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Abstract

Background The knowledge of breast cancer risk factors and screening practices in a community is largely influ-
enced by the practising gynaecologist in that area. We assessed the understanding and knowledge of gynaecologists
about breast cancer: screening, risk factors, clinical signs, management and common benign breast diseases.
Methodology This cross-sectional study was carried out in Uttar Pradesh, India, from April to September 2017. One
hundred and fifty-two gynaecologists were assessed using a self-designed and validated questionnaire to assess the
knowledge of risk factors, clinical signs, screening practices and management of breast cancer as well as common
benign breast diseases. Further, the results were compared based on their education: undergraduates (UGs; no
residency experience in obstetrics and gynaecology) versus postgraduates (PGs; residency experience in obstetrics
and gynaecology).

Results 67 and 82.2% of gynaecologists possess excellent to very good knowledge of risk factors and clinical signs
of breast cancer, respectively. The knowledge of PGs seems to be better than UGs (p < 0.01). 84.9% participants
were aware that breast cancer screening decreases breast cancer-related mortality, and 61.2% considered CBE as
most relevant screening investigation (66.1% PGs and 41.9% UGs; p = 0.04). 30.2% regularly offer breast cancer
screening at their centre. 58.5% did not consider screening mammography as cost-effective for their patients (57.9%
PGs and 61.3% UGs; p = 0.72), and 41.4% considered it to be a time-consuming process (39.7% PGs and 48.4%
UGs; p = 0.38). 99.3% like to follow up a patient with familial breast cancer by themselves, and 0.7% like to refer
them to specialist. 51.9% gynaecologists were convinced of breast conservation surgery (BCS) as a surgical option,
however 51.3% feared leaving diseased breast behind.

Conclusion Despite the knowledge regarding risk factors, clinical signs and treatment of breast cancer and benign
breast diseases was found adequate amongst the gynaecologists, this did not apply to their clinical practice. Struc-
tured and continuous training of gynaecologists is needed to improve the outcome of patients with breast diseases in
terms of better management and reference.
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Background

Breast cancer (BC) is most common cancer in women
worldwide with an estimated 1.67 million new cancer cases
diagnosed per year (25% of all cancers in women) [1]. It is
the most frequent cause of cancer-related deaths amongst
women in developing countries (324,000 deaths, 14.3% of
total) [1].

India is experiencing an unprecedented rise in the number
of BC cases across all sections of society with late stage of
presentation a common feature [2]. Deaths due to BC are
preventable if diagnosed at earlier stages. Regular breast
self-examination (BSE), clinical breast examination (CBE)
and mammography [3] are various screening modalities.

Breast cancer knowledge assessment studies conducted
amongst women in India reported low level of awareness
of risk factors and screening practices [4, 5]. Health care
providers, educational institutions and media are the
important sources of educating women about breast cancer
and motivating screening practices.

Adoption of screening methods for breast cancer in a
community is largely influenced by knowledge and attitudes
of health care providers [6, 7]. Health care workers, obste-
tricians and gynaecologists comprise most relevant group for
this purpose as women in our part of country are usually
comfortable consulting a lady doctor for breast diseases
[8, 9]. Therefore, there is a need to assess the level of
knowledge of common breast diseases and breast cancer risk
factors in them. This would in turn help in developing medical
education programmes to improve the knowledge of breast
disease and adoption of various screening measures amongst
this group of health care providers. The aim of this study is to
assess the knowledge of benign breast diseases and breast
cancer risk factors, screening practices and beliefs about
treatment in the practising obstetricians and gynaecologists.

Methodology
Materials and methods

After obtaining ethics committee approval (KGMU ethics
committee ref code: 84th ECM IIB-Fellowship/P5), this
questionnaire-based cross-sectional survey was conducted
from April to September 2017 (6 months) amongst the
doctors practising gynaecology and obstetrics in urban
parts of Uttar Pradesh. Decision to participate was volun-
tary and optional. 184 gynaecologists chose to participate,
and 32 did not complete/partially complete the question-
naire and hence were excluded from the study. The par-
ticipants were contacted through e-mails, online Web links
(www.surveymonkey.com) and paper prints.
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Measurements

A self-administered and validated questionnaire prepared
by the authors was employed. Some questions were drawn
from the literature on breast, and some were modified from
questionnaires of similar studies. The questionnaire was
divided into six parts: first part of the questionnaire elicited
socio-demographic details based on age, gender, education
qualifications, association with educational institution, the
number of patients with breast-related problems seen per
week. Second part included questions on benign breast
diseases such as fibroadenoma. Questions related to risk
factors and clinical signs of breast cancer were included in
third and fourth parts, respectively. Questions related to
risk factors [hormone replacement therapy (HRT), oral
contraceptive pills (OCP), smoking, alcohol, family his-
tory, nulliparity, breastfeeding, male gender, fibroade-
noma] and clinical signs (mobile mass, fixed mass, non-
lactating galactorrhoea, bloody discharge from single duct,
discharge from multiple ducts, peau d’orange, nipple pru-
ritus & excoriation, breast pain) were used to generate
answers in yes/no format. In fifth part questions were asked
about their opinion and practices related to breast cancer
screening practices (BSE, CBE and mammography). The
last (sixth) part included questions related to treatment of
breast cancer.

Analysis

Each participating doctor was scored based on the knowl-
edge of risk factors (n = 10) and clinical signs (n = 9) of
breast cancer. Score in percentage of each participant was
calculated. A score >80% was taken as “excellent”
knowledge, 60-80% as “very good”, 40-60% as “good”,
<40% as “poor” [10]. Further, the knowledge of doctors
with no residency experience in obstetrics and gynaecology
[undergraduates (UGs)] and those who completed their
residency [postgraduates (PGs)] in obstetrics and gynae-
cology was compared. Data were analysed using SPSS-24
software (SPSS, Inc, Chicago, IL). Chi-square test was
applied. p value <0.05 was considered significant.

Results
Socio-demographic details

Table 1 summarises socio-demographic details of the
gynaecologists. 184 gynaecologists participated in the
study, and 152 (82.6%) completed survey. 59.3% gynae-
cologists had been practising for >15 years. 121 (79.6%)
had completed their residency (postgraduation) in
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Table 1 Socio-demographic details: comparison of participating gynaecologists

Variable UGs (n = 31) No. (%) PGs (n=121) No. (%) Total (n = 152) No. (%) p value
Age
<41 years 8 (25.8) 34 (28.1) 42 (27.7) 0.96
41-50 years 13 (41.9) 44 (36.4) 57 (37.6)
51-60 years 6 (19.4) 24 (19.8) 30 (19.7)
61-70 years 3.7 12 (9.9) 15 (9.8)
>71 years 1(3.2) 7 (5.8) 8 (5.2)
Gender
Female 28 (90.3) 117 (96.7) 145 (95.4) 0.13
Male 3(9.7) 4 (3.3) 7 (4.6)
Years of practice
<5 years 4 (12.9) 14 (11.6) 18 (11.8) 0.58
5-10 years 6 (19.4) 13 (10.7) 19 (12.5)
10-15 years 4 (12.9) 21 (17.4) 25 (16.4)
>15 years 17 (54.8) 73 (60.3) 90 (59.2)
Associated with teaching institution 7 (22.6) 42 (34.7) 49 (32.2) 0.19
Attended workshop and/or seminar on breast cancer 11 (35.5) 74 (61.2) 85 (55.9) 0.01
Family H/O cancer 4 (12.9) 32 (26.4) 36 (23.7) 0.11
Government/private practice
Government 7 (22.6) 31 (25.6) 38 (25) 0.72
Private 24 (77.4) 90 (74.4) 114 (75)

UGs, undergraduate doctors (no residency experience in obstetrics and gynaecology); PGs, postgraduate doctors (residency experience in

obstetrics and gynaecology); No., number

obstetrics and gynaecology, and 31 (20.4%) had no resi-
dency experience in obstetrics and gynaecology (under-
graduates). 32.2% participants had affiliation to a teaching
institute. 85 (55.9%) had attended workshops and/or sem-
inars on breast diseases. 36 (23.7%) had exposure to a
family member with breast cancer. The average number of
breast patients attended by each gynaecologist was 9/week
(range 3-75 patients/week).

Perception of benign breast diseases

Table 2 summarises participants’ knowledge about benign
breast diseases. 130 (85.5%) participants were aware that
fibroadenoma is common in young patients. 71.1% chose to
biopsy fibroadenoma. For smaller fibroadenomas 62.5%
chose to follow up small fibroadenomas, while 29.6%
chose medical treatment. 66.5% participants chose surgical
excision for large fibroadenomas (>2 cm).

Risk factors for developing breast cancer

Tables 3 and 4 summarise the knowledge of participants on
risk factors for breast cancer. 26.3% had excellent knowl-
edge of risk factors, 40.7% had very good knowledge, and
19.2% had good knowledge, while 13.8% had poor
knowledge. Comparing the knowledge in PGs versus UGs,
28.9% PGs possessed excellent knowledge and 44.6% had
very good knowledge of risk factors, while 16.2% UGs had
excellent knowledge and 25.8% had very good knowledge
(p = 0.007). The most commonly known risk factor was
positive family history of breast cancer (88.2%). 19.1%
PGs and 41.9% UGs were not aware that male population
can also develop breast cancer (p = 0.007). 32.2% PGs and
51.6% UGs considered fibroadenoma as a risk factor for
cancer (p = 0.04).

Clinical signs of breast cancer
Tables 5 and 6 summarise the knowledge of participants

about clinical signs of breast cancer. Overall, 23.6%
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Table 2 Participants’ knowledge about benign breast diseases

Variable UGs (n = 31) No. (%) PGs (n = 121) No. (%) Total (n = 152) No. (%) p value
Age group predisposed to fibroadenoma
<40 years 23 (74.2) 107 (88.4) 130 (85.6) 0.01
40-60 years 1(3.2) 7 (5.8) 8(5.2)
>60 years 7 (22.6) 7 (5.8) 14 9.2)
Biopsy/FNAC fibroadenoma 21 (67.7) 87 (71.9) 108 (71.1) 0.64
Treat fibroadenoma
Yes, if >2 cm 15 (48.4) 67 (55.4) 82 (53.9) 0.57
Yes, if <2 cm 4 (12.9) 19 (15.7) 23 (15.1)
No 12 (38.7) 35 (28.9) 47 (31.0)
Management plan for fibroadenoma <2 cm
Surgical excision 13.2) 11 (9.1) 12 (7.9) 0.46
Follow-up without excision 19 (61.3) 76 (62.8) 95 (62.5)
Treat by medications 11 (35.5) 34 (28.1) 45 (29.6)
Management plan for fibroadenoma >2 cm
Surgical excision 21 (67.7) 80 (66.1) 101 (66.4) 0.18
Follow-up without excision 9 (29.1) 24 (19.8) 33 (21.8)
Treat by medications 13.2) 17 (14.1) 18 (11.8)

UGs, undergraduate doctors (no residency experience in obstetrics and gynaecology); PGs, post graduate doctors (residency experience in

obstetrics and gynaecology); No., number

Table 3 Variables considered as risk factors for breast cancer by participants

Variable UGs (n = 31) No. (%) PGs (n = 121) No. (%) Total (n = 152) No. (%) p value
Hormone replacement therapy (HRT) 21 (67.7) 95 (78.5) 116 (76.3) 0.21
Oral contraceptive pills (OCP) 9 (29.0) 59 (48.8) 68 (44.7) 0.05
Positive family history of breast cancer 24 (77.4) 110 (90.9) 134 (88.1) 0.03
Nulliparity 20 (64.5) 95 (78.5) 115 (75.6) 0.10
Smoking 18 (58.1) 94 (77.7) 112 (73.6) 0.02
Alcohol consumption 11 (35.5) 64 (52.9) 75 (49.3) 0.08
Breastfeeding 10 (32.3) 12 (9.9) 22 (14.5) 0.002
Male population at risk of breast cancer 18 (58.1) 98 (80.9) 116 (76.3) 0.007
Age group to be educated about breast cancer and its risk factors

15-25 years 2 (6.5) 13 (10.7) 15 (9.9) 0.02

26-35 years 8 (25.8) 10 (8.3) 18 (11.9)

36-45 years 4 (12.8) 11 (9.1) 15 (9.8)

>55 years 6 (19.4) 13 (10.7) 19 (12.5)

All age groups 11 (35.5) 74 (61.2) 85 (55.9)
Fibroadenoma 16 (51.6) 39 (32.2) 55 (36.2) 0.04

UGs, undergraduate doctors (no residency experience in obstetrics and gynaecology); PGs, post graduate doctors (residency experience in

obstetrics and gynaecology); No., number

participants had excellent knowledge, 58.6% had very
good knowledge, 8.6% participants had good knowledge
and 9.2% participants had poor knowledge about clinical
signs of breast cancer. On comparison, 28.1% of PGs
versus 6.5% UGs had excellent knowledge about clinical
signs of breast cancer (p <0.01). Peau d’orange

@ Springer

appearance of breast was recognised as a clinical sign of
breast cancer by majority (92.7%) of the participants.
Nipple pruritus with/without excoriation was least recog-
nised (48.7%) risk factor. 15.7% PGs and 32.3% UGs were
not aware of nipple retraction as a clinical sign (p = 0.03).
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Table 4 Participants’ knowledge about risk factors for breast cancer according to Education Level

Knowledge level UGs (n = 31) No. (%)

PGs (n = 121) No. (%) Total (n = 152) No. (%)

Excellent 5(16.2)
Very good 8 (25.8)
Good 9 (29.0)
Poor 9 (29.0)

35 (28.9) 40 (26.3)
54 (44.6) 62 (40.7)
20 (16.6) 29 (19.2)
12 (9.9) 21 (13.8)

UGs, undergraduate doctors (no residency experience in obstetrics and gynaecology); PGs, post graduate doctors (residency experience in

obstetrics and gynaecology); No., number
p = 0.007

Table 5 Variables considered as a clinical sign of breast cancer by participants

Variable UGs (n = 31) No. (%) PGs (n = 121) No. (%) Total (n = 152) No. (%) p value
Mobile lump 10 (32.3) 17 (14.1) 27 (17.7) 0.02
Fixed lump 24 (77.4) 110 (90.9) 134 (88.1) 0.04
Non-lactating galactorrhoea 11 (35.5) 21 (17.4) 32 (21.1) 0.03
Bloody discharge from single duct 20 (64.5) 86 (71.1) 106 (69.7) 0.47
Discharge from multiple ducts 24 (77.4) 82 (67.7) 106 (69.7) 0.29
Peau d’orange 20 (64.5) 121 (100) 141 (92.7) < 0.001
Nipple pruritus £ excoriation 15 (48.4) 59 (48.7) 74 (48.6) 0.97
Nipple retraction 21 (67.7) 102 (84.3) 123 (80.9) 0.03
Breast pain 13 (41.9) 47 (38.8) 60 (39.4) 0.75

UGs, undergraduate doctors (no residency experience in obstetrics and gynaecology); PGs, post graduate doctors (residency experience in

obstetrics and gynaecology); No., number

Table 6 Participants’ knowledge about clinical signs of breast cancer according to Education Level

Knowledge level UGs (n = 31) No. (%)

PGs (n = 121) No. (%) Total (n = 152) No. (%)

Excellent 2 (6.5)

Very good 14 (45.1)
Good 10 (32.3)
Poor 5 (16.1)

34 (28.1) 36 (23.6)
75 (61.9) 89 (58.6)
3 (2.6) 13 (8.6)
9 (7.4) 14 (9.2)

UGs, undergraduate doctors (no residency experience in obstetrics and gynaecology); PGs, post graduate doctors (residency experience in

obstetrics and gynaecology); No., number
p <0.01

Screening for breast cancer

Table 7 summarises participants’ practice of screening
methods. Overall, 84.9% participants were convinced that
breast cancer screening decreases breast cancer mortality.
61.2% (66.1% PGs vs. 41.9% UGs; p = 0.04) consider
CBE as most relevant screening investigation followed by
mammography (25%) (22.3% PGs vs. 35.5% UGs;
p = 0.04) and BSE (13.8%) (11.6% PGs vs. 22.6% UGs;
p = 0.04).

30.2% participants (32.2% PGs vs. 22.6% UGs;
p = 0.21) regularly offer breast cancer screening, while
44.1% participants (40.5% PGs vs. 58.1% UGs; p = 0.21)
offer screening on demand. 38.9% gynaecologists consider

31-40 years as an ideal age to start CBE. Ideal age to start
BSE was 21-30 years for 50.7% participants, 36.8% teach
BSE (41.3% PGs vs. 19.4% UGs; p =0.02) to their
patients, and 55.3% educate patients about risk factors for
breast cancer on a regular basis (56.2% PGs vs. 51.6%
UGs; p = 0.01). Mammography was preferred as screening
method by 22.3% PGs versus 35.5% UGs (p = 0.04).
78.3% participants had mammography-available practice
area, but 58.5% did not consider screening mammography
cost-effective (57.9% PGs vs. 61.3% UGs; p = 0.72) for
their patients and 41.4% participants (39.7% PGs vs. 48.4%
UGs; p =0.38) considered screening mammography a
time-consuming process. 47.4% referred patient to an
oncologist on suspicion of breast cancer, 28.3%
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Table 7 Participants’ practice of screening methods

Variable UGs (n =31) No. PGs (n=121) No. Total (n = 152) No. p value
(%) (%) (%)
Convinced that there is a decrease in mortality rate after introduction 22 (70.9) 107 (88.4) 129 (84.8) 0.01
of screening
Most relevant for screening
CBE 13 (41.9) 80 (66.1) 93 (61.2) 0.04
Mammography 11 (35.5) 27 (22.3) 38 (25)
BSE 7 (22.6) 14 (11.6) 21 (13.8)
Teach patients BSE 6 (19.4) 50 (41.3) 56 (36.8) 0.02
Age at which BSE should start
10-20 years 7 (22.6) 13 (10.7) 20 (13.1) 0.24
21-30 years 12 (38.7) 65 (53.7) 77 (50.6)
31-40 years 9 (29.0) 24 (19.8) 33 (21.7)
41-50 years 1(3.2) 4 (3.3) 5(3.3)
>51 years 2 (6.5) 15 (12.5) 17 (11.3)
Educate patients about breast cancer and its risk factors
Yes 16 (51.6) 68 (56.2) 84 (55.3) 0.01
On demand 11 (35.5) 17 (14.1) 28 (18.4)
No 4 (12.9) 36 (29.7) 40 (26.3)
Offer CBE at their centre
Yes 7 (22.6) 39 (32.2) 46 (30.3) 0.21
On demand 18 (58.1) 49 (40.5) 67 (44.1)
No 6 (19.3) 33 (27.3) 39 (25.6)
Age group at which CBE should start
21-30 12 (38.6) 44 (36.4) 56 (36.8) 0.003
3140 8 (25.8) 51 (42.1) 59 (38.8)
41-50 5 (16.2) 23 (19.1) 28 (18.4)
51-60 6 (19.4) 324 9 (6.0)
Mammography useful for detection of cancer at early stage 23 (74.2) 96 (79.3) 119 (78.2) 0.53
Mammography available in area of practice 21 (67.7) 98 (80.9) 119 (78.2) 0.11
Mammography not cost-effective screening modality 19 (61.3) 70 (57.9) 89 (58.5) 0.72
Mammography is time-consuming 15 (48.4) 48 (39.7) 63 (41.4) 0.38
Patient comes under criteria of suspected breast cancer. Next step will be?
Do FNAC/biopsy and plan for surgery 9 (29.1) 28 (23.1) 37 (24.3) 0.67
Refer patient to general/breast surgeon 7 (22.6) 36 (29.8) 43 (28.3)
Refer patient to an oncologist 15 (48.3) 57 (47.1) 72 (47.4)

UGs, undergraduate doctors (no residency experience in obstetrics and gynaecology); PGs, post graduate doctors (residency experience in
obstetrics and gynaecology); No., number; CBE, clinical breast examination; BSE, breast self-examination

participants referred to general/breast surgeon, and 24.3%
chose to biopsy by themselves.

Beliefs about treatment of breast cancer
Table 8 summarises participants’ beliefs about breast
cancer treatment. 0.7% participants would refer the patient

with family history of breast cancer to a specialist, while
rest (99.3%) preferred to follow up such patients by
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themselves. Modified radical mastectomy was the preferred
surgery for breast cancer by 23.1% gynaecologists. Breast
conservative surgery (BCS) was considered as good as
mastectomy by 50.4% PGs and 41.9% UGs (p = 0.39).
51.3% gynaecologists fear leaving diseased breast behind
after BCS (49.6% PGs vs. 58.1% UGs; p = 0.39). 91.5%
gynaecologists agreed that dedicated breast unit will be
helpful in improving the outcome of breast cancer patients.
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Table 8 Participants’ beliefs about breast cancer treatment
Variable UGs (n = 31) PGs (n = 121) Total (n = 152) p value
No. (%) No. (%) No. (%)
Management of patient with family H/O breast cancer
CBE + follow-up 6 (19.3) 17 (14.1) 23 (15.1) 0.53
CBE + Mammography + follow-up 10 (32.3) 57 (47.1) 67 (44.1)
CBE + USG + follow-up 5(16.1) 20 (16.5) 25 (16.4)
Prescribe tamoxifen + follow-up 10 (32.3) 26 (21.5) 36 (23.7)
Refer to specialist 0 (0) 1(0.8) 1(0.7)
Surgery preferred for patient of breast cancer
Modified radical mastectomy 9 (29.1) 26 (21.5) 35 (23.0) 0.08
Simple mastectomy 309.7) 35 (28.9) 38 (25)
Conservative breast surgery 19 (61.2) 60 (49.6) 79 (51.9)
Consider breast conservative surgery as good as mastectomy 13 (41.9) 61 (50.4) 74 (48.7) 0.39
Fear leaving diseased breast behind after managing patient with 18 (58.1) 60 (49.6) 78 (51.3) 0.39
conservative breast surgery
A unit dedicated to breast cancer with screening, diagnosis 30 (96.8) 109 (90.1) 139 (91.4) 0.23
and treatment of breast diseases helpful in improving the
outcome of patients with breast cancer
Volunteer in programmes to increase awareness about breast cancer 28 (90.3) 106 (87.6) 134 (88.2) 0.67

UGs, undergraduate doctors (no residency experience in obstetrics and gynaecology); PGs, post graduate doctors (residency experience in
obstetrics and gynaecology); No., number; CBE, clinical breast examination; BSE, breast self-examination; USG, ultrasound

88.2% gynaecologists were interested to volunteer for
breast cancer awareness programmes.

We also compared the knowledge of gynaecologists
practicing in teaching versus non-teaching institutions, but
we did not find any significant difference in their knowl-
edge. 85.7% gynaecologists practicing in teaching institu-
tion and 77.8% of gynaecologists practicing in non-
teaching hospital had excellent to very good knowledge of
risk factors for breast cancer (p = 0.36). 20.4% gynaecol-
ogists practicing in teaching institution and 17.5% of
gynaecologists practicing in non-teaching hospital had
excellent knowledge of clinical signs of breast cancer
(p = 042).

Discussion

This is one of few studies which evaluate the knowledge
and practices of gynaecologists about screening, risk fac-
tors, clinical signs and treatment of breast cancer and
benign breast diseases in India. Gynaecologists are usually
the primary contact points for breast-related complaints in
Indian women; hence, we chose to conduct this study in
this group of doctors. Average population served by doc-
tors in Uttar Pradesh is 19,561 [11] unlike the recom-
mended doctor—population ratio 1:1000 by WHO [12]. Due
to discrepant undergraduate-to-postgraduate programme
ratio in India, all practicing physicians may not have
acquired speciality degree in obstetrics and gynaecology.

Hence, our survey included undergraduate doctors also,
who had been practicing gynaecology.

Majority of the participants in our study were found to
possess satisfactory knowledge of clinical signs (82.2%) of
and risk factors (67%) for breast cancer. This score was
better in postgraduate doctors. Our results correspond to
the results from similar studies which show [female] doc-
tors have a mean knowledge score of 74% as compared to
nurses who have a score of 35% [10]. Another study in
general physicians found them having a good knowledge of
risk factors for and clinical signs of breast cancer [13]. A
study showed low KAP (knowledge, attitude and practice)
score of breast cancer amongst female practitioners [14].
An Indian study in nurses found a knowledge mean score
of 49% for breast cancer risk factors [15].

84.9% doctors in our study were convinced that breast
cancer screening decreases breast cancer-related mortality,
and 61.2% considered CBE as most relevant screening
investigation followed by mammography (25%) and BSE
(13.8%). The results correspond with the results of another
study which has estimated the better cost-effectiveness of
CBE for breast cancer screening in India compared to
mammography unlike in developed countries [16]. Studies
have argued that BSE alone as a screening method has
failed to downstage the late stage of cancer presentation
[17, 18], but can be used as a medium for enhancing public
awareness about breast cancer. Although majority of par-
ticipants in our study believe BSE and CBE should start in
earlier years, this was not evident in their clinical practices
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as only 30.2% voluntarily perform CBE and 36.8% teach
their patients about BSE.

Results from a study show that gynaecologists (92.3%)
are more likely to recommend screening mammography by
the age of 40 in comparison with family physicians (64%)
and internists (65.1%) [19]. Another study in gynaecolo-
gists show that they have stronger belief in the effective-
ness of mammography in reducing breast cancer mortality
and are more likely to recommend mammography, in
younger (4049 years old) and older (70 years) women
[20]. 66-87% women >45 years undergo screening mam-
mography in developed nations [21], while studies from
developing nations show that screening mammography
may not be cost-effective [16, 22]. A WHO survey reported
that rural women and women with middle or low socio-
economic status have lesser access to screening mam-
mography in comparison with urban women [23]. 78.3%
participants in our study have mammography available in
their area, yet 58.5% do not consider screening mam-
mography cost-effective and 41.4% participants consider it
a time-consuming process.

More than half of our participants were unconvinced
that BCS has equivalent prognosis as mastectomy unlike
majority of clinical trials which prove otherwise [24, 25].

This study emphasises the need for implementation of
various teaching or medical education programmes on
breast examination, breast diseases and cancer and the
training programmes for gynaecologists in the preliminary
management of breast diseases. They can also collaborate
with breast surgeons to promote BSE and CBE across
various sections of society. Further research to assess the
knowledge of primary health care workers about breast
cancer screening and clinical signs should also be evalu-
ated as they are the first contact point for 70% of Indian
population residing in rural India.

The limitation of our survey is that it does not take into
account the cultural beliefs of various doctors and their
draining population. Sociocultural issues including social
taboos, caste, gender inequality, religious dynamics, blind
faith in traditional medical practices, superstitions are more
prevalent in rural India and pose a major hurdle in equal
distribution of health facilities across the country [26]. The
diverse health care system in India comprises of trained
doctors, AYUSH, midwives, traditional medical practi-
tioners and faith healers who exploit the vulnerable popu-
lation who believe in chants, pujas (religious worship) and
sacred powders as a better alternative to modern medicine,
and these practices differ in various places and sections
across the Indian society.

Also this study is limited to the doctors practicing in
Uttar Pradesh and may not be generalised to all Indian
gynaecologists. The southern states of India have been
reported to have higher health standards and better training

@ Springer

in comparison with north-central states of India [26, 27];
hence, the results may vary in other states.

Conclusion

Though the knowledge regarding risk factors, clinical signs
and treatment of breast cancer as well as benign breast
diseases seems to be adequate amongst the gynaecologists,
this is not evident in their clinical practice. This study
brings to light the knowledge versus practices of most
frequently contacted group of doctors for breast diseases
and hence the need for educating them by structured and
continuous teaching programmes. Thus, we can ensure that
women with breast diseases are better screened, assessed,
treated and appropriately referred for improved outcomes.
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