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Abstract
Introduction. Early detection through screening and treat-

ment of precancerous cervical cancer lesions (PCCL) remains 
the best possible protection against cervical cancer, with 75% 
incidence reduction in developing countries. In 2015 year, 
Armenia launched a National screening program for women 
aged 30–60 years aimed to decrease cervical cancer (CC) 
morbidity and mortality. It set a goal achieving 50% screen-
ing coverage in women aged 30–60 years by 2021. However, 
328,881 people were involved in the program, which was 21% 
of women in Armenia for the specified period, and less than 
45% of the age-standardized (targeted) population.

This study aimed to verify and analyze the barriers and 
obstacles influencing individuals’ decision to participate in a 
survey-based appropriate prospective screening program.

Materials and methods. The determined representative 
sample included 601 women aged 30-60 years. Based on the 
selection criteria 119 individuals were excluded due to being 
screened previously and only 482 females took part in the 
survey. The questions of survey were divided into 3 groups 
(related to the barriers): related to psychological factors, 
knowledge related and related to physicians. The adopted 
questionnaire consisted of two parts. The first part was to 
verify the social-demographic characteristics of respondents 
(eleven criteria, including age, education level, area of resi-
dency, employment status, marital status and number of chil-
dren in the family, health insurance coverage, self-estimated 
health status, family history of CC). The second part aimed 
to reveal the participant’s relation and kind of barriers to CC 
screening Program. Total amount of questions in both do-
mains was 35 questions. 

Results. The obtained data has revealed the significant in-
fluence of knowledge-related and physician-related barriers 
upon rural residence while the urban residents have men-
tioned mainly psychological barriers. The knowledge related 
barriers were indicated mostly by respondents with unclear 
CC family history and those with university degree. The in-
sured respondents mentioned the physician related barrier 
while psychological barriers were mostly revealed in non-in-
sured patients . The differences were statistically significant 
(p=.023, p=.025, p=.023 and p=.00867 respectively for 
residence area, education level, insurance status and family 
history of CC).

Conclusion. The conducted study demonstrated the sig-
nificant rates of the knowledge-related and physician-related 
barriers to screening of CC could have been the potential 
cause of poor uptake in the 2015-2021 screening program. 
Strong interconnection exists between barriers to screening 
and residence area, family history of CC, insurance and lev-
el of education. The significant difference in rates of barrier 
types were revealed in these data categories. The reported 
high rates of knowledge and physician related barriers to 
Screening Program compose an alarming evidence. It can po-
tentially become a significant obstacle for reaching the WHO 
indicated target of 70% screening coverage as the CC elimina-
tion measure in developing countries.
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INTRODUCTION
Among all malignant tumors in 2020 cervical cancer 

(CC) ranked 7-th in the world, 4-th - among neoplasms 
in women, 2-nd - in frequency among malignant tumors 
of the reproductive system in women and first among 
the causes of female cancer deaths in developing coun-
tries. In addition, cervical cancer ranks fourth among 
the most commonly diagnosed tumors and is the fourth 
leading cause of cancer death in women [1].

Early detection through screening and treatment of 
precancerous cervical cancer lesions (PCCL) remains 
the best possible protection against cervical cancer, 
with 75% incidence reduction in developing countries 
[2]. Multiple reasons, including low level of knowledge, 
high cost, non-proper availability of screening services, 
and other factors (such as perceptions, poor attitude, 
and distance), are revealed in the literature presenting 
the CC screening uptake analysis [3] . 

In the previous 5 years, the number of cervical 
cancer deaths has fluctuated between 300,000 and 
350,000. About 85% of cervical cancer deaths world-
wide occur in low- and middle-income countries. In 
these countries, mortality is 18 times higher than in de-
veloped countries.

 Prevention measures were effective and contributed 
to cervical cancer decline in a large number of coun-
tries. The World Health Organization in 2020, (WHO) 
indicated a target of 70% CC screening coverage for 
women aged 35–45 years in 2030 [4].

One of the few malignancies for which primary 
prevention (vaccine) and screening using diverse tech-
niques (HPV test, Pap test) have been successfully im-
plemented in many nations is cervical cancer [4].

According to a recent modeling study conducted 
in 181 countries, HPV vaccination and the widespread 
adoption of cervical cancer screening strategies could 
prevent between 12.5 million and 13.4 million new cases 
of cervical cancer from 2020 to 2070, and by the end 
of the century, the disease could be nearly completely 
eradicated in most countries [5]. 

It should be mentioned that both developed and de-
veloping nations have obstacles when it comes to cer-
vical cancer screening. Moreover, several obstacles are 
the same or comparable in both groups of nations. Ac-
cording to a survey conducted in 18,000 women in the 
UK between the ages of 25 and 64, the most common 
reasons given for not getting screened for cervical can-
cer were time constraints, embarrassment or discom-
fort from the screening process, and pain caused by the 
treatment itself [6]. 

According to a survey involving immigrant women in 
Canada, the most frequent obstacles to the screening 
procedure were the lack of efficient doctor-patient com-
munication, the sense of discomfort when male doctors 
were participating in the process, and a lack of public 
awareness of health issues [7].

In 2015 year, Armenia launched a National screen-
ing program for women aged 30–60 years aimed to de-
crease cervical cancer morbidity and mortality. It set a 

goal that screening coverage should reach 50% in wom-
en aged 30–60 years by 2021. However, 328,881 people 
were involved in the program, which was 21% of women 
in Armenia for the specified period, and less than 45% of 
the age-standardized (targeted) population. The govern-
mental data sources were used to estimate the screening 
coverage in Armenia within 2015-2021 (period of Na-
tional screening Program implementation) [9].

The total and annual uptake of the organized screen-
ing in 2015-2021 is presented in the Fig.1. As shown in 
the figure the annual uptake of organized screening was 
between 18 664 and 53 725 in the period of 2015-2021. 
The peak of cohort engagement was observed in 2015 
and the most essential critical decline in the year 2020. 
The total number of participants was 328 881 which 
was about 21% of female population in Armenia and less 
than 45% of age-adjusted (targeted) female population. 

The graph in Fig.2 shows the maximum percentage 
of the revealed cases in the period of 2015-2017 (around 
6%) with the essential nadir in 2019 year (2.5%).

Fig.1. The uptake of the organized screening 
in 2015-2021 [8]. 

Fig.2. The proportion of CC and the precancerous conditions 
revealed by the screening measures out of the total number [8]
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This study aimed to verify and analyze the barriers 
and obstacles influencing individuals’ decision to partic-
ipate in a prospective screening program.

MATERIAL AND METHODS 
Data collection 
Overall 328 881 patients were investigated between 

January 2015 and December 2021 via Pap-test in the 
scope of National Screening Program [8]. 

Data retrieved from the official sources and used for 
the retrospective study included proportion of the Ar-
menian female population constituting the size of the 
cohort screened in the specified timeframe of the pro-
gram. 

This descriptive study was carried out between Au-
gust and October of 2023 in a representative sample of 
30-60 years old Armenian women never screened for 
CC and applied to WWC MOH RA within the mentioned 
timeframe. 

The study protocol conforms to the ethical guidelines 
of the 1975 Declaration of Helsinki as reflected in the 
approval by human research committee. All participants 
were informed about the study’s content and purpose, 
and gave written informed consent to participate in the 
trial and to use their data.

The sample cohort of the study included 482 Arme-
nian females. Stratified random sampling was used to 
select participants from WWC patients. The determined 
representative sample included 601 women aged 30-
60 years. Based on the selection criteria 119 individuals 
were excluded due to being screened previously and 
only 482 females took part in the survey. The age frame 
was selected to ensure the validity of the information 
received from respondents in terms of the adequacy of 
its assessment and further comparability of other study 
cohorts.

The inclusion criteria for the study were as follows:
•	 Armenian citizenship 
•	 30–60 years age,
•	 No current or prior diagnosis of cervical cancer or 

other cervical anomalies. 
•	 Never being screened for CC

Exclusion criteria: 
•	 Language barrier
•	 Mental disorders 
•	 Refusal to be included in the study

Obtained information from the prospective study in-
cluded: data generated by using structured interview 
with self-administered questionnaire (adopted from 
similar studies and translated into Armenian) [9-12].

The evaluation was addressing several key points: the 
goals of measurement, the target population, analysis of 
concepts (important aspects) targeted by the measure-
ment, selection of questions, as well as concision or rel-
evancy. The average time to complete the questionnaire 
was approximately 10 to 15 min.

The adopted questionnaire consisted of two parts. 
The first part was to verify the social-demographic char-
acteristics of respondents (eleven criteria, including 
age, education level, area of residency, employment 
status, marital status and number of children in the 
family, health insurance coverage, self-estimated health 
status, family history of CC) (Supplement 1). The second 
part aimed to reveal the participant’s relation and kind 
of barriers to CC screening program. Knowledge ques-
tions were designed to be answered with “Yes”, “No” or 
“Don’t know” (Supplement 2). Total amount of ques-
tions in both domains was 42 questions.

A questionnaire designed by an expert group includ-
ing screening program staff, psychologists, oncologists 
and practicing gynecologists. Preliminary testing was 
conducted in 28 respondents for the validation purpose.

The questions were divided into 3 groups (releted 
to the barriers): related to psychological factors, knowl-
edge related and doctors related. 

The questions revealing psychological barriers in-
cluded the factors regarding the respondents’ attitude 
to the importance of screening, attitude to the impor-
tance of the respondents’ health, fear of procedure, 
fear of positive result, fear of interspousal relationship 
dissolution, non willingness to attend a medical facility, 
procrastination factors etc.

The knowledge related questions were focused on 
cervical cancer screening procedure and screening ef-
ficacy, such as CC preventive measure, screening facili-
ties, procedure, its technique and duration. 

Questions related to doctors included questions re-
garding respondents’ attitude toward the healthcare sys-
tem, accuracy of the tests, reliability of information storing 
depending on the skills and personality of their doctors. 

A “yes” score resulted in 1 point and 0 point was 
given for the other responses. The total sum of points 
increasing the 50% of the maximum possible score val-
ue in each group was estimated as a positive result or 
a barrier.

Data Processing and Statistical Analysis 
Data were analyzed by the Statistical Package for 

Social Sciences (SPSS) software version 23.0 (SPSS®): 
Inc., Chicago, IL, USA). The frequencies and percentag-
es were calculated. Questions related to factors’ meas-
ure were calculated by adding the answers regarding 
the concrete type of the barrier to screening, then di-
viding them by the overall number of questions relat-
ed to the parameter of interest to be measured and 
multiplying the number by 100%. Comparisons between 
socio-demographic data and barriers to screening were 
measured using the Chi-square test. The chosen level of 
significance was at 0.05. 

RESULTS
The data presenting social - demographic character-

istics of respondents as well as the relationship between 
types of barriers to screening and the social - demo-
graphic characteristics is shown in Fig.3. 
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Fig. 3. Demographic characteristics of the study population by barriers to Screening. 

Demographic and clinical 
characteristics

Total number
N (%)

Barriers

P- valuePsychological,
N (%)

Knowledge related,
N (%)

Doctors and Facility 
related, N (%)

Total number 482 157(32.57) 164(34.02) 161(33.40)
Age
Df=4, χ2 value=0.0175 .999

30-39 183 (37.97) 60(32.79) 62(33.88) 61(33.33)
40-49 159 (32.99) 52(32.70) 54(33.96) 53(33.33)
50-60 140 (29.05) 45(32.14) 48(34.29) 47(33.57)
Residence Area
Df=2, χ2 value= 7.59 .023

Rural area 294(61) 82(27.89) 106(36.05) 106(36.05)
Urban area 188(39) 75(39.89) 58(30.85) 55(29.26)
Education 
Df=6, χ2 value= 14.493 .025

Secondary school 31 (6.43) 13(41.94) 11(35.48) 7(22.58)
Secondary Special/Vocational 169 (35.06) 59(34.91) 59(34.91) 51(30.18)
University diploma 256(53.11) 71(27.73) 85(33.2) 100(39.06)
PhD 26 (5.39) 14(53.85) 9(34.62) 3(11.54)
Marital Status
Df=6, χ2 value= 0.9081 .988

Married or living together 228(47.3) 75(32.89) 78(34.21) 75(32.89)
Single 96(19.92) 32(33.33) 32(33.33) 31(32.29)
Divorced/separated 92(19.09) 30(32.61) 32(34.78) 30(32.61)
Widowed 66(13.69) 20(30.3) 21(31.82) 25(37.88)
Children
Df=2, χ2 value= 0.0145 .992

Yes 309(64.11) 101(32.69) 105(33.98) 103(33.33)
No 173(35.89) 56(32.37) 59(34,1)8. 58(33.53)
Employment status
Df=4, χ2 value= 0.0924 .998

Working 244(50.62) 80(32.79) 82(33.61) 82(33.61)
Non-working at the moment 196(40.66) 64(32.65) 67(34.18) 65(33.16)
Student 42(8.71) 13(30.95) 15(35.71) 14(33.33)
Insurance
Df=2, χ2 value= 7.525 .023

Yes 189(39.21) 51(26.98) 62(32.80) 76(40.21)
No 293(60.79) 106(36.17) 102(34.81) 85(29.01)
Health Status (by self-estimation)
Df=4, χ2 value= 0.086 .99

Excellent 131(27.18) 42(32.06) 45(34.35) 44(33.59)
Good 243(50.41) 80(32.92) 83(34.16) 80(32.92)
Poor 108(22.41) 35(32.41) 36(33.33) 37(34.26)
Family history of Cervical Cr
Df=4, χ2 value=13.604 .00867

Yes 179(37.14) 61(34.08) 47(26.26) 71(39.66)
No 173(35.89) 57(32.95) 58(33.53) 58(33.53)
Don’t know 130(26.97) 39(30) 59(45.38) 32(24.62)
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Out of 482 total respondents, the majority 183 (40.7 
%) was in the age range 30–39, the mean age was 34.8 
(± SD 3.21), and the minimum and maximum age in 
total cohort was 30 and 59 respectively. The main part 
of the participants 294 (61.8%) were married. Part of 
the participating females 188 (38.2 %) were from ur-
ban area and 294 (61.8%) - had rural residence. 256 
(53.1 %) of the respondents held a university diploma 
or scientific degree, while only 31 (6.4%) had secondary 
education. 196 (40.66%) respondents were housewives. 
One hundred and eighty nine (39.21%) respondents 
were insured. The Family history of CC was defined as 
positive in 61 (34.08%) cases while 39 (30%) did not 
present appropriate information Fig.3. 

Relationship between social - demographic 
variables and kind of barriers to Screening 
Comparison of demographic characteristics of par-

ticipants (age, education, residence area, number of 
children, employment and insurance statement and 
income level) and kinds of barriers to Screening of 
cervical cancer rejected the null hypothesis with a very 
high probability. The comparative analysis demonstrat-
ed strong evidence of dependence between some of 
the variables: educational level, residence area, being 
or non-being insured, family history of CC and kinds 
of barriers to CC Screening. As anticipated, there was 
no association between the age and marital status data 
categories with kind of barriers to Screening (Df=4, χ2 
value=0.0175, p=.999 and Df=6, χ2 value= 0.9081, 
p=0.999 correspondingly for age and marital status) 
as well as between the Health Status (by self-estimation) 
and barrier type (Df=4, χ2 value= 0.086, p=.99). No 
significant association was also observed between num-
ber of children (Df=2, χ2 value=0.0145, p=.992) and 
employment status (Df=4, χ2 value=0.0924, p=.998 ) 
data with kind of barriers to Screening. 

This is enough evidence to reject the null hypothesis 
due to χ2 value exaggeration over the critical value and 
p-value <.05 in some of categories of variable. So, the 
strong association was revealed between educational 
level and type of barriers to screening of CC (Df=6, χ2 
value= 14.493) as well as between being or non-being 
insured and barriers (Df=2, χ2 value= 7.53 ). Another 
strong relationship with kind of barrier was shown in 
data categories regarding residence area ( Df=2, χ2 val-
ue = 7.59). The data regarding family history of cervi-
cal cancer also demonstrated interconnection evidence 
(Df=4, χ2 value=8.248). 

The data obtained also allows us to conclude about 
the dominant association of knowledge-related and 
doctor-related barriers with rural residence (106 vs 
the expected 100 and 106 vs the expected 98 corre-
spondingly for knowledge-related and doctors-related 
barriers) while the urban residents mentioned main-
ly psychological barriers (75 vs the expected 62). The 
knowledge related barriers were mostly revealed by 
respondents with unclear CC Family history (59 vs the 
expected 44), and University diploma holders (100 vs 

the expected 85). The insured respondents (76 while 
the 63 expected) mentioned the doctor related barri-
er while psychological barriers were mostly revealed in 
non-insured patients (106 vs the expected 95). The dif-
ferences were statistically significant (p=.023, p=.025, 
p=.023 and p=.00867 respectively for residence area, 
education level, insurance status and family history of 
CC), suggesting the high likelihood of refusal to screen-
ing participation due to revealed barriers.

DISCUSSION
The factual coverage of the target population by the 

CC screening program was significantly lower than the 
predefined target rate. This low rate has necessitated a 
study to analyze the reasons for low screening uptake 
in Armenia.

This study was carried out to assess the underly-
ing obstacles of CC screening program, leading to the 
low uptake. The current study revealed 157 (32.57%) 
respondents who mentioned psychological barriers, 164 
(34.02%) did not possess sufficient knowledge regard-
ing CC screening and 161(33.40%) participants were 
not enough trustful to the medical staff. 

Women with higher education are more likely 
(39.06%) to have barriers or concerns regarding the 
professionalism of doctors, whereas for the respond-
ents without higher education, factors restraining them 
from participation were psychological (13 (41.94%) & 59 
(34.91%) - respectively for respondents, graduated from 
Secondary school and having vocational education).

34.02% of the survey respondents demonstrated the 
knowledge- related and 33.40% doctor-related types of 
barriers to screening. The psychological kind of barri-
ers were registered in 32.57% of survey participants. 

The most significant lack of CC screening knowledge 
was observed in categories of respondents with low 
awareness of CC family history (45.38%) and rural area 
inhabitants (36.05%). The most expressed deficiency 
of trust toward Doctors, Facilities and Health Care sys-
tem was revealed in insured respondents and university 
graduates.

Other than high prevalence of cervical cancer and 
low screening uptake, as factors influencing the partic-
ipation in Screening program, the knowledge related 
to reasons for non-involvement in programs is of not 
minor importance for the health care system. The re-
ported high rates of knowledge and doctor related bar-
riers to Screening Program compose a serious alarm-
ing evidence. It has the strength to generate significant 
obstacle on the way to WHO indicated target of 70% 
screening coverage as a CC elimination measure in de-
veloping countries [13-17].

CONCLUSION
The conducted study demonstrated the poor uptake 

of screening program in 2015-2021 as well as the sig-
nificant rate of knowledge related barriers to screening 
as a prevention method of CC. Strong interconnection 
exists between barriers to screening and residence area 
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and between barriers to screening and family history of 
CC, insurance and level of education. The second reg-
istered barrier was the group of factors related to doc-
tors. The obtained data stipulate enhancement of the 
measures of health care staff education both regarding 
CC preventability and screening efficacy as a pre-cancer 
important diagnostic measures with anticipation of the 

further sharing of the received data with the patients 
population.

The short period of the survey and a fast track of 
data analysis with country-level independent variables 
has revealed the country specific current rates for the 
assessed variables. 

SUPPLEMENT 1

N INDICATORS
(n=9)

1. Age
30-39
40-49
50-60

2. Education
Secondary school
Secondary Special/Vocational
University diploma
PhD

3. Municipality
Urban
Rural

4. Marital status
Married or living together
Single
Divorced/separated
Widowed

5. Children
Yes
No

6. Employment Status
Working
Non-working at the moment
Student

7. Insurance
Yes
No

8. Health Status (by self-estimation)
Excellent
Good
Poor

9. Family history of Cervical Cr
Yes
No
Don’t know
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SUPPLEMENT 2

N BARRIERS REVEALING QUESTIONS
(n=33)

KNOWLEDGE RELATED BARRIERS REVEALING QUESTIONS

1. Do you know that prevention Cervical cancer is possible ?

2. Do you know that early detection improves the chance of curability and survival?

3. Do you know that cervical cancer can be prevented by cervical cancer screening as soon as it reveals 
pre-cancer conditions (and earyl stages of CC) ?

4. Do you know that the procedure of Pap-test is painless (hardly feelable)?

5. Do you know that the screening Pap testing can be passed in your local facility ?

6. Do you know that the screening visit takes about 15 min including registration procedure?

7. Do you know that the age frame of Screening programm includes 30-60 years old females?

8. Do you know that tap testing is not only required for the women who have sexual life // multiple sexual 
partners ?

9. Do you know that screening is not only required for the women who have complaints?

10. Do you know that pap test is not only necessary for the women who have kids ?

PSYCHOLOGICAL BARRIERS REVEALING QUESTIONS

1 Do you care about your genital health?

2 Do you generally care about your health?

3 Do you fear of affected social image ?

4 Do you fear if cancer is revealed, your partner may feel mistrust ? 

5 Are you afraid that test will detect cancer you and your family members may get in trouble ?

6 Are you afraid of procedure being paiful ?

7 Are you afraid of facility and medical instruments?

8 Do you feel embarrassed with your doctor ?

9 Do you think that screening visit is complicated process which you can subconsciously avoid ?

10 I don’t belive I can have problem?

DOCTORS AND FACILITIES RELATED BARRIERS REVEALING QUESTIONS

1. Do you trust municipal Health care system and medical staff in our country in terms of pereformance accu-
racy of the procedure? 

2. Is your doctor personally acceptable for you?

3. Do you trust in terms of saving information?

4. Do you trust in terms of sterility and safety of the procedure? 
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ԱՐԳԱՆԴԻ ՊԱՐԱՆՈՑԻ ՔԱՂՑԿԵՂԻ ՍՔՐԻՆԻՆԳԻ 
ԾԱԾԿՈՒՅԹԻ ԵՎ ԽՈՉԸՆԴՈՏՆԵՐԻ ԳՆԱՀԱՏՈՒՄԸ 

ՀԱՅԱՍՏԱՆՈՒՄ
Վահե Տեր-Մինասյան1,*, Վադիմ Ֆրոլով2, Գագիկ 
Բազիկյան1, Արա Դրամփյան1, Հռիփսիմե Մոկացյան1, 
Դիանա Անդրեասյան1, Վահան Մանվելյան1, Հայկ 
Մելքումյան
1Հայաստանի Հանրապետության Առողջապահության 
նախարարության «Ակադեմիկոս Ս. Ավդալբեկյանի 
անվան առողջապահության ազգային ինստիտուտ, 
Երևան, Հայաստան 
2«Աստղիկ» բժշկական կենտրոն, Երևան, Հայաստան

Ամփոփոգիր
Ներածություն. Արգանդի պարանոցի նախաքաղցկե

ղային ախտահարումն երի (PCCL) սկրինինգի և բուժման 
միջոցով վաղ հայտնաբերումը մնում է արգանդի պարանո
ցի քաղցկեղից հնարավոր լավագույն պաշտպանությունը 
(75%-ով հիվանդացության նվազում՝ զարգացող երկրնե
րում): Արգանդի պարանոցի քաղցկեղի (ԱՊՔ) հիվանդա
ցությունը և մահացությունը նվազեցնելու համար 2015 
թվականին Հայաստանը մեկնարկել է 30-60 տարեկան 
կանանց սքրինինգի ազգային ծրագիր, որի շրջանակնե
րում մինչև 2021 թվականը նպատակադրվել է տվյալ տա
րիքային խմբում հասնել սքրինինգային 50% ծածկույթի: 
Սակայն ծրագրի մեջ ներգրավվեց 328 881 մարդ, որը 
երկրի՝ նշված ժամանակաշրջանի համար կազմեց Հայաս
տանի կանանց 21%-ը, և ըստ տարիքի ստանդարտացված 
(տարգետավորված) բնակչության ավելի պակաս, քան 45 
%-ը: Այս ուսումն ասիրությունը նպատակ ուներ բացահայ
տել և վերլուծել այն խոչընդոտները, որոնք ազդում են կա
նանց՝ հետազոտության վրա հիմնված համապատասխան 
սքրինինգ ծրագրին մասնակցելու որոշման վրա:

Նյութեր և մեթոդներ. Հետազոտության ​​ներկայացուց
չական ընտրանքը ներառում էր 30-60 տարեկան 601 կին, 
որոնցից ընտրության չափանիշների համաձայն 119 մաս
նակից դուրս էր մնացել՝ նախկինում զննության ենթարկ
վելու պատճառով և, արդյունքում, հարցմանը մասնակցել 
է ընդամենը 482 կին: Հարցման մասնակցությանը խոչըն
դոտող գործոններին համապատասխան հարցերը բա
ժանվել են 3 խմբի ՝ «հոգեբանական», «գիտելիքների» և 
«բժիշկների» հետ կապված: 35 հարցից կազմված հարցա
շարը բաղկացած էր երկու մասից.առաջին մասը վերաբեր
վում էր հարցվողների սոցիալ-դեմոգրաֆիկ բնութագրերի 

(տասնմեկ չափորոշիչներ՝ ներառյալ տարիքը, կրթական 
մակարդակը, բնակության վայրը, աշխատանքային կար
գավիճակը, ընտանեկան դրությունը և ընտանիքում երե
խաների թիվը, առողջության ապահովագրության ծած
կույթը, առողջական վիճակի ինքնագնահատումը, ԱՊՔ-ի 
ընտանեկան պատմություն) գնահատմանը : Երկրորդ 
մասը նպատակ ուներ բացահայտելու մասնակցի կապը 
ԱՊՔ-ի սքրինինգ ծրագրին և հնարավոր խոչընդոտների 
տեսակը: 

Արդյունքներ. Ստացված տվյալները բացահայտել են 
գիտելիքի և բժիշկների հետ կապված խոչընդոտների 
էական ազդեցությունը գյուղական բնակավայրերի բնակ
չության ցուցանիշների վրա, մինչդեռ քաղաքաբնակները 
հիմն ականում նշել են հոգեբանական խոչընդոտները: 
«Գիտելիքի հետ կապված» խոչընդոտներն արձանագրվել 
են անհայտ ԱՊՔ ընտանեկան պատմություն և համալսա
րանական կրթություն ունեցող հարցվողները: Ապահո
վագրություն ունեցող ռեսպոնդենտները նշել են «բժշկի 
հետ կապված» խոչընդոտը, մինչդեռ հոգեբանական խո
չընդոտները հիմն ականում բացահայտվել են ապահովագ
րություն չունեցող հիվանդների մոտ: Տարբերությունները 
վիճակագրորեն նշանակալի էին (p=.023, p=.025, p=.023 
և p=.00867 ) համապատասխանաբար` բնակության վայ
րի, կրթության մակարդակի, ապահովագրական կարգա
վիճակի և ԱՊՔ -ի ընտանեկան պատմության համար):

Եզրակացություն. Կատարված ուսումն ասիրությունը 
ցույց տվեց, որ 2015-2021 թվականների սքրինինգային 
ծրագրում մասնակիցների անբավարար ընդգրկման հա
վանական պատճառը ԱՊՔ-ի սքրինինգի իրականացման 
«գիտելիքի» և «բժիշկների» հետ կապված զգալի չափերի 
հասնող խոչընդոտներն են : Խիստ փոխկապակցվածու
թյուն է գրանցվել սքրինինգի խոչընդոտների և մասնա
կիցների բնակության վայրի, ԱՊՔ-ի ընտանեկան պատ
մության, ապահովագրության և կրթության մակարդակի 
միջև: Այս տվյալների կատեգորիաներում բացահայտվել 
են խոչընդոտների տեսակների դրսևորման զգալի տար
բերություն: «Գիտելիքի» բարձր ցուցանիշները և «բժիշկ
ների հետ կապված» սքրինինգ ծրագրին վերաբերող 
խոչընդոտները ահազանգող են, քանի որ այն կարող է 
դառնալ զարգացող երկրներում ԱՊՔ վերացման պոտեն
ցիալ խոչընդոտ՝ ԱՀԿ-ի կողմից սահմանած սկրինինգային 
70% ծածկույթային թիրախին հասնելու համար ։

Հիմն աբառեր. ՄՊՎ (HPV), պատվաստում, պապիլո
մավիրուս, արդյունավետություն, անվտանգություն:

ОЦЕНКА ОХВАТА И БАРЬЕРОВ ДЛЯ СКРИНИНГА РАКА 
ШЕЙКИ МАТКИ В АРМЕНИИ
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Абстракт 
Введение. Раннее выявление посредством скрининга 

и лечения предраковых поражений шейки матки (РШМ) 
остается наилучшей превентивной мерой рака шейки мат-
ки, с 75% снижением заболеваемости в развивающихся 
странах. В 2015 году Армения запустила Национальную 
программу скрининга для женщин в возрасте 30–60 лет, 
направленную на снижение заболеваемости и смертности 
от РШМ с предполагаемым достижением 50% охвата скри-
нингом женщин в возрасте 30–60 лет к 2021 году. Однако 
охват программы составил 328 881, что составляло около 
21% женского населения Армении и менее 45% стандарти-

зированного по возрасту (таргетированного) женского на-
селения страны на указанный период. 

Целью данного исследования было проанализировать 
на основе опроса барьеры и препятствия, влияющие на 
решение людей участвовать в программе скрининга рака 
шейки матки (РШМ).

Материалы и методы. Репрезентативная выборка дан-
ного включала 601 женщину в возрасте 30-60 лет. На ос-
новании критериев отбора 119 человек были исключены 
из-за того, что ранее проходили скрининг, и только 482 
женщины приняли участие в опросе. Вопросы опроса 
были разделены на 3 группы (по барьерам): связанные с 
психологическими факторами, связанные со знаниями и 
связанные с отношением участницы опроса к врачу. Анкета 
состояла из двух частей. Первая часть была направлена ​​на 
определение социально-демографических характеристик 
респондентов (одиннадцать критериев, включая возраст, 
уровень образования, место жительства, статус занятости, 
семейное положение и количество детей в семье, наличие 
медицинской страховки, самооценка состояния здоровья, 
семейный анамнез РШМ). Вторая часть - ​​на выявление 
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связи и вида барьеров участника с программой скрининга 
РШМ. Общее количество вопросов составило 35.

Результаты. Полученные данные выявили значительное 
влияние барьеров, связанных со знаниями и отношением к 
врачам с проживанием в сельской местности, в то время как 
городские жители в основном упоминали психологические 
барьеры. Барьеры, связанные со знаниями, были указаны 
в основном респондентами с неясным семейным анамнезом 
по РШМ и лицами с высшим образованием. Застрахованные 
респонденты упоминали барьер, связанный с врачами, в то 
время как психологические барьеры были в основном вы-
явлены у незастрахованных пациентов. Различия были ста-
тистически значимыми (p=.023, p=.025, p=.023 и p=.00867 

соответственно для места проживания, уровня образования, 
статуса страхования и семейной истории РШМ).

Заключение. Проведенное исследование показало, что 
значительные показатели барьеров, связанных со знания-
ми и отношением пациентов к врачам, могли быть потен-
циальной причиной низкого охвата скрининговой програм-
мы 2015-2021 гг. Существует сильная взаимосвязь между 
барьерами для скрининга и местом проживания, семейным 
анамнезом CC, страховкой и уровнем образования. в этих 
категориях данных была выявлена ​​значительная разница в 
показателях и типов барьеров.

Ключевые слова. ВПЧ, вакцинация, папилломавирус, 
эффективность, безопасность.
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