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Executive Summary

Skin cancer, including non-melanoma (NMSC) and melanoma (MSC) skin cancers, is a
major public health problem with an annual increase in incidence and financial cost. Squamous
cell carcinoma (SCC) and basal cell carcinoma (BCC) are the common subtypes of non-
melanoma skin cancer. The 2020 global burden of NMSC was 1,198,073 new cases and 63,731
deaths (6.2% of all cancers), and the burden of MSC was 324,635 new cases and 57,043 deaths.
In 2020, the estimated age-standardized incidence rates in Armenia for non-melanoma skin
cancer and melanoma were 2.9 and 1.5 per 100,000 people, respectively. Various risk factors are
identified for skin cancer such as ultraviolet radiation, skin type, age, ethnicity, gender, smoking,
alcohol consumption and stress. Skin cancer is highly curable and preventable and both primary
healthcare providers (general practitioners and family physicians) and dermatologists have an

important role in prevention, early detection and diagnosis of skin cancer.

Taking into account the health and financial burdens of skin cancer, | propose this cross-
sectional study to assess dermatologists’ and primary healthcare providers’ current knowledge
related to skin cancer and its screening, attitudes toward skin cancer screening and counselling,
and practices and barriers to skin cancer screening in Yerevan, Armenia. This study will be
conducted in private and public polyclinics, and specialized medical centers in Yerevan. In
selecting my provider sample, | will utilize a 1:1 ratio matching strategy among polyclinics, and
a 1:2 ratio among specialized medical centers. The study instrument (60 questions) is a hybrid
face-to-face and self-administered questionnaire. A descriptive analysis will summarize socio-
demographic characteristics. Chi-squared test and Student-t-test will compare continuous and
categorical variables. For comparison, one-way ANOVA will be used and multivariable linear
regression will detect an association between dependent and independent variables. Completion

Vi



of this study will require 6 months and a budget of 451,680 AMD. Before implementing this
study, | will secure Institutional Review Board approval from the American University of

Armenia.
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1. Rationale, Aim, and Objectives for the Current Study

In this section, | provide the study rationale, aim, and objectives (primary and secondary)
to justify the importance for conducting this study, define the desired study outcome, and outline

the plans for achieving the determined aim, respectively.
1.1 Study Rationale

Due to the health and financial burdens of skin cancer, its increasing rates worldwide, and
the fact that skin cancer is curable and preventable, knowing dermatologists’ and primary
healthcare providers’ knowledge, attitudes, and practices regarding skin cancer is important. No
recent studies have explored knowledge related to skin cancer and its screening, attitudes toward
skin cancer screening and counselling or current practices and barriers to skin cancer screening
among dermatologists and primary healthcare providers in Armenia. This study can fill these
gaps about knowledge, attitudes, practices and barriers among dermatologists and primary
healthcare providers. The study’s results will guide recommendations for improving providers’
knowledge and practices regarding skin cancer and thereby reduce the burden of skin cancer in

Armenia.
1.2 Study Aim and Objectives

The study aims to assess the current knowledge related to skin cancer and its screening,
to reveal attitudes toward skin cancer screening and counselling as well as current practices and
barriers to skin cancer screening among dermatologists and primary healthcare providers of

Yerevan, Armenia.



The primary objective of this study is to document and compare the knowledge, attitudes,

and practices of skin cancer prevention and diagnosis of dermatologists and primary healthcare

providers in Yerevan, Armenia and to identify gaps between these groups.

The secondary objectives are to:

e explore the associations of the socio-demographic characteristics such as age, gender,
years of clinical practice, and trainings in dermatology of dermatologists and primary
healthcare providers with their knowledge, attitudes, and screening and counselling
practices on skin cancer.

e identify barriers to skin cancer screening practices among dermatologists and primary
healthcare providers of Yerevan, Armenia.

e investigate the association between barriers to skin cancer screening and current practices
of dermatologists and primary healthcare providers.

e compare the knowledge, attitudes, and practices of skin cancer prevention and diagnosis
between dermatologists working in polyclinics and the Medical-Scientific Center of
Dermatology and Sexually Transmitted Infections (STI).

e compare the knowledge, attitudes, and practices of skin cancer prevention and diagnosis
between primary healthcare providers working in polyclinics and general

practitioners/family physicians working in specialized medical centers.
2. Background/ Literature Review

Skin cancer, including non-melanoma (NMSC) and melanoma skin cancers (MSC), is a
common worldwide public health issue with an increasing incidence.x* NMSC or keratinocyte

carcinoma (KC), including squamous cell carcinoma (SCC) and basal cell carcinoma (BCC),



with melanoma are the three main types (more than 99%) of skin cancer.®~" Globally, NMSC is
ranked 5" whereas MSC is ranked 19" most commonly occurring cancers in both genders.® In
2017, the prevalence of NMSC was 2,537.1 and malignant skin melanoma was 2,324.4
thousands.® Moreover, the years lived with disability (YLDs) for NMSC and malignant skin
melanoma were 7,663.6 and 140.9 thousands.® In 2018, GIOBOCAN (Global Cancer Incidence,
Mortality and Prevalence), which is a project of the International Agency for Research on Cancer
(IARC), estimated that the incidence of NMSC (excluding BCC) was 1,042,056 (5.8% of all
cancers) cases and MSC 287,723 (1.6% of all cancers) cases and that the mortality MSC was
65,155 (0.7% of all cancers) deaths and 60,712 (0.6% of all cancers) deaths, respectively.?® In
2020, the new cases and death of NMSC in both sexes and ages were 1,198,073, accounting
6.2% of all cancers, and 63,731 deaths, accordingly (see Figure 1).1° Globally, the estimated new
cases of MSC were 324,635 and death from MSC were 57,043 in both sexes and ages (see
Figure 2).1° The 5-year prevalence of NMSC and MSC in 2020 was 6,458,885 and 1,092,818,

respectively (see Figures 3 and 4).1°

BCC evolves from basal keratinocytes of the first layer of the skin (epidermis), stem cells
of hair follicles, and eccrine sweat ducts.!*** BCC most commonly occurs on the face, head and
neck (sun-exposed part), trunk and limbs (relatively sun-exposed), and has the following
histopathological subtypes: superficial, nodular, pigmented, morpheiform or infiltrative,
micronodular, and mixed.**?° BCC clinically appears as slowly growing, over months or years,
papules, nodules, and scaly plaques that are characterized by the recurrent crusting, bleeding,
tenderness, or itching.?%?? Metastasis of BCC are very rare from 0.0028% to 0.55%.2° The

average survival time after the BCC started is 10.7 years, and it is 10 months after metastasis is



detected.?>24 In 2017, the prevalence of BCC was 596.8 thousands, the incidence was 5,884.8

thousands, and YLDs were 2.5 thousands.?

SCC is a keratinocyte-derived malignant tumor developed from squamous cells and can
arise on sun-exposed skin from actinic keratosis which are precursor lesions.*?12SCC
commonly affects bald scalp, face, neck, extensor forearms, dorsal hands, and shins.?> SCC
exhibited as a firm, smooth or hyperkeratotic papules, plagues and nodules with central
ulceration that is bleeding and not healing.?%??> SCC is divided into two groups based on the
invasion into dermis (second layer of the skin).2® The first group includes actinic keratosis and
SCC in situ.?® The second group comprises “spindle cell, acantholytic, verrucous,
lymphoepithelioma-like, desmoplastic, adenosquamous, cystic, and keratoacanthoma” SCCs.?
Of all SCC cases 3% to 10% progress to metastatic.?! Metastasis appears one to two years after
the initial diagnosis.?’ In 2017, the prevalence of SCC was 2,158.9 thousands, the incidence was

1,778.8 thousands, and YLDs were 87.7 thousands.®

Melanoma skin cancer (MSC) is a malignant tumor developed from epidermal
melanocyte cells.?8 Superficial spreading (70%), nodular (15% to 30%) lentigo malign or
melanoma in situ (less than 5%) and acral lentiginous (less than 5%) are the main 4 types of
MSC.28 Superficial spreading and nodular usually appears in any part of the body, lentigo malign
occurs mostly on the head, neck and face, and acral lentiginous are found on the palms, soles and
under nails.?®3° For the detection of clinical characteristics of melanoma, the ABCDE rule is
used which stands for asymmetry (““A”), border irregularity (“B”), color (“C”), diameter greater
than 6 mm (“D”), and evolution or elevation (“E”).?! Malignant melanoma (MM) is a serious and

lethal tumor that can metastasize in any organ.3! The most commonly affected tissues by



metastases of MM are skin (10-60%), lung (10-40%), liver (15-20%), brain (5-20%), distant

lymph nodes (5-35%), distant subcutaneous tissues (5-35%), and skeleton (5-20%).3!
Epidemiology of skin cancers

The incidence and mortality of NMSC and MSC vary by area and region (see Figures 3,
4,5 and 6).1% In 2020, Australia and New Zealand had the highest age-standardized incidence
rates of NMSC and MSC, with results of 140.0/100,000/year and 127.5/100,000/year, and

36.6/100,000/year and 31.6/100,000/year, respectively.®

Skin cancer is one of the most prevalent cancers in the United States (US).37:32-%
According to the Skin Cancer Foundation, one out of every five Americans, and more than two
people, will have skin cancer up to 70 years old, and die from it every hour.3* In the US, 5.5
million cases of NMSC were diagnosed among 3.3 million people in 2012.” This number was not
accurate and could be higher due to the no requirement to collect NMSC cases in cancer
registry.2387 Furthermore, the registered cases of NMSC in each year, of which around 20-30%
are SCC and 70-80% BCC, is more than 1,000,000 cases in the US.*® Accordingly, the incidence
of BCC is rising at a rate of about 2% annually.3~%° From 1969 to 2000, the age-adjusted
mortality rate for NMSC was 0.69/100,000/year.*® An estimated 73,572 people died in the US
from 1969 to 2000 due to NMSC, with a mortality rate of 0.69 per 100,000 people per year.*° In
2012, 4,000 Americans died from SCC.*® SCC compared to BCC is more serious and lethal.®
Melanoma incidence in the US increased roughly tenfold from 1975 and 2019.34-°2 Melanoma
mortality rates rose twice between 1975 and 2016, and then declined between 2016 and
2019..341-52 Between 2007 and 2011, over 63,000 people were diagnosed with melanoma, and
about 9,000 people died as a result of this disease in the US.>*>* From 2008 to 2017, the

incidence of invasive melanoma increased by around 2% per year.” According to the data, the



mortality rate of melanoma decreased by 7% per year in younger adults and nearly 5% per year
in older adults from 2014 to 2018.” The incidence rates of melanoma from 2013 to 2017 were
22.4 per 100,000 (age adjusted to the 2000 US standard population) while the death rates from
2014-2018 were 2.3 (age adjusted to the 2000 US standard population).®® In 2021, the estimated
new cases have been 106,110 and deaths 7,180 during five months.> Skin cancer is the 4" most
costly disease in the US, with an estimated annual direct cost $8.1 billion of which $4.8 billion is
for NMSC and 3.3 million for melanoma.®®*° The indirect (lost workdays and restricted-activity
days) annuals costs are $76.8 million for NMSC and $29.4 million for MSC.%% For an
individual living in the United States, the average years of potential life lost (YPLL) due to
melanoma mortality was 20.4 years.®! Melanoma and NMSC costs ranged from $39.2 million to

$28.9 million for morbidity and $3.3 billion to $1.0 billion for mortality.?

Incidence rates of NMSC are increasing in several European countries.®*-% NMSC
incidence rates rose by 1,.4-3,5 percent in Scotland over a 12-year period, by 3,1-4,6 percent in
Denmark over a 30-year period, by 3,3-11,6 percent in Germany over a 13-year period, and by 3
percent in the UK over a 3-year period.®*-® During a 20-year period, the mortality rate for both
BCC and SCC was reported to have decreased by 1,9 percent in the Netherlands.®” In Germany
and Denmark the mortality rate of BCC decreased up to 0,87 to 0,97, meanwhile the mortality
rate of SCC increased by 1,12 and 1,3 in these countries, respectively.%® From 2015 to 2017,
about 152,000 new cases of non-melanoma skin cancer occur in the UK every year, equating
more than 410 new cases every day.” In 2020, the incidence rate of NMSC among European
population was 356.180 (29,7%) and 5-year prevalence was 1.953.260 (30,2%) (see Figure 7).1°
In 2018, the North and West Europe countries experienced the highest incidence rate (23-

25/100.000/years), while the Mediterranean and Eastern countries reported the lowest incidence



rate (7-12/100.000/years) of MSC." In 2020, the highest melanoma incidence rates were
reported in Denmark (50,3/100.000/years), the Netherlands (48/100.000/years), Sweden
(42,4/100.000/years), and the highest mortality rates were observed in Slovakia
(6,7/100.000/years), Denmark (6/100.000/years) and Slovenia (5,8/100,000/years) (see Figure
7)"2. Crude national costs of malignant melanoma are € 2,7 billion for European countries.” The
lowest estimated crude costs per patient were in Bulgaria (€ 6.422) and highest in Luxembourg
(€ 50.734).” The morbidity cost was € 217,1 million and mortality € 2.152 for European
countries.” Both NMSC and melanoma are highly curable especially in case of early detection
and treatment.” Melanoma has 93% of 5-year relative survival rate, ranging from 99% to 27% for

cases diagnosed at a localized stage or for cases diagnosed at a distant stage.’
Risk factors of skin cancer

A variety of environmental and personal risk factors for skin cancer are known,”10:15.74-90
Exposure to ultraviolet (UV) radiation is one of the major risk factors for three main types of
skin cancers.”*"" Intermittent UV exposure is associated with the risk of developing BCC and
melanoma, while cumulative and chronic UV exposure is strongly associated with the risk of
developing SCC.™" People with fair skin (Fitzpatrick, skin type 1), red and blonde hair, and
blue and green eyes compared with dark skin individuals have a higher risk of developing all
types of skin cancer.” 8" Due to skin color, race and ethnicity also play a role in the
development of skin cancer.®® Non-Hispanic Whites have a higher incidence and mortality rate
of skin cancer than non-Hispanic Blacks and Asian/Pacific Islanders.” In connection with this,
such people with unprotected UV exposed skin are highly prone to BCC and SCC but not to the
substantially increase in melanoma.” Family or personal history of skin cancer, large number of

moles and freckles, presence of skin that burns are also identified as risk factors.81%2 Age and



gender are both independent risk factors for skin cancer as well.1>347283-87 According to the
observations, males are more likely than females to develop skin cancer (see Figures 8A, 8B, 9A
and 9B).1>7283-8 The likelihood of developing skin cancer rises with age (see Figures 7, Figure
10A and 10B).10:1534.728387 Smoking and regular alcohol consumption, and stress increase the
risk of developing skin cancer.”*#-% Smoking increases the risk of SCC but has no impact on

the risk of BCC or melanoma.8&%°

Role of primary health care providers and dermatologists in early detection, diagnosis

and prevention of skin cancer

Both primary healthcare providers and dermatologists play an important role in the
prevention, early detection and diagnosis of skin cancer. %-*® According to past studies, primary
healthcare providers are the first medical contact within health system for population seeking
advice regarding skin conditions including basal cell and squamous cell carcinomas, and
melanoma.®~%3 A study conducted in the United States (US) from July 1995 to July 1997 found
that 36.5% of patients who presented to their primary healthcare providers had skin problems, of
which 35.4% were detected by primary healthcare providers during examination without
patients' complaint.®? The findings of this study shows that primary healthcare providers
diagnosed 90.5% of observed cases of which 5.4% were malignant tumors of the skin including
basal cell and squamous cell carcinomas and actinic keratoses, and treated 61.6% of cases
including skin tumors of which 93.3% were treated correctly.? A study conducted in England
and Wales demonstrated that 24% of their population (about 13 million people) visited general
practitioners (GPs) for skin conditions; consultation rates for malignant melanoma and other
malignant neoplasm of skin was 8 and 30 per 10,000 population, respectively.®® The survey of

melanoma patients shows that the majority of them maintain extensive connection with their



primary care providers rather than their dermatologists.® Just 20% of these patients had their
skin examined by a dermatologist.®* Dermatologists are specialist who detect, and diagnose skin
cancers more accurately and correctly.?2%-%7 According to a study conducted in Brazil, the
knowledge gap regarding melanoma between dermatologists and general practitioners was
17.6%.% The dermatologists showed better results.®® Despite the fact that many studies showed
the gap of knowledge between dermatologists and primary healthcare providers, primary
healthcare providers are often the first healthcare contact to triage skin cancer and make

decisions regarding referrals to dermatologists,%295:96.98-100
Skin Cancer in Armenia

In a press conference, the director of the Medical-Scientific Center of Dermatology and
STl in Yerevan indicated that the number melanoma cases in Armenia has risen over the years,
with 361 cases in 2005, 400 in 2010, and 502 in 2016.1% Per WHO statistics, 118 people died
from skin cancer in Armenia in 2018, representing 0.50% of total deaths.®® Thus, in the world
Armenia is ranked 32th with 2.71 age adjusted death rate from skin cancers per 100,000
population.’®® According to the annual statistical report of the National Institute of Health
(NIH) of the Republic of Armenia (RA) for 2019, 591 people were diagnosed with melanoma, of
which 378 were female, and 1838 people were diagnosed with other skin neoplasia, of which
838 were female.'%* Furthermore, 29, 8, 11 people with newly diagnosed melanoma, and 239, 19,
12 people with newly diagnosed other skin neoplasia were in the first to second, third, and
fourth stages of the diseases, respectively, in accordance to this annual report.1%* Other skin
neoplasia were prevalent among people aged 40-85 years old.'* Based on GLOBOCAN, new
cases of melanoma in Armenia were 60 (0.65% within the entire population), deaths 18 (0.30%

within the entire population), and five year prevalence (for all ages) 175 (5.9 per 100,000 persons



per year) in 2020.1% In 2020, the estimated age-standardized incidence rate per 100,000 persons

per year was 2.9 for NMSC and 1.5 for MSC.1°
Dermatologists and Primary Healthcare Providers in Yerevan, Armenia
According to the annual statistical report provided by the NIH of the Republic of

Armenia, 104 dermatologists and 486 primary healthcare providers (general practitioners (GPs)

and family physicians) worked in Yerevan in 2019.1% The total number of GPs and family

physicians working in Yerevan was 573 in 2019.1%

3. Methodology

In this section, | provide a comprehensive framework with detailed information needed

for planning and implementing the proposed study.
3.1 Study Design

| propose to conduct a cross-sectional study of primary healthcare providers’ and
dermatologists’ skin cancer knowledge, attitudes, and practices in Yerevan, Armenia. | will
administer a survey with sequential mixed-mode design that includes paper-based face-to-face
interview and self-administered questionnaires. | chose this study design taking into account that
it will be relatively inexpensive and less time consuming and it will give an opportunity to
collects data on several variables at once.*%”1% Furthermore, this design minimizes ethical

difficulties. '
3.2 Study Setting

| will perform the study in private and public polyclinics, specialized medical centers,

and the Medical-Scientific Center of Dermatology and STI in Yerevan. The rationale for

10



selecting the Medical-Scientific Center of Dermatology and ST is that it is the only specialized

dermatological center in Armenia and many dermatologists work there. 1%
3.3 Study Population

The study target population will include dermatologists and primary healthcare providers
(GPs and family physicians) working in Yerevan polyclinics and the Medical-Scientific Center
of Dermatology and STI and/or specialized medical centers. The rationale for including general
practitioners/family physicians at the specialty centers is that the population in Armenia at those
centers is self-selecting and presumably has a higher prevalence than at the general level because
most were referred or directly self-referred there.1% Thus, the sense of prevalence/importance of
screening is likely higher among those providers from specialty centers. Therefore, having these
providers from specialty centers provides a better referent to dermatologists working in the
specialty center than ones in a polyclinic. Inclusion criteria will be the ability to speak and

understand Armenian and willingness to participate.
3.4 Sampling Strategy

I will use a matching strategy in order to enroll dermatologists and primary healthcare
providers from similar working environment taking into account the difference in the number of
dermatologists and primary healthcare providers which is more than 10%. Ignoring this fact can

lead to unequal representativeness of these two groups.

Yerevan has 38 polyclinics of which 26 are public and 12 private, one specialized
dermatological center; the Medical-Scientific Center of Dermatology and ST1, and several

specialized medical centers. The polyclinics have at least one dermatologist and one primary

11



healthcare provider; some have two or more. Two different approaches will be used for the

chosen matching strategy.

Ideally, knowing the number of dermatologists billets at each polyclinic as well as the
serving population size (small, medium or large) for 38 polyclinics will help establish sampling
quotas within strata. This technique of stratification will ensure proportionate representation
from polyclinics. A list of the 38 policlinics will be compiled based the mentioned
characteristics, and then half of each stratum will be randomly sampled via an online random

sample generator (see Table 1).

In case such a listing is unavailable, I will use an alternative approach. | will utilize a
simple random listing of the polyclinics and select specialty centers based on their number of
general practitioners.1% The specialty centers with the highest number of general practitioners
will be selected. This approach will save time on transportation while also enabling data
collection from just two or three specialized medical centers. Due the fact that many polyclinics
have more primary healthcare providers than dermatologists, | will match on age. When 1 arrive
at a policlinic to sample from it, I will first ascertain the number of dermatologists, and after that,
I will use that facility as a starting point and proceed to other polyclinics until the desired

numbers are not reached or the listing of clinics is exhausted (see Table 2).

Both approaches will employ a 1:1 matching ratio at polyclinics and a 1:2 ratio at
specialty centers. Overall, either strategy will yield four comparable groups consisting of
matched dermatologists and primary healthcare physicians from the polyclinics, the Medical-
Scientific Center of Dermatology and STI, and the specialized medical centers and allow

comparing these groups with each other.
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3.5 Sample Size Calculation

A sample size calculation is not relevant for this study because any calculated number
will be larger than the available population. The proposed strategy ensures a large fraction of all
dermatologists (approximately n = 52 dermatologists, 50%) will be sampled and along with a
comparably precise sample of other providers. Based on the final sample, I will calculate

minimum detectable difference post hoc.
3.6 Study Instrument

| conducted a literature review to identify the main domains for my instrument and
develop a blueprint of the study instrument. The study instrument titled "Knowledge, Attitudes,
and Practices (KAP) Regarding Skin Cancer Among Dermatologists and Primary Healthcare
Physicians of Yerevan, Armenia" includes the following five domains: “Socio-demographic
data” (10 items), “Knowledge regarding skin cancer” (19 items). “Attitudes regarding skin
cancer and its screening” (8 items), “Practices regarding skin cancer” (9 items), and “Barriers to
skin cancer screening” (14 items). | adapted some questions for each domain from other

questionnaires used in similar studies and generated others based on the literature review (see

Table 3).80,88790,96,1107119

| adapted the draft questionnaire to the local specificities. | first produced it in English
(see Appendices 1 and 2) and then translated into Armenian (see Appendices 3 and 4). Among
the questionnaires drawn from, only one had documented validity and reliability; two others

were piloted in previous studies, 8114116

| have organized the questionnaire into interviewer and self-administered portions. It

contains 60 questions (see Appendix 1 and Appendix 2).8088-9096.110-119
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The Instrument

The interviewer administered portion consists of 24 questions. It includes five items
(healthcare facility, type of healthcare facility, size of polyclinic based on the number of served
population, gender, and profession) from the “Socio-demographic data” and the entire
“Knowledge regarding skin cancer” domain. | created the first three questions of the “Socio-
demographic data” domain, while | adapted the fourth and fifth questions from an American
University of Armenia (AUA) Master of Public Health (MPH) thesis project and a cross-
sectional study conducted in Belo Horizonte, Brazil among 80 dermatologists (specialists) and
160 primary healthcare physicians (general practitioners) in 2018 to assess the gap between the
knowledge of dermatologists and primary healthcare physicians regarding diagnosis of cutaneous
melanoma.® 11 | created the first seven questions of the “Knowledge regarding skin cancer”
domain and included images obtained from the website of the Primary Care Dermatology
Society of the United Kingdom (UK).!® Before conducting the study, I will secure permission to
use these images from the Primary Care Dermatology Society of the UK, or in case of refusal, |
will replace these seven images. | developed Questions 16 and 21 on the basis of information
drawn from the literature review.8-% | adapted the remaining 10 questions from questionnaires
previously used by similar studies conducted in other countries.®®>117 | adapted the three out of
ten questions (knowledge about ABCDE rule for pigmented skin lesion, explanations for the
letters of ABCDEs, and the figure from ABCDE rule for pigmented skin lesion strongly
suggested melanoma) from a similar cross-sectional study conducted in Brazil.*® The second
part, which comprises 36 items, is a paper based self-administered questionnaire (see Appendix
2). The second part covers the remaining domains: “Attitudes regarding skin cancer and its

screening,” “Practices regarding skin cancer,” and “Barriers to skin cancer screening,” and,
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partially, “Socio-demographic data” (age, practicing years after graduation from the medical
university, type of healthcare facility where a physician practices, number of trainings received
in the last three years, the average number of patients served daily). | adapted these questions
from questionnaires used in previous studied.®119-114 | created both Items 40 and 41 of the

“Practices regarding skin cancer” domain.!*3

Derived Values

I will assess knowledge regarding the epidemiology, symptoms, risk factors and detection
of skin cancer by 19 questions. I will assign 1 point for each correct answer, and 0 point for
wrong answer or “don’t know” or missing answers. The results will be summed up, leading to a
score ranging from 0-40. A higher score will indicate that the participant has better knowledge. 1
will assess the attitudes of participants regarding skin cancer and its screening using a five-point
Likert-scale ranging from 1-5, where one means strongly disagree and five strongly agree
(strongly disagree, disagree, neutral, agree, strongly agree). The scores of the eight items of the
“Attitudes regarding skin cancer and its screening” will be summed to create an attitude score,

ranging from 8 to 40. A high score will reflect the participant’s positive attitude.

To measure the practices of dermatologists and primary healthcare providers regarding
skin cancer screening nine five-point Likert-type scale with five answering options will be
applied (never, sometimes, about half, often, almost always) where never will be scored one and
almost always scored five. The results of the nine items of the “Practices regarding skin cancer”
domain will be added together to yield a practice score ranging from 9 to 45. A high score will

indicate that the participant performs a good practice.

A four-point Likert-type scale with four response categories (not a factor, minor factor,

moderate factor, and major factor) will be used to evaluate the factors considered as potential
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barriers to skin cancer screening giving one point to “not a factor” and four to “major factor”.
The score range for this domain will be 14-56. A high score will show the barriers as major

factors that restrict participants to do skin screening and counseling regarding to skin cancer.
Fielding the Final Instrument

To ensure the accuracy and quality of the translation, back-translation from Armenian to
the original language which is English will be performed by a certified translator in July. The
draft questionnaire will be reviewed and modified by an expert in dermatology. After that, this
questionnaire will be pre-tested among five dermatologists and five primary healthcare
providers. This action will check the questionnaire's workability, identify potential problem
questions that need to be modified or clarified, and determine if the length of the time requesting
for the completion of the questionnaire is adequate. The questionnaire will be refined and

finalized based on the findings of the pre-test.

In total, the completion of the questionnaire will take approximately 25-30 minutes: 10-
15 minutes for a face-to-face interview and 15 minutes for a self-administered questionnaire,

respectively.
3.7 Study Variables

The dependent variables (outcomes) in this study will be dermatologists’ and primary
healthcare providers’: 1. knowledge regarding the epidemiology, symptoms, risk factors and
detection of skin cancer (continuous), 2. attitudes toward skin cancer and its screening
(continuous), 3. practices toward skin cancer and its screening (continuous), 4. barriers to skin

cancer screening (continuous) (see Table 4).
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Independent variables in this study for both dermatologists and primary healthcare
providers will be: 1. age (continuous), 2. gender (binary), 3. practicing years after graduation
from the Medical University (continuous), 4. profession (hominal), 5. the average number of
patients served per day (continuous), 6. received trainings in dermatology during the last three
years (continuous), 7. healthcare facility (nominal), 8. type of healthcare facility (binary), 9. size
of polyclinic (ordinal), 10. type of healthcare facility where a physician practice (nominal). Age,
practicing years after graduation from the Medical University, the average number of patients
served per day, and received trainings in dermatology during the last three years will be collected

as continuous variables, and then converted to categorical variables (see Table 4).
3.8 Data Collection and Logistical Considerations

A well and clearly planned survey with a detailed study protocol, survey instrument,

personal and logistical considerations will ensure the accuracy of data collection.

| will start data collection only after receiving approvals from the Institutional Review
Board 1 (IRB) of the American University of Armenia (AUA) and Yerevan Municipality and
public and private polyclinics, specialized medical centers and the Medical-Scientific Center of
Dermatology and STI. I as a student investigator will approach dermatologists and primary
health care providers from 9 a.m. to 5 p.m. on working days and from 9 a.m. to 2 p.m. on
weekends in selected polyclinics, specialized medical centers and the Medical-Scientific Center
for Dermatology and STI in Yerevan and will ask them to take part in the survey. This schedule
will maximize the likelihood of reaching dermatologists and primary healthcare physicians at

their workplaces.
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Data will be collected through a paper based face-to-face interview followed by the self-
administered paper-and-pen questionnaire for the subsections of the questionnaire. A paper-
based face-to-face interview will be conducted by the student investigator. The remaining part
which is the self-administered paper-and-pen questionnaire will be filled by physicians either
immediately after face-to-face interview or at a later time, in case dermatologists and primary
healthcare providers experience difficulties in the allocation of time for this survey due to their
busy schedule. The second part of the questionnaire will be left with physicians on the day of the
survey and collected the next day in case if dermatologist or primary healthcare providers unable
to complete it immediately after a face-to-face interview. This sequential mixed-mode design
will be chosen for the following reasons: 1) “Knowledge regarding skin cancer” domain includes
seven images, and it will be difficult and costly to get high-quality printed pictures on paper.
Thus, a face-to-face interview will help to avoid this, because the student investigator will
prepare only one example of high-quality photos of these seven images to present participants
during the interview, thereby reducing the printing cost and inappropriate waste of money, 2)
restriction on physicians to use of various sources to obtain accurate answers, 3) high response
due to the self-administered questionnaire (SAQ) part, and 4) given opportunity to complete the
SAQ at a more convenient time, and pace. Overall, data collection will take two months from

August to October, 2021.
3.9 Data Entry and Management

A data entry clerk and I will double enter the data using Statistical Package for the Social
Science (SPSS) version 23 software. After verifying the double-entry, we will perform a range
check. Every questionnaire will have unique ID with the first two numbers referring to each

polyclinic/ specialized medical center/ the Medical-Scientific Center for Dermatology and STI
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followed by the unique two-digit number for every participant. | created two identical journal
forms to collect required information, one for dermatologists and another one for primary
healthcare providers (see Appendices 5 and 6). | will use these journal forms in each healthcare
facility. Paper-based questionnaires and journal forms will be kept in a secure place and
identifiable information (hames of selected healthcare facilities) in a password protected file.
Only the research team will have access to the collected data. After writing a final report, all

questionnaires, journal forms and identifiable information will be destroyed.
3.10 Data Analysis

I will conduct a descriptive analysis to summarize the socio-demographic characteristics
of the study participants. | will calculate means and standard deviations and ranges for

continuous variables, and frequencies and proportions for categorical variables.

The score of all items in each domain will be summed up and divided by the highest
possible score to calculate the percent mean score for each of the following domains separately:
“Knowledge regarding skin cancer”, “Attitudes regarding skin cancer and its screening”,

“Practices regarding skin cancer”, and “Barriers to skin cancer screening”.

I will use the Shapiro-Wilk test for normality for continuous variables, the Chi-squared
test to compare categorical variables, and the Student-t-test (or Mann-Whitney-Wilcoxon

nonparametric test) for continuous variables.

| will use the Student-t-test (or Mann-Whitney-Wilcoxon nonparametric test) to compare
dermatologists' and primary healthcare providers' knowledge, attitudes, practices, and barriers of

skin cancer prevention and diagnosis. | will use Pearson correlation to measure linear association
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between knowledge, attitudes, practices, and barriers. | will utilize the Chi-squared test to

compare the socio-demographic characteristics of physicians.

Multivariable linear regression analysis will be used to detect an association between
dependent and independent variables. Furthermore, one-way ANOVA will be used to compare
the knowledge, attitudes, and practices of skin cancer prevention and diagnosis among
dermatologists and primary healthcare providers, dermatologists working in polyclinics and the
Medical-Scientific Center of Dermatology and STI, and primary healthcare providers working in

polyclinics and general practitioners/family physicians working in specialized medical centers.

4. Ethical Considerations

The Institutional Review Board 1 (IRB) of the American University of Armenia (AUA)
has given preliminary approval of this study pending review of the final instruments and
protocols. Prior to implementing a survey, a new application for an IRB review and approval

with all the updated protocols will be submitted to secure a permission to carry out this survey.

Additional permission to conduct this study will be acquired from the Yerevan
Municipality and public and private polyclinics, specialized medical centers and the Medical-

Scientific Center of Dermatology and ST1 in Yerevan.

Prior to administering a survey, oral informed consent will be obtained from each
participant (see Appendices 7 and 8). The purpose of the study, the guarantee of minimal risks,
confidentiality, and privacy, explanation of the participants' rights, and the absence of direct
benefits or incentives will be addressed and explained in the oral informed consent. Also,

participants will be informed of the voluntary nature of their participation, the format of the
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instrument containing two parts that must be completed, and the actual time needed for

completion. Each respondent will be free to withdraw from the study at any time.

While the survey will be anonymous, the data collected could allow an individual to be
identified; consequently, only confidentiality can be assured. Efforts will be taken to only report
data in aggregate formats that minimize the risk of identifying respondents. To protect the
identify of participants each will be given an ID (two-digit number) that will be combined with a
facility identifier. The record of identifiers will be kept separately from the analytic dataset and

will in a password protected file.
5. Resources

In this section, | will describe the human, financial and time resources required to carry

out this study.
5.1 Study Timeline and Personal

After receiving the IRB approval from the AUA, the completion of the study will take six
months, from July 1, 2021 and ending January 1, 2022 (see Table 5). A hired certified translator
will back translate the questionnaire from Armenian to English, in addition to the student
investigator, a data entry clerk and a statistician will be part of the study team. | as a student
investigator will be in charge of the following responsibilities: 1. study planning, 2. adhering to
the study protocol and timeline 3. pre-testing of the study instrument, 3. data collection, 4. data
entry, 5. confidentiality assurance, 6. final report writing. The back-translation of the study
instrument into the source language will be done by a certified translator during first month. Data

collection, entry and cleaning will take three months. The data entry clerk will complete data
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entry and cleaning during the fourth month. The collected data will be analyzed by a statistician

during the following month.
5.2 Study Budget

The final budget of this study will be approximately 451,680 AMD including 371,000
AMD for personnel cost, 19,680 AMD for operational cost, and 61,000 AMD for transportation
cost (see Table 6). The cost for personnel will include salaries for a hired certified translator, a
data entry clerk and a statistician. The salary of the statistician will be fixed on monthly basis.
The salary of the certified translator and data entry clerk will be calculated by the number of
translated pages and worked hours, respectively. Personnel wages will be reflective of average
operating salary ranges accepted in non-governmental research organizations in Armenia. The
operational cost will mainly cover the cost of printing materials including questionnaires, journal

forms and photos.

6. Conclusion

I propose this study because dermatologists’ and primary healthcare providers’
insufficient knowledge, attitudes, practices as well as existing barriers regarding skin cancer and
its screening may result in substantial financial and health burden for patients and healthcare
system of Armenia. Thus, the implementation of this first knowledge, attitudes, and practices
(KAP) survey in Armenia will assess dermatologists’ and primary healthcare providers’
knowledge, attitudes, and practices and barriers related to skin cancer, its screening, and
counselling. The study findings will identify the current situation, gaps and areas of
improvement. The cross-sectional design of the study will allow to conduct relatively

inexpensive and quick study with a total budget of 451,680 AMD over six months. Moreover,
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the cross-sectional and KAP nature of this study will minimize ethical difficulties. The matching
strategy for participants from the same healthcare facility will ensure the similar
representativeness from both groups. The division of the instrument into two parts: interviewer-
and self-administered questionnaires will maximize the accuracy of findings and minimize social
desirability bias. The drawback of this study may be the fact that the sample is limited to
Yerevan which can reduce the generalizability of the findings. However, the value and
importance of information from the study will outweigh this limitation. Study results will be
disseminated at national conferences and shared with governmental, medical and other
organizations as appropriate. Based on results from the study, national recommendations such as
developing of new practice guidelines, organizing additional dermatological trainings for

healthcare providers, webinars and other activities will be designed.
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Figures

Figure 1. Non-Melanoma Skin Cancer Incidence (Number of New
Cases) and Mortality (Number of Deaths) Statistics Worldwide and by Region

in 2020
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Figure 2. Melanoma Incidence (Number of New Cases) and Mortality
(Number of Deaths) Statistics Worldwide and by Region in 2020
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Figure 3. The 5-year Prevalence of Non-Melanoma Skin Cancer
(NMSC) Worldwide and by Region in 2020
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Figure 4. The 5-year Prevalence of Melanoma Worldwide and by
Region in 2020
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Figure 5. Estimated Age-Standardized Incidence Rates of Non-
Melanoma Skin Cancer in Both Sexes and All Ages Worldwide in 2020
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Figure 6. Estimated Age-Standardized Incidence Rates of Melanoma
Skin Cancer in Both Sexes and All Ages Worldwide in 2020

Estimated age-standardized incidence rates (World) in 2020, melanoma of skin, both sexes, all ages
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Figure 7. Melanoma Skin Cancer Incidence and Mortality Rate in the
27 European Countries in 2020

Estimated incidence and mortality by country

EU-27, Both sexes, Melanoma of skin, All ages, 2020
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Figure 8A. Age Standardized (World) Incidence Rates of Melanoma of

Skin by Sex in 2020
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Figure 8B. Age Standardized (World) Incidence Rates of Non-
Melanoma of Skin by Sex in 2020

standardized (World) incidence rates, non-melanoma skin cancer, by sex
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Figure 9A. Age Standardized Incidence and Mortality Rates of
Melanoma of Skin among Male in the 27 Countries of Europe in 2020

Estimated incidence and mortality by country

EU-27, Male, Melanoma of skin, All ages, 2020
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Figure 9B. Age Standardized Incidence and Mortality Rates of
Melanoma of Skin among Female in the 27 Countries of Europe in 2020

Estimated incidence and mortality by country

EU-2T, Female, Melanoma of skin, All ages, 2020
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Figure 10A. Age Standardized (World) Incidence and Mortality Rates
of Melanoma of Skin by Sex in 2020

tandardized (World) incidence and mortality rates, melanoma of skin
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Figure 10B. Age Standardized (World) Incidence and Mortality Rates
of Non-Melanoma of Skin by Sex in 2020

Age standardized (World) incidence and mortality rates, non-melanoma skin cancer
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Middle Africa 1.9] 0487
Eastern Asia 1.3] 038
South-Central Asia 1.2 0.48
Polynesia
Micronesia

200 150 100 50 i 5:I:I' 100 150 200
ASR (World) per 100 000

Source: GLOBOCAN 2020
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Tables

Table 1. Sampling Strategy Based on the Stratification of Polyclinics
based on their size and Specialized Medical Centers Based on the Number of

General Practitioners

Healthcare | Size of Healthcare Number Sampled | Total Number | Number of
Facility Facility of Healthcare | of dermatologists and
Healthcare | Facilities | Dermatologists | primary healthcare
Facilities at Healthcare providers sampled from
Facility each healthcare facility
Sampled | Sampled
Dermato | Primary
logists Healthcare
Providers
Small 1 1 1
Based on X Y X 2 2 2
the serving 3 or more 3or 3 or more
population more
Polyclinics | size 1 1 1
Medium Y nY 2 2 2
3 or more 3or 3 or more
more
1 1 1
Large Z Yz 2 2 2
3 or more 3or 3 or more
more
The It is the only one in
Medical- Armenia
Scientific 1 1 D %D 0
Center of
Dermatology
and Sexually
Transmitted
Infections
(STI)
Specialized | Based onthe | With A B Out of scope of 0 2*% D
Medical number of the interest
Centers general highest
practitioners | number

#The 38 polyclinics will be stratified into small, medium and large based on the serving

population.

#Specialized Medical Centers with the highest number of general practitioners will be selected.
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#According to the annual statistical report provided by the National Institute of Health (NIH) of
Republic of Armenia, 22 dermatologists worked in the Medical-Scientific Center of Dermatology
and Sexually Transmitted Infections (STI) in 2019
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Table 2. Sampling Strategy Based on the Random L.ist of Polyclinics

Healthcare Total Number of Number of dermatologists and primary
Facility Dermatologists at Healthcare | healthcare providers sampled from each
Facility healthcare facility
Sampled Sampled Primary
Dermatologists [Healthcare Providers
1 1 1
Polyclinics |2 2 2
3 or more 3 or more 3 or more
The Medical-
Scientific
Center of
Dermatology D % D 0
and Sexually
Transmitted
Infections (STI)
Specialized
Medical Centers Out of scope of interest 0 2*1%4 D

#For the polyclinics, 1:1 ratio matching as a sampling strategy will be used which means that
similar number of dermatologists and primary healthcare providers will be sampled from each
selected polyclinic.

#For the Medical-Scientific Center of Dermatology and Sexually Transmitted Infections (STI)
and the specialized medical centers, 1:2 ratio matching as a sampling strategy will be used
which means that half of the dermatologists from the Medical-Scientific Center of Dermatology
and STI and two times more primary healthcare providers will be sampled.

#According to the annual statistical report provided by the National Institute of Health (NIH) of
Republic of Armenia, 22 dermatologists worked in the Medical-Scientific Center of Dermatology
and Sexually Transmitted Infections (STI1) in 2019
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Table 3. Study Instrument

cancer screening

Domain Questions # Instrument Number

of items
Socio-demographic |1, 2,3 None: created by the 3
data student investigator.
Socio-demographic | 4, 5, 56, 57, 58,59, | Article questionnaire®®, 7
data 60 AUA MPH thesis project!®
Knowledge 6,7,8,9,10, 11, 12, | None: drawn from the 9
regarding skin 16, 21 literature and created by the
cancer student investigator3-90.118
Knowledge 13, 14, 15, 17, 18, Article questionnaire®®11>- 10
regarding skin 19, 20, 22, 23, 24 17
cancer
Attitudes regarding | 25, 26, 27, 28, 29, Article questionnaire, 8
skin cancer and its | 30, 31, 32 AUAMI4 MPH thesis
screening project!!®
Practice regarding | 33, 34, 35, 36, 37, Article questionnaire®1%- 7
skin cancer 38, 39 112,114
Practice regarding | 40 None: drawn from the 1
skin cancer literature and created by the

student investigator 1
Practice regarding | 41 None: drawn from the 1
skin cancer literature and created by the
student investigator!
Barriers to skin 42,43, 44, 45, 46, Avrticle questionnaire®® 13
cancer screening 47, 48, 49, 50, 51,
52,53, 54

Barriers to skin 55 AUA MPH thesis project®® 1

*AUA=American University of Armenia; MPH=Master of Public Health
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Table 4. Depended and Independent Variables

Variable definition Type Levels of

measurement

Dependent (outcome) variable

The knowledge of dermatologists and primary Sum of scores of items
healthcare providers regarding the epidemiology, Continuous | within a range of 0-40:
symptoms, risk factors and detection of skin cancer 1=correct answer

O=wrong answer/don’t

know/missing value

The attitude of dermatologists and primary Sum of related items
healthcare providers toward skin cancer and its Continuous | for a “domain score”
screening within a range 8-40.

1=Strongly Disagree
2=Disagree
3=Neutral

4=Agree

5=Strongly Agree

The practice of dermatologists and primary Sum of related items

healthcare providers toward skin cancer and its Continuous | for a “domain score”

screening within a range 9-45:
1=Never
2=Sometimes
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3=About half
4=0ften

5=Almost always

Barriers to skin cancer screening

Continuous

Sum of related items
for a “domain score”
within a range 14-56:
1=Not a factor
2=Muinor factor
3=Moderate factor

4=Major factor

Independent variable

Healthcare facility

Nominal

1=Polyclinic
2=Specialized medical
center

3=The Medical-
Scientific Center of
Dermatology and
Sexually Transmitted

Infections (STI)

Type of healthcare facility

Binary

1=Private

2=Public

Size of polyclinic

Ordinal

1=Small

2=Medium
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3=Large

Gender Binary 1=Male
2=Female
Profession Nominal 1=Dermatologist
2=Primary Healthcare
Physician
3=General Practitioner
(GP)/ Family
Physician
*Age Ordinal Measured as
continuous variable:
years old
*Practicing years after graduation from the Medical Measured as
University Ordinal continuous variable:
years
Type of healthcare facility where a physician Nominal 1=Private
practice 2=Public
3=Both
*Received trainings in dermatology during the last Ordinal Measured as
three years continuous variable:
times
*The average number of patients served per day Ordinal Measured as

continuous variable:
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patient(s)

Variables will be collected as continuous, and later converted to categorical variables.
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Table 5. Study Timeline (From July 1, 2021 to January 1, 2022)

Task

1t month

2"d month

3" month

4" month

5t month

6t month

Planning

Securing permissions *

Back-translation of the
instrument

Pre-test assessment

Data collection

Data Entry

Data cleaning

Data analysis

Reporting

* Planning, pre-testing, data collection, data entry and writing the final report will be done by a

coordinator.

*Securing permissions from the Yerevan Municipality and public and private polyclinics,
specialized medical centers and the Medical Scientific Center of Dermatology and STI

*Back-translation of the instrument from Armenian to English will be done by a certified

translator.

*Data cleaning will be done by a data entry clerk.

*Data analysis will be done by a statistician.
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*STI: Sexually Transmitted Infections
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Table 6. Study Budget

Cost Type Unit Type Number of Units | Cost Per Unit | Final Cost in
in AMD AMD
Cost for Personnel
Certified
translator Pages 20 2,500 50,000
Data entry
clerk Hours 80 1,200 96,000
Statistician Monthly salary 1 225,000 225,000
Total cost for personnel 371,000
Operational Cost
Printing cost: 20 pages/
Questionnaire | Double sided 115 8 18,400
Printing cost: 2 pages/ Single
Journal Forms | sided 2 12 48
Printing cost:
Photos 7 photos 1 150 1,050
Informed 3 pages/
Consent Double sided 1 8 24
Stationary: Pen 1 150 150
Total operational cost 19,680
Transportation Cost
Cost of taxi Per day 61 1,000 61,000
Total budget 451,680
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Appendices

Appendix 1. English Version of Survey Instrument

Knowledge, Attitudes, and Practices (KAP) Regarding Skin
Cancer Among Dermatologists and Primary Healthcare Physicians

of Yerevan, Armenia
First Part

Survey Questionnaire for Face-to-Face Interview

Participant’s ID

Date of interview (DD/ MM/ YYYY) / /

Start time of the interview (24 hours format) (hh:mm)

SOCIO-DEMOGRAPHIC DATA

Interviewer put a CROSS (X) in the box next to the right option without asking

This section includes questions reqgarding healthcare facility where the participant works

1. | Healthcare facility 1. O Polyclinic

2. O Specialized medical
center

3. O The Medical-Scientific

Center of Dermatology and
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Sexually Transmitted

Infections (STI)

2. | Type of healthcare facility 1. O Private

2. O Public

3. | Size of polyclinic based on the number of served | 1. O Small
population (Skip the question if it is a specialized | 2. O Medium
medical center or the Medical-Scientific Center 3.0 Large
of Dermatology and Sexually Transmitted

Infections (STI))

This section includes question regarding participant’s demographic data

4. | Gender 1. O Male

2. 0 Female

This section includes questions reqarding participant’s professional background

5. | Profession 1. O Dermatologist

2. O Primary Healthcare
Physician

3. O General Practitioner

(GP)/ Family Physician

KNOWLEDGE REGARDING SKIN CANCER

Interviewer read questions and answers

This section includes questions regarding the knowledge about the epidemiology, symptoms,
risk factors and detection of skin cancer
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Which of the following is depicted in this

picture?

1. O Basal cell carcinoma
2. O Squamous cell
carcinoma

3. O Melanoma

88.00 Don’t know

Which of the following is depicted in this

picture?

1. OO Basal cell carcinoma
2. 0 Squamous cell
carcinoma

3. O Melanoma

88.00 Don’t know
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Which of the following is depicted in this

picture?

1. O Basal cell carcinoma
2. O Squamous cell
carcinoma

3. O Melanoma

88.00 Don’t know

Which of the following is depicted in this

picture?

1. O Basal cell carcinoma
2. O Squamous cell
carcinoma

3. O Melanoma

88.00 Don’t know




Which of the following is depicted in this 1. O Basal cell carcinoma
picture? 2. O Squamous cell
carcinoma

3. O Melanoma

88.00 Don’t know

Which of the following is depicted in this 1. O Basal cell carcinoma
picture? 2. O Squamous cell
carcinoma

3. O Melanoma

88.00 Don’t know

..n‘lﬂl\""[llll|u||||n

\ 1 2 i}
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12.

Which of the following is depicted in this

picture?

1. OO Basal cell carcinoma
2. O Squamous cell
carcinoma

3. O Melanoma

88.00 Don’t know

13.

Which type of skin cancer is the most common?

1. O Basal cell carcinoma
2. 0 Squamous cell
carcinoma

3. 0 Melanoma

4. O Equally common

88.00 Don’t know

14.

How many moles (melanocytic nevi) does the

average person have?

1.05

2.010

3.025

4.050

5.0 100

88. O Don’t know

15.

Which skin cancer is associated with moles?

1. O Basal cell carcinoma
2. 0 Squamous cell

carcinoma
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3. OO0 Melanoma
4. O Equally
5. O None

88. O Don’t know

16.

Which of the following statements are correct?

(Please, choose one or more correct answers)

1. O Squamous cell
carcinoma is the least serious
type of skin cancer

2. O Melanoma is the most
serious skin cancer

3. O Basal cell carcinoma
commonly arises in the head,
neck, trunk and limbs.

4. 0 None

88. OO Don’t know

17.

Do you know the ABCDE rule for pigmented

skin lesions?

1.0 Yes
2.0 No
3. O Partially

88. OO Don’t know

18.

What are the correct explanations for the letters
of ABCDES?

(Please, choose one or more correct answers)

1. O Asymmetry

2. O Border irregularity
3. O Color

4. O Diameter

5. O Elevation
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6. O None

88. O Don’t know

19.

Which of the below figures from ABCDE rule for
pigmented skin lesions strongly suggests

melanoma?

1.OA

2.0B

3.0C

4.0D

5.0E

6. O None

88. O Don’t know

20.

Which of the following is a risk factor for skin
cancer?

(Please, choose one or more correct answers)

1. O Light skin

2. O Light eye color

3. O Family history of skin
cancer

4. O Many freckles/moles

5. O Birthmarks

6. O Blistering sunburns

7. O Sun exposure/ultraviolet

radiation

21.

Which skin cancer is associated with smoking?

1. 00 Basal cell carcinoma
2. O Squamous cell
carcinoma

3. O Melanoma

4. O Equally common
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88.00 Don’t know

22.

Which of the following is a symptom for skin
cancer?

(Please, choose one or more correct answers)

1. O Unusual change on the
skin that were not there
before

2. O Presence of a sore
which does not heal

3. O Itching

4. O Crusting

5. O Bleeding

6. O Change in color

7. O Noticed new
pigmentation/mole

8. O Moles/freckles whose
borders become irregular

9. O Moles larger than 6 mm
or the diameter of pencil

10. O Change on the surface
of moles/freckles

11. O An increase in size and

thickness

23.

How often should skin self-examination (SSE) be

performed?

1. O Once a week
2. 0 Once a month

3. O Once every six months
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4.0 Once a year

88. O Don’t know

24.

Which body parts should be examined during

skin self-examination (SSE)?

1. O Only the body parts
where there are moles
2. O All body parts

88. O Don’t know

End time of the interview (24 hours format) (hh:mm)
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Appendix 2. English Version of Survey Instrument

Knowledge, Attitudes, and Practices (KAP) Regarding Skin
Cancer Among Dermatologists and Primary Healthcare Physicians

of Yerevan, Armenia
Second Part

Self-Administered Questionnaire

Participant’s ID

Date of interview (DD/ MM/ YYYY) / /

Instructions for Completing the Questionnaire

Dear participant, first read carefully each question and the possible response options.
Choose the option that best represents your response and put a CROSS (X) in the box next to the
option. Some questions should be answered by words or by a number. There are blank lines next

to these question for you to write your response.

Please follow the instructions in Italics. These instructions will help you to complete the

questionnaire. Some questions may look like others, but each one is different.

Please try to answer ALL THE QUESTIONS.

Please, answer the questions starting from here!
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ATTITUDES REGARDING SKIN CANCER AND ITS SCREENING

This section includes questions reqarding your attitude toward skin cancer and its

screening.

Please, indicate to what degree do you agree with each of the statements below.

25.

Skin cancer is serious illness.

1.

2.

3.

O Strongly Disagree
O Disagree

O Neutral

. O Agree

. O Strongly Agree

26.

Primary healthcare providers can be effective at

helping their patients detect skin cancer early.

. O Strongly Disagree
. O Disagree

. O Neutral

. O Agree

. O Strongly Agree

217.

Counseling on skin cancer prevention and
detection is an important and effective tool that

can save lives.

. O Strongly Disagree
. O Disagree

. O Neutral

. O Agree

. O Strongly Agree

28.

Patients want me to counsel them about

prevention or early detection of skin cancer.

. O Strongly Disagree
. O Disagree
. O Neutral

. O Agree
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. O Strongly Agree

29.

| feel confident performing a total body skin

examination (TBSE) for skin cancer detection.

. O Strongly Disagree
. O Disagree

. O Neutral

. O Agree

. O Strongly Agree

30.

Preventive measures such as using sunscreen and
wearing protective clothing could reduce chances

of skin cancer.

. O Strongly Disagree
. O Disagree

. O Neutral

. O Agree

. O Strongly Agree

31.

Doctors should be trained to perform a total body

skin examination for skin cancer detection.

. O Strongly Disagree
. O Disagree

. O Neutral

. O Agree

. O Strongly Agree

32.

I would like to participate in educational

programs on skin cancer.

. O Strongly Disagree
. O Disagree

. O Neutral

. O Agree

. O Strongly Agree

PRACTICES REGARDING SKIN CANCER

This section includes questions regarding on your practice practices regarding skin

screening
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Please chose one of the answers

33. | Do you ask patients about their personal history . O Never
of skin cancer during an initial visit? . O Sometimes
. O About half
. O Often
. O Almost always
34. | Do you ask patients about their habits of . O Never
performing skin self-examinations during an . O Sometimes
initial visit? . O About half
. O Often
. O Almost always
35. | Do you perform full-body skin examinations . O Never
(excluding buttocks and genitalia) on patients . O Sometimes
seen for an initial history and physical? . O About half
. O Often
. O Almost always
36. | Do you perform full-body skin examinations . O Never
(excluding buttocks and genitalia) on patients at . O Sometimes
high risk for skin cancer? . O About half
. O Often
. O Almost Always
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37. | Do you provide patients with consoling, 1.0 Never
resources and materials to assist them to reduce 2. O Sometimes
their risk of skin cancer? 3. O About half

4. O Often

5. O Almost always
38. | Do you advise patients the use of sunscreen? 1.0 Never

2. O Sometimes

3. O About half

4. O Often

5. O Almost always

39. | Do you refer patients to dermatologist (another | 1. O Never
dermatologist if you are a dermatologist) for 2. O Sometimes
further evaluation for issues related to skin 3. O About half
cancer? 4. O Often

5. O Almost always
40. | Do you refer patients to skin biopsies for further | 1. O Never
evaluation for issues related to skin cancer? 2. O Sometimes
3. O About half
4. O Often
5. O Almost always

41. | Do you use dermatoscopy for the detection of 1.0 Never

suspicious skin lesions? 2. O Sometimes
3. O About half
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4. O Often

5. O Almost always

BARRIERS TO SKIN CANCER

To what extent in your opinion, the following factors are barriers to screening skin cancer
in your setting?

42. | Patient embarrassment/reluctance. 1. O Not a factor
2. 0 Minor factor
3. O Moderate factor

4. O Major factor

43. | Time constraints. 1. O Not a factor
2. O Minor factor
3. O Moderate factor

4. O Major factor

44, | Lack of skill or training. 1. O Not a factor
2. O Minor factor
3. O Moderate factor

4. O Major factor

45. | Not sure what to look for when patient has many | 1. O Not a factor
moles. 2. O Minor factor
3. O Moderate factor

4. O Major factor

46. | Lack of proper equipment (e.g., poor lighting) 1. O Not a factor

2. O Minor factor
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. O Moderate factor

. O Major factor

47.

Do not routinely see skin uncovered.

. O Not a factor
. O Minor factor
. O Moderate factor

. O Major factor

48.

Lack of or inadequate reimbursement.

. O Not a factor
. O Minor factor
. O Moderate factor

. O Major factor

49.

Low probability of finding cancer.

. O Not a factor
. O Minor factor
. O Moderate factor

. O Major factor

50.

Lack of importance of skin examinations.

. O Not a factor
. O Minor factor
. O Moderate factor

. O Major factor

51.

Lack of standardized guidelines

. O Not a factor
. O Minor factor
. O Moderate factor

. O Major factor

52.

Lack of evidence to support skin screening.

. O Not a factor
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2. O Minor factor
3. O Moderate factor

4. O Major factor

53.

Patients not at high risk.

1. O Not a factor
2. O Minor factor
3. O Moderate factor

4. O Major factor

54.

Competing comorbidities

1. O Not a factor
2. O Minor factor
3. O Moderate factor

4. O Major factor

55.

What another barrier could you point out?

SOCIO-DEMOGRAPHIC DATA

This section includes questions regarding your demographic data

56.

Please, indicate your current age. (Completed

years)

years old

This section includes guestions regarding your professional background

57. | How many years have you been practicing since
you graduated from the Medical University? years
58. | In what type of healthcare facility do you 1. O Private
practice? 2. O Public
3. O Both
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59. | During the last three years, how many times have
you received a training in dermatology. times
60. | On average, how many patients with
dermatological disorders do you serve per day? patient(s)

Thank you for participation!

73




Appendix 3. Armenian Version of Survey Instrument
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dwp uy ho punglknt k
3.O0FPwqu poouy hlu
pungltnp unynpuwp wp
wnwy wbnt U £ q uht,
wupwingh, dwpdbh b

yEponiy putpht

4.00s dklyp
88.02qhwmkd
17.|Qhwnk” p ABCDE jwuntup dwp §h 1.0Uj n
whgqubuwnw ht Juuwudwdpubpnh 2.0
hwd wp: 3.0 Uwu wd p
8802qhwnkd
18. | Npn” up tu ABCDEwhunth 1. 0Uthudw whnt pj nt
nmun bkph £hown 2000 jwuntt vwhdwbukp
puwgwwnpnt pj ntbbubpp: 3.0%n1j
(Mugpnid Ed puwpbl)] dEY jud 4. 0Spudwqghd
Uh pwth &h2 v yuunuwu pwbttp) S5.0Fwpdpwugnt u
6.00Ns Ukynp
88.02qhwkd
19. | Thgqdbktuwuy hu dwp 4 h 1.OA
Juuwudwspubph JEpwpbtpy uy 2.0B
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ABCDE jwunthg n_ puunt k
hhdtwnp ujwpwgpni d

Ub] windwh:

3.O0C
4.0D
5.0E

88.02qhwkd

20.

LoJwsutphg npn” up ku dwp §h

pungybtnh wnwgwgdwb nhulh

gnpénuubkp:

(Mugpnid Ed puwpbk)] dEY jud

Uh pwth dh2 v yuunuu pwb i tp)

1.0FPwg dup |y

2.0FPwmg ws pipnh gnij
3.0 Uwp yh punglitinh

R uwnwb b wb

wundnt p) n1

A 0PuqUuuphy whkwkututbp /
Juuy & p

5.0FRtwsht towtutp
(owy & p)

6.0Upbuwy pnip pdtnh
unljuwy ntp) wdp

7.0U0pbuy ht

unwquy pnt U /

nt] mpudwint pgwjwgni] b

funwquy pnt U

21.

Uwpyhn p wbuwhh punglhbnh k

wunguwgynid Sjukp nt htw:

1.OPwquy poouwy hi

pungltn
2.0Swthul poouy ha

pungltn
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3.0UL| wundwm
4.0 2 w] wu wp wyk u
nupwd Jws Eu

88.02qhwkd

22.

LoJwstubtpig npn up b dwp §h
pungybtnh whinwihp utp:
(Mugpnid Ed puwpbk)] dEY jud

Uh pwth dh2 v yuunuwu pwbttp)

1.0Utunynp

jfnmfmpnt py nr bt dwy Y h
ypu,npp bwpihunt d
pugwlfuy nrd Ep
2.02pniddnn yEpph
unljuy nitpjntl

3.0f£nn

4 0Ybknbwjuy ntd
50Up) ntbwhnunitp;nil
6.0%n1j uh
jngmnjunt pj nih

7.0Unpgnt bwjuwnpne d
(ph&)/ fauy

8.0Muw tp/wkykuukp,
npnug uwhdwbbubpp
nuniunt d bt whjwunt
9.0luuy tipnpnup 6Udd-hg
Jud wwnhwh vunpudwg hé

un] k) h UkS Bl
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10.0Tvuy Eph /wbkwkuubph
dwitptup

gnnfunt py 01 b
11.02%2wthh b hwuwvnt p) wh

dkswgnt u

23.

ﬂppulu 0 hwd wjwkwp k

hpwhwuwgqh dwp yh

huptwquuntdp:

1.OCwpwpp Ukl wbqud
2.0U0dhup Uty

3.049kg wlhup Ukl wbqud
4 0Swphtu Uk wiqud

88.02qhwkd

24,

Uupdihn p duubpp wkup k

hEwnwgnud bt dwy 4 h

huptwpuuntipj] wh pupwgpnt U:

1. 0Uhuwy @ dwpdtth uy &
dwubpp,npwubn jub
Juuy & p

2.0U0wpduh pnypnp
duwubpp

88.02qhwkd

zupgdw wjupun (24 dudjw dAbwswth) (dwd/pnuyyt)
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Appendix 4. Armenian Version of Survey Instrument

Uuphh Pungltnh dbpwpbpy uy Uwp wpwbbbtph
n. Rdholutph G hwk| pputpnp,
Jhbwpwpbpunirupp b Snpét| wh Epup
Epypnpy FPwdhb

ZEwnwgnunt p) wh buptwpugynn Z wp g wp wp

Zupgynnh S2

Uduwphy (op/wdhu/wuwuph) / /

ZupgupbnphlUh Lpwgdwlh 8nigniduknp

Zupgbph’ duwubwihg,ntpunhp jupgughp j ntpwpuwbyj nip
hupg b yunuw pwtttph bhphuy wgws nmwppbpuwjbbpp:Cuwpkip
wy) b muppbpuwlp,npt wb] h dnwk QEkp yupdhphu b uoni d
unwpbp 2k bwpbnpws vupppuhh weel qubyny Juigulnt d
nppkp MU (X): Npno hwpglph whwp £ wquunuu jpwt ] punkpny §ud
pUtpny:Uyn hupgbphtt hwgnpyni d b punwply vnnbp,npuytuqh

Tnip gplp AEp Wuuwu pwtip:
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Mugppnid bup htwht| CEpuwwmur hpwhwuqubpht:Uju
hpwhwtiqubtpp Joqutt dtkq | pwgut| hwupgwp wpp:Npno hwpgbkp
Juwpnn bt tdwb | hub] Uy nrtubbpht,uwjuw & ppwtighg

jnLpwpwls jntpp nuppbp ke

agpn:t L Ed, hnpd Ep wuwwnwu prwb k] LOLNLC ZUCSELPL

UviuSbr.

Qunnum b kp huwpgbknhlé  ubuws uy unknhg:

UN3 h UL -adN1NYLFUSRLUYEUL SYS UL LED

U upwdini  pingplhws hupgkpp Jkpup kpini  Ei REp
dnnpniypnwgpwlwh ;] wy GEphi:

Uy upwdbani  pingnlhdJwds hupgkpp Jkpwpknyn:i L Bl REp
iyl wag bl wl thnpd wpni p; wip:

UUucub LUNSYEB1P L Z2ESULNS UUL LUUS UUUR

4dGrURGIUNDRULLL

U upuwdbani  pangplhdJwds hupgbpp Jepupbpyni  EGd Juwr b h
pugglbnph bl Gpuwghbdml Juuhba 2Ep JEpuwp Epunis Gphb:

S p wi/ wn p J wis mwppbnwlz[tbnlzqnanh Fulbbuy unlp Glhupugpnr
Abkp JEpupbkpunL Gpp uy u wanpni Lakph Gl und udp:

25. |Uwp Yyh pungltgpinipe 1.OUdEuLh
hhquwugnitpynitt k: hudwduy s bd
20Zudwduy s BU
3.02kqnp

A0Zudwdwy 0 BU
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5. OLhnyhu

hwudwduwy o Ed

26.

Sknuwdwuwy hu pdholubtpp
Jwpnnp Eb wpp) ntbwjbwny] huk
Uwp Yuy ht pungllinny
hhquwinubtph huy b wp Epdwh

gnpoéni u:

1.0Udkulbphu
hwudwdwy o s B

2 0Zuwdwduy s LU
3.02kqnp
A0Zudwduy 0 Bd
5.0Lhndhtu

hwudwduwy o Bd

27. |Uwp Yh pungltnh 1.0UdLubht
Jwbuwpgbhp dwb b hudwduy s Bd
huy mbwpbipdwt JEpwpbtiny uy 2.0 Zudwduy oy Bd
pnphppumnnt pj ntp Yuplnp b [3.02kqnp
upg) nttwbwgnpshp k,npp AD0Zudwduy o BU
Jupnn Edplbly §j wupbp: 5.0Lhnyghu

hudwduy o Bd

28. | ZpJwunubpp gubtjwinid ku,np |L.OUdEULpT

tu tpwtg nphnt py vud dwy Y p

pungybtnh §whjwpgbp dwb §wud

Juwn hwy mbwp Epdwl

yEpwpbtpy wy:

hudwduwy s Ed
20Zudwduy s Ed
3.02kqnp
4A0Zudwduwy o Ed
5.0Lhndhtu

hwdwduy o Bd

87




29. | Bu Juuuwh B Juwnwpni  EU 1.0Udkulbphu
dwpdth dwp §h wdpnno wlwb hwudwdwy s B
htuwugnunt p; ntt dw hh 20Zwdwduy oy LU
pungitnh huwy mbwp tpdul 3.02kqnp
huwd wp: A0Zudwdwy u Ed

5,.0Lhnyht
hwdwduwy o Bd

30. | Yubi juupq b hs 1.0UJkulbphu
Uhongunni dbbpp,ophtwly hwudwdwy s BU
wp bwwyuwy nyuths dhongubph 20Zuwdwduy oy bU
oguwugnnpdnt Up b wuwy nyui hs 3.02kqnp
hwgniuwmh Ypkip upnn bl A0Zudwdwy u Ed
tuqtguby dwplhh pungltinh 5.0Lhnyghu
wn wy wg U wlh hwdwduwy o Ed
hwjwbwlwint py nt up:

3l1. |Fdhojutpp duwp Y h pungltnh 1.0Udkulbphu

huy mbtwpbpdwt hwudwp dwpduh
punphwinipquiuntd junwpb| nt
hwdwp ywhkwp k

JEpuwyuunpuuund Eu:

hudwdwy s Ed
20Zudwduy s Ed
3.02kqnp
4A0Zudwduwy o Ed
5.0Lhndhtu

hwdwduy o Ed
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32.

Bu jguwbjwbuy h dwutwlgh

Uwp Yh punglinh qEpwpbpy uy

JEpuwyuunpuuundwlh spwgppht:

1.0Udkulbphu
hwudwdwy s B
20Zuwdwduy s LU
3.02kqnp
AD0Zudwduy o Ed
5.0Lhndhtu

hwdwduwy o Bd

UUC Yk LULSYEND dENULEM3 UL @NCOGLUUEG N0

Uy upwdbani  pangpiJwds hupgbpp Jepuwpbpyni L Ead Jwr b h

pugqqlbph b bpuwghbdwh JEpwpkn; uy QEp gnpdk; whkpwhb:

appnir [ Ed phwup kp yuuunmwu hnuft G Ephg LELp

33.

Luwfut il wh wy gh dwd wh wly
hhJuwinubpht hwpgunt” d kp

Uwp Yh pungltnh hpkug

w4 b wl wt uundnt p) wbt dwuphb:

1.O0Gppkp
2.06ppkdu
3.0Unuunpuyku
JEupht

4.0 2 w& whwy

5.08ptkpk dhow

34.

Lwfut wlj wh wy gh dwd wh wly
hupgunt U kp hpJuwhnubkphh
dwp §h htptwqunt d juwnwup b nt

hptug unynpnipjnruutpnh
dwuht:

1.O0Gppkp
2.06ppkdu

3.0 Unuuy npuyku
JEupt

4.0 2 w& whwy

5.08ptkpk dhow
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35.

Yuwupn 1 U bp wdpnne dwpdh
dup Jh quunitd (pugunnt p) wdp

hkuvnij)ph b ubknwlwb

opgquuukph):

1.O0Gppkp
2.06pphkdu
3.0Ununuynpuyku
JEupht

4.0 2 wg wauy

5.0%nkpk dhow

36.

Uwp Y h pungltinh wnwg wg dwh
puwpdpnhuljuw tnitpyjnitl
ntubgnny hpquwinutiphnbuwpnid
Juunupn” 1 U Ep wdpnne dupdbh
dup Jh quunitd (pugunnt p) wdp

hEuvnijph b ubknwlwb

opquubbkph)

1.O0Gppkp
2.06ppkdu
3.0Ununuynpuyku
JEkupht

4.0 2 wg wpauy

5.08nptkpk dhow

37.

hywinubpht wpudwypn” td kp
linphppuwwnynit py ntuukp,
wnp)nipubp b uyniplp,npnup
Jogqubklt bpwhg uquwqbguk

Uwp Y h punglnh nhulnp:

1.O0Gppkp
2.06ppkdu
3.0Unuunpuyku
JEupht

4.0 2 w& whwy

5.08ptkpk dhow

38.

onphnipn vy b~ u bip
hhqwinutphtt oguugnpdbk

wp b wyuy nyutt Uhongubp:

1.0Gppkp

2.06ppkdu
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3.0Ununuynpuyku
JEupht
4.0 2 wg wpauy

5.0%nkpk dhow

39.|Uppjn” p hhquwunukpht
ninuplynt U kp dwy Jwp wih dnwn
(Ut wy | vupjuwpwbh ynw, Epk
nip dwp jupwh kp) dwy Y h

pungybtnh htnjwy]ws hupgtph

h & wnwg w g t wh wind wt h wd wp :

1.O0Gppkp
2.06pphkdu
3.0Unuuynpuyku
JEupht

4.0 2 wg wauy

5.08nkpk dhow

40. [ Zhqwunubtpht niqnuplnt o Lp
dwpyh phnwuhuy h dwp yp

pungybtnh htwnjwy]ws hupgtph

h & wwg w g t wh wind wt h wd wp :

1.O0Gppkp
2.06ppkdu
3.0Unuunpuyku
JEupht

4.0 2 w& whwy

5.08ptkpk dhow

41. [Ypduumnulnuwhwoquugnpdnt U

kp dwp Y Juuluwsh h

wpinwhwpnit dubph

huy mbtwpbEpdwt hwudwp:

1.O0Gppkp
2.06ppkdu
3.0Unununpuyku
JEupht

4.0 2 w& whwy

5.08ptkpk dhow

Uucyubh LUNS UGN QULULUUL NN LUV IS LENL
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RbEp GupnShpny nppwiny Ea hkwlj uy gnpdnbiknp

hins pannunit L d&Ep huuwnunnni pj n1 Gni d Juo b h pumgliEn h

qhbdwip:

42.

ZhJwlinh g npntpyne b/

ndjuwdnt pj nt i

1.0Qnpdnu sk
2.0%nppgnpdnd k
3. 02wthunp
gnpdénu k

4. 0ULks gqnpdnl k

43.

dudwbwlhh unnipjnt up:

1.0%npént s k
2.0%nppgnpdnd k
3. 02whunp
gnpdnu k

4. 0ULkSs gqnpdnl k

44,

Zdunt py wb §wd

Y & p wyyuunnp wu nid wt wywlj wup:

1.0%npént s k
2.0%nppgnpdnd k
3. 02whunp
gnpdénu k

4. 0ULks gnpdnl k

45.

Zuwdnqws s hubkypp,pk hus

thuwpby,kpp hhutnp 2 wn fuwy Ep

ntuh:

1.0Qnpédnu sk
2.0%nppgnpdnd k
3. 0 2 wihu] n p
gnpdnl k

4. 0ULks gqnpdnl k
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46.

Z ud wyyunuu uwb
uvwppuynpnirdubph
puguwluy ntpjnrup ophbwy

Jun]niuuwdnpntpj nt i)

1.0Qnpdnu sk
2.0%nppgnpdnd k
3. 02wthunp
gnpdnu k

4. 0UkSs gqnpdnl k

47.

Unynpwpwp dwp jp pug

swmhut bk p:

1.0Qnpdnu sk
2.0%nppgnpdnd k
3. 02whunp
gnpdénu k

4. 0ULks gqnpdnl k

48.

£hs §wd whpwd wp wp

thn juhwnnt gnt dp:

1.0Qnpdntu sk
2.0%nppgnpdnd k
3. 02whunp
gnpdnu k

4. 0ULks gnpdnl k

49.

Lungltn huw mbwpbpk)int gwdn

hwjwbhwlj wint pj n1 u:

1.0Qnpédntu s k
2.0%nppgnpdnd k
3. 02whunp
gnpdnu k

4. 0ULks gqnpdnl k

50.

Uuwp U h htwmwugnuni py ntuubph

upnbnnnt wt wuliuwun:
R R P] | R

1.0Qnpédnt s k

2.0%nppgnpdnd k

93




3. 02wthunp
gnpoénu k

4.0UkS gqnpdnl k

51. | Uit i wp twg Y wo 1.0%npdéntb s k
ninnkgniygutph 2.0%npp gnpdnd Lk
pugwluy nipjntun: 3.02wthunp

gnpdénu k
4. 0ULkSs gqnpdnl k

52. |Uygwgnij gubph 1.0Qnpdnt sk
pugwiuy ntp) nLup,npnup 2.0%npp gnpédnd L
hipwpint unt dntd B dwp Y h 3. 02wthunp
quunt dp: gnpént k

4. 0ULks gnpdnl k
53. |0y pupdp phulh Ehpwlw 1.0Qnpédnt s k
hhquungutpnp: 2.0%npp gnpdnd Lk
3. 02whunp
gnpdénu k
4. 0ULks gnpdnl k
54. | Minklgny 1.0Qnpédntu s k

hhJwiungnipjnitububpn:

2.0%nppgnpdnd k
3. 02whunp
gnpénu k

4. 0ULks gnpdnl k
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55.

P uy wy| wpghkip Ywpnn bp

dwnbwtig by :

UN3 h UL -cNNYFUSRLUUUL SY8 UL LED

Uy upwdbani  pingpnlhdJwds hupgkpp Jkpuwpkniyn: Bl REp

dnnniypnwagpuwlwi ;] uy GEphi:

56.

ugpnid Ed,u2btp Qtip
ubpfuwy hu nuphpp:(Lpugpusd

nuphubph phyp)

wnup b § wt

Uy upwdbani  pingpnlhdJwds hupgkpp Jkpwpkniyn:i L Bl REp

o wu i w

wl) wil dupni whp:

S7.

Fdo jwlwt hwduwy vwpwh

wupwk]ntg htun pwih” wup

Ep wp jpunk| Qbp

duubwghunt p) wdp:

__ wuwph

58. | 0" p whwh wnnn e wuuh wl wh 1. O00wubudnp
hwuwnwunt pjntuntd kp 2.0 Nk mul wh
w) jpwwnn t U 3.06pynrtuntd kb
59. |dbkpoht tpkp muphtubkph
pipugpni U puih” whqud kp
duubwlgl] dw Juwp wiint p) wb _ uwtqud
Jbpwpbpy w quupupugubph:
60. | Uhohtint U opuwlwh pwith”
hhdwun tp quunt d _ hhduugn(utp)

dwy jwp wbwjwt pughpubpny:
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Cunphwjuw) ni1pjnrtt duubwljgnt pj wt hudwp !
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Appendix 5. Journal Form

American University of Armenia

Gerald and Patricia Turpanjian School of Public Health

Journal Form for Dermatologists

ID*

Refusal characteristics

Face-to-face
Interview

Self-Administered
Questionnaire

Visit/
attempt
sequential
number

Healthcare
facility ID

Dermatologist
ID

Recruitment
result

Gender

Age

Reason
of
refusal

Completion
result

Returned

Completion
result

01

02

03

04

035

06

07

08

09

10

Etc.

Code

e Recruitment result: Agreement:1; Refusal:2

e Refusal characteristics:

Gender: Female:1; Male:0
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Reason of refusal: Does not have time:1; Does not want: 2; Does not answer:3; Others:4
(Leave comment)

e Completion result (face-to-face interview): Completed interview:1; Incomplete
interview*: 2

e Returned: immediately:1; Next day:2

e Completion result (self-administered questionnaire): Returned completed:1; Returned

incomplete:2; Did not return: 3

*1D will be three-digit number. The first two numbers will refer to the polyclinic/ specialized
medical center/ the Medical-scientific Center of Dermatology and Sexually Transmitted
Infections (STI) ID and the next number will refer to the participants' ID (Dermatologist:1;

primary healthcare physician:0).

*Incomplete: participant refuses to complete face-to-face interview/ self-administered

questionnaire or does it partially.
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Appendix 6. Journal Form

American University of Armenia

Gerald and Patricia Turpanjian School of Public Health

Journal Form for Primary Healthcare Providers

ID*

Refusal characteristics

Face-to-face
Interview

Self-Administered
Questionnaire

Visit/
attempt
sequential
number

Healthcare
facility ID

Primary
Healthcare
Provider
ID

Recruitment
result

Gender

Age

Reason
of
refusal

Completion
result

Returned | Completion
result

01

02

03

04

05

06

07

08

09

10

Etc.

Code

e Recruitment result: Agreement:1; Refusal:2

e Refusal characteristics:

Gender: Female:1; Male:0
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Reason of refusal: Does not have time:1; Does not want: 2; Does not answer:3; Others:4
(Leave comment)

e Completion result (face-to-face interview): Completed interview:1; Incomplete
interview*: 2

e Returned: immediately:1; Next day:2

e Completion result (self-administered questionnaire): Returned completed:1; Returned

incomplete:2; Did not return: 3

*1D will be three-digit number. The first two numbers will refer to the polyclinic/ specialized
medical center/ the Medical-scientific Center of Dermatology and Sexually Transmitted
Infections (STI) ID and the next number will refer to the participants' ID (Dermatologist:1;

primary healthcare physician:0).

*Incomplete: participant refuses to complete face-to-face interview/ self-administered

questionnaire or does it partially.
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Appendix 7. Oral Consent Form (English Version)

Knowledge, Attitudes, and Practices (KAP) Regarding Skin Cancer Among

Dermatologists and Primary Healthcare Physicians of Yerevan, Armenia
American University of Armenia
Turpanjian School of Public Health
Institutional Review Board #1

Oral Informed Consent Form

Hello, my name is Zarine Simonyan. | am a final year graduate student at the Turpanjian School
of Public Health at the American University of Armenia. Our department is conducting a study
to better understand the knowledge, attitudes and practices regarding skin cancer among
dermatologists and primary healthcare providers in Yerevan, Armenia.

We have randomly chosen your polyclinic out of 38 polyclinics or specialized medical center
based on the number of general practitioners (this sentence should be said to physicians working
in specialized medical centers or private/public polyclinics located in Yerevan). We have
purposely chosen your dermatology specialty center due the fact that this is the only one in
Armenia (this sentence should be said to dermatologists from the Medical-Scientific Center of
Dermatology and Sexually Transmitted Infections (STI)). From these chosen healthcare
facilities, dermatologists and primary healthcare providers who have an ability to speak and

understand Armenian will participate in this study. Your polyclinic or specialized medical center
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also has been chosen and You are one of physicians (dermatologist or primary healthcare
provider or general practitioner (GP)/ family physician) who we invite to participate in the study.
Your participation involves a face-to-face interview that should take no longer than 10-15
minutes followed by self-completion of a questionnaire that can be done immediately or in any
convenient time for you by the next day and should take approximately 15 minutes. Please be
informed that in case of agreement you confirm the readiness to complete both parts of the
questionnaire. Overall completion of the questionnaire should take no longer than 25-30 minutes.
The information received from you is entirely confidential and will be used only for study
purpose. Your name and contact information will not be recorded on the questionnaire and will
not appear in any presentations of the project. Nobody except research team will have access to
the data you will provide. Your responses to the questions will contribute to this project and your
answers will be put together with the answers of other participants.

Your participation in this study is voluntary. There is no penalty if you decline to take part in this
project. You may refuse to answer any question you feel uncomfortable with. There are no
known risks to You if you participate in the study. You will not gain any financial compensation
or other personal benefits by participating in this study, but Your honest answers will help us to
better understand the situation regarding skin cancer and its screening, which later can lead to
improve the implementation of preventive steps against skin cancer.

If you have any questions regarding this study, you can contact the Dean of the Turpanjian
School of Public Health VVarduhi Petrosyan by this phone number: (37460) 61 25 92. If you feel
you have not been treated fairly or think you have been hurt by joining the study you should
contact Human Subject Protection Administrator in the American University of Armenia

Varduhi Hayrumyan by this phone number: (37460) 612561.
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Do you agree to participate? (YES or NO)

Thank you.

103



Appendix 8. Oral Consent Form (Armenian Version)

Unp hh Punglbtinh dbpwpbkpy uy Uwp jupwhbph n
Unnnontp)] wih Unwy tuy h NMwh yub dwh (UGUM)
Pdhoutinh Ghwk| hputpp, dbpwptpdnrupp b

Qnpoét] whEpuyp

Zuy wuwnwih Udbtphly) wh 2 udw) uwpwub
Pphwidtwh Zwbpuy ht Unnno wmyuwhnti pj whh dwljni | mEkwn
Gh nnwh Ewvwg nuuj wt Ephjw h phy 1Zwtdutwdnnny
Puttuwdnp Ppuqtl Zudwduy tnt pj wbr &

Pupl 2tq: PU wintp Quphuk Uhunt) wh t: Bu 2wy wutwbh
wdkphy) wi hudw] vwpwbh 2wipw ht wnnne wyuwhnt pj wi
dulyni | wkwh dwghuwpunnt puy h wf wpnwl wh §nrpuh ntvwbting
bu: 2wipuy ht wonne wyuwhnt pj wi dwlynt | wkwp junupnt U k
htunwgnunt pynt,nph byunwlt £ uftp hpw] huujwbuy dwp hh

pungytnh Jpuwpbpy uy Gphwh punwph dwp juwpwbubph nt
upnnont p] wh wpwy twy ht wquwhwwi dwt (WUMN)pdhojutph

¢hwbk| hpubpp,Jbwpwpbtpdniipp b gnpdb) whkpup:

Uttup wwnwhwlwint pj wbh ujqpnr upny puwpk] Eup dkp

un] hbYp pupfwh Gphwh punwph Bumy pY pupjwibphg jud
dunbwghunwugyws pdojwjwt jEuwvpnup (wy u twpwuywunt pj nt up

whwp F wubk)] Bplhwih dwuttwg hwnwg J ws p do §wul wh
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JEuumpnububtpnid jud duwbuwnp /hwipuy hi

wn hlyp hthjuwbbpnr d wp puwnnn pdhp Yukpht): Uklp
byuunujuppdwd puwnpbk)] kup dbkp dwy § wp wb wl wb
duwubwghunugws Yhuwpnbp wy & qundwnny,np uy o

Zuj wutnwbnt U dhwibu £ (uy v twpwunwunt py ntup whwp £ wub|
Uwp juwpwtint pj wbh b Uknpwd wp wlj wp wbtnt pj wt £d 9 §j wg h tnwulj w
Ghuupnuh dwp jupwbubtpht):

Cuupdwd wnnneo wywh wlwht hwuwnmwunt py nttubiphg wy u
hEwnwgnumnt pj wbp jduwwbwgbtt dup jupwbubipp b wnwy buy h
unnnont p] wit wquwhwwidwl (WUN)pdhojutnpp,nyplp mhpwuwkunt
Euhu tptku | Eqyht: QEp wn| h§p huhjuwb §ud dwu bt wg hnug J ws
pdojuwjwlt yEuwmpnup tntj bwku putwpdb E,0 nip uwy
pdholutphg Ep (Wwp jwpwh jwd wnwy twy ht wnnnont pj wh

wuwh yui dwh (WUM) pdho§ jud puighwint p wpwwhlywy h pdhoy),
ntd dbup hpuwlhpnid bup duwubtwljgl| htwnmugnumni py) whp:2kp
duubwlgnipjniriup bbpunnidk pbd wn ntd hwpgwqpnij g,npnp
Qtquhg jywhwioh ny wb| pwh 10-15pnwk,npht jhwonpnh
hupltw pwgynn hwpguwp wpp,npp Ywpkyp hp k| pugbt] whdhy uyku
nEd wn ptd hwpgwqpnij ghg htun jud dtq hwdwp gwb §j wg ws
dudwbwl dhus b hwonpypopp, b hwpgwywph | pwgnt dp Akquhg
Juwhwioh Unnudnpuwybtu 15pnwhk: Stnbtjwgunid Eup,np
hudwdwy untpj) wh ptypnid tnitp huwwnwunt d Ep hwupgwy wph

Epynt duubkpp pwgtub|nt QEp yquupuwunwjwdnt pj n1 up:
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Zupguwp wph pughwinip|pugnidp yywhuwdo h ny wbk| pwb 25-30
ponwh:AEp mpudunppwd miknbnipy ntbbubipp qupuiuh juwhdbEtu b
Jogquuwgnpdybktu dhuw @t htwmwugnumt p) wh 2 powbwlubpnit d: Qkp
wuntip b Ynbwnwfunuy ht vy wp uipps b gpwugyh
hwpguwpbpphlnitd b s ubpjuw wgdhns dhqblnry gnt d:
ZEuwgnunt p) wh fpdph wbgpudbubtphg pugh nsy Uk ht hwuwb bty h
sEu | huh Ep mjws wquumuu ppwbtbipp: Ep n wd wt h wnwl wt
wuunuwu pwbt b bpp b dbp Uy ntu Jumbbwjhgubph wuwnuu pwttEpp
Jhuwjuwpdbtt by mkngnid b joqubkt wy u hEwwgnunt pj w
hpwlwthwg dwtin:

QEip duwubtwljgnipjntup wy u hEnwgnunt p) wbop judwnp k:
Snijdshbtwppuntuyni d tpk nip hpwdwpybp dwubwljghi] uy u
Gwhwgdhl: Zwpguwpbpphyp | pugtbp hu tnip Jupnn tp
hpwdwpyd | wwnuu pwb ] wy @ hwpgbphu,npnup Akq ypnip s bl
gqu) hu: Zbkwwgnunt pj] wbhp bp Ywubwlgnipj nrtupnpbk nhulysh
Eupunppnid Qtp hudwp: ZEwmwgnunt py wip 2Ep
duuttwlgnipynrup s hbupugpnrd nplbk $hbwhuvwl wl
tmpjuhwmnit gnid jud nitnnqulijh gwh Qtq hwdwp, vwljuy & ALEp

wubind qunuwupmbuipp Joqubt huuwljwhuwy hpwhdwlp dwp Y h

pungtnh b pgpwquudwt htwnmjwyjwsd,nph wpyy nrtupukpnp
htwvwguy n1d juptk|i h Eogquugnpét] dwp Yh pungltnh nptd

Jwbhwupqbt| hy puy | &p hpwjwbhwgubky hu:
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Uy uhbwnwgnunt pj wbt Jipwpbp) wy hwpgipniutbktw nt nhwpni d
Jupnn Ep quuquwhwpbt] Bptlwtdbwbt Zwipuy p

wnnnowyuwhnt pj wh $wlnt | mbkwh nijwi dwpynithh

Mkwupnuj whht hkwnl) wy hkpwhnuwhudwpny (37460) 61 25 92: Gpk
Tnip Jupdnid Ep,np hEwvwgnunt pj wbh pupwgpnt d Akq wd s b
JEipwpbpydti] b/jud htwmwugnunt pyj ntup Qkq Juuwu £ hwugpky,
Jupnn bp quigh] Zuw wuwnwih wdtphl) wt hwdw) vwwpwb h
Ephijw h hwtdtwdngndh huwdwwpgnny dwupngnt hh Zuy pne ) wbh
htwbj wy htnwnuwhwdwpny (37460) 612561:

Inip hudwdw | & bp yuwbwlhgh] wy u hkwwgnunt pj whp: (USN

Jud N2):Tunphwljw ntp) nt u:
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