized treatment plan for breast cancer.

Currently, the basic types of treatment for breast cancer are:

urgery,

radiation,

chemotherapy,

hormond manipulation.

Surgery and radigtion are considered loca trestment as they treast and affect one area of
the breast or body. Chemotherapy and hormona manipulation are systemic trestment that applies
to the entire body.

The options available to you will depend on a number of factors, including the type of
tumor, the extent of the disease a the time of diagnoss, your age, and your medical history. But
your persond feding about the trestment, your sdf-image, and your lifetyle will dso be
important consderations in your surgeon’'s assessment and recommendations. You and your
surgeon should discuss these treatment options and how they apply to your Stuation. Remember,
of primary importance in determining the appropriate treatment is the cure rate. Your life should
be your number one priority.
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LOCAL TREATMENT: SURGICAL RESECTION
MODIFHED RADICAL MASTECTOMY

This procedure removes the entire breast including the nipple and some lymph nodes
under the arm.

The advantages of the procedures No chest muscle is removed and the patient retains
norma use of her arm. Breast recondruction is an option and may be performed a the time of
the modified radica mastectomy or at a later date. The disadvantages of the procedureThe
breast is removed. In some cases, there may be swelling of the arm because of the removd of the
lymph nodes.

SIMPLE MASTECTOMY

This type of surgery removes only the breest tissue including the nipple. It may be
followed by radiation therapy. The advantages of the procedure. Chest muscles are not removed
and am drength is not diminished. All of the underarm lymph nodes remain, so the risk of
swdling of the arm is greetly reduced. Breast recondruction is an option. The disadvantages of
the procedure: The breast is removed. If cancer has spread to the underarm lymph nodes, it may
remain undiscovered.

PARTIAL MASTECTOMY / LUMPECTOMY WITH AXILLARY DISSECTION

This procedure removes the tumor as well as a rim of tissue to obtain clear margins
(hedlthy breast tissue). Once the diagnosis of breast cancer has been made, the patient undergoes
a second surgicd procedure a a later date for the removad of lymph nodes to check for the
possble spread of cancer and to stage the disease. This is referred to as an axillary dissection.
After surgery, once the patient has heded, they begin postop radiation therapy for approximately
sx weeks. Thisoption is aso referred to as Breast Conservation with Radiation Therapy.

The advantages of the procedure The breast is preserved. There is little possbility of loss of
muscle strength.

The disadvantages of the procedure: If a woman has extremey smdl breasts and the tumor is
large, this procedure may noticeably change the shape of the breest. If the tumor involves the
nipple, this procedure may not be feasible and a mastectomy should be done.

RADIATION THERAPY

Most patients who receive radiation thergpy for breast cancer have the externd form of
radiation. It is usudly given during outpatient vidts to the hospitd. This approach refers to the
use of high-energy rays to destroy or suppress cancer cellsby a

doctor who is a radiation oncologist. Radiation treatment of the chest area is occasondly used
after surgery to destroy cdls that may not have been removed by surgery. It is usudly given once
a day, five days a week for six to seven weeks in a dose thet is based on the type and location of



your tumor. This thergpy destroys both norma and mdignant cdls. However, since cancer cels
grow and divide rapidly, they are affected more by radiaion than normd cels are. In addition,
normal cels appear to recover more fully from radiation effects than cancer cells. Doctors
caefully limit the intengty of trestments and the amount of normd tissue being treated so that
the cancer will be harmed more than you will.

BREAST CARE

Currently breast cancer strikes more than 700 Armenian women annudly. Every woman should
take the time to examine her breasts for sgns of possble cancer. All women, not only those with
prior breest lumps, benign or maignant, should learn and practice monthly breast sdf-
examindion (BSE). Breast cancer cannot be prevented;

therefore, early detection is your best protection against breast cancer. The consstency of breast
tissue varies from woman to woman. By examining your bressts carefully at the same time each
month, you will be able to notice any unusua changes, sgns, or symptoms of breast cancer.

The fallowing list will help you become aware of whét to look for:

1.A lump or thickening of the breast

2.A discharge from the nipple

3. Dimpling or puckering of the skin

4. Retraction of the nipple

5. Scaly skin around the nipple

6. Other changesin skin color or texture, such as "Orange Ped" skin

7. Swelling, redness, or heet in the breast

8. A lump under thearm

The best approach to breast health careisthree fold:

Monthly BSE (Breast Sdlf-Exam),
A yearly exam by a doctor. An exception is for women with previous breast problems.
These women should be examined by their doctor every three months.
After age thirty a basdine mammogram is preferable to performe. A woman should have
a mammogram every two years until age forty (our ecommendation). Theresfter, it
should be done annudly, unless otherwise indicated by your doctor.

Mammography is the sngle most accurate screening tool available to detect
cancer in its earliest and most curable stages. Mammograms are 80 to 85 percent accurate
and can even detect lumps that are too smdl to be fet. In some ingances a lump cannot
be detected on the mammogram even though you or your surgeon can fed it. The reason
for this is the lump is trangparent and it will not gopear on your mammogram.
Mammograms are not 100 percent accurate; therefore, it is crucid to have a physcd
exam as well as a mammogram. Mammograms can detect very smdl lumps less than
one quarter of an inch. Most lumps can not be felt until they are a least a hdf an inch.
Precancers can dso be found on mammograms. These are the earliest demondrable
forms of breast cancer. It is best to have al your mammograms done a the same facility
0 that subtle changes can be detected more easly, and techniques, equipment and
interpretation are less likely to vary.



Once again, even if you get a clean bill of hedth from a mammogram, you should ill do
monthly BSE a home on aregular bass. Remember the three"ams'™
1) Mammogram,
2) Doctor’s exam, and
3) Breast Sdlf-Exam.

Certain women are a a greater risk for developing breast cancer. These women need to
be identified and followed more closdy. The risk factors for women most likely to get breast
cancer are asfollows:

MAJOR RISKS:

Age
Table 1: Probability of developing invasive breast cancer among women who are
free from invasive breast cancer a their current age, shown as risk
over specific intervas of time (based on an andyds of datafrom the
Surveillance, Epidemiology, and End Results (SEER) registry for
1987-1988)

Ri sk interval (in years)
Current @ge  ------sosmsioso oo

(in years) 10 20 30 40 Eventual |y

30 0.43% 1.99% 4.29% 7.47% 12.80% (1 in 8)
40 1.58% 3.91% 7.13% 10.28% 12.53% (1 in 8)
50 2.41% 5.74% 9.01% 10.83% 11.33% (1 in 9)
60 3.59% 7.10% 9.07% 9.62% (1 in 10)
70 4.13% 6.45% 7.08% (1 in 14)

Women whose mother or sister has had breast cancer, paticularly if the disease
occurred when the patient was premenopausa;
Women who have never had children;
Women who had firgt child after age 30;
Women who started first menstrud period at the age of 12 or younge;
Women who have experienced menopause after 55;
Women who are obese;
- Women who consumes large amount of acohal
Each woman is a separate individua and her risk factors can be quite variable,

FOLLOW-UP CARE

Once you have completed your trestment, you have gone through a number of physcd
and emotiond changes and are probably ready to get on with the rest of your life. However, you
should be aware of your continuing need for follon~up care. It is important for you to return to
your surgeon for scheduled examinations, continue to practice breast sdf-examination, and be
aware of the signs of a possible recurrence.

Breast cancer is a disease that may recur. Recurrent breast cancer can be successfully
treated if it is detected early. Recurrences hgppen to gpproximately 10% of women who have had



breast cancer. Any surgery leaves some residua breast cdls, and any of these cdls can be
mdignant. Sixty percent of dl recurrences gppear within the firda 3 years dfter the initid
treatment, 20 percent within the next 2 years, and 20 percent in later years. As a result, you
should continue to be checked by your doctor as often as recommended.

Do not live h congtant fear of a recurrence, but be aware that it can happen. As a cancer
survivor you will gradudly learn to trust your body again. Even though you should be careful to
observe and to report any symptoms of recurrent disease to your doctor, do not let yoursdf
become obsessed with finding a new cancer. Each year that passes without evidence of cancer
subgtantidly improves the chances that you are cured. The red hope for the future in regards to
breast cancer is in earlier detection. More knowledge is considered a first step to help save more
lives and to help lessen the fear of breast cancer. In addition to more knowledge, the key to
saving more livesis earlier detection and treatment.

Performing Breast Sdf-Examination can save your life. Knowing how to examine your
breasts is an important defense againgt breast cancer. Detecting breast cancer early, when the
disease is in a more curable stage dlows for more options in trestment and increases the chances
for success and cure. The smdler the lump, the better your chances of being trested successfully.
Nine out of ten women who receive early treatment for breast cancer are consdered disease-free
fiveyearslater.



