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ABSTRACT 

 

Introduction 

In developing world, cancer is the leading cause of death, and cancer patients pass 

through various phases of experience throughout illness. When cancer patients reach the point 

at which treatment is no longer effective, they are considered as terminally ill. Palliative care 

is a bridge to enable the patient to cross over without pain and suffering and at peace with 

oneself, with the man and God.  

In the developing countries like India, home services are the primary focus of 

palliative care. If the terminally ill patients are cared for at home, it gives them an opportunity 

to continue family life with dignity. Family caregivers play a crucial role in the home care 

including administration of medications. The family members are willing to care for their 

relatives at home, but they need training in various aspects of care including symptom 

management. The conceptual framework for the present study was adapted from Ernestine 

Widenbach’s prescriptive theory. 

Objective 

The study was undertaken with the aim of assessing the effect of interventional 

package on acute symptoms experienced by terminally ill patients with head and neck cancer 

receiving palliative home-care, its management by the primary caregivers and their holistic 

well-being at selected hospital in Kanyakumari District.  

Methods 

The study used a quasi-experimental pretest-post-test control group research design. 

A total of 200 TIP with H&N cancer and their primary caregivers (100 in control group and 

100 in interventional group) fulfilled the inclusion criteria were selected using purposive 



sampling. Demographic and clinical data were gathered from both TIP with H&N cancer and 

primary caregivers by means of structured questionnaires administered in face to face 

interview after getting written consent.  

Pretest was done with acute symptoms assessment scale, acute symptom management 

questionnaire and holistic wellbeing tool I and II. Control group was taking the routine 

treatment which was already practiced in the department. Along with routine treatment, the 

interventional group received interventional package. The interventional package consisted 

of three components: education, skill training and counseling. Post test was done on 30th, 60th 

and 90th day of data collection. The collected data were analyzed using both descriptive and 

inferential statistics on the basis of objective and hypotheses of the study. 

Results 

• Most of TIP with H&N cancer (81% in control group and 76% in the  interventional 

group) were men, all were married in both groups, majority of them (86% in control 

group and 82% in the interventional group) were unskilled laborers. In terms of 

diagnosis, 30% of the TIP with H&N cancer in control group and 32% in the 

interventional group had Ca. Buccal mucosa.  

• Most of the primary caregivers (80% in control group and 71 % interventional group) 

were females and the majority of them (74% in control group and 69% in the 

interventional group) were spouse. 

• After the administration of IP, the mean difference in pain score among control group 

and interventional group on post-test I was (6.4-4.4) 2.0, post-test II was (6.8-2.8) 3.9 

and post-test III was (7.0-2.9) 4.2. The computed student ’t’ test values (between 

groups) of  post-test I, II & III (11.457, 27.435& 26.115) were higher than the table 

value at 0.05 level of significance.  

• After the administration of IP, the mean difference in nausea and vomiting score 

among control group and interventional group on post-test I was (1.3-0.9) 0.4, post-



test II was (1.7-0.8) 0.9 and post-test III was (1.7-1.0) 0.7. The computed student ’t’ 

test values (between groups) of  post-test I, II & III (3.563, 7.927&10.353) were 

higher than the table value at 0.05 level of significance.. 

• After the administration of IP, the mean difference in dyspnea score among control 

group and interventional group on post-test I was (2.7-2.1) 0.6, post-test II was (2.9-

1.8) 1.1 and      post-test III was (3.3-2.0) 1.3. The computed student ’t’ test values 

(between groups) of  post-test I, II & III (3.243, 7.321& 9.396) were higher than the 

table value at 0.05 level of significance.  

• After the administration of IP, the mean difference in restlessness score among 

control group and interventional group on post-test I was (1.9-1.3) 0.6, post-test II 

was (2.2-1.2) 1.0 and post-test III was (2.6-1.3) 1.3. The computed student ’t’ test 

values (between groups) of  post-test I, II & III (5.445, 8.414&13.644) were higher 

than the table value at 0.05 level of significance.  

• After the administration of IP, the mean difference in cough score among control 

group and interventional group on post-test I was (1.9-1.2) 0.7, post-test II was (2.1-

1.1) 1.0 and post-test III was (2.5-1.1) 1.4. The computed student ’t’ test values 

(between groups) of  post-test I, II & III (5.222, 9.647&14.8) were higher than the 

table value at 0.05 level of significance. 

• The calculated Hotelling’s T2 p-value (sig) is 0.000 for pain, nausea/ vomiting, 

dyspnea, restlessness and cough of TIP with H&N cancer receiving PH. Hence the 

research hypothesis was accepted at 0.05 level of significance. It means the 

interventional package was effective in reducing acute symptoms experienced by the 

TIP with H&N cancer receiving PH. 

• After the administration of IP, the mean difference in holistic well-being score of TIP 

with H&N Cancer among control group and interventional group on post-test I was 

(42.2-80.0) -37.8, post-test II was (48.3-94.3) -46.0 and post-test III was (47.8-101.1) 

-54.1. The computed student ’t’ test values (between groups) of  post-test I, II and III 



(-11.391, -17.992 & -20.610) were higher than the table value at 0.05 level of 

significance.  

• The calculated Hotelling’s T2 p-value is 0.000 for physical, psychological, social, 

financial, spiritual and holistic well-being of TIP with H&N cancer receiving PH. 

Hence the research hypothesis was accepted at 0.05 level of significance.  

• After the administration of IP, the mean difference in expense per unscheduled 

hospital visit among control group and interventional group on post- test I was 

(455.9-177.0) Rs.278.9, post-test II was (457.1-83.8) Rs.373.3 and post-test III was 

(533.6-156.5) Rs.377.7. The computed student ’t’ test values (between groups) of  

post-test I, II and III (-11.391, -17.992 & -20.610) were higher than the table value at 

0.05 level of significance.  

• The calculated Hotelling’s T2 p-value is 0.000 for expense/ unscheduled hospital visit 

to manage acute symptoms among control group and interventional group. Hence the 

research hypothesis was accepted at 0.05 level of significance and concludes that the 

interventional package was effective in reducing the expense/ unscheduled hospital 

visit to manage acute symptom.  

• After the administration of IP, the mean difference in holistic well-being score of 

primary caregivers among control group and interventional group on post- test I was 

(56.8-105.8) –49.0, post-test II was (57.4-125.3) -67.9 and post-test III was (56.6-

135.1) -78.5. The computed student ’t’ test values (between groups) of  post-test I, II 

and III (-20.734, -31.889 & -35.887) were higher than the table value at 0.05 level of 

significance.  

• The calculated Hotelling’s T2 p-value for physical, psychological, social, financial, 

spiritual and holistic well-being of primary caregivers among control group and the 

interventional group was 0.000. Hence the research hypothesis was accepted at 0.05 

level of significance and concludes that the interventional package was effective in 



improving physical, psychological, social, financial, spiritual and holistic well-being 

of primary caregivers of TIP with H&N cancer receiving PH. 

Conclusion 

This study has revealed that the pain, restlessness, nausea and vomiting and dyspnea 

were the common acute symptoms experienced by the cancer patients receiving palliative 

home care. The study result has concluded that the interventional package was effective in 

reducing the acute symptoms experienced by TIP with H&N cancer, improving their holistic 

well-being and reducing the expense of managing acute symptoms. Health-care professionals 

can train caregivers during outpatient/inpatient hospital visits, empowering them to manage 

breakthrough symptoms and provide simple home nursing care. This is probably important 

for the majority of cancer and other palliative patients receiving home care, but particularly so 

in settings where resources are limited and palliative care facilities scarce. 
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CHAPTER I 

INTRODUCTION 

“We cannot change the direction of the wind, 

but we can adjust our sails”    (Anonymous) 

 Cancer is being a chapter in many individuals’ life. When someone has cancer, 

the whole family and everyone loves those does too. In developing world, cancer is 

the leading cause of death, and cancer patients pass through various phases of 

experience throughout illness. It influences people in all the aspects of their life 

including physical, emotional, spiritual, social and economic dimension.  

When cancer patients reach the point at which treatment is no longer effective, 

they are considered as terminally ill. Palliative care is a bridge to enable the patient to 

cross over without pain and suffering and at peace with oneself, man and God. It is 

the process of adding life to days and not days to live. World Health Organization 

defines palliative care as “ an approach that improves the quality of life of patients 

and their families facing life-threatening illness, through prevention and relief of 

suffering by means of early identification and impeccable assessment and treatment of 

pain and other problem: physical, psychological and spiritual.1 

 Palliative care for the terminally ill cancer patient means looking after a 

person broken down by his disease but who is still living in his body, mind, and soul. 

So we need to care individually and totally for body, mind, and soul. The first goal of 

palliative care is to relieve pain and distressing symptoms. This care can be easily 

done by giving the proper medication in the right dose and correct combination at 

regular intervals and by the best route. Once the pain and distressing symptoms are 
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relieved, the mind is receptive enough to be at peace. Mental peace is an adjuvant to 

relieve distressing symptoms and must be given equal importance. In other words, 

allaying the worries of the patient, enabling them to solve their family problems and 

paving the way to meet their financial needs. It is not always easy to achieve all that 

we want in these aspects in developing country. But we must try to do the best in all 

possible ways in every circumstance. 

Finally, the soul also has to be prepared for inner peace. In suffering, pain and 

death there is no difference in religion. They all speak the same language, and all have 

a divine master who alone can grant the inner peace to a dying patient which is 

essential for the end of one’s life. Every individual should be allowed to die in a 

surrounding that is conducive to his/her comfort and happiness so that one can die 

with dignity. For terminally ill patient this could be at home, in a hospital or a 

hospice. The choice depends on the patient, family and the socio-economic 

conditions. If the patient can be looked after at home in a proper manner by the family 

caregivers with the help of the health-care professionals, there could be no better 

place for one’s last movements. For this purpose, home care has been as an important 

aspect of palliative care.  

1.1 Background of the study 

 Cancer is the second leading cause of death worldwide, accounting for 8.8 

million deaths in 2015. There were approximately 14 million new cases in the year 

2012.2 Around 70% of deaths from cancer occur in low and middle-income countries. 

Tobacco use is the most important risk factor for cancer and is responsible for 

approximately 22% of cancer deaths.3 Carcinoma lips and oral cavity contributes 

2.1%, carcinoma larynx contributes 1.1% and carcinoma oro-pharynx, and nasal 

cavity contributes 1.6% of all cancers. In men, carcinoma lips and oral cavity 
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contributes 2.7%, cancer larynx contributes to 1.9%, carcinoma oro-pharynx and 

nasopharynx contributes to 2.4% of all the cancers. In the female, carcinoma lip and 

oral cavity contributes 1.5%, carcinoma oro-pharynx and nasopharynx contributes to 

0.8%, and carcinoma larynx contributes to 0.3% of all the cancers.4 

 In India, 0.95 million new cancer cases and 0.63 million cancer deaths 

occurred in the year 2008.5 The estimated total burden of cancer for the year 2016 was 

around 1.45 million new cases. Among males, cancer mouth is the leading site in 

registry areas of western states of the country such as Barshi, Ahmadabad, Nagpur 

and second leading site in Mumbai and Aurangabad. Among females, East Khasi hills 

in Meghalaya state had the highest adjusted incidence rate (9.1%) for cancer of the 

mouth. It was also reported that, only 12.5% of the patients were visiting the hospital 

in early localized stage. Most of them present themselves to the hospital when the 

disease has spread regionally or in an advanced stage.6 Researchers also found that 

30.2% of the cancer patients belonged to the age group of 51-60 years, 57.7% of the 

samples were diagnosed in the third stage of cancer, and 40% of the patients were 

diagnosed to have head and neck cancer.7 

 In Tamil Nadu, cancer of mouth was the leading site in five districts. In 

Villupuram district, cancer mouth accounts for 10.5% of males and 10.1% in females. 

In Cuddalore district, cancer mouth accounts for 14.7% of males and 6.6% in females. 

In Coimbatore district, cancer tongue accounts for 7.3% and cancer mouth accounts 

for 6.1% in males. In females, cancer mouth accounts for 3.5%. In Erode district, 

cancer tongue accounts for 7.9% and cancer mouth accounts for 7.4% in males, and 

cancer mouth accounts for 4.3% in females. In Thanjavur district, cancer mouth 

accounts for 19.4% of all cancers. Carcinoma hypo-pharynx accounts for 9.2%; 

cancer tongue accounts for 6.4% and cancer larynx accounts for 4.2% in males. In 
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females, cancer mouth accounts for 7.0%. In Dindigul district, cancer tongue accounts 

for 8.7%; cancer larynx accounts for 7.5%, cancer hypo-pharynx accounts for 6.8% 

and cancer mouth for 5.7% in males. In females, cancer mouth accounts for 2.2% and 

tongue 1.9%.8 

In Kanyakumari district, cancer mouth accounts for 24.1%, cancer tongue 

account for 6.3% and cancer larynx accounts for 3.2% in males. In females, cancer 

mouth accounts for 5.1%. In Salem district, cancer mouth accounts for 6.7%, tongue 

accounts for 6.3% and cancer larynx accounts for 5.4% in males. In females, cancer 

mouth accounts for 3.1%.8 

 Due to the widespread prevalence of oral cancers in nearby areas of 

Kanyakumari district, a cancer prevention scheme was started in 1961 by 

Kanyakumari Medical Mission Neyyoor. It has the distinction of being the first 

hospital to introduce radiation for cancer treatment in South India. According to 2017 

cancer statistic, there were 208 new cases and 1535 old cases of head and neck 

cancer.9 

1.2 Significance and need for the study 

 When cancer patients reach the point at which treatment is no longer effective, 

they are considered as terminally ill. Terminal illness is a disease that cannot be cured 

or adequately treated, and that is reasonably expected to result in the death of the 

patient within a short period.10  Terminally ill cancer patients suffer from a number of 

symptoms towards the end of life. These can affect their quality of life and their 

ability to cope with illness and subsequent death.11 Families and caregivers may find 

it hard to witness the person experiencing symptoms. For this reason, palliative care 

emphasizes the need to support family and control symptoms.  
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The researchers studied the prevalence, intensity and prognostic significance 

of common symptoms in 163 terminally ill cancer patients and reported that the mean 

survival of the patient was 51 days. Pain (90.2%), lack of appetite (88.3%) and poor 

well-being (87.7%) were the most frequent symptoms.12 The patient’s symptoms may 

vary and change as their disease progresses or their feelings and circumstances alter. 

It also differs between individuals. These symptoms may impair patients’ daily 

functioning and their quality of life.13 In another study researchers found that out of  

30 terminally ill cancer patients, 80% of the patients had pain, 66.7% of them had 

vomiting, 73.3% had restlessness, 50% had dyspnoea and 20% had cough.14.  

 In the developing countries like India, home services are the primary 

focus of palliative care. If the terminally ill patients are cared for at home, it gives 

them an opportunity to continue family life with dignity. Family caregivers play a 

crucial role in the home care and commonly undertake complex care tasks including 

assessment, management of symptoms, hygienic care and administration of 

medications. The family members are willing to care for their relatives at home, but 

they need training in various aspects of care such as symptom management and 

meeting self-care needs of the patients. Generally, caregivers were ill prepared for the 

administration of medications and struggle to balance the need for medication against 

the perceived unwanted side effect. 

Terminally ill cancer patients suffer from a number of symptoms toward the 

end of the life including pain, nausea, vomiting, dyspnoea, restlessness, cough, fatigue 

and depression. Inadequate symptom control produces suffering and a negative effect 

on the course of illness. 15,16,17.  Sudden onset of symptoms causes unscheduled visits 

to the hospital. Out of 30 terminally ill cancer patients who received palliative home 

care, 30% of them were visiting the hospital twice a week, 36% were visiting once in 
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a week, and 34% of them were visiting once in two weeks for the management of 

acute symptoms. These visits were in addition to the scheduled visits, occurred 

specifically because of the onset of one or more acute symptoms.14  

In India, most of the people live below poverty line. The per capita income in 

Tamil Nadu is Rs 20,975 (500 dollars / years), and 21.1 million of people live below 

the poverty line.18 Through a prospective evaluation of the domiciliary status of 

hundred patients attending palliative care unit, it was found that many patients came 

from very deprived circumstances. Over half the houses had no toilets. Fifty-one 

percent did not have a source of water supply within the house. Fifty percent of the 

patients slept on the floor. Ninety percent of men were cared for by their wives, but 

only 10% of women had their husbands as their primary caregivers. Although women 

were the main caregivers, they were rarely the main decision makers.19 Providing 

home care for patients who do not have sufficient space at home, and have no beds, 

water and toilet facilities is a challenging task.  

Researchers studied the barriers to symptom management during terminal 

illness and found that majority (36.1%) of them did not know how to express 

symptoms because of their low educational status. Forty-six percent of them had a 

problem in communicating with the healthcare personnel. Seventy-one percent of 

them had worried about side effects, and 23% had fear about addiction. Ninety-one 

percent had a fear about consequences of treatment, and 96.9% had a fear of disease 

progression. About 89.3% had lack of resources in the family. Ninety-nine percent 

expressed that the treatment is very expensive and 86.2% of them reported inability to 

afford the cost of medicine and to pay for health services.7 As far as the barriers 

concerned, the treatment should be centered on the living conditions of the patients 
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through subsidized medication, simple nursing techniques, empowering and 

informing the primary caregivers.  

The economic realities of hospital care have led to greater demand for 

palliative care services in the home. But an education program is needed for the 

caregivers before home therapy. Generally caregivers were ill prepared for the 

administration of medications and struggle to balance the need for medication against 

the perceived unwanted side effect. A study reported that informal caregivers were 

interested in participating in a training program for home care and symptom 

management and were able to manage administration of subcutaneous injection.20  

An Indian study done to assess the feasibility of a structured training program 

to the primary caregivers of terminally ill cancer patients to manage acute symptoms 

at home reported that out of 30 patients, 46% of them spend more than Rs. 200 per 

visit, 30.5% of them spent Rs.100 to Rs.200 per visit, and 23.5 % of them spent 

<Rs.100 per visit. These were the unscheduled visits to the hospital because of sudden 

occurrence of one or more acute symptoms. The cost included medicines, 

transportation, hospital registration and consultation fee. After the structured training 

program, 96.7% of them spent less than Rs.100 during each episode of one or more 

acute symptoms. The difference was statistically significant (p<0.05). After the 

structured training program, the visit to the hospital for acute symptom relief no 

longer required in the majority of the patients before the scheduled visit and the cost 

per episode was reduced because only the cost of medication remained. Also reported 

that structured training program was accepted and feasible in Indian set up.14 

Burnley et al21 studied whether home palliative care intervention for 

terminally ill patients can improve patient satisfaction, reduce medical care costs and 
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increase the proportion of patients dying at home. The results showed that patients 

assigned to home palliative care reported greater improvement in satisfaction with 

care at 30 and 90 days after enrollment (p<0.05) and they were more likely to die at 

home than receiving usual care (p<0.001). They were less likely to visit the 

emergency department (p=0.01) or admitted to the hospital (p<0.01) resulting in a 

significantly lower cost of care for intervention patients. (p=0.03). 

 In case of terminally ill cancer patients who are not able to swallow 

medications or retain medications because of vomiting, can be given the subcutaneous 

injection. According to the position statement given by Palliative Care Association of 

India, the primary caregivers of terminally ill cancer patients can be trained to 

administer medications subcutaneously at home. In a study researchers found that, 

after structured training program for the primary caregivers regarding acute symptom 

management and administration of subcutaneous injection, 96.7% of primary 

caregivers used the symptom management kit. Pain and vomiting were common 

symptoms. Oral morphine and injectable metaclopramide were the most commonly 

used drugs. Both oral and subcutaneous routes were used. Out of 30 primary 

caregivers, 23 of them administered subcutaneous injections. No primary caregivers 

felt that learning injection techniques were a waste of time and effort and all were 

willing to use the kit for their family member again. The common difficulties 

encountered by the primary caregivers while administering medications were 

trembling hands and palpitations.14 

 Cancer affects the well-being of the family caregivers in many ways. A family 

caregiver is expected to provide complex care in the home with little preparation or 

support. When demand placed on the caregivers exceed their resources, caregivers 

feel overwhelmed and report high stress.22 The stress has a negative effect on the well 
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being of the caregiver including psychological, physical, social, financial and 

spiritual. High symptom distress often characterizes advanced cancer in patients and 

high caregivers’ burden in their family members. Researchers in a study found that 

caregivers of patient with a short time interval between diagnosis and death 

experienced more symptoms of depression.23 

 The National Alliance for Caregiving (NAC) estimates that 4 million 

individuals are caring for adult cancer patients. This estimate accounts for roughly 8% 

of all caregivers in the United States.24 Data also suggest that for those with cancer, 

the period of care is predominantly high during the first year or two years after 

diagnosis or when an individual is declining and dying of cancer. The caregiver’s 

tasks are multifaceted and change along the trajectory of illness in concordance with 

patients’ medical and emotional needs. The caregivers engage themselves in 

providing four types of care to the cancer patients. These include emotional, 

instrumental (information, obtaining medical services) tangible (household chores) 

and medical (administering medications).25 

 Studies showed that the caregivers cared for the patients for a mean duration 

of 25 months. Most of the caregivers reported that they had provided all types of 

support and most common was emotional support. The daily burden leaves caregivers 

with their own needs unmet lead to a poorer quality of life and higher level of distress. 

After two years of diagnosis of cancer, at least 33% of caregivers need assistance in 

coping with their concern and changes in lifestyle.26 

 Kim Y et al27 done a survey and identified five domains which were affected 

by their caregiving role: psychological, social, financial, medical and activities of 

daily living. They considered these key areas when surveying caregivers at 2 months, 
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2 years and 5 years after patients’ diagnosis. The prevalence of unmet psychological 

needs was 68% at 2 months and 36% at five years. Unmet medical, financial or daily 

activity needs at 2 months remained elevated for next 5 years. Also, unmet needs were 

correlated with age, gender, education and ethnicity. Younger caregivers reported 

greater unmet needs than the older caregivers. Women reported greater unmet needs 

than male. Caregivers with high education reported greater unmet needs in 

psychological and activities of daily living. 

The findings from a review article reported that caregivers’ stress can lead to 

psychological, physical, financial disturbances and affects their well-being. Research-

based interventions delivered to the caregivers of cancer patients’ reduced negative 

effects and improved caregivers’ coping skills, knowledge and quality of life. 28 

Research done by Braun et al reported that 38.9% of caregivers of cancer patients 

reported symptoms of depression (BDI-II >15) compared with 23% of their ill 

spouses. 29  FOCUS program provided to the patient with advanced cancer and their 

primary caregivers improved their ability to manage and cope with their illness.30 

The diagnosis of a terminal illness is a traumatic event and patients and family 

members are often overwhelmed by their thoughts and fears. Counseling can provide 

emotional support and information they require. Counseling helps to cope with 

reaction to cancer such as fear of cancer, changes in body image, anxiety about 

treatment, fear of recurrence, feeling of guilt and adapting to side effects. It also helps 

to address family issues such as family relationship, role changes, and family support. 

Counseling helps to explore personal issues such as clarifying values, goal and 

priorities, exploring spiritual issues and meaning of cancer. It also helps to confront 

practical issues such as obtaining information about the financial resource and talking 

issues to doctors. 
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Based on studies, it has been observed that most of the H&N cancer patients in 

India are diagnosed in the advanced stage and majority of them live below poverty 

line. Even though the cancer patients are diagnosed in the advanced stage, they have 

limited access to the palliative care services due to lack of availability of resources 

and palliative centers. Eighty percent of the population in India lives in the rural area 

where there is limited access to health care centers. Also, there is limited availability 

of transport facilities in the village to reach a hospital in an urban area. In most of the 

heath-care centers, services are not provided during night time. Generally, cancer 

patients spend a lot of their wealth for treating their disease and end up with nothing 

when they reach the stage of palliation. So they feel guilt to express their unpleasant 

symptoms and continue their journey towards the death with pain and agony.  

Palliative home care is cost effective and readily available to control 

symptoms experienced by the cancer patients. In Indian set up, the family caregivers 

are willing to care for their relatives in their home.  Because of lack of knowledge, 

education, and training, they feel difficult to care the patient at home. Previous studies 

in developed countries state that educating and training the primary caregivers on 

symptom management during palliative home care was possible and feasible. It 

reduced the cost of care and admissions in the hospital setting. Realizing the 

economic realities of palliative care in India, the Indian Association of Palliative Care 

recommended that the family caregivers can be taught to administer medications 

through subcutaneous route for patients who are unable to take oral medications.  

The therapeutic interaction with the cancer patients over the period of sixteen 

years helped the researcher to identify the difficulties faced by the cancer patients and 

their primary caregivers regarding symptom management towards their end of life. 

Along with that, the expert opinion of Medical Oncologist from Palliative Medicine 
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department of Christian Medical College, Vellore, Tamilnadu and the extensive 

review of research papers helped the researcher to fine-tune the research. Since it is a 

newer area in Indian setup, the researcher did a feasibility study on this aspect and the 

study findings concluded that the training of primary caregivers on the administration 

of subcutaneous injection and management of acute symptoms at home was feasible 

and acceptable in Indian setup. Hence the researcher felt the need to develop and 

implement an interventional package and evaluate its effect on the acute symptoms 

experienced by terminally ill patients with head and neck cancer and the holistic   

well-being of terminally ill cancer patients and their primary caregivers.  

1.3 Statement of the problem 

A study to assess the effect of interventional package (IP) on acute symptoms 

experienced by terminally ill patients (TIP) with head and neck (H&N) cancer 

receiving palliative home-care (PH), its management by the primary caregivers and 

their holistic well-being at selected hospital in Kanyakumari district. 

1.4. Aim and objectives of the study 

Aim 

The present study was aimed to evaluate the effect of IP as a multi-

dimensional holistic approach to reduce acute symptoms experienced by TIP with 

H&N cancer receiving PH and improve their holistic well-being.  

Objectives 

1. To assess the acute symptoms in TIP with H&N cancer receiving PH and their 

holistic well-being before and after administering IP among control and 

interventional group. 

2. To assess the management of acute symptoms by the primary caregivers and 

their holistic well-being before and after administering IP among control and 

interventional group.  
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3. To compare the acute symptoms in TIP with H&N cancer receiving PH and 

their holistic well-being before and after administering IP among control and 

interventional group. 

4. To compare the management of acute symptoms by the primary caregivers and 

their holistic well-being before and after administering IP among control and 

interventional group.  

5. To find out the association between selected demographic variables of TIP with 

H&N cancer receiving PH and their primary caregivers with their level of 

holistic well-being among control  and interventional group.  

1.5 Hypotheses 

1. There is a significant difference in the acute symptoms experienced by TIP 

with H&N cancer receiving PH and their holistic well-being before and after 

administering IP among control and interventional group. 

2. There is a significant difference in the management of acute symptoms by the 

primary caregivers and their holistic well-being before and after administering 

IP among control and interventional group.  

3. There is a significant association between selected demographic variables of   

TIP with H&N cancer receiving PH and their primary caregivers with their 

pretest level of holistic well-being among control and interventional group. 

1.6 Operational definition  

Effect: In this study, effect refers to the outcome of interventional package (the 

difference between the mean post-test scores of the control group and interventional 

group) on following aspects.   

• Acute symptoms (pain, nausea/vomiting, dyspnoea, restlessness, and cough) 

experienced by the TIP with H&N cancer. 
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• Management of acute symptoms by the primary caregivers which include 

expense per unscheduled hospital visit to manage acute symptoms, number of 

the unscheduled hospital visit to manage acute symptoms, need for hospital 

admission to manage acute symptoms. 

• The holistic well-being of the TIP with H&N cancer. 

• The holistic well-being of the primary caregivers’ of TIP with H&N cancer. 

Interventional package:  In this study, interventional package refers to three aspects 

involving 

• Education to the primary caregivers regarding acute symptoms experienced 

by TIP with H&N cancer and management of acute symptoms at home.  

• Skill training for primary caregivers on the management of acute symptoms 

at home including administration of subcutaneous injection and use of acute 

symptom management kit.   

• Counseling sessions for the TIP with H&N cancer and their primary 

caregivers. 

Acute symptoms: In this study, acute symptoms refers to acute discomforts such as 

pain,  dyspnoea, nausea / vomiting, restlessness and cough experienced by the TIP 

with H&N cancer at home which needs unscheduled hospital visits. 

Management: In this study, management refers to the management of acute 

symptoms by the primary caregiver at home as measured by using acute symptom 

management questionnaires.  

Holistic well-being: In this study holistic well being refers to the physical, 

psychological, social, financial and spiritual wellness of TIP with H&N cancer and 
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their primary caregivers as measured by using holistic well-being scale (tool I and II 

respectively). 

Terminally ill patients with head and neck cancer: Patients with head and neck 

cancer at the palliative stage, who is in need of management of acute symptom at 

home and receiving treatment from a selected hospital, Neyyoor. 

Primary caregiver: In this study, primary caregiver refers to the member of the 

family who is above 18 years and regularly involves with his/her TIP with H&N 

cancer and responsible for his/ her care including administration of medications. 

1.7 Assumption 

1. All TIP with H&N cancer experience acute symptoms such as pain, dyspnea, 

nausea/vomiting, restlessness, cough and low level of well-being. 

2. Sudden onset of acute symptoms causes unscheduled hospital visits and 

economic burden on the family. 

3. IP can reduce the acute symptoms experienced by the TIP with H&N cancer, 

unscheduled hospital visits and expense for managing acute symptoms. 

4. Long-term care giving can lead to stress and poor well-being among primary 

caregivers. 

5. Counseling can improve the well-being of the TIP with H&N cancer and their 

primary caregivers.   

1.8 Delimitations of the Study 

•  Since the study included only the TIP with H&N cancer needing management 

of acute symptom, the results may not be generalized to TIP with cancer in other 

sites.  

• Only the TIP with H&N cancer who has a family member as a primary 

caregiver has been included in the study. 
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• Since the study participants from only one set up (International Cancer center, 

Neyyoor) has been selected, the result may not be generalized to other settings. 

• The study was limited to the TIP with H&N cancer who resides within the 

radius of 15 km from the setting of the study. 

• The study participants constitute a purposive sampling that may limit 

transferability of the result to other population.  

1.9 Projected outcome of the study 

• Provision of interventional package together with the acute symptom 

management kit would help primary caregivers to manage their patients’ acute 

symptoms in their home itself.  

• The color coding used in the acute symptom management kit would help even 

illiterate primary caregivers to identify appropriate medication.  

• The interventional package could make good economic sense for home-based 

palliative care since it could reduce cost by cutting down the number of the 

unscheduled hospital visit and hospital admission.  

• The interventional package could help the TIP with H&N cancer to be in their 

homes at the end of life with their loved ones. 

•  The interventional package could increase the likelihood of TIP with H&N 

cancer dying in their homes. 

• Counseling could improve the holistic well-being of TIP with H&N cancer and 

their primary caregiver. 
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CHAPTER II  

REVIEW OF LITERATURE 

 

The umbrella term of H&N cancer includes a range of cancers in the head and 

neck region including oral, laryngeal, oropharyngeal, salivary and other pharyngeal 

cancers. Around 600,000 people worldwide are diagnosed with head and neck cancer 

each year and the disease represents the seventh most common cause of cancer 

mortality.31 Around, 57.5% of global H&N cancer occur in Asia especially in India. 

In India, H&N cancer accounted for 30% of all cancers in males and 11-12% in 

females. A maximum number of mouth cancers in men were seen after the age of 55 

years. More than 60% of cases are diagnosed at an advanced stage in India compared 

with 40% in developed countries.32 Tobacco and alcohol remain the significant risk 

factor for head and neck cancer. H&N cancer may present unique threats to the 

individual’s well-being, sense of self, social functioning, and quality of life.33 The 

review of literature covers an extensive, exhaustive and systemic examination of 

publications relevant to the topic studied under eight sub-headings:  

1. Need for palliative care in cancer  

2. Symptoms in the terminal phase of head & neck cancer and their management 

3.  Need for home care in terminal illness. 

4. Alternative routes of administration of medications 

5. Educating primary caregivers regarding symptom management  

6. Use of emergency medication kit during terminal illness 

7. Impact of selected interventions on the well-being of terminally ill patients 

with head and neck cancer and primary caregivers 
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8. Effect of selected interventions on the well-being of primary caregivers of 

terminally ill patients with head and neck cancer. 

2.1 Need for palliative care 

The word ‘palliative’ is derived from a Latin word ‘Pallium’ which has the 

meaning of a cloak or covering used to protect its wearer from adverse weather. 

Palliative care is the active, total care of patients with life-limiting disease and their 

families by a multi-professional team when the disease is no longer responsive to 

curative or life-prolonging treatment.34 In palliative care the symptoms are cloaked 

with treatment to promote comfort. However, palliative care extends beyond physical 

symptom relief: it seeks to integrate physical, psychological, social and spiritual 

aspects of care. This helps the patients to come to terms with their impending death as 

fully and constructively as they can. 

The need for palliative care is increasing throughout the world. Globally, an 

estimated 40 million people are in need of palliative care. In that, about 78% of them 

live in low and middle economic countries. Only 14% of them needing palliative care 

receive the services. In India, most cancers are diagnosed at the last stage leading to 

poor survival rate. Almost 70-80% 0f cancers are incurable on diagnosis.35 In India, 

palliative care is in an infant stage of development and faces numerous problems. The 

reason for less availability of palliative care includes lack of awareness among 

medical personnel; lack of public awareness; fear of being addicted to drugs; lack of 

availability of opioids; high cost of medications and poverty.36  

In India, 2-3 million patients with incurable cancer are in need of palliative 

care. But only 1-2% of the patients have access to anything similar to palliative care. 

The other 98-99% of them live with misery, pain, and isolation till they die.37 The 

goal of palliative care is to improve the quality of life of both patients and families by 
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responding to pain and other distressing symptoms as well as to provide psycho-social 

and spiritual support. That is why; palliative care is administered by an 

interdisciplinary multidimensional team comprising of doctors, nurses, counselors and 

social workers. Early palliative care reduces unnecessary hospital admissions and use 

of health services. 

From the above review, it is clear that the need for palliative care increases 

throughout the world and faces numerous problems. Palliative care aims at the quality 

of life rather than the quantity of life. It includes multidimensional approach and 

involves a multidisciplinary healthcare team. 

2.2 Symptoms in the terminal phase of head & neck cancer and medical 

management: 

When cancer patients reach the point at which treatment is no longer effective, 

they are considered as terminally ill. Terminally ill cancer patients suffer many 

symptoms towards the end of life. These can affect their quality of life and their 

ability to cope with illness and subsequent death.11 Families and caregivers may find 

it hard to witness the person experiencing symptoms. For this reason, palliative care 

emphasizes the need to control symptoms as well as supporting the family.  

The patient’s symptoms may vary and change as their disease progresses or 

their feelings and circumstances alter. It also differs between individuals. These 

symptoms may impair patients’ daily functioning and their quality of life.13 An Indian 

study done Chellappan S et al14 by to assess the acute symptoms experienced by 

terminally ill cancer patients reported that out of 30 terminally ill cancer patients, 80% 

of the patients had pain, 66.7% of them had vomiting, 73.3% had restlessness, 50% 

had dyspnoea and 20% had cough. Morphine (tablet) was commonly used to treat 

pain. Whenever the patients were unable to retain medications because of vomiting, 

19 
 



 

Inj Tramadol was used to treat pain. Inj. Metaclopramide was the commonly used 

drug for vomiting, Tab. Morphine was used for dyspnoea and Tab. Lorazepam was 

used for restlessness. Even though restlessness was experienced by 73.3% of patients, 

only one patient used medications for restlessness. 

Nayak GM et al7 studied the symptoms experienced by cancer patients and 

barrier to symptom management and found that 30.2% of the cancer patients belonged 

to the age group of 51-60 years and 57.7% of the samples were in the third stage of 

cancer. Around 40% of the patients were diagnosed to have head and neck cancer. 

The reported symptoms were tiredness (96.5%), disturbed sleep (96.4%), worry 

(94.5%), loss of appetite (90.4%), pain (77%), nervousness (83%), and anxiety 

(60.7%). The reported barriers were as follows. The majority (36.1%) of them did not 

know how to express symptoms because of their low educational status. 45.8% of 

them had problem in communicating with the healthcare personnel. 71.4% of them 

had worry about side effects and 23% had a fear of addiction. 90.6% had a fear about 

consequences of treatment, and 96.9% had a fear of disease progression. About 89.3% 

had lack of resources in the family. About 99% expressed that the treatment is very 

expensive and 86.2% of them reported inability to afford the cost of medicine and to 

pay for health services. 

Report by a research article done by Yung L et al12 on prevalence, intensity 

and prognostic significance of common symptoms in 163 terminally ill cancer 

patients stated that the mean survival of the patient was 51 days. Pain (90.2%), lack of 

appetite (88.3%) and poor well-being (87.7%) were the most frequent symptoms. The 

most severe symptoms were fatigue, lack of appetite, drowsiness, poor-well-being and 

shortness of breath. All these affected the overall survival rate with relative risk of 
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dying.  (Fatigue 1.560, lack of appetite 2.320, drowsiness 1.684, poor well-being 

1.912, shortness of breath 1.295 & Karnofsky performance status score 0.487).12 

A retrospective chart review of 94 patients with H&N cancer showed the 

common symptoms experienced was weight loss followed by pain, cough, dysphagia, 

dyspnea, feeding and communication difficulties.  The study also revealed that change 

of morphine dosage was associated with the site of H&N cancer.38 The incidences of 

pain among cancer patients in various settings were varied. The pain ranged from 

45% of cancer patients who were hospitalized, 60% of patients in palliative care 

settings and 73% in acute care settings.39 Also, it was found that dyspnea, pain and 

edema were the common symptoms of cancer patients and the control of pain seemed 

to be the primary concern of patients. Around 70% of the patients experienced 

dyspnea in the last weeks of the life which was severe in 25% of patients.40  

Importance of pain control with morphine in the care of terminally ill patients 

at home was studied by Ashino.Y et al among 38 patients and found that 24 patients 

received morphine orally and 14 patients received rectally. The average duration of 

treatment was 72 days. The average dosage of morphine was 116mg. Among 38 

patients, 2 patients lived, but 24 patients died at home, and 12 patients died at the 

hospital. The study concluded that pain control with morphine was very important for 

patients who wanted care at home and ultimately die at home.41 

  From the above review, it is clear that pain, nausea and vomiting, dyspnea, 

restlessness, and cough are the common symptoms experienced by cancer patients and 

management of these symptoms help to improve quality of life during the end of life. 

Morphine seems to be the commonly used medication for treating pain and dyspnoea.  
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2.3 Need for home care in terminal illness 

In the developing countries like India, home services are the primary focus of 

palliative care. If the terminally ill patients are cared for at home, it gives them an 

opportunity to continue family life with dignity. Family caregivers play a crucial role 

in the home care and commonly undertake complex care tasks including assessment, 

management of symptoms, hygienic care and administration of medications. The 

family members are willing to care for their relatives at home, but they need training 

in various aspects of care such as symptom management and meeting self-care needs. 

Generally, caregivers were ill prepared for the administration of medications and 

struggle to balance the need for medication against the perceived unwanted side 

effect. 

In India, most of the people live below poverty line. The per capita income in 

Tamil Nadu is Rs 20,975 (500 dollars/year), and 21.1 million people live below the 

poverty line.18 Majority of the patients came from very deprived circumstances. Over 

half the houses had no toilets. Fifty-one percent did not have a source of water supply 

within the house. Fifty percent of the patients slept on the floor. Ninety percent of 

men were cared for by their wives, but only 10% of women had their husbands as 

their primary caregivers. Although women were the primary caregivers, they were 

rarely the main decision makers.19 Providing home care for patients who do not have 

sufficient space at home, and have no beds, water, and toilet facilities is a challenging 

task.  

Research done by Nayak GM et al7 on the barriers to symptom management 

during terminal illness reported that 89.3% had lack of resources in the family. 

Ninety-nine percent expressed that the treatment was very expensive and 86.2% of 

them said the inability to afford the cost of medicine and to pay for health services. As 
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for as the barriers concerned, the treatment should be centered on the living conditions 

of the patients through subsidized medication, simple nursing techniques, 

empowering and informing the primary caregivers.  

The feasibility of a structured training program for the primary caregivers of 

terminally ill cancer patients to manage acute symptoms at home studied by 

Chellappan S et al14 and reported that out of thirty patients, all of them visited the 

hospital for managing acute symptoms. About 46% of them spend more than Rs. 200 

per hospital visit, 30.5% of them spent Rs.100 to Rs.200 per hospital visit, and 23.5 % 

of them spent <Rs.100 per hospital visit. These were the unscheduled visits to the 

hospital because of sudden occurrence of one or more acute symptoms. The cost 

included medicines, transportation, hospital registration and consultation fee. After 

the structured training program, 96.7% of them spent less than Rs.100 during each 

episode of one or more acute symptoms. The difference was statistically significant 

(p<0.05). After the structured training program, the visit to the hospital for acute 

symptom relief no longer required in the majority of the patients before the scheduled 

visit and the cost per episode was reduced because only the cost of medication 

remained. Also reported that structured training program was accepted and feasible in 

Indian set up and management of acute symptoms by the primary caregiver seems to 

reduce the cost of care. 

Seow H et al42 studied the pooled effect of exposure to specialist palliative 

care teams providing services in patients’ home. The study participants were 3109 

patients who received care from specialist palliative care teams from 2009 to 2011 

matched by 3109 patients who were received usual care. The main outcome measures 

were being in hospital in the last two weeks of life, having emergency department 

visit in the last weeks of life and dying in the hospital. Across all palliative care 
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teams, 970 (31.2%) of the exposed group were in the hospital,l and 896 (28.9%) had 

an emergency visit in the last two weeks of life compared with 1216 (39.3%) and 

1070 (34.5%) of unexposed group (p< 0.001). The pooled relative risk of being in 

hospital and having an emergency visit comparing exposed vs unexposed were 0.68 

(95% CI: 0.61 to 0.76) and 0.77 (95% CI: 0.69 to 0.86) respectively. Fewer exposed 

than unexposed died in hospital (503, 16.2% vs 887, 28.6%) and the pooled relative 

risk of dying in the hospital was 0.46 (0.40 to 0.52). The study concluded that 

community-based, specialist palliative care teams were effective in reducing 

emergency department visits late in life and hospital deaths. 

Burnley R et al21studied whether an in-home palliative care intervention for 

terminally ill patients can improve patient satisfaction, reduce medical care costs and 

increase the proportion of patients dying at home. Homebound, 298 terminally ill 

patients with progress of approximately 1 year or less to live plus one or more 

hospital or emergency department visit in the previous 12 months were included in 

the study. The interventional group received the intervention delivered by the 

interdisciplinary team providing pain and symptom relief, patient education and 

training, an array of medical and support services. The results showed that patients 

randomized to in-home palliative care reported greater improvement in satisfaction 

with care at 30 and 90 days after enrollment (p<.05) and they were more likely to die 

at home than receiving usual care (p<0.001). They were less likely to visit the 

emergency department (p=.01) or admitted to the hospital (p<0.01) resulting in a 

significantly, lower cost of care for intervention patients. (p=.03). 

The research done to find out the effect of home care on the place of death of 

advanced cancer patients reported that 86% of patients who received palliative home 

care died at home and 14% in hospital. Home death was associated with high degree 
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of family support. Pain improved but physical disability and dyspnoea were present in 

the last week of life. This study supported the suggestion that, home care is a feasible 

alternative for implementing palliative care.43 

In a literature review, it was identified that multi-professional approaches to 

palliative home care reduced the overall cost of care by reducing the amount of time 

patients spend in the acute hospital setting.44 A study done by Miccinesi et al45  

estimated the reduction of time spent in hospital achieved through palliative home 

care. Out of 3423 deceased cancer patients, 9.2% of them had received palliative 

home care. A 25% reduction of the relative risk of inpatient admission and a 49% 

reduction of relative risk of spending days in hospital during the last 3 months of life 

were found through multivariable regression models. Thus palliative home care 

appears to be effective in reducing time spent in hospital during the last 3 months of 

life.45 Patients described home care as “uncertain safety” which is labeled as safe but 

unsafe at home.46 

From the above review, it is clear that the home care for terminally ill cancer 

patients can reduce the time spent in the hospital and thereby reduce the cost of 

treatment and the economic burden on the family. 

2.4 Alternative routes of administration of medications 

Majority of the TIP with H&N cancer are not able to swallow tablets or 

capsules, and those experiencing nausea and vomiting may not be able to retain them. 

There are alternative routes available which include sprinkling, sublingual tablet, 

suppositories, transdermal patch, and injection. An alternative route to oral 

medication is subcutaneous injection. A study was done by Letizia, M., et al47 to 

determine the effectiveness, manageability and satisfaction of subcutaneous injection 
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of pain medication on 52 cancer patients found that caregivers were able to manage 

giving intermittent subcutaneous injections and were satisfied with the method.47  

A chart review of 191 patients who received medications by subcutaneous 

route revealed that the main indications for this route were the inability to swallow 

(65%) and pain unresponsive to oral medication (19%). Symptoms controlled by this 

method were a pain (88%), anxiety (72%), and dyspnea (4%). Side effects from the 

medications and problems with this route of administration were not reported, thereby 

supporting the practicability of this method in hospice and home care.48  

In a review article, it was reported that dyspnoea occurred between 21% and 

78% of advanced cancer patients and the frequency and severity of dyspnoea 

increased with the progression of the disease. Even though oral, subcutaneous and 

intravenous opioids are effective for treating dyspnoea, these are generally underused 

in these patients. Dyspnoea is a frequent and devastating symptom among advanced 

cancer patients and is often difficult to control.49 

A study conducted in Taiwan to assess the use of morphine for dyspnoea 

control in terminal cancer patients found that 48.6% (66 out of 136) of the patients 

had dyspnoea on admission. The intensity was mild in 14% and moderate or severe in 

34.6%. The intensity of dyspnoea became worse 48 hours before death. Twenty-seven 

(40.9%) out of 66 patients with dyspnoea received morphine on admission for control 

of dyspnoea. The routes of administration were oral (59.33%) and subcutaneous 

(40.7%). Favourable ethical acceptability and satisfaction with using morphine for 

dyspnoea control were found in both medical staff and family members.50 

In an Indian study done by Chellappan S, 51 30 primary caregivers of 

terminally ill cancer patients were trained in administering subcutaneous injections. 

The result showed that all the primary caregivers felt that they could learn to 
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administer subcutaneous injections but 30% of them admitted that they felt anxious to 

administer subcutaneous injections. No primary caregivers felt that learning injection 

techniques were a waste of time and effort and all were willing to use the kit for their 

family member again. Out of 30 primary caregivers trained 23 of them administered 

subcutaneous injection to their relatives. The usual difficulties encountered by the 

primary caregivers while administering medications were trembling hands and 

palpitations. 

Subcutaneous injection is one of the alternative routes for administering 

medication. From the above studies, it is evident that the caregivers are willing and 

able to administer the subcutaneous injection to their patients at home. 

2.5 Education for primary caregivers regarding symptom management  

Family members are involved in a variety of care activities and often take 

responsibility for symptom management, transportation and provision of emotional 

and spiritual support. Among the variety of role performed by them, symptom and 

medication management seems to be the most important one. Patients experience 

multiple symptoms of varying severity including pain, insomnia, nausea and 

vomiting, shortness of breath, diarrhoea and constipation. Medication management for 

pain and other symptom control may be burdensome for family caregivers due to the 

complexity of symptom management regimens, lack of information regarding 

acceptable symptom severity and lack of communication with health professionals. 

Most family caregivers of terminally ill cancer patients express that their role is 

physically and emotionally demanding, and they require additional support and 

information from health professionals. More than 52% of caregivers were above 65 

years, married and had less than high school education. Fifty percent of caregivers 

reported that they did not receive any treatment for symptom management and 
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medication administration. It is the responsibility of the health professionals to train 

them with the skills required to administer medications, manage symptoms and 

provide emotional support.52  

A study done by Babu RL et al53 among caretakers of terminally ill cancer 

patients regarding effectiveness of planned teaching program on knowledge regarding 

non-curative care of terminally ill cancer patients found that 32.5% of the caretakers 

were from the age group of 40-49 years, 50% of them were males and 42.5% of them 

were graduates. The study also showed that 27.5% of the caretakers taking care of 

their patients between one and three months and 25% of them were for more than 9 

months. Seventy percent of them never had any training regarding care of non- 

curative cancer patients previously. The study also stated that there was a significant 

increase in the mean knowledge score from 15.75 in pretest to 29.65 in post-test. The t 

value was 33.944 (P <0.05) higher than the table value. It was inferred that there was 

significant difference between pretest and post-test. This supported that planned 

teaching program was effective in improving knowledge of caretakers regarding   

non-curative cancer. 

The results of a structured teaching program done by Chellappan S et al54 

given to 30 terminally ill cancer patients regarding pain management reported that 

50% of them had inadequate knowledge, regarding pain management, 46.7% of them 

had the moderately adequate knowledge and 3.3% of them had adequate knowledge. 

After the teaching program, 20% of them had adequate knowledge, 70% of them had 

the moderately adequate knowledge, and only 10% had inadequate knowledge 

regarding pain management. The calculated‘t’ value (2.97) was higher than the table 

value at 0.05 level of significance. Structured teaching program improved their 

knowledge regarding pain and thus help to adjust their journey accordingly. 
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A study done by Van IC et al55  among 205 head and neck cancer patients 

regarding the effect of a nurse led psychosocial intervention on health related quality 

of life and depressive symptoms of  head and neck cancer patients between 12 and 24 

months after cancer treatment reported that  at 12 months, the intervention group 

showed a significant improvement in emotional functioning (9.9, 95% CI: 3.6-16.2) 

and physical functioning (4.9, 95% CI: 0.6-9.3), diminished pain (-9.9, 95% CI: -17.0 

to 2.9) comparing to control group. In 18 month, significant differences were found in 

global quality of life (6.7, 95% CI: 0.1-13.3), role functioning (11.3, 95% CI: 1.9-

20.7), emotional functioning (9.4, 95% CI: 2.4-16.4) and pain (-12.6, 95% CI: -21.4 to 

-3.8). At 24 month, the emotional functioning of patients in the interventional group 

was significantly better (9.7, 95% CI: 2.3-17.1) and they were significantly less 

fatigued (-9.4, 95% CI: -17.8 to -1.1) than the patients in the control group. 

A prospective longitudinal study was done by Northouse L et al30 to determine 

the effects of a family-based intervention on quality of life and other psychosocial 

outcomes of patients and their family caregivers. The patients who received the 

family intervention reported less hopelessness and less negative appraisal of illness at 

three months follow-up than controls. Their family caregivers also reported the less 

negative appraisal of caregiving. The study suggested for more family-based 

interventions to help cancer patients and their family caregivers to manage the effect 

of illness. 

The effect of an educational package that supports family caregivers to safely 

manage breakthrough subcutaneous injections for home-based palliative care patients 

was administered to 165 family caregivers. Out of 165 family caregivers consented, 

74% were females. Age ranged between 18 and 76 years. Majority of the participants 

were spouses. Eighty-one participants were from the urban area. Time I questionnaire 
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was returned by 76 family caregivers after face to face education session. Time II 

questionnaire was returned by 62 family caregivers after experience with 

administering subcutaneous injections in the home. Seven point scale was used to 

evaluate 21 aspects of education session. The results showed that the means of family 

caregivers’ response were all equal to or above 5.9, indicating that family caregivers 

found the package to be useful and relevant in enabling to deal confidently with 

symptoms arising in home-based palliative patients.56 

The attitudes of the primary caregivers of terminally ill cancer patients 

regarding a structured training program for managing acute symptoms at home were 

stated as follows: Out of thirty patients, all the primary caregivers felt that taking care 

of the patient at home was their responsibility and of this 80% of them strongly 

agreed. The following quotation focuses on the priority placed by the primary 

caregiver in taking care of the patient. “Taking care of my husband and giving 

medications are the most important priorities and it is my responsibility” All the 

primary caregivers felt that they could manage acute symptoms at home and of this 

66.7% of them strongly agreed. Almost 2/3rd of them felt that the training programme 

did not add a burden to them. All of them felt that they need to know about acute 

symptom management at home. All primary caregivers felt that the programme was 

planned towards the welfare of the patient and of this 56.7% strongly agreed. All of 

them felt that the training programme reduced the cost of medical care. Majority of 

the primary caregivers (80%) had high acceptance towards the structured training 

programme. About 80% of them had not brought the patient to the hospital for acute 

symptom relief again before the scheduled visit.14, 51 
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  The above review suggests that the caregivers are willing to provide care for 

their patients but need to have training in identifying and treating symptoms at home 

especially in the administration of medications.  

2.6 Use of emergency medication kit during terminal illness 

Providing symptom relief to patients when parenteral medications are not 

available in the home can be time-consuming and distressing. It reduces the likelihood 

of patient remaining in the home if the home is the preferred place of death. Provision 

of an emergency medication kit provides a minimal supply of medications to address 

exacerbations of pain, nausea, agitation and respiratory distress in timely manner. 57  

Emergency medication kits contain parenteral subcutaneous medications that 

address symptoms which frequently arise in palliative care patients. Previous studies 

reported that provision of emergency medication kit is an effective way of reducing 

emergency hospital admission due to poorly controlled symptoms and increases the 

likelihood of death at home.58,59  

Yap R et al60 studied the feasibility of using Comfort Care Kit from the 

perspective of bereaved caregivers. Comfort care kits were handed out to the 

caregivers of patients who were entered into the care of dying pathway. Each Comfort 

care kit included morphine and haloperidol ampoules, lorazepam tablets, atropine 

drops and paracetamol suppositories given either through sublingual or rectal route. A 

telephone survey of bereaved caregivers was done to assess Comfort care kit 

feasibility (proportion of use), the pattern of use, perceived benefits and challenges 

and need to transfer to the emergency department at the end of life. The results 

showed that forty-nine caregivers completed the survey. Thirty-three (67%) reported 

that they used the Comfort care kit. A majority (76%) only used one medication from 

the kit. Atropine drops were the most commonly used medicine followed by morphine 
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and paracetamol. All family members reported that the comfort care kit was easy to 

use and 98% found it to be useful for symptom management. All except one patient 

died at home. 

Bullen T et al61 explored caregivers’ perception of receiving palliative care at 

home when supplied with an emergency medication kit, and it was found that most 

family caregivers described preexisting medication management strategies that were 

unable to provide timely intervention in symptom management. The emergency 

medication kit was largely viewed as an effective strategy in providing appropriate 

symptom control and preventing readmission to inpatient care. Caregivers reported 

varying levels of confidence in the administration of medications. 

Palliative medication kits are a simple and effective way of anticipating and 

addressing comfort and symptom control for dying patients being cared for in the 

community. These kits can reduce institutional admissions and extend the period 

when patients can be cared in their home. The study done by  Wowchunk SM et al62 

reported that out of 293 patients who used the emergency kit, 88% died at home 

compared to 12 % who died in an acute care setting (X2=579.71, p< 0.001). 

Bailey FA et al63 studied the usage of the hospice emergency kit among 43 

patients. The study reported that the hospice emergency kit used by 27 of 43 patients 

and their caregivers (62.8%). Eleven cases reported using the kit more than one time. 

The most commonly used drugs were morphine concentrate (30.2% of patients), 

Lorazepam (20.9%) and Levofloxacin (16.3%). In 15 cases (34.9%), the family 

thought that hospice emergency kit had helped the patients to stay at home. Nineteen 

out of 43 patients made at least one visit to the emergency department and 22 were 

hospitalized. The common causes were uncontrolled pain or nausea or bowel 

obstruction. In after-death interviews, opinions of the hospice emergency kit were 
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uniformly positive. Respondents described the hospice emergency kit’s usefulness 

and felt supported and empowered by its presence in the home. Minor side effects 

were reported in four cases. 

A qualitative analysis was done by Rosenberg JP et al64 to study the effect of 

an emergency medication kit in the home setting and found that emergency 

medication kit is beneficial for timely relief of symptoms and reduces inpatient 

admissions. The caregivers reported varied levels of confidence in the administration 

of medications. Bullen T et al65 studied the use of emergency medication kits in 

community palliative care and found that the medications kept in the kits were 

commonly used for pain, nausea, distress/ agitation and dyspnoea. The cost of the kit 

varied between 1 US dollar and 50 US dollars. Most of the respondents reported that 

emergency medications were administered when the patient entered a deteriorating or 

terminal phase of care. 

In an Indian study done by Chellappan S et al51 the primary caregivers were 

taught to administer injection through subcutaneous route. Acute symptom 

management kit was provided to them to manage symptoms which were not relieved 

by regular medications. The results revealed that pain and vomiting were common 

symptoms. Oral morphine and injectable metaclopramide were the most commonly 

used drugs. Both oral and subcutaneous routes were used. Out of 30 primary 

caregivers trained, 29 of them used the kit and 23 administered subcutaneous 

injections. The different color coding used in the kit helped even illiterate caregivers 

to take correct medications for their relatives. Also reported that provision of acute 

symptom management was accepted and feasible in Indian set up. 

The above review reveals that emergency medication kit helps the primary 

caregiver to manage the acute symptoms which occur in between the unscheduled 
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hospital visits in the home itself. It also helps to reduce unscheduled hospital visits 

and admission into hospital thereby reducing the cost of care.   

2.7 Effect of selected interventions on the well-being of terminally ill patients 

with head and neck cancer 

Patients experiences longer lasting functional, social and existential losses, 

which can alter their expectations. There are many challenges to the patients’ 

confidence, self-esteem, self-image and sense of self. Functional impairments caused 

by treatments damage self- image and self-confidence. Difficulty in speaking and 

eating and the changes in the appearance results in damaged body image and social 

withdrawal.31 Qualitative studies done by various researchers quoted the feelings of 

patients with head and neck cancer. The feeling of the patient regarding inability to 

talk is given below. “I am sociable, yet it is just too difficult to speak sometimes… and 

people do not hear… I have to constantly think about how I will make others 

understood.”66   

Feeling to blame for their illness and perceived rejection by their next kin can 

reinforce a sense of loss. Following verbatim focuses on the patient’s feeling of being 

rejected. “My husband is thoughtful, but he finds it difficult to touch me. I feel that’s a 

big minus. Both he and our son have been affected more by my disease than I have 

been and we never go to restaurants any more since they think it’s hard to see that I 

can’t eat.”67 One patient expressed his feeling regarding the sexual life of him. “Even 

though my wife hugs and kisses me, sex is something that totally disappeared after my 

illness.”67 

Good family and social network support, activities and hobbies and being 

depended on by others provide motivations. Establishing successful coping 
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mechanisms and self -management strategies appears to be related to patients viewing 

future as changed and enhanced rather than diminished.  

Oechle K et al68 done a cross sectional study among 61 patients who got 

admitted in palliative care inpatient ward reported that 67% of the caregivers were 

female, 46% of them were patients’ spouse. Average patients’ age was 62 years. The 

patient suffered from a median of eight different physical or psychological symptoms. 

The dignity total score correlated highest with the lack of energy (p < .00, anxiety (p 

< .001), sadness (p = .002), pain (p = .009), shortness of breath (p = .019), irritability 

(p = .023), thirst (p = .029) and tiredness (p = .041). Psychological distress correlated 

with all dignity dimensions than physical symptoms expect for the dependency 

dimension: symptom distress (p < .001), existential distress (p < .001), dependency (p 

= .020), peace of mind (p < .001) and social support (p = .024). Overall condition was 

significantly associated with existential distress (p = .013) but not with symptom 

distress, dependency, peace of mind or social support. Performance status showed 

significant association with dependency (p = .001). 

Appavu S69  studied the effectiveness of selected interventions on reduction of 

holistic symptoms and prognosis of patients with head and neck cancer. It was found 

that severely impaired concentration decreased from 73% to 49% in Group I and 

Group II, absence of impaired concentration increased from 71% to 88%, absence of 

irritability increased from 3% to 9% in Group I and in Group II, increased 35% to 

76%, severe anxiety decreased  from 65% to 43% in Group I and Group II decreased 

89% to 12%,severe forgetfulness decreased from 25% to 9% in Group I and in Group 

II absence of forgetfulness increased from 28% to 52%,absence of worry increased 

from 3% to 75 in Group I and in Group II increased from 1% to 16%,severe spiritual 
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distress decreased from 93% to 11% in Group I and in Group II decreased from  96% 

to 7%. 

The above review suggests that the terminally ill cancer patients undergo 

stress in all the dimension of their life because of their disease process. Interventions 

such as counseling could help to reduce their stress and improve their well-being. 

2.8 Effect of selected interventions on well-being of primary caregivers of 

terminally ill patients with head and neck cancer: 

Family members are seldom prepared to be caregivers, and there is often little 

time for pre-planning. They often care immediately at the point of diagnosis and 

continue in this role over the disease, treatment and survivorship. The idealization of 

home-based care leads to complex challenges to caregivers. Often the relatives take 

on high levels of responsibility and studies indicate that they are at increased risk of 

poor physical and mental well-being. The feeling of inadequacy, helplessness, 

confusion and fear are common. In addition to facing the loss of a loved one, family 

caregivers may be threatened with the loss of essential goals, values, roles and beliefs. 

Usual daily routine is disturbed both in the home and at work. Family life is affected 

as the family members take on responsibilities that the patients no longer manage. 66 

McMillan SC70 done a study and found that 55% of male and 36% of female 

caregivers showed moderate or severe anxiety. (Median: 8.41, SD=4.65, range 1-16). 

Caregivers’ anxiety and depression were significantly correlated (r=.65; P<0.001). 

Caregivers anxiety and depression were not associated with patients’ characteristic 

such as age (p>0.212) gender (p>0.420) or disease duration (p<0.481). However, 

depression correlated significantly with the patients’ Karofsky performance status 

(p<0.05).70 

36 
 



 

An Indian study on caregivers’ burden and coping among caregivers of 

terminally ill cancer patients found that out of 50 caregivers, thirty-eight percent of 

the caregivers had the moderate burden and 32% had the severe burden. About 22% 

of the caregivers had minimal coping and 78% had moderate coping. There was a 

negative correlation between caregivers burden and coping (-.6). It is the 

responsibility of the nursing professionals to help the caregivers to cope effectively to 

reduce caregivers’ burden through strategies such as meditation, relaxation 

techniques, counseling and support groups.71 

Kilbourn KM et al72 studied the feasibility of EASE, a psychosocial program 

to improve symptom management in head and neck cancer patients and found that the 

mean age of participants was 60 years (SD=9.5), 76% were male, 47% were married 

and 57% had a history of tobacco use. Out of 24 participants who were enrolled, 16 

completed the intervention. Participants and counselors reported a high level of 

satisfaction. 

 Totman et al73 in a qualitative study on relatives experience of caring at home 

for a family member with terminal cancer reported the experience of caregivers 

regarding their caregiving roles. One of the caregivers expressed that she was in 

constant fear that what will happen to her relative. “I was not sleeping because every 

few seconds I am waking up to see my mother is still breathing or not?” Getting it 

right could be a nebulous responsibility and a source of anxiety particularly the 

caregivers had to manage competing views. The feeling of a caregiver is quoted 

below. “Because at time, I am going through such a range of emotions and I think, I 

am a bad person for thinking ‘Oh my god, this is hard, this is difficult.’’ 

A review article written by Romito F et al74 reveals that caregivers provided 

care for an average of 17 months after diagnosis, providing care for an average of 8.8 
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hours per day. The average cost of caregiving for 2 years after diagnosis was $47,710. 

Lee JH et al75 done a study on factors associated with care burden among  family 

caregivers of terminally ill patients and found that family caregivers  with emotional 

distress were more likely to experience changes in their daily routine. Also reported 

financial insufficiency, had lower social support, fewer psychological resources or 

less confidence in caregiving. 

Sam S et al76 studied the effect of counseling on the level of caregivers’ 

burden and coping among caregivers of terminally ill cancer patients and found that 

53.3% of them had the severe burden and 100% of them had minimal coping during 

pretest. However after the counseling session, 60% experienced mild to moderate 

burden, and 90% experienced a high level of coping. The pretest mean burden score 

was 65.20±7.16, and the post-test mean burden score was 23.23±6.8. The t value was 

28.09. The pretest mean coping score was 27.46±8.02, and the post-test mean burden 

score was 92.66±7.15. The t value was 29.44. These values were statistically 

significant. These findings supported that counseling was effective in reducing the 

caregivers’ burden and improving the level of coping.  

The above review suggests that the caregivers of cancer patients undergo 

stress in all the dimension of their life because of their caregiving role. Interventions 

such as counseling could help to reduce caregivers’ burden and improve their well-

being. 

Conclusion  

From the statistics and related literature, it is clear that cancer is a major public 

health problem in the world and especially in developing countries like India where 

the cancer is diagnosed in the later stage. Palliative home care can reverse the 

dehumanization of death, co-ordinate health professionals and family in meeting the 
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need of patients, enhance their quality of life, reduce distressing symptoms and help 

resolve family issues. Home-based palliative care should make good economic sense 

since it reduces the need for hospital visits and increases the likelihood of dying at 

home. Palliative care nurses have a great responsibility to train the primary caregivers 

to manage acute symptoms experienced by terminally ill cancer patients such as pain, 

nausea and vomiting, dyspnea, restlessness, and cough.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

39 
 



 

CONCEPTUAL FRAME WORK 

 

ERNESTINE WIEDENBACHS – PRESCRIPTIVE THEORY (1969) 

  Nursing is a helping art; the nurse renders compassionate care to those in need 

of help. This study is based on Ernestine Wiedenbachs (1969) prescriptive theory. The 

prescriptive theory may be described as one that conceptualizes both the desired 

situation and the prescription by which, it is to be brought about. Thus, a prescriptive 

theory direct action toward an explicit goal. Wiedenbach’s prescriptive (1969) theory 

is made up of three factors or concepts.77,78 

• The central purpose which the practitioner recognizes as essential to the 

particular discipline. 

• The prescription for the fulfillment of the central purpose, directive to activity. 

• The realities in the immediate situation that influence the fulfillment of the 

central purpose. 77,78 

Central purpose 

          The nurse’s central purpose defines the quality of health. She desires to effect 

or sustain in her patient and specifies what she recognizes to be her important 

responsibility in caring for the patient. This central purpose is based on the individual 

nurse’s philosophy.77,78 In this study central purpose refers to a reduction in acute 

symptoms experienced by TIP with H&N cancer and improvement in the holistic 

well-being of TIP with H&N cancer and their caregivers. 

Prescription 

        A prescription is a directive to activity. It specifies both the nature of the 

action that will most likely lead to the fulfillment of the nurse’s central purpose. 77 In 
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this study, prescription refers to the interventional package administered to reduce 

acute symptoms experienced by TIP with H&N cancer and to improve the holistic 

well-being of TIP with H&N cancer and their caregivers. 

Realities 

        After the nurse determines the central purpose and has developed the 

prescription she considers the realities.  Realities consist of all factors that play in a 

situation in which nursing action occurs at any given moment. Wiedenbach defines 5 

realities: the agent, the recipient, the goal, the means, and framework. The success of 

professional nursing practice depends on them.  The nurse develops a prescription for 

care that is based on her central purpose, which is implemented in the realities of the 

situation.77,78 

Agent 

              The agent is the practicing nurse or a designer who has the personal 

attributes, capacities, and competence to provide nursing care.77 In this study, the 

agent was the investigator. 

Recipient 

 The recipient is a patient who has the personal attributes, problems, 

capabilities to cope.77 In this study, the recipients were terminally ill patients (TIP) 

with head and neck (H&N) cancer and their primary caregivers.  

Goal 

 The goal is the result obtained by nursing action.77 In this study, the goal was 

to reduce acute symptoms experienced by TIP with H&N cancer and to improve the 

holistic well-being of TIP with H&N cancer and their caregivers. 
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Means 

 Means are activities used by the nurse to achieve the goal. It includes the 

skills, procedures, techniques, and devices used to facilitate nursing prescriptions.77,78 

In this study, mean represented the interventional package which included education 

regarding acute symptoms experienced by TIP with H&N cancer and acute symptom 

management; skill training regarding administration of medications and subcutaneous 

injection and counseling for TIP with H&N cancer and primary caregivers.  The 

interventional package was administered through individualized teaching to the 

primary caregiver of TIP with H&N cancer by the investigator. 

 Framework 

 Framework refers to facilities in which nursing is practiced. It includes 

policies, settings, and facilities of the hospital or area where the study is conducted.77 

In this study, it refers to the ethical committee clearance which was got from C.S.I 

Jeyaraj Annapackiam College of Nursing, Madurai to conduct the study, permission 

from of head of the department to conduct the study in International Cancer Center 

and permission from the Medical Superintendent of Kanyakumari Medical Mission to 

utilize the facilities available in the hospital.  

Conclusion 

           The investigator identified the central purpose as to reduce acute symptoms 

experienced by TIP with H&N cancer and to improve the holistic well-being of TIP 

with H&N cancer and their caregivers and prescribed the interventional package and 

was implemented in the above-said realities. The interventional package was effective 

enough to meet the central purpose. 
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Figure .1 Conceptual frame work based on Ernestine Wiedenbach’s prescriptive theory (1969) 

TIP with H&N 
cancer and 

primary caregiver 

International 
Cancer Centre 

Administration 
of Intervention 

(Phase 2) 

 To reduce acute symptoms of 
TIP and H&N cancer 

 To improve holistic 
wellbeing 

Recipient Frame work Goal Mean Agent 

Control group 
Staff Nurse 

Feedback 

Prescription 
 

Control group 
Routine Treatment 

Interventional group 
• Routine Treatment 
• Interventional package 

Interventional 
group 

Researcher 

Pre-test 

Realities Post test 

Central Objective 
To assess the effect of IP on acute symptoms 
experienced by the TIP with H&N cancer, its 
management practices and their holistic wellbeing. 

 

Positive outcome of IP 
 Hotelling’s T2 Test and student‘t’ test p 

values significant at 0.05 level of 
significance (between groups). 

 

Negative outcome of IP 
 Hotelling’s T2 Test and student‘t’ test p 

values not significant at 0.05 level of 
significance (between groups). 
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CHAPTER III 

METHODOLOGY 

 

Research methodology includes the steps, procedures, and strategies for 

gathering and analyzing data in research investigation. This chapter explains the 

research approach, research design, setting, population, samples, sampling technique, 

development and validation of data collection tools, pilot study, data collection 

procedure and plan for data analysis.  

The present study, was aimed at determining the effect of an interventional 

package on acute symptoms experienced by terminally ill patients with head and neck 

cancer receiving palliative home-care, its management by the primary caregivers and 

their holistic well-being at selected hospital in Kanyakumari district. 

3.1 Research approach 

A quantitative research approach was adopted to assess the effect of IP on 

acute symptoms experienced by TIP with H&N cancer receiving PH, its management 

by the primary caregivers and their holistic well-being. 

3.2 Research design 

A quasi-experimental pretest-post-test control group research design was 

adopted to assess the effect of IP on acute symptoms experienced by TIP with H&N 

cancer receiving PH, its management by the primary caregivers and their holistic 

well-being. 
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 O1  Pretest   

 X  Interventional package 

 OI, O2, O3 Post-test observation at three points in both groups 

 

Fig 2. Schematic Presentation of Research Design 

 

3.3 Variables under study 

 In this study, three variables were identified and discussed. 

Independent variable  

The independent variable in this study was the interventional package. 

Dependent variables  

 There were four dependent variables in the present study. 

• Acute symptoms experienced by TIP with H&N cancer receiving PH. 

• Management of acute symptoms by the primary caregivers. 

• The holistic well-being of the TIP with H&N cancer receiving PH.  

• The holistic well-being of the primary caregivers. 

Extraneous variables:  

 The extraneous variables in this study included  

• Demographic and clinical profile of TIP with H&N cancer receiving PH. 

• Demographic profile and caregiving role of primary caregivers. 
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Figure 3. Schematic Presentation of Research Process 

Research Design 
Quasi-Experimental Research Design 

Setting 
International Cancer Centre, Neyyoor 

 
Population 

TIP with H&N cancer and their primary caregivers 

 

Sample 
TIP with H&N cancer and their primary caregivers meeting 

the inclusion criteria 
 

 Sample Size 
100 in each group 

Sampling Method 
Purposive Sampling 

Data Collection 

Control Group 
01/07/2016 to 31/12/2016 

Interventional Group 
01/01/2017 to 30/06/2017 

Control Group 
Phase I Pretest  

Interventional Group 
Phase I Pretest  

 

Phase II 

Routine treatment 

Phase II 
Routine treatment & Administration of 

interventional package 

 

 Phase III 
Post Test (30th,60th,90th day) 

 

Phase III 
Post test (30th,60th,90th day) 

Data Analysis 
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3.4 Setting of the study 

The study was conducted at International Cancer Center, Neyyoor, 

Kanyakumari District which is the pioneer institute for cancer treatment in Tamil 

Nadu. It is a wing of the Kanyakumari Medical Mission Neyyoor, which functions 

under the C.S.I. Kanyakumari Diocese. Kanyakumari Medical Mission Neyyoor was 

started in the year 1838 by the Christian Missionary Doctors. Due to the widespread 

prevalence of oral cancers in nearby areas, a cancer prevention scheme was started in 

1961. International Cancer Center, Neyyoor was started in 1963 by Dr. Jenkins and a 

cobalt unit was set up in 1965.  Kanyakumari Medical Mission, Neyyoor has the 

distinction of being the first hospital to introduce radiation therapy for cancer 

treatment in South India. Today, this center caters the needs of cancer patients in 

Southern part of Tamilnadu with a well equipped dual energy linear accelerator for 

giving modern and full pledged treatment to cancer patients. The hospital has 600 

beds, out of which 150 beds are exclusively for cancer patients. This center provides 

outpatient and inpatient services. In case of terminally ill cancer patients, most of 

them are seen as out patients and are cared for at home by the family members. 

3.5  Population 

Target population:  The target population consisted of the entire TIP with H&N 

cancer and their primary caregivers taking treatment from International Cancer 

Center, Neyyoor, Kanyakumari, District. 

Accessible population:  The accessible population represented the TIP with H&N 

cancer and their primary caregivers taking treatment from International Cancer 

Center, Neyyoor and residing within the radius of 15km from the hospital. 
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Table 1. Statistics of patients with head & neck cancer, International Cancer Centre, Neyyoor  ( From 01/07/2016 to 

30/06/2017 

 
Year 

Month 

  New cases      Recurrent cases 
Male Female 

Total 
Male Female  

Total In 
patients 

Out 
Patients 

In 
patients 

Out 
Patients 

In 
patients 

Out 
Patients 

In 
patients 

Out 
Patients 

 
 

2016 

July 6 7 1 3 17 13 76 3 31 123 
August 3 6 1 4 14 16 76 2 30 124 
September 5 7 1 3 16 22 71 4 38 135 
October 11 4 3 4 22 19 73 4 32 128 
November 7 8 2 4 21 15 70 2 36 123 

December 8 11 4 5 28 21 58 7 28 114 

 
 
 

2017 

January 4 5 3 1 13 18 71 9 30 128 

February 7 9 3 3 22 17 72 7 24 120 

March 3 5 2 8 18 18 83 4 27 132 

April 2 9 3 6 20 15 77 8 25 125 

May 6 2 1 2 11 22 72 7 36 137 

June 3 8 1 4 16 20 56 6 34 116 

 Total 65 71 25 47 208 216 885 63 371 1535 
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3.6 Sample of the study 

The sample represented the TIP with H&N cancer, attending outpatient 

department of International Cancer Center, Neyyoor, Kanyakumari district, receiving 

palliative care needing management for acute symptoms at home and their primary 

caregivers from 1st July 2016 to 30th June 2017. The sample was delimited to the 

homogenous group through inclusion criteria. 

3.7 Sample Size 

The sample size was estimated by power analysis prior to the commencement 

of the study. The formula used was        

n = [P1(100− P1)+ P2(100− P2)](Zα+Zβ)2 

                                                               (P1− P2)2 

where   n    = required sample size,  

P1&P2= Anticipated values of population proportions (P1= 40% & P2=67%) 

Zα value at probability of 0.01 alpha error    = 2.57 

Zβ value at probability of 0.10 beta error      =  1.28 

The estimated sample size in each group was 94 TIP with H&N cancer 

receiving PH and their primary caregivers and was rounded to 100 samples. The total 

sample size was 200 (100 TIP with H&N cancer and their primary caregivers were 

allotted in control group and 100 TIP with H&N cancer and their primary caregivers 

were allotted in the interventional group). Sample attrition was there in both control 

and the interventional group. There were 12 drops out in control group and 17 drops 

out in the interventional group. Sample attrition was due to death of the patient. So 

data was collected till the sample size reached 100 in each group. 
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3.8 Sampling Technique 

In this study, samples in control and the interventional group were allotted by 

non-probability purposive sampling technique. The TIP with H&N cancer attended 

outpatient department, needing management for acute symptom at home from 1st July 

2016 to 31st December 2016 were included in the control group. The TIP with H&N 

cancer attended outpatient department, needing management for acute symptom at 

home from 1st January 2017 to 31st June 2017 were included in the interventional 

group. All available samples during the data collection period were included in the 

study. Data collection was done for the control group first to avoid contamination 

bias. 

Table 2. Number of samples collected in each month during data collection 

Year Month Control 
group Year Month Interventional 

group 

2016 

July 15 

2017 

January 16 

August 17 February 19 

September 14 March 18 

October 18 April 15 

November 19 May 17 

December 17 June 15 

Total 100 Total 100 

 

3.9 Criteria for sample selection 

 Inclusion Criteria: 

• TIP with H&N cancer on follow up in the outpatient department of 

International Cancer Center, Neyyoor, Kanyakumari district needing 

management for acute symptom at home for any of the following: pain, 

nausea/vomiting, dyspnoea, restlessness, and cough.  
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• Primary caregiver of TIP with H&N cancer who is above 18 years and willing 

to learn administration of medication and able to manage acute symptoms at 

home and to participate in the counseling sessions. 

• Know to talk in Tamil or English. 

Exclusion Criteria: 

• Primary caregiver below 18 years. 

• TIP with H&N cancer not residing within the radius of 15 km from hospital. 

• TIP with H&N cancer without the primary caregiver. 

• TIP with H&N cancer who was unconscious, disoriented and not able to 

follow instructions. 

• The primary caregiver who was not willing to learn administration of 

medication and participate in counseling session. 

• The primary caregiver who was not able to follow instruction and perform 

administration of medications. 

3.10 Description of Tool 

Part I: Demographic and clinical variables:  

Part I consisted of questionnaires addressing the demographic and clinical 

variables of TIP with H&N cancer and their primary caregivers. It has two sections. 

Section A: The questionnaire addressing demographic variables of TIP with H&N 

cancer consisted of age, gender, marital status, education, occupation, monthly 

income, and religion. The questionnaire addressing clinical variables of TIP with 

H&N cancer consisted of diagnosis and habits.  

Section B: The questionnaire addressing demographic variables of primary caregivers 

of TIP with H&N cancer consisted of age, gender, marital status, education, 

occupation, relationship to the patient. The questionnaire addressing caregiving role 
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of primary caregivers included the duration of care giving, number of hours 

caring/day and any absent from duty.  

Part II: Acute symptom assessment scale 

Acute symptoms were assessed using acute symptom assessment scale. This 

consisted of five scales. 

1. Pain: Numerical rating scale was used to assess the pain. The patient was asked to 

rate the pain. The severity of the pain was rated from 0 to 10. 

2.Dyspnoea: Medical Research Council Dyspnea Scale was used to grade dyspnea. 

(Used with the permission of the Medical Research Council) The dyspnea was graded 

from 0 to 5.  

0 - No breathlessness 

 1 - Breathlessness with strenuous exercise 

2 - Shortness of breath when hurrying level of ground or up a hill    

3 - Walks slower than people of same age or stops for breath while 

   walking at own pace on the level 

 4 - Stops for breath after walking short distance  

 5 - Too breathless to leave the house or breathless when dressing 

3. Nausea / Vomiting : Nausea and vomiting was graded according to the severity 

0  -  No nausea / No vomiting    

1 -  Nausea / No vomiting   

2 -  Vomiting 1-3times / day  

3  -  Vomiting >4 times / day 
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4. Restlessness: Restlessness was graded according to the frequency of patients 

getting restless as follows:  

0 - No restlessness (calm and comfortable)  

1 - Occasional restlessness (night no disturbances) 

2 - Frequent restlessness (except a break of 1-2 hrs, sometimes 

   in the night) 

3 - Continuous restlessness (awake and asking for position  

   changes, toileting at night) 

5. Cough:  Cough was assessed by following description 

0  -  No cough    

1 -  Cough with activity     

2  -  Cough disturbing at night 

3  -  Continuous cough 

Part III: Acute symptom management questionnaire 

Part III addressed the acute symptom management questionnaire, which was 

be used to assess management of acute symptoms at home by the primary caregiver. It 

consisted of reason for unscheduled hospital visit, number of unscheduled hospital 

visit per month,  place of treatment for acute symptoms, distance of hospital from 

house, mode of travel, need for hospital admission, expense per unscheduled hospital 

visit.   

Part IV: Holistic well-being scale 

Part IV addressed the holistic well-being scale I and II. The holistic well-being 

scale I was used to assessing the holistic well-being of TIP with H&N cancer. The 

holistic well-being scale II was used to assess the holistic well-being of primary 

caregivers of TIP with H&N cancer. 
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Holistic well-being scale I:  

Holistic well-being scale I consisted of a questionnaire to assess the holistic 

well-being of TIP with H&N cancer. It addressed 5 aspects of well-being including 

physical, psychological, social, financial and spiritual. Each aspect had 8 items. The 

TIP with H&N cancer was asked to state his /her opinions as strongly agree, agree, 

neither agree nor disagree, disagree and strongly disagree. The positive statements 

were scored as follows: 0-strongly disagree, 1- disagree, 2-neither agree nor disagree, 

3- agree, 4-strongly agree. Reverse scoring was given for negative statements. The 

total attainable score was 160. A high score indicated the high level of holistic     

well-being of terminally ill patients with head and neck cancer.  

Holistic well-being scale II:  

Holistic well-being scale II consisted of questionnaires to assess the holistic 

well-being of primary caregivers of TIP with H&N cancer. It consisted of 5 aspects of 

well-being which included physical, psychological, social, financial and spiritual. 

Each aspect had 10 items. The primary caregiver was asked to state his /her opinions 

as strongly agree, agree, neither agree nor disagree, disagree and strongly disagree. 

The positive statements were scored as follows: 0- strongly disagree, 1-disagree, 2-

neither agree nor disagree, 3-agree, 4-strongly disagree. Reverse scoring was given 

for negative statements. The total attainable score was 200. A high score indicated the 

high level of holistic well-being of primary caregivers of TIP with H&N cancer.  

3.11 Development and validity of the tool 

Questionnaires addressing the demographic and clinical variables of TIP with 

H&N cancer and their primary caregivers, tool to assess nausea/vomiting, 

restlessness, cough, acute symptom management questionnaire and holistic well-being 

questionnaires were developed by the investigator after extensive review of literature, 
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interview with the TIP with H&N cancer and their primary caregivers and discussion 

with experts in the field of oncology medicine, palliative oncology, nursing, statistics, 

psychology, and counseling. The content validity was established by a team of 13 

experts. The content of questionnaires was submitted to 2 experts in Medical 

Oncology, 1 expert from Palliative Oncology, 6 experts in Nursing, 2 experts from 

Statistics and 2 experts in Counseling and Psychotherapy. Modifications were done 

according to their expert suggestions. The questionnaires were translated into 

vernacular language (Tamil) in order to make it easy for them to understand without 

any difficulty. Back translation was done to ensure face validity. The questionnaires 

were administered to 30 TIP with H&N cancer and their primary caregivers. 

Difficulty in understanding some words was spelled by them. Those words were 

replaced by simple words. 

3.12 Reliability of the Tools 

 The tools were administered to 30 TIP with H&N cancer and their primary 

caregivers in International Cancer Center, Neyyoor. Inter- rater reliability was done 

and the reliability was established by Kappa method (Table 3).  

Table 3. Reliability of research tools used for data collection  

No Tool Reliability Intrinsic 
validity 

1 Pain scale 0.87 0.80 

2 Modified Medical Research Council Dyspnoea Scale 0.86 0.83 

3 Nausea/Vomiting Scale 0.82 0.85 

4 Restlessness scale 0.76 0.87 

5 Cough scale 0.74 0.91 

6 Holistic well-being scale I 0.84 0.88 

7 Holistic well-being scale II 0.88 0.82 
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3.13 Development and validity of the interventional package  

The interventional package was developed by the researcher guided by a 

multidisciplinary team of 11 experts. It consisted of three aspects namely education, 

skill training, and counseling. It was developed after the extensive review of the 

literature, interview with the TIP with H&N cancer and their primary caregivers also 

discussion with experts in the field of Oncology, Palliative Medicine, Nursing, 

Psychology, and Counseling. The content validity was established by a team of 11 

experts. The content of IP was submitted to 2 experts in Medical Oncology, 1 expert 

from Palliative Medicine, 6 experts in Nursing and 2 experts in Counseling and 

Psychotherapy. Modifications were done according to their expert suggestions. The IP 

was administered to 10 TIP with H&N cancer and their primary caregivers. They 

were able to clearly understand and follow the IP. A pilot study was conducted to 

verify the feasibility of the IP. 

3.14 Pilot study  

 The pilot study was conducted in International Cancer Center, Neyyoor, 

Kanyakumari district for the period of six months between 01/01/2016 and 

30/06/2016 with a sample size of 10 in control group and 10 in the interventional 

group. The result concluded that the study was feasible to conduct in the planned 

research setting. The tools used in the study were reliable and valid for the study 

population. There was no modification needed in the tools and interventional package. 

Data collection methods were also feasible. 

3.15 Training of the researcher  

The researcher has 16 years of experience in dealing with the care of oncology 

patients in International Cancer Centre, Neyyoor and has experience in training 

primary caregivers in providing home care. The investigator also completed M.Sc 

56 
 



 

Counseling & Psychotherapy course in 2013 under Tamil Nadu Open University, 

Chennai and underwent training for the same in Chellamuthu Institute of Mental 

Health and Rehabilitation, Madurai.    

3.16 Method of Data Collection  

The data collection was done for 1 year from 1st July 2016 to 30th June 2017. 

Formal permission was obtained from concerned authorities of International Cancer 

Centre, Neyyoor. Samples were selected according to inclusion criteria. The samples 

selected between the month of July 2016 and December 2016 was allotted to control 

group and samples selected between the month of January 2017 and June 2017 was 

allotted to the interventional group.  Data were collected from 1 to 3 samples per day. 

All TIP with H&N cancer and primary caregivers who met the above criteria during 

the defined study period were referred to the researcher by the oncology unit 

physicians. They were included in the study after seeking written consent. The data 

collection was done as follows. 

Control group 

Phase I: The researcher developed rapport with the terminally ill patient with 

head and neck cancer and the primary caregiver. After explaining the purpose of the 

study to the TIP with H&N cancer and the primary caregiver, the researcher obtained 

written consent from the TIP with H&N cancer and the primary caregivers. The 

researcher interviewed the TIP with H&N cancer and the primary caregiver for 45 

minutes. The questionnaire on the demographic and clinical details of the TIP with 

H&N cancer and the primary caregiver was completed by the researcher.  

Acute symptoms in the TIP with H&N cancer were assessed using acute 

symptom assessment scale. The researcher interviewed the primary caregiver about 

management of acute symptom using acute symptom management questionnaire. The 
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holistic well-being of the TIP with H&N cancer and the primary caregiver was 

assessed using holistic well-being scale I and II respectively through interview 

method. 

Phase II: Control group was taking the routine treatment which was already practiced 

in the department. The routine treatment included the psychological and spiritual 

support given by the Chaplain, teaching given by the nursing staff regarding symptom 

management and the financial support given by Pallathakin Leeli (Religious financial 

support group) to purchase medications from the hospital pharmacy. Financial support 

is given after assessing the financial background of patients by the team members of 

the group.  

Phase III: Post-test was done on 30th, 60th, 90th day of data collection with acute 

symptoms assessment scale, acute symptom management questionnaire and holistic 

well-being scale I and II.  
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Fig 4. Schematic presentation of data collection procedure
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Interventional Group 

Phase I: Same as the control group  

Phase II: After getting physician’s order for teaching subcutaneous injection and 

administration of medications, the interventional package was administered to the 

interventional group along with routine treatment. The interventional package 

consisted of three components: education, skill training, and counseling.  

Education on acute symptom management at home 

Based on the symptoms and the drug regimen recommended by the physician, 

the researcher provided individualized teaching to the primary caregiver of TIP with 

H&N cancer regarding acute symptoms and management of acute symptom at home. 

The researcher explained about common acute symptoms experienced by TIP with 

H&N cancer, their causes, signs/symptoms and home management. Explanations 

were given regarding medications, routes, and frequency of administration and 

procedure for administering the subcutaneous injection.  

Skill Training 

   After the teaching session, the researcher demonstrated how to manage acute 

symptoms at home. The procedure for administering subcutaneous injections was 

demonstrated by the researcher followed by a supervised practice with the primary 

caregiver. An acute symptom management kit was also given to the primary 

caregiver. The acute symptom management kit (Figure 5) was a plastic container 

made with six separate partitions with medications that were coded for specific 

symptoms. The container was purchased from the local general store and cost Rs.35. 

This is used in homes for keeping small household articles, spices, etc. 
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Each medicine and partition was color coded. (red – pain, yellow – nausea / 

vomiting, orange- dyspnoea, blue – restlessness, and green – cough). It also contained 

a structured teaching guide, the patient held record to note the medications given and 

appropriate dosages to be administered for the patients’ symptoms. Medicines were 

kept inside and explanation was given regarding usage. The primary caregiver was 

instructed to administer regular medications as per the physician’s order. He/she was 

instructed to administer from the symptom management kit only if the patient 

developed an acute symptom which was not relieved by regular medications. 

 

 

 

 

 

 

Figure 5 Acute Symptom Management Kit 

To strengthen the learning ability and sustainability, a pamphlet on 

management of acute symptoms in TIP with H&N cancer at home was given to the 

primary caregivers. The pamphlet had all the steps in administering the subcutaneous 

injection, precaution to be taken and management of acute symptoms at home with 

pictorial representation in simple Tamil. 
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Counseling 

There were 5 counseling sessions for the TIP with H&N cancer and their 

primary caregiver. The counseling session was scheduled once in two weeks 

conducted at home (15th, 30th, 45th, 60th, 75th day of data collection). The counseling 

sessions focused on family involvement, developing the optimistic attitude, effective 

coping, uncertainty reduction and symptom management. 

Family involvement: It included promoting open communication, encouraging 

mutual support and team work and helping to identify family strengths. 

Developing optimistic attitude: It included encouraging optimistic thinking, helping 

to share fears and concerns, assisting to maintain hope and helping patient and 

primary caregiver to stay hopeful in facing death. 

Effective coping: It included helping to deal with overwhelming stress, encouraging 

healthy coping and lifestyle behaviors and assisting primary caregivers to manage the 

demand of illness. 

Uncertainty reduction: It included educating about disease and treatments, 

encouraging getting information and helping the primary caregivers to learn to live 

with uncertainty. 

Phase: III: Post-test was done on 30th, 60th, 90th day of data collection with acute 

symptoms assessment scale, acute symptom management questionnaire and holistic 

well-being scale I and II.  

3.17 Data Analysis Plan  

 The collected data were analyzed using both descriptive and inferential 

statistics on the basis of objective and hypotheses of the study. The plan for data 

analysis was as follows; 

• Organization of data in the master sheet and computer. 
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• Demographic and clinical data containing sample characteristics were analyzed 

using frequency and percentage. Homogeneity of the samples was found out 

using chi-square test. 

• The pretest and post-test score of the acute symptoms in TIP with H&N cancer 

receiving PH and their holistic well-being before and after administering IP 

among control and the interventional group was calculated using mean, 

percentage and standard deviation. 

• The pretest and post-test score of management of acute symptoms by the 

primary caregivers and their holistic well-being before and after administering 

IP among control and the interventional group were calculated using mean, 

percentage and standard deviation. 

• The pretest and post-test score of acute symptoms in the TIP with H&N cancer 

receiving PH and their holistic well-being before and after administering IP 

between control and the interventional group were compared using student‘t’ 

test and multi-variant Hotelling T2 test. 

• The pretest and post-test score of management of acute symptom by the 

primary caregivers and their holistic well-being before and after administering 

IP between control and the interventional group were compared using 

student‘t’ test and multi-variant Hotelling T2 test. 

• The association of demographic variables with the holistic well-being of TIP 

with H&N cancer receiving PH and their primary caregivers were calculated 

using chi-square test. 
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3.18 Protection of human rights 

 Following ethical factors were considered during the period of study. 

1. Right for self-determination 

• The study was conducted after getting approval from the screening committee 

of The Tamilnadu Dr.MGR Medical University, Chennai and the ethical 

committee of C.S.I Jeyaraj Annapackiam College of Nursing, Madurai.  

• Formal written permission was obtained from the Medical Superintendent of 

Kanyakumari Medical Mission, Neyyoor, and Head of the Department, 

International Cancer Center, Neyyoor.  

• The purpose of the study and voluntary nature of the participation was 

explained to the primary caregivers and TIP with H&N cancer before data 

collection.  

• Written consent from the TIP with H&N cancer and primary caregiver was 

obtained. 

2. Right to freedom from harm  

• The order for medication and teaching subcutaneous injection was obtained 

from the physician before teaching the primary caregiver.  

• The study was based on recommendations given in the position statement by 

Indian Association of Palliative Care regarding subcutaneous administration of 

medication by the family members. (Indian Association of Palliative Care, 

2003)79 

• Demonstration of administration of subcutaneous injection followed by 

supervised return demonstration by the primary caregiver. 

• The researcher was available through the phone to clarify the doubts 

throughout 24 hours 
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3. Right to privacy 

• Full confidentiality was maintained throughout the study. 

• Adequate privacy was provided during counseling sessions.  

• The data in the paper format and computer disc for final analysis would be 

kept in a secured place and shredded after the study has been completed. 

• Participants were not required to identify themselves by name or have not 

been identified during data analysis or during the discussion of the results and 

conclusion. 

4. Right for full disclosure 

• The participants were informed of the voluntary nature of the study and given 

the option to withdraw from the study at any stage without being subjected to 

any penalty. 

• A full explanation of the purpose of the study was given and the researcher 

was available to provide information and support as needed. 

5. Right for fair treatment 

• Based on ethical consideration routine treatment was given to control group 

during the data collection period. 

• The interventional package was administered to the control group at the end of 

the data collection procedure.  

3.20 Conclusion 

This chapter dealt in depth about the research method and materials including 

the research approach, design, setting, population, samples, sampling technique, 

development and validation of data collection tools and the data collection procedure 

the researcher used to conduct the study.  
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CHAPTER IV 

DATA ANALYSIS 

 

Analysis is the process of organizing and synthesizing data in such a way that 

research questions can be answered and hypothesis can be tested. The purpose of 

analysis is to reduce data to an intelligible and interpretable form so that relation of 

each problem can be studied and tested. This chapter presents the results of the 

analysis and interpretation of the data obtained from 200 (100 in control group & 100 

in interventional group) TIP with H&N cancer receiving PH and their primary 

caregivers. The data were tabulated, analyzed and interpreted based on objectives of 

the study using descriptive and inferential statistics. 

Objectives of the study: The objectives of the study were 

1. To assess the acute symptoms in TIP with H&N cancer receiving PH and their 

holistic well-being before and after administering IP among control and 

interventional group. 

2. To assess the management of acute symptoms by the primary caregivers and 

their holistic well-being before and after administering IP among control and 

interventional group.  

3. To compare the acute symptoms in TIP with H&N cancer receiving PH and 

their holistic well-being before and after administering IP among control and 

interventional group. 

4. To compare the management of acute symptoms by the primary caregivers and 

their holistic well-being before and after administering IP among control and 

interventional group.  
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5. To find out the association between selected demographic variables of TIP with 

H&N cancer receiving PH and their primary caregivers with their level of 

holistic well-being among control  and interventional group.  

Organization of study findings 

  Descriptive and inferential statistics were used to analyze the data and 

represented in the form of tables and figures. The data are presented under following 

headings: 

Section I: Distribution of TIP with H&N cancer receiving PH and their primary 

caregivers according to demographic and clinical variables. 

Section II: Distribution of TIP with H&N cancer receiving PH according to acute 

symptoms experienced and their holistic well-being before and after administering IP 

among control and interventional group. 

Section III: Distribution of primary caregivers TIP with H&N cancer receiving PH 

according to management of acute symptoms and their holistic well-being before and 

after administering IP among control and interventional group. 

Section IV: Comparison of the acute symptoms in TIP with H&N cancer receiving 

PH and their holistic well-being before and after receiving IP between control and 

interventional group. 

Section V: Comparison of management of acute symptoms by the primary caregivers 

and their holistic well-being before and after receiving IP between control and 

interventional group. 

Section VI: Association between selected demographic variables of TIP with H&N 

cancer receiving PH and their primary caregivers with their level of holistic well-

being among control and interventional group.  
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Section I 

4.1 Distribution of TIP with H&N cancer receiving PH and their primary 

caregivers according to demographic and clinical variables in both groups 

Data were collected from 200 samples (100 in control group and 100 in 

interventional group) who fulfilled the inclusion criteria using purposive sampling. 

The demographic and clinical variables of TIP with H&N cancer receiving PH were 

summarized as frequencies and percentage and presented in table 4 to 6. The 

demographic variables and caregiving roles of primary caregivers of TIP with H&N 

cancer summarized as frequencies and percentage and presented in table 7 and 8.  
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Table 4. Distribution of TIP with H&N cancer receiving PH according to 

demographic variables 
N=200 

Demographic 
Variables 

Total    
200 

Control 
Group 
n=100 

Interventional 
Group 
n=100 χ² p- value 

No. % No. % 

Age in years 

≤ 50 43 21 21 22 22 

0.810a 0.847 
51-60 63 29 29 34 34 

61-70 73 39 39 34 34 

≥ 71 21 11 11 10 10 

Gender 
Male 157 81 81 76 76 

0.741a 0.389 
Female 43 19 19 24 24 

Marital 
Status 

Married 200 100 100 100 100 
0.000 0.000 

Unmarried 0 0 0 0 0 

Residence 

Semi-urban 28 10 10 18 18 

13.82 a <0.001* Urban 55 39 39 16 16 
Rural 117 51 51 66 66 

Income/ 
month in 
rupees 

Less than Rs.3000 86 44 44 42 42 

2.338a 0.505 
Rs.3001-5000 96 47 47 49 49 

Rs.5001-10000 16 7 7 9 9 

Above 10001 2 2 2 0 0 

Educational 
Status 

Illiterate 56 27 27 29 29 

0.117a 0.943 
Primary 117 59 59 58 58 

Secondary 27 14 14 13 13 

Graduate 0 0 0 0 0 

Occupation 

Unemployed/ 24 11 11 13 13  

0.762a 

 

 

0.683 

 

Unskilled 168 86 86 82 82 

Skilled 8 3 3 5 5 

Religion 
Hindu 112 58 58 54 54 

0.325 a 0.569 

Christian 88 42 42 46 46 
 

* Significant;  a exact value     
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Table 4 explains the demographic variables of the TIP with H&N cancer 

receiving PH. Most of them (81% in control group and 76% in the interventional 

group) were males. Nearly 39% in control group and 34% in the interventional group 

belonged to 61 to 70 years. Majority of them (58% in control group and 54% in the 

interventional group) belonged to Hindu religion. In terms of education, 59% in 

control group and 58% in the interventional group had primary education. All were 

married in both groups. 

Regarding occupation, 86% in control group and 82% in the interventional 

group were unskilled laborers. More than half of them (51% in control group and 66% 

in the interventional group) were from rural area. Almost 47% in control group and 

49% in interventional group had income between Rs. 3001 and Rs.5000.  

The calculated chi-square value for age, sex, marital status, income, education, 

occupation and religion were not significant. It showed that the groups were similar 

and comparable in terms of demographic characteristic such as age, sex, marital 

status, income, education, occupation and religion. 
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Table 5. Distribution of TIP with H&N cancer according to clinical variables 

N=200 

 
Clinical  Variables 

 
Total    
200 

Control 
Group 
n=100 

Interventional 
Group 
n=100 

 
χ² 

 
p- 

value 
No. % No. % 

 
 
Diagnosis 
 

Ca.Buccal 

Mucosa 
62 30 30 32 32 

 

1.011a 

 

0.962 

Ca. tongue 16 9 9 7 7 

Ca. lips 18 10 10 8 8 

Ca. cheek 50 26 26 24 24 

Ca. Naso/ 

oro pharynx 
29 14 14 15 15 

Ca.Larynx 25 11 11 14 14 

 

Smoking 
 

Yes 122 63 63 59 59 
 

0.336a 

 

0.562 
No 78 37 37 41 41 

 
Alcohol Yes 138 67 67 71 71 

 

0.374a 

 

0.541 
No 62 33 33 29 29 

Chewing 
Betal 
Leaves 

Yes 137 69 69 68 68 
 

0.023a 

 

0.879 
No 63 31 31 32 32 

 

Snuffing 
Yes 24 11 11 13 13 

 

0.023a 

 

0.879 
No 176 89 89 87 87 

a-exact value     

Table 5 depicts that 30% of TIP with H&N cancer in control group and 32% 

in the interventional group had Ca. Buccal mucosa. Almost 63% in control group and 

59% in the interventional group were smokers. Majority of them (67% in control 

group and 71% in interventional group) were alcoholic. Most of them (69% in control 

group and 68% interventional group) had the habit of chewing betel leaf. The 

calculated chi-square values were not significant. It showed that the groups were 

similar and comparable in terms of clinical variables. 
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Table 6. Distribution of TIP with H&N cancer according to presence of acute 

symptoms          

          N=200 

 

Acute symptoms 
 

Total 
Control group(100) Interventional group(100) 

No % No % 

Pain 
Yes 200 100 100 100 100 
No 0 0 0 0 0 

Nausea/vomiting 
Yes 116 57 57 59 59 
No 84 43 43 41 41 

Dyspnoea 
Yes 160 79 79 81 81 
No 40 21 21 19 19 

Restlessness 
Yes 188 95 95 93 93 
No 12 5 5 7 7 

Cough 
Yes 177 86 86 91 91 
No 23 14 14 9 9 

 

Table 6 depicts the presence of acute symptoms of the TIP with H&N cancer 

receiving PH. All of them experienced pain. More than half of them (57% in control 

and 59% in interventional group) had nausea/vomiting.  Most of them (79% in control 

group and 81% in interventional group) suffered from dyspnoea. Majority of them 

(95% in control group and 93% interventional group) expressed restlessness. About 

86% in control group and 91% in the interventional group reported cough. 
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Table 7. Distribution of primary caregivers according to demographic variables 

 N=200 

Demographic variables Total 
200 

Control 
Group(100) 

Interventional 
Group(100) χ² p- 

value no % no % 

Age in years 

≤ 50 79 37 37 42 42  
 
4.816 

 
 
0.033* 

51-60 98 51 51 47 47 
61-70 15 9 9 6 6 
≥ 70 8 3 3 5 5 

Gender 
Male  49 20 20 29 29 

2.189a 0.139 Female 151 80 80 71 71 

Relationship 
to patient 

Spouse 143 74 74 69 69 

1.818a 0.403 Children 56 25 25 31 31 

In laws 1 1 1 0 0 

Type of 
family 

Nuclear 78 46 46 32 32 
4.11a 0.030* 

Joint 122 54 54 68 68 

Education 

Illiterate 19 10 10 9 9 

 
 

0.879 a 

 
 

0.830 

Primary 107 52 52 55 55 

Secondary 66 35 35 31 31 

Graduate 8 3 3 5 5 

Occupation 

Housewife 72 40 40 32 32  

2.121a 

 

0.548 Unskilled 99 47 47 52 52 

Skilled 11 6 6 5 5 

Student 18 7 7 11 11 
* Significant; aexact value     

Table 7 shows that most of the primary caregivers (80% in control group and 

71 % interventional group) were females. In terms of education, 52% in control group 

and 55% in the interventional group had primary education. Most of them (47% in 

control group and 52% in interventional group) were laborers. Almost 74% in control 

group and 69% in the interventional group were spouses. The calculated χ² values 

were not significant. This shows that both the groups were similar and comparable in 

terms of demographic variables of primary caregivers of TIP with H&N cancer 

receiving PH. 
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Table 8. Distribution of primary caregivers according to caregiving role 

 N=200 
 

Variables 
Total 
200 

Control 
Group(100) 

Interventional 
Group(100) χ² p-value 

no % no % 

 
Duration of 
care giving 

0-5 months 29 13 13 16 16  
 
 
 
0.510a 

 
 
 
 
0.973 

6-10 months 71 36 36 35 35 
11-15 months 42 22 22 20 20 
16-20 months 15 7 7 8 8 

>20 months 43 22 22 21 21 

Hours/Day 
1-3 127 61 61 66 66 

0.716 a 0.699 4-6 54 29 29 24 24 
>6 19 10 10 9 9 

Absence 
from duty 

Yes 116 55 55 61 61 
0.739 a 0.390 No 84 45 45 39 39 

If absent 
Number of 
days/ week 

1 14 4 4 10 10  

2.463 a 

 

0.482 
2 40 21 21 19 19 
3 20 10 10 10 10 
Above 3 42 20 20 22 22 

Help by 
others 

Yes 26 12 12 14 14 
0.180 a 0.672 No 154 78 78 76 76 

a exact value     

Table 8 depicts the caregiving roles of primary caregivers. In terms of duration 

of caregiving, 36% in control group and 35% in the interventional group cared the 

patient between 6 and 10 months. Almost 55% in control group and 61% in 

interventional group reported absent from duty due to caregiving role. Most of them 

in both groups did not get any help while performing caregiving role. The calculated 

chi-square values were not significant. This shows that both the groups were similar 

and comparable in terms of caregiving role.  
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Section: II 

 
Section II deals with distribution of TIP with H&N cancer receiving PH 

according to acute symptoms experienced and their holistic well-being before and 

after receiving IP among control and interventional group. 

4.2 Objective 1: To assess the acute symptoms in TIP with H&N cancer receiving 

PH and their holistic well-being before and after administering IP among control 

and interventional group. 

Assessment of acute Symptoms experienced by TIP with H&N cancer receiving 

PH:  

The acute symptoms experienced by TIP with H&N cancer receiving PH 

included pain, nausea/vomiting, dyspnea, cough and restlessness. The data collected 

in those dimension were analyzed using frequency, mean and percentage and 

presented using tables from 9 to 10. 

Holistic well-being TIP with H&N cancer receiving PH:  

Holistic well-being of TIP with H&N cancer receiving PH included the 

physical, psychological, social, financial and spiritual well-being. The data collected 

in those dimension were analyzed using frequency, percentage, mean and presented 

using tables from 11 to 14. 
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Table 9. Distribution of TIP with H&N cancer according to severity of acute symptoms experienced before and after administering IP in 

control group and interventional group. 

                 N=200 
Selected acute Symptoms Pretest Post-test I Post-test II Post-test III 

Control 

Group (100) 
Interventional 

Group (100) 

Control 

Group(100)  
Interventional 

Group (100)  

Control 

Group (100) 
Interventional 

Group(100) 

Control 

Group (100) 
Interventional 

Group (100) 

No % No % No % No % No % No % No % No % 

Pain                  
No Pain  0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 
Mild Pain  1 1 0 0 1 1 41 41 4 4 67 67 6 6 85 85 
Moderate Pain  52 52 47 47 82 82 59 59 66 66 33 33 54 54 15 15 
Severe Pain  47 47 53 53 17 17 0 0 30 30 0 0 40 40 0 0 
Nausea / Vomiting                  
No Nausea/ No Vomiting 44 44 41 41 16 16 25 25 5 5 36 36 0 0 0 0 
Nausea/ No vomiting 48 48 47 47 75 75 75 75 80 80 64 64 64 64 100 100 
Vomiting 1-4 times per day 8 8 11 11 9 9 0 0 15 15 0 0 36 36 0 0 
Vomiting > 5 times per day 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 
Dyspnoea *                 
No breathlessness 21 21 19 19 9 9 9 9 2 2 0 0 0 0 0 0 
Breathlessness with activity   15 15 33 33 28 28 48 48 36 36 78 78 32 32 78 78 
Severe Breathlessness with activity  54 54 34 34 55 55 43 43 51 51 22 22 51 51 22 22 
Too breathless to leave the house  10 10 14 14 8 8 0 0 10 10 0 0 17 17 0 0 
                 

76 
 



 

Restlessness 
No restlessness  5 5 7 7 5 5 16 16 4 4 16 16 0 0 7 7 
Occasional restlessness   15 15 9 9 22 22 37 37 16 16 46 46 6 6 59 59 
Frequent restlessness  50 50 46 46 51 51 47 47 41 41 38 38 42 42 34 34 
Continuous restlessness   30 30 38 38 22 22 0 0 39 39 0 0 52 52 0 0 
Cough                  
No cough  14 14 9 9 11 11 20 20 3 3 9 9 0 0 11 11 
Cough with activity  35 35 28 28 21 21 45 45 21 21 74 74 11 11 71 71 
Cough disturbing at night 28 28 33 33 39 39 30 30 46 46 17 17 34 34 18 18 
Continuous cough  23 23 30 30 29 29 5 5 30 30 0 0 55 55 0 0 
 

Note: For statistical purposes the data were combined as follows:  

* Dyspnoea  

No breathlessness 

Breathlessness with strenuous exercise 

Shortness of breath when hurrying on level ground or up a slight hill  

Walks slower than people of same age or stops for breathe while walking at own pace on the level 

Stops for breath after walking short distance  

Too breathless to leave the house or breathless when dressing 

Combined into Breathlessness with activity 

Combined into Severe breathlessness with 
activity 
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Table 9 shows the frequency distribution of TIP with H&N cancer according 

to severity of acute symptoms experienced before and after the administration of IP in 

control group and interventional group. In control group, most of them experienced 

moderate level of pain during pretest and post-tests (52% in pretest and 82%, 66%, 

54% in post-test I, II and III respectively). Majority of them reported only nausea 

during pretest and but in post-tests there was constant increase in frequency of 

vomiting (9%, 15% and 36% in post-test I, II and III respectively). More than half of 

them experienced breathlessness with activity during pretest and post -tests. Majority 

of them reported frequent restlessness in pretest and post-test I, II and III. Nearly half 

of them verbalized that the cough was disturbing them during night. 

In the interventional group, 53% of them experienced severe pain during 

pretest. But in post-test I, 59% experienced moderate pain and in post-test III, 85% 

experienced mild pain. Majority of them reported nausea during pretest and post-tests. 

Vomiting was not reported during post-tests. More than half of them experienced 

severe breathlessness with activity during pretest whereas in the post-tests, majority of 

them reported breathlessness with activity. Majority of them verbalized frequent 

restlessness in pretest and occasional restlessness in post-tests. Nearly half of them 

verbalized that the cough was disturbing them during night in pretest and cough with 

activity in post-test I, II and III. 
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Table 10. Distribution of TIP with H&N cancer in regard to mean scores of acute symptoms experienced before and after administering 

IP among control group and interventional group.            

                  N=200  

Variables 

Score 
Group 
(n=100) 

Pretest Post-test I Post-test II Post-test III 

Max Min Mean Std 
deviation Mean Std 

deviation Mean Std 
deviation Mean Std 

deviation 

Pain 

 
 

10 

 
 

0 
Control 7.4 1.39 6.4 1.24 6.8 1.08 7.0 1.33 

Interventional 
 

7.6 
 

1.33 4.4 1.20 2.9 0.96 2.8 0.87 

 
Nausea/ 
Vomiting  

 
 

3 

 
 

0 
Control 1.0 1.01 1.3 0.86 1.7 0.81 1.7 0.90 

Interventional 1.1 1.14 0.9 0.68 0.80 0.71 1.0 0.29 

Dyspnoea 

 
 

5 

 
 

0 
Control 2.7 1.74 2.7 1.41 2.9 1.30 3.3 1.20 

Interventional 2.8 1.80 2.1 1.09 1.8 0.78 2.0 0.67 

Restlessness 

 
 

3 

 
 

0 
Control 2.0 0.80 1.9 0.89 2.2 0.92 2.6 0.76 

Interventional 2.1 0.86 1.3 0.74 1.2 0.71 1.3 0.58 

Cough 

 
 

3 

 
 

0 

Control 1.6 0.99 1.9 0.96 2.1 0.90 2.5 0.82 

Interventional 1.9 0.95 1.2 0.81 1.1 0.51 1.1 0.54 
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Table 10 depicts that, in control group the pretest mean pain score was 7.6. 

The post-test I, II and III mean pain scores were 6.4, 6.8, and 7.0 respectively. In the 

interventional group the pretest mean pain score was 7.4. The post-test I, II and III 

mean pain scores were 4.4, 2.8and 2.8 respectively. 

In control group the pretest mean nausea/vomiting score was 1.0. The post-test 

I, II and III mean scores were 1.3, 1.7, and 2.0 respectively. In the interventional 

group the pretest mean score was 1.1. The post-test I, II and III mean scores were 0.9, 

0.8 and 1.0 respectively. 

In control group the pretest mean dyspnoea score was 2.7. The post-test I, II 

and III mean scores were 2.7, 2.9, and 3.3 respectively. In the interventional group the 

pretest mean dyspnoea score was 2.8. The post-test I, II and III mean scores were 2.1, 

1.8 and 2.0 respectively. 

In control group the pretest mean restlessness score was 2.0. The post-test I, II 

and III mean scores were 1.9, 2.2, and 2.6 respectively. In the interventional group the 

pretest mean restlessness score was 2.1. The mean post-test I, II and III mean scores 

were 1.3, 1.2 and 1.3 respectively. 

In control group the pretest mean cough score was 1.6. The post-test I, II and 

III mean scores were 1.9, 2.1, and 2.5 respectively. In the interventional group the 

pretest mean cough score was 1.9. The post-test I, II and III mean scores were 1.2, 1.1 

and 1.1 respectively. 
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Table 11. Distribution of TIP with H&N cancer in regard to mean scores of each aspects of holistic well-being before and after 
administering IP among control group and interventional group. 

                 N=200 

Variables 

Score 

Group (n=100) 
Pretest Post-test I Post-test II Post-test III 

Max Min Mean Std 
deviation Mean Std 

deviation Mean Std 
deviation Mean Std 

deviation 

Physical 

 
 

32 

 
 

0 
Control 7.0 5.21 6.7 4.95 6.3 4.63 6.1 4.32 

Interventional 7.1 5.51 10.9 4.73 13.9 5.72 13.5 6.29 
 
 
Psychological  

 
 

32 

 
 

0 
Control 5.2 3.79 5.2 3.64 5.2 3.56 5.3 3.57 

Interventional 5.0 4.14 11.9 2.91 17.0 3.39 19.9 3.55 

Social 
 

32 
 

0 
Control 13.0 5.61 12.8 5.45 12.5 5.15 12.3 5.08 

Interventional 13.0 6.08 17.8 5.36 20.7 4.23 22.0 4.21 

Financial 

 
 

32 

 
 

0 

Control 9.2 4.48 9.1 4.49 9.0 4.45 8.9 4.30 

Interventional 9.4 4.65 19.0 3.78 21.1 3.14 22.8 3.23 

Spiritual 

 
 

32 

 
 

0 

Control 15.5 5.65 15.2 5.31 15.0 5.17 14.9 5.10 

Interventional 14.9 5.61 20.3 4.67 21.7 4.11 23.0 3.76 

 
     Total 

 
160 

 
0 

Control 49.5 20.17 42.2 19.45 48.3 18.57 47.8 18.01 

Interventional 50.1 21.58 80.0 18.72 94.3 17.63 101.1 18.54 
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Table 11 depicts that, in control group the pretest mean physical well-being 

score was 7.0. The post-test I, II and III mean scores were 6.7, 6.3, and 6.1 

respectively. In the interventional group the pretest mean score was 7.1. The post-test 

I, II and III mean scores were 10.9, 13.9 and 13.5 respectively. 

In control group the pretest mean psychological well-being score was 5.2. The 

post-test I, II and III mean scores were 5.2, 5.2 and 5.3 respectively. In the 

interventional group the pretest mean score was 5.0. The post-test I, II and III mean 

scores were 11.9, 17.0 and 19.9 respectively. 

In control group the pretest mean social well-being score was 13.0. The post-

test I, II and III mean scores were 12.8, 12.5, and 12.3 respectively. In the 

interventional group the pretest mean score was 13. The post-test I, II and III mean 

scores were 17.8, 20.7, and 22.0 respectively. 

In control group the pretest mean financial well-being score was 9.2. The post-

test I, II and III mean scores were 9.1, 9.0 and 8.9 respectively. In the interventional 

group the pretest mean score was 9.4. The post-test I, II and III mean scores were 

19.0, 21.1 and 22.8 respectively. 

In control group the pretest mean spiritual well-being score was 15.5. The 

post-test I, II and III mean scores were 15.2, 15.0 and 14.9 respectively. In the 

interventional group the pretest mean score was 14.9. The post-test I, II and III mean 

scores were 20.3, 21.7 and 23.0 respectively. 
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Table 12. Distribution of TIP with H&N cancer according to item wise analysis of physical well-being before and after administering IP 
among control and interventional group 

           N=200 

 
S. 
No 

 
Item 

Pretest 

χ² P 
value 

Post-test III 

 
χ² 

 
P value 

Control  group 
(100) 

Interventional 
Group (100) 

Control  group 
(100) 

Interventional 
Group (100) 

Agree Disagree Agree Disagree Agree Disagree Agree Disagree 

No No No No No No No No 

1 
I am strong enough to take care 
of me 21 79 24 76 0.258 0.611 15 85 32 68 8.038 0.004* 

2 I can sleep well continuously. 6 94 3 97 1.047 0.302 2 98 31 69 30.521 0.000* 

3 I feel my mouth and throat dry 84 16 87 13 0.363 0.546 87 13 52 48 28.895 0.000* 

4 I have trouble in breathing.  92 8 86 14 1.839 0.175 94 6 62 38 26.112 0.000* 

5 
I am not able to eat food which I 
like 

93 7 91 9 0.272 0.602 96 4 81 19 11.054 0.000* 

6 
I can swallow as usual and with 
ease. 

7 93 5 95 0.355 0.551 4 96 13 87 5.207 0.0225 

7 
I am able to communicate well 
with others. 

9 91 12 88 0.479 0.488 6 94 46 54 41.580 0.000* 

8 
Pain prevents me from doing my 
work. 

82 18 89 11 1.976 0.159 92 8 39 61 62.153 0.000* 

*Significant 
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Note: For statistical purposes the data were combined as follows:  

Strongly agree & Agree  - Agree 

Strongly disagree & Disagree  - disagree 

Table 12 reveals that, during post-test III nearly 94% (94 out of 100) of the 

TIP with H&N cancer in control group experienced difficulty in breathing. But in the 

interventional group only 62% (62) of them expressed that they had experienced 

difficulty in breathing. The calculated χ² value (26.112) was significant at 0.05 level 

of significance. 

Almost everyone in control group expressed that they could not sleep in the 

night continuously because of   pain, cough and difficulty in breathing whereas 31 out 

of 100 (31%) of them in the interventional group agreed that they could sleep 

continuously for more than 4 hours in night because of reduction in pain and cough. 

The calculated χ² value (30.521) was significant at 0.05 level of significance. 

Majority of the TIP with H&N cancer (94%) in control group expressed that 

they felt difficulty in communicating with others because of pain in the mouth and 

obstruction by the tumor. But in the interventional group, 66% of them felt that they 

were able to communicate with others. The calculated χ² value (41.580) was 

significant at 0.05 level of significance. 
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Table 13. Distribution of TIP with H&N cancer according to item wise analysis of psychological well-being before and after 
administering IP among control and interventional group 
                             N=200 

S.
No Item 

Pretest 

χ² P 
value 

Post-test III 

χ² P value 
Control  group 

(100) 
Interventional 
Group (100) 

Control  group 
(100) 

Interventional 
Group (100) 

Agree Disagree Agree Disagree Agree Disagree Agree Disagree 
No No No No No No No No 

1 I find it difficult to adjust with 
others because of my diseases and 
treatment. 

34 66 42 58 1.358 0.243 43 57 21 79 11.121 0.000* 

2 I often feel that I am a burden for 
my family. 91 9 93 7 0.272 0.602 92 8 73 27 12.502 0.000* 

3 I am able to accept the body 
changes due to the disease. 

34 66 29 71 0.579 0.446 36 64 67 33 19.237 0.000* 

4 My life is meaningless. 92 8 86 14 1.839 0.175 93 7 52 48 42.157 0.000* 

5 I feel sad and depressed most of 
the time. 89 11 91 9 0.222 0.637 92 8 38 62  

64.088 
 

0.000* 
6 I feel hopeless in fighting against 

my illness. 88 12 90 10 0.204 0.651 88 12 73 27  
7.167 

 
0.007 

7 I am worried that my body 
condition will get worse. 79 21 82 18 0.287 0.592 91 9 65 35  

19.697 
 

0.000* 
8 I find it difficult to discuss my 

concern with the people who are 
close to me. 

82 18 89 11 1.976 0.159 93 7 23 77 100.575 0.000* 
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Note: For statistical purposes the data were combined as follows:  

Strongly agree & Agree  - Agree 

Strongly disagree & Disagree  - disagree 

Table 13 depicts that, during post-test III most of the TIP with H&N cancer 

(92%) in control group felt that they were burden to their family and because of them, 

the family lost their wealth and peace of mind. But in the interventional group, there 

was a reduction in the number of TIP with H&N cancer (73%) with this feeling. The 

calculated  χ² value (12.502) was significant at 0.05 level of significance. 

Almost 93% of them in control group expressed that they felt sad and 

depressed all the times. In the interventional group, only 38% had this feeling. The 

calculated χ² value (64.088) was significant at 0.05 level of significance. More than 

93% of them in control group expressed that they found difficult to discuss their 

concern with others whereas most of them in interventional group expressed that they 

were able to discuss their concern to others. The calculated χ² value (100.575) was 

significant at 0.05 level of significance. 
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Table 14. Distribution of TIP with H&N cancer according to item wise analysis of social well-being before and after administering IP 
among control and interventional group 

N=200 

S.
No Item 

Pretest 

χ² P 
value 

Post-test III 

χ² p-value 
Control  group 

(100) 
Interventional 
Group (100) 

Control  group 
(100) 

Interventional 
Group (100) 

Agree Disagree Agree Disagree Agree Disagree Agree Disagree 
No No No No No No No No 

1 
My family’s respect towards me 
hasn’t changed. 33 67 35 65 0.089 0.765 32 68 52 48 8.240 0.004* 

2 
I feel insecure in public places 
because of my disfigurement.  92 8 93 7 0.072 0.788 94 6 62 38 29.837 0.000* 

3 
I am able to maintain good 
interpersonal relationship. 23 77 24 76 0.028 0.869 23 77 59 41 26.788 0.000* 

4 
I am worried about my family’s 
future. 89 11 85 15 0.707 0.400 89 11 46 54 42.142 0.000* 

5 
My Illness interferes with the 
special occasions at home. 87 13 89 11 0.189 0.663 87 13 43 57 42.549 0.000* 

6 My family accepts my illness. 80 20 78 22 0.121 0.728 81 19 92 8 5.181 0.022 

7 I feel close to my spouse. 39 61 37 63 0.085 0.770 39 61 73 27 23.458 0.000* 

8 
I have a family member who 
takes care of my responsibilities. 38 62 41 59 0.188 0.664 36 64 57 43 8.863 0.002* 

*Significant 
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Note: For statistical purposes the data were combined as follows:  

Strongly agree & Agree  - Agree 

Strongly disagree & Disagree  - disagree 

Table 14 depicts that, during post-test III most of the TIP with H&N cancer 

(94%) in control group expressed that they felt insecure in public places because of 

disfigurement of face due to illness and they avoid participating in social activities 

whereas in the interventional group, 38% of them expressed that they were able to 

participate in social activities. The calculated χ² value (29.837) was significant at 0.05 

level of significance. 

Majority of them (87%) in control group expressed that the family avoided 

celebrating special occasions in their home. But in the interventional group, only 43% 

agreed the same. Others were able to celebrate special occasions in their home such as 

marriage, birthday celebrations of their grand-children, Pongal etc. The calculated χ² 

value (42.549) was significant at 0.05 level of significance  
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Section III 
 

Section III deals with distribution of primary caregivers according to 

management of acute symptoms and their holistic well-being before and after 

administering IP among control and interventional group. 

4.3 Objective 2: To assess the management of acute symptoms by the primary 

caregivers and their holistic well-being before and after administering IP among 

control and interventional group.  

Management of acute symptoms by the primary caregivers: 

Management of acute symptoms by the primary caregivers included frequency 

of getting acute symptom/month, number of unscheduled hospital visit per month, 

place of treatment for acute symptoms, need for hospital admission and expense per 

episode of managing acute symptom. The data collected in those dimension were 

analyzed and presented using table 15.  

Holistic well-being of primary caregivers of TIP with H&N cancer receiving PH:  

Holistic well-being of primary caregivers of TIP with H&N cancer receiving 

PH included the physical, psychological, social, financial and spiritual well-being. 

The data collected in those dimension were analyzed and presented using tables from      

16 to 19. 
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Table 15. Distribution of TIP with H&N cancer in regards to frequency of getting acute symptom/month and expense/unscheduled 

hospital visit before and after administering IP among control group and interventional group.                                                        

                    N=200 

Variables Group (n=100) 
Pretest Post-test I Post-test II Post-test III 

Mean Std deviation Mean Std deviation Mean Std deviation Mean Std deviation 

Frequency of acute 
symptom/ month 

Control 2.43 0.84 1.5 0.79 1.5 0.78 1.9 0.69 

Interventional 2.43 0.88 1.4 0.79 1.5 0.75 1.9 0.67 

 
Expense/ Visit(Rs)  Control 557 236.60 455.9 256.25 457.1 268.72 533.6 218.58 

Interventional 553.9 255.60 177 210.25 83.8 31.14 156.5 177.26 

 

Table 15 reports that in control group the pretest mean score for frequency of getting acute symptom was 2.4. The post-test I, II and III 

mean score for frequency of getting acute symptom/month were 1.5, 1.6 and 2.0 respectively. In the interventional group the mean pretest score 

for frequency of getting acute symptom was 2.4. The mean post-test I, II and III scores were 1.4, 1.5 and 1.9 respectively. 

In control group, the pretest mean expense per unscheduled hospital visit was Rs.557. The post-test I, II and III mean expense were 

Rs.455.9, Rs.457.1 and Rs.533.6 respectively. In the interventional group the mean pretest expense per unscheduled hospital visit was Rs.553.9. 

The mean post-test I, II and III expense per unscheduled hospital visit were Rs.177, Rs.83.8 and Rs.156.5 respectively. 
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Table 16. Distribution of primary caregivers of TIP with H&N cancer in regard to their mean scores of each aspects of holistic well-
being before and after administering IP among control group and interventional group. 

N=200 

Variables 

Score 

Group (n=100) 
Pretest Post-test I Post-test II Post-test III 

Max Min Mean Std 
deviation Mean Std 

deviation Mean Std 
deviation Mean Std 

deviation 

Physical 40 0 
Control 12.5 4.21 11.9 3.88 11.8 3.54 11.4 3.32 

Interventional 13.2 5.04 21.6 3.88 26.0 3.56 27.6 3.66 
 
Psychological  40 0 

Control 6.9 3.81 7.1 3.84 7.2 3.84 7.2 3.78 

Interventional 7.6 5.23 18.4 2.96 23.0 2.65 26.0 3.15 

Social 40 0 
Control 12.9 3.73 12.8 3.55 12.8 3.52 12.8 12.44 

Interventional 13.6 4.80 22.4 3.60 25.8 2.63 27.4 27.36 

Financial 40 0 
Control 8.5 5.20 8.6 5.16 8.5 5.19 8.4 4.99 

Interventional 9.1 6.67 19.3 5.46 22.8 5.04 24.4 4.56 

Spiritual 40 0 
Control 17.1 5.85 17.0 5.67 17.2 5.40 16.9 5.41 

Interventional 17.9 6.28 24.2 4.83 27.8 4.14 29.8 4.24 

 
     Total 200 0 

Control 57.8 16.71 56.8 16.38 57.4 15.63 56.6 14.96 

Interventional 61.5 23.31 105.8 17.02 125.3 14.50 135.1 15.97 
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Table 16 shows that, in control group the mean pretest physical well-being 

score was 12.5. The mean post-test I, II and III scores were 11.9, 11.8, and 11.4 

respectively. In interventional group the mean pretest physical well-being score was 

12.2. The mean post-test I, II and III scores were 21.6, 26.0 and 27.6 respectively. 

In control group, the mean pretest psychological well-being score was 6.9. The 

mean post-test I, II and III scores were 7.1, 7.2, and 7.2 respectively. In the 

interventional group the mean pretest psychological well-being score was 7.6. The 

mean post-test I, II and III scores were 18.4, 23.0 and 26.0 respectively. 

In control group the mean pretest social well-being score was 12.9. The mean 

post-test I, II and III scores were 12.8, 12.8, and 12.5 respectively. In the 

interventional group, the mean pretest social well-being score was 13.6. The mean 

post-test I, II and III scores were 22.4, 25.8 and 27.4 respectively. 

In control group the mean pretest financial well-being score was 8.5. The 

mean post-test I, II and III scores were 8.6, 8.5, and 8.4 respectively. In the 

interventional group, the mean pretest financial well-being score was 9.1. The mean 

post-test I, II and III scores were 19.3, 22.8 and 24.4 respectively. 

In control group the mean pretest spiritual well-being score was 17.1. The 

mean post-test I, II and III scores were 17.0, 17.2 and 16.9 respectively. In the 

interventional group, the mean pretest spiritual well-being score was 17.9. The mean 

post-test I, II and III scores were 24.2, 27.8 and 29.8 respectively. 
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Table 17. Distribution of primary caregivers of TIP with H&N cancer according item wise analysis of physical well-being before and 

after administering IP among control group and interventional group. 

                     N=200 

S.
No Item 

Pretest 

χ² p 
value 

Post-test III 

χ² p - 
value 

Control  group 
(100) 

Interventional 
Group (100) 

Control  group 
(100) 

Interventional 
Group (100) 

Agree Disagree Agree Disagree Agree Disagree Agree Disagree 
No No No No No No No No 

1 I am strong enough to take care of 
myself and my relative. 36 64 32 68 0.357 0.550 31 69 59 41 15.838 0.000* 

2 I can sleep adequately and continuously 
without any interruption. 21 79 23 77 0.117 0.732 19 81 63 37 40.017 0.000* 

3 I take time to relax in the midst of my 
busy schedule 12 88 15 85 0.385 0.534 7 93 82 18 113.878 0.000* 

4 I often experience headache and body 
pains. 91 9 87 13 0.817 0.366 93 7 28 72 88.398 0.000* 

5 I pay attention to my looks. 35 65 31 69 0.362 0.547 35 65 45 55 2.083 0.148 
6 I get adequate time to do my activities 

of daily living.  52 48 49 51 0.180 0.671 33 67 79 21 42.938 0.000* 

7 I seek medical care whenever needed 23 77 20 80 0.267 0.605 23 77 69 31 42.593 0.000* 
8 I do exercise every day to keep my 

body fit 32 68 31 69 0.023 0.881 25 75 74 26 48.025 0.000* 

9 Pain and discomfort hinder my 
activities. 64 36 71 29 1.117 0.290 72 28 23 77 48.140 0.000* 

10 I take adequate amount of water and 
balanced diet to keep my body healthy. 42 58 43 57 0.020 0.889 42 58 81 19 32.119 0.000* 

*Significant
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Note: For statistical purposes the data were combined as follows:  

Strongly agree & Agree  - Agree 

Strongly disagree & Disagree  - disagree 

Table 17 shows that, during post-test III only 31% of the primary caregivers in 

control group felt that they were strong enough to care for their relatives and 

themselves. But in the interventional group nearly 51% agreed with above statement. 

The calculated χ² value (15.838) was significant at 0.05 level of significance. Only 

19% of them in control group expressed that they were able to sleep adequately and 

continuously whereas in the interventional group 60% of them agreed. The calculated 

χ² value (40.017) was significant at 0.05 level of significance. 

Majority of them (93%) in control group stated that they were not able to relax 

themselves because of caregiving burden while 82% of them in the interventional 

group agreed that they were able to relax. The calculated χ² value (113.878) was 

significant at 0.05 level of significance.  Almost 93% of them in control group 

experienced severe body pain and head ache but it was only 28% in the interventional 

group. 

 Most of them (77%) in control group disagreed that they seek medical care as 

per their need. But 69% in interventional group agreed that they seek medical care. 

The calculated χ² value (42.593) was significant at 0.05 level of significance.  Nearly 

72% in control group agreed that pain and discomfort due to caregiving hindered their 

activities whereas it was only 23% in the interventional group. The calculated χ² value 

(48.140) was significant at 0.05 level of significance. 
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Table 18. Distribution of primary caregivers of TIP with H&N cancer according item wise analysis of psychological well-being before 
and after administering IP among control group and interventional group. 
                       N=200 

S.
No Item 

Pretest 

χ² p-
value 

Post-test III 

χ² p- 
value 

Control  group 
(100) 

Interventional 
Group (100) 

Control  group 
(100) 

Interventional 
Group (100) 

Agree Disagree Agree Disagree Agree Disagree Agree Disagree 
No No No No No No No No 

1 
I feel anxious and worried about my 
relative’s illness 

93 7 94 6 0.082 0.774 94 6 38 62 49.142 0.000* 

2 
I feel irritated and angry more often 
than before. 

89 11 87 13 0.189 0.663 89 11 42 58 48.877 0.000* 

3 
I do discuss my concerns with my 
friends and relatives. 

9 91 8 92 0.064 0.800 12 88 79 21 90.513 0.000* 

4 I can concentrate and do my work.  6 94 7 93 0.082 0.774 6 94 69 31 84.672 0.000* 

5 
I try solving the problems with 
realistic alternatives. 

33 67 29 71 0.374 0.540 31 69 78 22 44.541 0.000* 

6 
It bothers me that my priority has 
changed. 

78 22 81 19 0.276 0.599 85 15 17 83 92.517 0.000* 

7 
I feel upset to see my relative’s health 
deteriorate. 

98 2 94 6 2.083 0.148 100 0 42 58 81.690 0.000* 

8 
It is over whelming to manage my 
relative’s pain and suffering. 

97 3 91 7 3.191 0.074 97 3 12 88 145.680 0.000* 

9 
I live in constant fear that my relative 
will die. 

95 5 96 4 0.116 0.733 95 5 34 66 81.253 0.000* 

10 
It is difficult to cope up with the stress 
that the entire family is undergoing 

87 13 89 11 0.189 0.663 92 8 47 53 47.765 0.000* 

*Significant
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Note: For statistical purposes the data were combined as follows:  

Strongly agree & Agree  - Agree 

Strongly disagree & Disagree  - disagree 

Table 18 depicts that, during post-test III nearly 94% of the primary caregivers 

in control group and 38% the in interventional group were anxious and worried about 

their relatives’ illness. The calculated χ² value (49.142) was significant at 0.05 level of 

significance. Nearly 89% of them in control group felt that they were irritated and 

angry more often than before whereas 58% of them disagreed in the interventional 

group. The calculated χ² value (48.877) was significant at 0.05 level of significance. 

Majority of them (88%) in control group disagreed that they discussed their 

concern with their friends and relatives while 79% in the interventional group agreed 

that they do discuss their concern with their friends and relatives. The calculated χ² 

value (90.513) was significant at 0.05 level of significance.  Only few (31%) in 

control group agreed that they tried solving their problems in realistic way. But 78% 

in the interventional group agreed the above statement. The calculated χ² value 

(44.541) was significant at 0.05 level of significance.  Most of them (85%) in control 

group felt that their priority in their life has changed because of the relative’s sickness 

whereas 83% of them in the interventional group disagreed. The calculated χ² value 

(92.517) was significant at 0.05 level of significance 
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Table 19. Distribution of primary caregivers of TIP with H&N cancer according item wise analysis of social well-being before and after 

administering IP among control group and interventional group. 
                 N=200 
 

S.
No Item 

Pretest 

χ² p- 
value 

Post-test III 

χ² p- 
value 

Control  group 
(100) 

Interventional 
Group (100) 

Control  group 
(100) 

Interventional 
Group (100) 

Agree Disagree Agree Disagree Agree Disagree Agree Disagree 
No No No No No No No No 

 
1 

I can communicate comfortably with 
others. 39 61 37 63 0.085 0.770 39 61 83 17 40.689 0.000* 

2 I get enough time for leisure 
activities.  12 88 14 86 0.177 0.6741 12 88 42 58 22.831 0.000* 

3 I am able to maintain intimate 
relationship with my spouse. 28 72 27 73 0.025 0.876 28 72 59 41 19.550 0.000* 

4 My relative’s illness interferes with 
special occasions at home. 89 11 87 13 0.189 0.663 89 11 22 78 90.880 0.000* 

5 I get support from my family 
members and friends to take care of 
my relatives. 

8 92 12 88 0.889 0.345 8 92 89 11 131.338 0.000* 

7 I feel comfortable to get information 
from the health care team regarding 
my relative.  

27 73 26 74 0.026 0.874 27 73 95 5 97.184 0.000* 

8 I get love and appreciation from my 
family members. 2 98 6 94 2.083 0.148 2 98 61 39 80.663 0.000* 

9 I enjoy spending time with my 
family. 45 55 36 64 1.681 0.194 45 55 79 21 24.533 0.000* 

10 I am able to participate in social 
activities. 29 71 69 31 32.013 0.000* 29 71 82 18 56.868 0.000* 
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Note: For statistical purposes the data were combined as follows:  

Strongly agree & Agree  - Agree 

Strongly disagree & Disagree  - disagree 

Table 19 reveals that during post-test III, most of the primary caregivers 

(61%) in control group were not able to communicate well with others in the society 

whereas 83% of them in interventional group were able to communicate well with 

others. The calculated χ² value (40.689) was significant at 0.05 level of significance. 

Majority of them in control group (88%) disagreed that they got enough time for their 

leisure whereas only 58% disagreed in the interventional group. The calculated χ² 

value (22.831) was significant at 0.05 level of significance. Nearly 72% of them in 

control groups felt that they were not able to maintain intimate relationship with their 

life partner while only 41% agreed in the interventional group. The calculated χ² value 

(19.550) was significant at 0.05 level of significance.   

Majority of them (89%) in control group agreed that they not able to celebrate 

special functions in the home. But 78% of them in the interventional group disagreed. 

The calculated χ² value (90.880) was significant at 0.05 level of significance. Most of 

them in control group (92%) expressed that they did not get any support from the 

family and friends to care their relatives whereas in the interventional group only 11% 

agreed with that. The calculated χ² value (131.338) was significant at 0.05 level of 

significance.   
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Section IV 

Section IV compares the acute symptoms in TIP with H&N cancer receiving 

PH and their holistic well-being before and after administering IP among control and 

interventional group. 

4.4 Objective 3: To compare the acute symptoms in TIP with H&N cancer receiving 

PH and their holistic well-being before and after administering IP among control and 

interventional group. 

Hypothesis I: There is a significant difference in the acute symptoms experienced by 

TIP with H&N cancer receiving PH and their holistic well-being before and after 

administering IP among control and interventional group. 

Comparison the acute symptoms in TIP with H&N cancer receiving PH before 

and after administering IP among control and interventional group: 

Comparison of acute symptoms experienced by TIP with H&N cancer 

receiving PH before and after administering IP between control and interventional 

group was done using student ‘t’ test and multi-variant Hotelling T2 test. The data 

collected in those dimension were analyzed and presented using Table.20 to Table.25. 

Comparison the holistic well-being of TIP with H&N cancer receiving PH before 

and after administering IP among control and interventional group: 

Comparison of  holistic well-being of TIP with H&N cancer receiving PH 

before and after administering IP among control and interventional group were done 

using student‘t’ test and multi-variant Hotelling T2 test. The data collected in those 

dimension were analyzed and presented using table (Table.26 to Table.32). 
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Table 20. Comparison of mean score of pain in TIP with H&N cancer receiving 

PH before and after administering IP among control and interventional group    

N=200                                                                                                                                                                                    

Variables 
Pain score Group 

(n=100) Mean Std 
deviation 

Mean 
difference 

t  
value df Sig (p 

value) Maximum Minimum 

Pretest 10 0 
Control 7.4 1.39 

-0.2 -0.936 198 .351 
Interventional 7.6 1.33 

Post-test I 10 0 
Control 6.4 1.24 

2.0 11.457 198 .000* 
Interventional 4.4 1.20 

Post-test 
II 10 0 

Control 6.8 1.08 
3.9 27.435 198 .000* 

Interventional 2.9 0.96 

Post-test  
III 10 0 

Control 7.0 1.33 
4.2 26.115 198 .000* 

Interventional 2.8 0.87 

*- Significant 

 

 

Fig 6. Comparison of TIP with H&N cancer according to mean score of pain 

among control and interventional group before and after administration of IP 

(N=200) 
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Data presented in the Table 20 & Figure 6 reveals that the mean pretest score 

of pain in control group and the interventional group were more or less same (7.6 in 

control and 7.4 in interventional group) with the mean difference of -0.2. The 

computed student’t’ test (between groups) value of pretest -0.936 was lower than the 

table value at 0.05 level of significance.  

  But after the administration of IP, the mean difference in pain score on post-

test I was (6.4-4.4) 2.0, post-test II was (6.8-2.8) 3.9 and post-test III was (7.0-2.9) 

4.2. The mean differences between the groups were very significant and there is a 

gradual increase in the difference. The computed student ’t’ test values (between 

groups) of  post-test I, II and III (11.457, 27.435&26.115) were higher than the table 

value at 0.05 level of significance.  

Thus, it was inferred that there was a significant difference between the post-

test scores of control group and interventional group which indicates that the 

interventional package was effective in reducing pain of TIP with H&N cancer 

receiving PH. Hence the research hypothesis (H1) was accepted.  
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Table 21. Comparison of mean score of nausea/vomiting in TIP with H&N 

cancer receiving PH before and after administering IP among control and 

interventional group                     

                                   N=200 

Variables 

Nausea/vomiting 
score Group 

(n=100) Mean Std 
deviation 

 
Mean 

difference 
t  

value df Sig(p 
value) Max Min 

Pretest  
3 

 
0 

Control 1.0 1.01 
-0.1 -.866 198 .387 

Interventional 1.1 1.14 

 
 

Post-test I 
 

3 
 

0 

Control 1.3 0.86 
0.4 3.563 198 .000* 

Interventional 0.9 0.68 

Post-test 
II 

 
3 

 
0 

Control 1.7 0.81 
0.9 7.927 198 .000* 

Interventional 0.8 0.71 

Post-test 
III 

 
3 0 

Control 1.7 0.90 
0.7 10.353 198 .000* 

Interventional 1.0 0.29 

 

*- Significant 

 

 

Fig 7. Comparison of TIP with H&N cancer according to mean score of 

nausea/vomiting among control and interventional group before and after 

administration of IP (N=200) 
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Data presented in Table 21 & Fig 7 shows that, the mean pretest nausea and 

vomiting score in control group was 1.0 and in the interventional group was 1.1. The 

mean difference was -0.1 which seems to be not significant. The computed student’t’ 

test (between groups) value of pretest -0.866 was lower than the table value at 0.05 

level of significance.  

After the administration of IP, the mean difference in nausea and vomiting 

score on post-test I was (1.3-0.9) 0.4, post-test II was (1.7-0.8) 0.9 and post-test III 

was (1.7-1.0) 0.7. The mean differences between the groups were significant and there 

is a gradual increase in the difference. The computed student ’t’ test values (between 

groups) of  post- test I, II & III (3.563, 7.927&10.353) were higher than the table 

value at 0.05 level of significance. This finding supported that the interventional 

package was effective in reducing nausea and vomiting of TIP with H&N cancer 

receiving PH. Hence the research hypothesis (H1) was accepted.  

.  
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Table 22. Comparison of mean score of dyspnoea in TIP with H&N cancer 
receiving PH before and after administering IP among control and 
interventional group.                  
                  N=200
  

Variables 
Score Group 

(n=100) Mean Std 
deviation 

 
Mean 

difference 
t  

value df Sig(p 
value) Max Min 

Pretest 5 0 
Control 2.7 1.74 

-0.1 -.640 198 .523 
Interventional 2.8 1.80 

 
 

Post- test 
I 

5 0 
Control 2.7 1.41 

0.6 3.243 198 .000* 
Interventional 2.1 1.09 

Post-test 
II 5 0 

Control 2.9 1.30 
1.1 7.321 198 .000* 

Interventional 1.8 0.78 

Post-test 
III 5 0 

Control 3.3 1.20 
1.3 9.396 198 .000* 

Interventional 2.0 0.67 

*- Significant 

 

 

Fig 8. Comparison of TIP with H&N cancer according to mean score of 

dyspnoea among control and interventional group before and after 

administration of IP (N=200) 
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Data presented in the Table 22 & Fig 8 depicts that the mean pretest score of 

dyspnoea in control group (2.7) was lower than the mean pretest score in the 

interventional group (2.8) with the mean difference of -0.1. The computed student’t’ 

test (between groups) value of pretest -0.640 was lower than the table value at 0.05 

level of significance. 

 But after the administration of IP, the mean difference in dyspnoea score on 

post-test I was (2.7-2.1) 0.6, post-test II was (2.9-1.8) 1.1 and post-test III was (3.3-

2.0) 1.3. The mean differences between the groups were very significant and there is a 

gradual increase in the difference. The computed student ’t’ test values (between 

groups) of post-test I, II and III (3.243, 7.321& 9.396) were higher than the table 

value at 0.05 level of significance.  

Thus, it was inferred that there was a significant difference between the post-

test scores of dyspnoea among control group and the interventional group. This 

indicates that the interventional package was effective in reducing dyspnoea of TIP 

with H&N cancer receiving PH. Hence the research hypothesis (H1) was accepted.  
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Table 23. Comparison of mean score of restlessness in TIP with H&N cancer 

receiving PH before and after administering IP among control and 

interventional group. 

            N=200 

Variables 
Score Group 

(n=100) Mean Std 
deviation 

 
Mean 

difference 
t  

value df Sig(p 
value) Max Min 

Pretest 3 0 
Control 2.0 0.80 

-0.1 -.936 198 .350 
Interventional 2.1 0.86 

Post -test 
I 3 0 

Control 1.9 0.89 
0.6 5.445 198 .000* 

Interventional 1.3 0.74 

Post-test 
II 3 0 

Control 2.2 0.92 
1.0 8.414 198 .000* 

Interventional 1.2 0.71 

Post-test 
III 3 0 

Control 2.6 0.76 
1.3 13.644 198 .000* 

Interventional 1.3 0.58 

*- Significant 

 

 

Fig 9. Comparison of TIP with H&N cancer according to mean score of 

restlessness among control and interventional group before and after 

administration of IP (N=200) 

 

2
1.9

2.2
2.6

2.1

1.3 1.2
1.3

0

0.5

1

1.5

2

2.5

3

3.5

4

4.5

5

Pretest Post test I Post test II Post test III

Control Group Intervention Group

106 
 



 

Data given in the Table 23 & Fig 9 reveals that, the mean pretest score of 

restlessness in control group (2.0) was slightly lower than the mean pretest score in 

the interventional group (2.1) with the mean difference of -0.1. The computed 

student’t’ test (between groups) value of pretest -0.936 was lower than the table value 

at 0.05 level of significance. 

After the administration of IP, the mean difference in restlessness score on 

post-test I was (1.9-1.3) 0.6, post-test II was (2.2-1.2) 1.0 and post-test III was (2.6-

1.3) 1.3. The mean differences between the groups were very significant and there is a 

gradual increase in the difference. The computed student ’t’ test values (between 

groups) of  post-test I, II and III (5.445, 8.414&13.644) were higher than the table 

value at 0.05 level of significance.  

Thus, it was inferred that there was a significant difference between the post-

test scores of restlessness among control group and the interventional group. This 

indicates that the interventional package was effective in reducing restlessness of TIP 

with H&N cancer receiving PH. Hence the research hypothesis (H1) was accepted.  
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Table 24. Comparison of mean score of cough in TIP with H&N cancer receiving 

PH before and after administering IP among control and interventional group   

          N=200  

Variables 
Score Group 

(n=100) Mean Std 
deviation 

 
Mean 

difference 

t  
value df Sig (p 

value) Max Min 

Pretest 3 0 
Control 1.6 0.99 

-0.3 -1.887 198 .061 
Interventional 1.9 0.95 

 
 

Post-test I 3 0 
Control 1.9 0.96 

0.7 5.222 198 .000* 
Interventional 1.2 0.81 

Post-test II 3 0 
Control 2.1 0.90 

1.0 9.647 198 .000* 
Interventional 1.1 0.51 

Post-test 
III 3 0 

Control 2.5 0.82 
1.4 14.811 198 .000* 

Interventional 1.1 0.54 

*- Significant 

 

 

Fig 10. Comparison of TIP with H&N cancer according to mean score of cough 

among control and interventional group before and after administration of IP 

(N=200) 
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Data presented in the Table 24 & Fig 10 reports that the mean pretest cough 

score in control group was 1.6 and in the interventional group was 1.9. The mean 

difference was -0.3. The computed student’t’ test (between groups) value of pretest -

1.887 was lower than the table value at 0.05 level of significance. 

  After the administration of IP, the mean difference in cough score on post-

test I was (1.9-1.2) 0.7, post-test II was (2.1-1.1) 1.0 and post-test III was (2.5-1.1) 

1.4. The mean differences between the groups were significant and there is a gradual 

increase in the difference. The computed student ’t’ test values (between groups) of  

post-test I, II & III (5.222, 9.647&14.8) were higher than the table value at 0.05 level 

of significance. 

Thus, it was inferred that there was a significant difference between the post-

test scores of cough among control group and the interventional group. This indicates 

that the interventional package was effective in reducing cough of TIP with H&N 

cancer receiving PH. Hence the research hypothesis (H1) was accepted.  
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Table: 25 Comparison of mean score of acute symptoms in TIP with H&N cancer among control group and interventional group before 
and after administering IP.                
                       N=200 

Variables/ score Group 
(n=100) 

Pretest Post-test I Post-test II Post- test III Hotelling 
T2 Value F df Error 

df 
Sig (p 
value) Mean Std 

deviation Mean Std 
deviation Mean Std 

deviation Mean Std 
deviation 

Pain  (0-10) 

Control 7.4 1.39 6.4 1.24 6.8 1.08 7.0 1.33 

5.719 278.822b 4 195 0.000* 
Interventional 

 
7.6 

 
1.33 4.4 1.20 2.9 0.96 2.8 0.87 

Nausea/  
Vomiting  (0-3) 

Control 1.0 1.01 1.3 0.86 1.7 0.81 1.7 0.90 
0.959 46.758b 4 195 0.000* 

Interventional 1.1 1.14 0.9 0.68 0.80 0.71 1.0 0.29 

Dyspnoea   (0- 5) 
Control 2.7 1.74 2.7 1.41 2.9 1.30 3.3 1.20 

1.092 53.212b 4 195 0.000* 
Interventional 2.8 1.80 2.1 1.09 1.8 0.78 2.0 0.67 

Restlessness (0-3)  
Control 2.0 0.80 1.9 0.89 2.2 0.92 2.6 0.76 

1.576 76.81b 4 195 0.000* 
Interventional 2.1 0.86 1.3 0.74 1.2 0.71 1.3 0.58 

Cough (0-3) 
Control 1.6 0.99 1.9 0.96 2.1 0.90 2.5 0.82 

1.968 95.929b 4 195 0.000* 
Interventional 1.9 0.95 1.2 0.81 1.1 0.51 1.1 0.54 

b - Exact value  *- Significant
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Table.25 shows that the calculated Hotelling’s T2 p value (sig) is 0.000 for 

pain, nausea/ vomiting, dypnoea, restlessness and cough of TIP with H&N cancer 

receiving PH. Hence we accept the research hypothesis at 0.05 level of significance 

and conclude that there was a significant difference between control group and the 

interventional group with related to pain, nausea/ vomiting, dypnoea, restlessness and 

cough. It means the interventional package was effective in reducing acute symptoms 

experienced by the TIP with H&N cancer receiving PH. 
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Table 26. Comparison of mean score of physical well-being in TIP with H&N 

cancer receiving PH before and after administering IP among control and 

interventional group.           

                  N=200 

Variables 
Score Group 

(n=100) Mean Std 
deviation 

 
Mean 

difference 

t  
value df Sig(p 

value) Max Min 

Pretest 32 0 
Control 7.0 5.21 

-0.1 -.092 198 .927 
Interventional 7.1 5.51 

 
 

Post-test 
I 

32 0 
Control 6.7 4.95 

-4.2 -6.190 198 .000* 
Interventional 10.9 4.73 

Post-test 
II 32 0 

Control 6.3 4.63 
-7.6 -10.297 198 .000* 

Interventional 13.9 5.72 

Post-test 
III 32 0 

Control 6.1 4.32 
-7.4 -9.662 198 .000* 

Interventional 13.5 6.29 

*- Significant 

 

 

Fig 11. Comparison of TIP with H&N cancer according to mean score of 

physical well-being among control and interventional group before and after 

receiving IP (N=200) 

7.0
6.7 6.3 6.1

7.1

10.9

13.9 13.5

0

2

4

6

8

10

12

14

16

Pretest Post test I Post test II Post test III

Ph
ys

ic
al

 W
el

lb
ei

ng
  S

co
re

Control Group Intervention Group

112 
 



 

Data presented in the Table 26 and Fig 11 shows that the mean pretest score of 

physical well-being of TIP with H&N cancer in control group was 7.0 and the 

interventional group was 7.1 with the mean difference of only -0.1. The computed 

student’t’ test (between groups) value of pretest -0.092 was lower than the table value 

at 0.05 level of significance. 

After the administration of IP, the mean difference in physical well-being 

score on post- test I was (6.7-10.9) -4.2, post-test II was (6.3-13.9) -7.6 and post-test 

III was (6.1-13.5) -7.4. The mean differences between the groups were significant and 

there was a gradual increase in the difference. The computed student’t’ test values 

(between groups) of post-test I, II and III (-6.190, -10.297&-9.662) were higher than 

the table value at 0.05 level of significance.  

Thus, it was inferred that there was a significant difference between the post-

test scores of physical well-being of TIP with H&N cancer among control group and 

the interventional group. This indicates that the interventional package was effective 

in improving physical well-being of TIP with H&N cancer receiving PH. Hence the 

research hypothesis (H1) was accepted.  
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Table 27. Comparison of mean score of psychological well-being in TIP with 

H&N cancer receiving PH before and after administering IP among control and 

interventional group.           

                       N=200  

Variables 
Score Group 

(n=100) Mean Std 
deviation 

 
Mean 

difference 
t  value df Sig (p 

value) Max Min 

Pretest 32 0 
Control 5.2 3.79 

0.2 0.409 198 0.683 
Interventional 5.0 4.14 

 
 

Post-test I 32 0 
Control 5.2 3.64 

-6.7 -14.364 198 0.000* 
Interventional 11.9 2.91 

Post-test 
II 32 0 

Control 5.2 3.56 
-11.8 -24.475 198 0.000* 

Interventional 17.0 3.39 

Post-test 
III 32 0 

Control 5.3 3.57 
-14.6 -28.930 198 0.000* 

Interventional 19.9 3.55 

*- Significant 

 

Fig 12. Comparison of TIP with H&N cancer according to mean score of 

psychological well-being among control and interventional group before and 

after receiving IP (N=200) 
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Data presented in the Table 27 & Fig 12 depicts that the mean pretest score of 

psychological well-being of TIP with H&N cancer in control group (5.2) was higher 

than the mean pretest score in the interventional group (5.0) with the mean difference 

of only 0.2. The computed student’t’ test (between groups) value of pretest 0.409 was 

lower than the table value at 0.05 level of significance. 

After the administration of IP, the mean difference in psychological well-

being score on post- test I was (5.2-11.9) -6.7, post-test II was (5,2-17.0) -11.8 and 

post-test III was (5.3-19.9) -14.6. The mean differences between the groups were 

significant and there was a gradual increase in the difference. The computed student 

’t’ test values (between groups) of  post-test I, II and III (-14.364, -24.475 & -28.930) 

were higher than the table value at 0.05 level of significance.  

Thus, it was inferred that there was a significant difference between the post-

test scores of psychological well-being of TIP with H&N cancer among control group 

and the interventional group. This indicates that the interventional package was 

effective in improving psychological well-being of TIP with H&N cancer receiving 

PH. Hence the research hypothesis (H1) was accepted.  
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Table 28. Comparison of mean score of social well-being in TIP with H&N 

cancer receiving PH before and after administering IP among control and 

interventional group.                               

                                                                       N=200  

Variables 
Score Group 

(n=100) Mean Std 
deviation 

Mean 
difference 

t  
value df Sig (p 

value) Max Min 

Pretest 32 0 
Control 13.0 5.61 

0.0 .000 198 1.000 
Interventional 13.0 6.08 

Post-test 
I 32 0 

Control 12.8 5.45 
-5.0 -6.555 198 .000* 

Interventional 17.8 5.36 

Post-test 
II 32 0 

Control 12.5 5.15 
-8.2 -12.309 198 .000* 

Interventional 20.7 4.23 

Post-test 
III 32 0 

Control 12.3 5.08 
-9.7 -14.677 198 .000* 

Interventional 22.0 4.21 

*- Significant 

 

 

Fig.13 Comparison of TIP with H&N cancer according to mean score of social 

well-being among control and interventional group before and after receiving IP 

(N=200) 
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Data presented in the Table 28 and Fig 13 represents that the mean pretest 

score of social well-being of TIP with H&N cancer in both control and the 

intrventional group was 13.0 was with no mean difference. The computed student’t’ 

test (between groups) value of pretest 0.000 was lower than the table value at 0.05 

level of significance. 

After the administration of IP, the mean difference in social well-being score 

on post- test I was (12.8-17.8) -5.0, post-test II was (12.5-20.7) -8.2and post-test III 

was (12.3-22.0) -9.7. The mean differences between the groups were significant and 

there was a gradual increase in the difference. The computed student ‘t’ test values 

(between groups) of  post-test I, II and III (-6.555, -12.309 & -14.677) were higher 

than the table value at 0.05 level of significance.  

Thus, it was inferred that there was a significant difference between the post-

test scores of social well-being of TIP with H&N cancer among control group and the 

interventional group. This indicates that the interventional package was effective in 

improving social well-being of TIP with H&N cancer receiving PH. Hence the 

research hypothesis (H1) was accepted.  

 

 

 

 

 

 

 

 

117 
 



 

Table 29. Comparison of mean score of financial well-being in TIP with H&N 

cancer receiving PH before and after administering IP among control and 

interventional group.   

              N=200 

Variables 
Score Group 

(n=100) Mean Std 
deviation 

Mean 
difference t  value df Sig( p 

value) Max Min 

Pretest 32 0 
Control 9.2 4.48 

-0.2 -.309 198 .757 
Interventional 9.4 4.65 

 
 

Post-test I 
32 0 

Control 9.1 4.49 
-9.9 -16.889 198 .000* 

Interventional 19.0 3.78 

Post-test 
II 32 0 

Control 9.0 4.45 
-12.1 -22.162 198 .000* 

Interventional 21.1 3.14 

Post-test 
III 32 0 

Control 8.9 4.30 
-13.9 -25.755 198 .000* 

Interventional 22.8 3.23 

*- Significant 

 

 

 

Fig.14 Comparison of TIP with H&N cancer according to mean score of 

financial well-being among control and interventional group before and after 

receiving IP (N=200) 
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Data presented in the Table 29 and Fig 14 shows that the mean pretest score of 

financial well-being of TIP with H&N cancer in control group (9.2) was slightly 

lower than the mean pretest score of financial well-being in the interventional group 

(9.4) with the mean difference of only -0.2. The computed student ‘t’ test (between 

groups) value of pretest -0.309 was lower than the table value at 0.05 level of 

significance. 

After the administration of IP, the mean difference in financial well-being 

score on post- test I was (9.1-19.0) -9.9, post-test II was (9.0-21.1) -12.1 and post-test 

III was (8.1-22.8) -13.9. The mean differences between the groups were significant 

and there was a gradual increase in the difference. The computed student ‘t’ test 

values (between groups) of  post-test I, II and III     (-16.889, -22.162 & -25.755) were 

higher than the table value at 0.05 level of significance.  

Thus, it was inferred that there was a significant difference between the post-

test scores of financial well-being of TIP with H&N cancer among control group and 

the interventional group. This indicates that the interventional package was effective 

in improving financial well-being of TIP with H&N cancer receiving PH. Hence the 

research hypothesis (H1) was accepted.  
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Table 30. Comparison of mean score of spiritual well-being in TIP with H&N 

cancer receiving PH before and after administering IP among control and 

interventional group.                 

                      N=200 

Variables 
Score Group 

(n=100) Mean Std 
deviation 

Mean 
difference t  value df Sig (p 

value) Max Min 

Pretest 32 0 
Control 15.5 5.65 

0.6 .791 198 .430 
Interventional 14.9 5.61 

Post-test 
I 32 0 

Control 15.2 5.31 
-5.1 -7.257 198 .000* 

Interventional 20.3 4.67 

Post-test 
II 32 0 

Control 15.0 5.17 
-6.7 -10.100 198 .000* 

Interventional 21.7 4.11 

Post-test 
III 32 0 

Control 14.9 5.10 
-8.1 -12.737 198 .000* 

Interventional 23.0 3.76 
 

*- Significant 

 

 

Fig 15. Comparison of TIP with H&N cancer according to mean score of 

spiritual well-being among control and interventional group before and after 

receiving IP (N=200) 
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Data presented in the Table 30 and Fig 15 reveals that the mean pretest score 

of spiritual well-being of TIP with H&N cancer in control group (15.5) was higher 

than the mean pretest score of spiritual well-being in the interventional group (14.9) 

with the mean difference of only 0.6. The computed student’t’ test (between groups) 

value of pretest 0.791 was lower than the table value at 0.05 level of significance.  

After the administration of IP, the mean difference in spiritual well-being 

score on post- test I was (15.2-20.3) -5.0, post-test II was (15.0-21.7) -8.2 and post-

test III was (14.9 -23.0) -9.7. The mean differences between the groups were 

significant and there was a gradual increase in the difference. The computed student 

’t’ test values (between groups) of  post-test I, II and III (-7.257, -10.100 & -12.737) 

were higher than the table value at 0.05 level of significance.  

Thus, it was inferred that there was a significant difference between the post-

test scores of spiritual well-being of TIP with H&N cancer among control group and 

the interventional group. This indicates that the interventional package was effective 

in improving spiritual well-being of TIP with H&N cancer receiving PH. Hence the 

research hypothesis (H1) was accepted.  
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Table 31. Comparison of mean score of holistic well-being in TIP with H&N 

cancer receiving PH before and after administering IP among control and 

interventional group.                 

                        N=200 

Variables 
Score Group 

(n=100) Mean Std 
deviation 

Mean 
difference t  value df Sig( p 

value) Max Min 

Pretest 

 
 

160 

 
 

0 
Control 49.5 20.17 

 
 

-0.6 .207 198 .837 
Interventional 50.1 21.58 

 
 

Post-test I 

 
 

160 

 
 

0 
Control 42.2 19.45 

 
 

-37.8 -11.391 198 .000* 
Interventional 80.0 18.72 

Post-test 
II 

 
 

160 

 
 

0 
Control 48.3 18.57 

 
 

-46.0 -17.992 198 .000* 
Interventional 94.3 17.63 

Post-test 
III 

 
 

160 

 
 

0 
Control 47.8 18.01 

 
 

-54.1 -20.610 198 .000* 
Interventional 101.1 18.54 

*- Significant 
 

 

Fig 16. Comparison of TIP with H&N cancer according to mean score of holistic 

well-being among control and interventional group before and after receiving IP 

(N=200) 
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Data presented in the Table 31 and Fig 16 depicts that the mean pretest score 

of holistic well-being of TIP with H&N cancer in control group (49.5) was slightly 

lower than the mean pretest score of holistic well-being in the interventional group 

(50.1) with the mean difference of only -0.6. The computed student ‘t’ test (between 

groups) value of pretest 0.791 was lower than the table value at 0.05 level of 

significance. 

After the administration of IP, the mean difference in holistic well-being score 

on post- test I was (42.2-80.0) -37.8, post-test II was (48.3-94.3) -46.0 and post-test 

III was (47.8-101.1) -54.1. The mean differences between the groups were significant 

and there was a gradual increase in the difference. The computed student ‘t’ test 

values (between groups) of  post-test I, II and III     (-11.391, -17.992 & -20.610) were 

higher than the table value at 0.05 level of significance.  

Thus, it was inferred that there was a significant difference between the post-

test scores of holistic well-being of TIP with H&N cancer among control group and 

the interventional group. This indicates that the interventional package was effective 

in improving holistic well-being of TIP with H&N cancer receiving PH. Hence the 

research hypothesis (H1) was accepted.  
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Table  32. Comparison of control group and interventional group in regard to holistic well-being of TIP with H&N cancer before and 

after administering IP.                

                           

                                               N=200 

Variables Group 
(n=100) 

Pretest Post-test I Post-test II Post-test III Hotelling 

T2Value F df Error 
df 

Sig (p 
value) Mean Std 

deviation Mean Std 
deviation Mean Std 

deviation Mean Std 
deviation 

 Physical 
Control 7.0 5.21 6.7 4.95 6.3 4.63 6.1 4.32 

6.851 333.996 b 4 195 0.000* 
Interventional 7.1 5.51 10.9 4.73 13.9 5.72 13.5 6.29 

Psychological  
Control 5.2 3.79 5.2 3.64 5.2 3.56 5.3 3.57 

18.430 898.467 b 4 195 0.000* 
Interventional 5.0 4.14 11.9 2.91 17.0 3.39 19.9 3.55 

Social 
Control 13.0 5.61 12.8 5.45 12.5 5.15 12.3 5.08 

24.685 1203.396 b 4 195 0.000* 
Interventional 13.0 6.08 17.8 5.36 20.7 4.23 22.0 4.21 

Financial 
Control 9.2 4.48 9.1 4.49 9.0 4.45 8.9 4.30 

24.127 1176.194 b 4 195 0.000* 
Interventional 9.4 4.65 19.0 3.78 21.1 3.14 22.8 3.23 

Spiritual 
Control 15.5 5.65 15.2 5.31 15.0 5.17 14.9 5.10 

24.257 1182.542 b 4 195 0.000* 
Interventional 14.9 5.61 20.3 4.67 21.7 4.11 23.0 3.76 

     Total 
Control 49.5 20.17 42.2 19.45 48.3 18.57 47.8 18.01 

35.543 1732.739 b 4 195 0.000* 
Interventional 50.1 21.58 80.0 18.72 94.3 17.63 101.1 18.54 

b - Exact value  *- Significant 
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From the above Table 32, it is observed that the calculated Hotelling’s T2 p 

value for physical, psychological, social, financial, spiritual and holistic well-being of 

TIP with H&N cancer receiving PH among control group and the interventional group 

is 0.000. Hence we accept the research hypothesis at 0.05 level of significance and 

conclude that there was a significant difference between control group and 

interventional group with related to physical, psychological, social, financial, spiritual 

and holistic well-being of TIP with H&N cancer receiving PH. It means the 

interventional package was effective in improving physical, psychological, social, 

financial, spiritual and holistic well-being of the TIP with H&N cancer receiving PH. 
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Section V 

Section V compares the management of acute symptoms by the primary 

caregivers and their holistic well-being before and after administering IP among 

control and interventional group. 

Objective 4: To compare the management of acute symptoms by the primary 

caregivers and their holistic well-being before and after administering IP among 

control and interventional group. 

Hypothesis (H2): There is no significant difference in the management of acute 

symptoms by the primary caregivers and their holistic well-being before and after 

administering IP among control and interventional group. 

Comparison of management of acute symptoms by the primary caregivers before 

and after administering IP between control and interventional group 

Comparison of management of acute symptoms by the primary caregivers 

before and after administering IP among control and interventional group was done 

using ‘t’ test and multi-variant Hotelling T2 test. The data collected in these dimension 

were analyzed and presented using tables (33 - 34) and figure (17 - 20). 

Comparison the holistic well-being of primary caregivers of TIP with H&N 

cancer receiving PH before and after administering IP between control and 

interventional group 

Comparison of holistic well-being of the primary caregivers of TIP with H&N 

cancer receiving PH before and after administering IP among control and 

interventional group were done using ‘t’test and multi-variant Hotelling T2 test. The 

data collected in those dimension were analyzed and presented using tables (35 – 42) 

and figures (21 to 26). 
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Table 33. Comparison of control group and interventional group in regard to 

frequency of getting acute symptoms/month by TIP with H&N cancer before and 

after administering  IP           

                            N=200

  

Variables Group 
(n=100) Mean Std 

deviation 
Mean 

difference t  value df Sig (p 
value) 

Pretest 
Control 2.4 .879  

0.0 .000 198 1.000 
Interventional 2.4 .843 

 
 

Post-test I 

Control 1.5 .796  
0.1 .977 198 .330 

Interventional 1.4 .796 

Post-test II 
Control 1.6 .745  

0.1 .092 198 .926 
Interventional 1.5 .784 

Post-test III 
Control 2.0 .672  

0.1 .413 198 .680 
Interventional 1.9 .697 

 

 

 

Fig.17 Comparison of TIP with H&N cancer in control and interventional group 

in regard to mean score of frequency of getting acute symptom/month (N=200) 
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Data presented in the Table 33 and Fig 17 depicts that the mean pretest score 

of frequency of getting acute symptoms in a month by the TIP with H&N cancer in 

both group was 2.4. In post-test I, II and III, mean scores of frequency of getting acute 

symptoms in a month in control group were 1.5,1.6 &2.0 respectively and the 

interventional group were 1.4, 1.5&1.9 respectively. The computed student‘t’ values 

of post-test I, II and III (.977,.092,&.413 ) were lower than the table value at 0.05 

level of significance. 

Thus, it was inferred that there was no significant difference between the post-

test scores of frequency of getting acute symptoms in a month by the TIP with H&N 

cancer among control group and the interventional group. This indicates that the 

interventional package was not effective in reducing the frequency of getting acute 

symptoms in a month by the TIP with H&N cancer receiving PH. Hence the research 

hypothesis (H2) was rejected.  

 

 

 

 

 

 

 

 

128 
 



 

Table 34. Comparison of control group and interventional group in regard to 

expense per unscheduled hospital visit to manage acute symptoms before and 

after administering IP.                            

          N=200  

Variables Group(n=100) Mean Std 
deviation 

Mean 
difference 

t  
value df Sig (p 

value) 

Pretest 
Control 557.0 236.5 

3.1 .089 198 .929 
Interventional 553.9 255.5 

 
 

Post-test I 

Control 455.9 256.2 
278.9 8.416 198 .000* 

Interventional 177.0 210.2 

Post-test II 
Control 457.1 268.7 

373.3 13.798 198 .000* 
Interventional 83.8 31.14 

Post-test III 
Control 533.6 218.5 

377.1 13.401 198 .000* 
Interventional 156.5 177.2 

 

*- Significant 
 

 

Fig.18 Comparison of control group and interventional group in regard to 

expense per unscheduled hospital visit to manage acute symptoms before and 

after administering IP (N=200) 
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Data presented in the Table 34 and Fig 18 reveals that the mean pretest 

expense per unscheduled hospital visit to manage acute symptom in control group 

(Rs.557.0) was only slightly higher than the mean pretest expense per visit in the 

interventional group (Rs.553.9) with the mean difference of only Rs.3.1.  

After the administration of IP, the mean difference in expense per unscheduled 

hospital visit on post- test I was (455.9-177.0) Rs.278.9, post-test II was (457.1-83.8) 

Rs.373.3 and post-test III was (533.6-156.5) Rs.377.7. The mean differences between 

the groups were very significant and there was a gradual increase in the difference. 

The computed student ’t’ test values (between groups) of  post-test I, II and III (-

11.391, -17.992 & -20.610) were higher than the table value at 0.05 level of 

significance.  

The expense per unscheduled hospital visit included the money spent for 

travel to hospital, registration and consultation fee in the hospital and medicine 

charges. Since the primary caregivers managed the acute symptoms in their home 

itself, the expense to travel, registration and consultation fee was reduced, only the 

medicine charge remained in the interventional group. 

Thus, it was inferred that there was a significant difference in expense per 

unscheduled hospital visit among control group and the interventional group. This 

indicates that the interventional package was effective in reducing the expense per 

hospital visit to hospital for acute symptom management. Hence the research 

hypothesis (H2) was accepted.  
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Fig.19 Comparison of control and interventional group in regards to percentage 

of TIP with H&N cancer needed unscheduled hospital visit for managing acute 

symptom (N=200) 

Fig.19 shows that, in control group 100% of the TIP with H&N cancer needed 

unscheduled hospital visit for managing acute symptoms during pretest. In post-test I, 

II and III, 91%, 92% and 100% respectively were needed unscheduled hospital visit. 

In the interventional group, 100% of the TIP with H&N cancer needed unscheduled 

hospital visit during pretest. In post-test I, II and III, 22%, 0% and 13% respectively 

needed unscheduled hospital visit. The graph shows that there was reduction in the 

percentage of TIP with H&N cancer needed unscheduled hospital visit among the 

interventional group comparing to control group. This is because the primary 

caregivers managed the acute symptoms in their home itself. So the need for 

unscheduled hospital visit was reduced in TIP with H&N cancer belonged to the 

interventional group. 
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Fig.20 Comparison of control and interventional group in regards to percentage 
of TIP with H&N cancer needed hospital admission for managing acute 
symptoms (N=200) 

Fig.20 shows that, in control group 20% of the TIP with H&N cancer were 

admitted in hospital for managing acute symptom during pretest. In post-test I, II and 

III, 13%, 15% and 17% respectively were admitted in hospital for managing acute 

symptoms. In the interventional group, 21% of them were admitted in hospital for 

managing acute symptoms during pretest. In post-test I, II and III none of them 

admitted in hospital for managing acute symptoms. This supports that the 

interventional package was effective in reducing the hospital admission of TIP with 

H&N cancer for managing acute symptoms. 
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Table 35. Comparison of control group and interventional group in regard to management of acute symptoms before and after receiving 

IP:                         

     N=200 

Variables Group 
(n=100) 

Pretest Post-test I Post-test II Post-test III Hotelling 
Trace 
Value 

F df Error 
df 

Sig 
(pvalue) Mean Std 

deviation Mean Std 
deviation Mean Std 

deviation Mean Std 
deviation 

Frequency 

of acute 

symptom 

Control 2.43 0.84 1.5 0.79 1.5 0.78 1.9 0.69 

0.011 0.551b 4 195 0.699 
Interventional 2.43 0.88 1.4 0.79 1.5 0.75 1.9 0.67 

Expense/ 

Visit(Rs)  

Control 557 236.60 455.9 256.25 457.1 268.72 533.6 218.58 
2.318 113.017b 4 195 0.000* 

Interventional 553.9 255.60 177 210.25 83.8 31.14 156.5 177.26 

 

b - Exact value  *- Significant 

 

 

133 
 



 

From the above Table.35, it is observed that the calculated multi-variant 

Hotelling’s T2 p-value is 0.000 for expense/ unscheduled hospital visit to manage 

acute symptoms. Hence we accept the research hypothesis (H2) at 0.05 level of 

significance and conclude that there was a significant difference between control 

group and interventional group related to expense/ unscheduled hospital visit to 

manage acute symptom. It means the interventional package was effective in reducing 

the expense/ unscheduled hospital visit to manage acute symptom. The expense per 

visit included the money spent for travel to hospital, registration and consultation fee 

in the hospital and medicine charges. Since the primary caregivers managed the acute 

symptoms in their home itself, the expense to travel, registration and consultation fee 

was reduced, only the medicine charge remained in the interventional group. 

The calculated multi-variant Hotelling’s T2 p-value is 0.699 for frequency of 

getting acute symptoms per month by the TIP with H&N cancer. Thus, it was inferred 

that there was no significant difference between the control group and interventional 

group in regards to frequency of getting acute symptoms per month by the TIP with 

H&N cancer. This indicates that the interventional package was not effective in 

reducing the frequency of getting acute symptoms. Hence the research hypothesis 

(H2) was rejected.  

.  
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Table 36. Comparison of mean scores of physical well-being in primary 

caregivers of TIP with H&N cancer receiving PH before and after administering 

IP among control and interventional group.        

                 N=200 

Variables 
Score Group 

(n=100) Mean 
 

Std 
deviation 

 
Mean 

difference 

t  
value df Sig (p 

value) Max Min 

Pretest  
40 

 
0 

Control 12.5 4.21 -0.7 -1.157 198 .249 
Interventional 13.2 5.04 

Post-test 
I 40 0 

Control 11.9 3.88 
-9.7 -17.540 198 .000* 

Interventional 21.6 3.88 

Post-test 
II 40 0 

Control 11.8 3.54 
-14.2 -28.313 198 .000* 

Interventional 26.0 3.56 

Post-test 
III 40 0 

Control 11.4 3.32 
-16.2 -32.675 198 .000* 

Interventional 27.6 3.66 

 

*- Significant 

 

 

Fig 21. Comparison of primary caregivers according to mean score of physical 

well-being among control and interventional group before and after 

administering IP (N=200) 
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Data presented in the Table 36 and Fig 21 shows that the mean pretest score of 

physical well-being of primary caregivers’ of TIP with H&N cancer in control group 

(12.5) was slightly lower than the mean pretest score of physical well-being in the 

interventional group (13.2) with the mean difference of only -0.7. The computed 

student’t’ test (between groups) value of pretest -1.157 was lower than the table value 

at 0.05 level of significance. 

After the administration of IP, the mean difference in physical well-being 

score on post- test I was (11.9-21.6) -9.7, post-test II was (11.8-26.0) -14.2 and post-

test III was (11.4-27.6) -16.2. The mean differences between the groups were 

significant and there was a gradual increase in the difference. The computed student 

’t’ test values (between groups) of  post-test I, II and III (-17.540, -28.313 & -32.675) 

were higher than the table value at 0.05 level of significance.  

Thus, it was inferred that there was a significant difference between the post-

test scores of physical well-being of primary caregivers’ of TIP with H&N cancer 

among control group and the interventional group. This indicates that the 

interventional package was effective in improving physical well-being of primary 

caregivers’ of TIP with H&N cancer receiving PH. Hence the research hypothesis 

(H2) was accepted.  

.  
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Table 37. Comparison of mean scores of psychological well-being in primary 

caregivers of TIP with H&N cancer receiving PH before and after administering 

IP among control and interventional group.            

                       N=200  

Variables 
Score Group 

(n=100) Mean Std 
deviation 

Mean 
difference t  value df Sig (p 

value) Max Min 

Pretest 40 0 
Control 6.9 3.81 

-0.7 -1.143 198 .255 
Interventional 7.6 5.23 

Post-test 
I 40 0 

Control 7.1 3.84 
-11.3 -23.196 198 .000* 

Interventional 18.4 2.96 

Post-test 
II 40 0 

Control 7.2 3.84 
-15.8 -33.829 198 .000* 

Interventional 23.0 2.65 

Post-test 
III 40 0 

Control 7.2 3.78 
-18.8 -38.183 198 .000* 

Interventional 26.0 3.15 

*- Significant 

 

Fig 22. Comparison of primary caregivers according to mean score of 

psychological well-being among control and interventional group before and 

after administering IP (N=200) 
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Data presented in the Table 37 and fig 22 depicts that the mean pretest score 

of psychological well-being of primary caregivers’ of TIP with H&N cancer in 

control group (6.9) was slightly lower than the mean pretest score of psychological 

well-being in the interventional group (7.6) with the mean difference of only -0.7. The 

computed student’t’ test (between groups) value of pretest -1.143 was lower than the 

table value at 0.05 level of significance. 

After the administration of IP, the mean difference in psychological well-

being score on post- test I was (7.1-18.4) -11.3, post-test II was (7.2-23.0) -15.8 and 

post-test III was (7.2-26.0) -18.8. The mean differences between the groups were 

significant and there was a gradual increase in the difference. The computed student 

’t’ test values (between groups) of  post-test I, II and III (-23.196, -32.829 & -38.183) 

were higher than the table value at 0.05 level of significance.  

Thus, it was inferred that there was a significant difference between the post-

test scores of psychological well-being of primary caregivers’ of TIP with H&N 

cancer among control group and the interventional group. This indicates that the 

interventional package was effective in improving psychological well-being of 

primary caregivers’ of TIP with H&N cancer receiving PH. Hence the research 

hypothesis (H2) was accepted.  
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Table 38. Comparison of mean scores of social well being in primary caregivers 

of TIP with H&N cancer receiving PH before and after administering IP among 

control and interventional group.       

                       N=200  

Variables 
Score Group 

(n=100) Mean Std 
deviation 

Mean 
difference 

t  
value df Sig (p 

value) Max Min 

Pretest 40 0 
Control 12.9 3.73 

-0.7 -1.183 198 .238 
Interventional 13.6 4.80 

Post-test I 40 0 
Control 12.8 3.55 

-9.6 -19.022 198 .000* 
Interventional 22.4 3.60 

Post-test 
II 40 0 

Control 12.8 3.52 
-13.0 -29.676 198 .000* 

Interventional 25.8 2.63 

Post-test 
III 40 0 

Control 12.8 12.44 
-14.6 -34.706 198 .000* 

Interventional 27.4 27.36 

*- Significant 

 

 

Fig.23 Comparison of primary caregivers according to mean score of social well-

being among control and interventional group before and after administering IP 

(N=200) 
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Data presented in the Table 38 and Fig 23 reveals that the mean pretest score 

of social well-being of primary caregivers’ of TIP with H&N cancer in control group 

(12.9)  was slightly lower than the mean pretest score of social well-being in the 

interventional group (13.6)  with the mean difference of only -0.7. The computed 

student’t’ test (between groups) value of pretest -1.183 was lower than the table value 

at 0.05 level of significance. 

After the administration of IP, the mean difference in social well-being score 

on post- test I was (12.8-22.4) --9.6, post-test II was (12.8-25.8) -13.0 and post-test III 

was (12.8-27.4) -14.6. The mean differences between the groups were significant and 

there was a gradual increase in the difference. The computed student ’t’ test values 

(between groups) of  post-test I, II and III (-19.022, -29.676 & -34.706) were higher 

than the table value at 0.05 level of significance.  

Thus, it was inferred that there was a significant difference between the post-

test scores of social well-being of primary caregivers’ of TIP with H&N cancer 

among control group and the interventional group. This indicates that the 

interventional package was effective in improving social well-being of primary 

caregivers’ of TIP with H&N cancer receiving PH. Hence the research hypothesis 

(H2) was accepted.  

.  
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Table 39. Comparison of mean scores of financial well-being in primary 

caregivers of TIP with H&N cancer receiving PH before and after administering 

IP among control and interventional group.         

                       N=200  

Variables 
Score Group 

(n=100) Mean Std 
deviation 

 
Mean 

difference 
t  value df Sig (p 

value) Max Min 

Pretest 
 
 

40 

 
 

0 

Control 8.5 5.20  
-0.6 -.745 198 .457 

Interventional 9.1 6.67 

 
 

Post-test 
I 

 
 

40 

 
 

0 

Control 8.6 5.16  
 

-10.7 -14.175 198 .000* 
Interventional 19.3 5.46 

Post-test 
II 

 
 

40 

 
 

0 

Control 8.5 5.19  
 

-14.3 
-19.744 198 .000* 

Interventional 22.8 5.04 

Post-test 
III 

 
 

40 

 
 

0 

Control 8.4 4.99  
 

-16.0 
-23.530 198 .000* 

Interventional 24.4 4.56 

*- Significant 

 

 

Fig 24. Comparison of primary caregivers according to mean score of financial 

well-being among control and interventional group before and after 

administering IP (N=200) 
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Data presented in the table 39 and fig 24 shows that the mean pretest score of 

financial well-being of primary caregivers’ of TIP with H&N cancer in control group 

(8.5) was slightly lower than the mean pretest score of financial well-being in the 

interventional group (9.1) with the mean difference of only -0.6. The computed 

student’t’ test (between groups) value of pretest -0.745 was lower than the table value 

at 0.05 level of significance. 

After the administration of IP, the mean difference in financial well-being 

score on post- test I was (8.6-19.3) –10.7, post-test II was (8.5-22.8) -14.3 and post-

test III was (8.4-24.4) -16.0. The mean differences between the groups were 

significant and there was a gradual increase in the difference. The computed student 

’t’ test values (between groups) of  post-test I, II and III (-14.175, -19.744 & -23.530) 

were higher than the table value at 0.05 level of significance.  

Thus, it was inferred that there was a significant difference between the post-

test scores of financial well-being of primary caregivers’ of TIP with H&N cancer 

among control group and the interventional group. This indicates that the 

interventional package was effective in improving financial well-being of primary 

caregivers’ of TIP with H&N cancer receiving PH. Hence the research hypothesis 

(H2) was accepted.  
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Table 40. Comparison of mean scores of spiritual well-being in primary 

caregivers of TIP with H&N cancer receiving PH before and after administering 

IP among control and interventional group.         

                        N=200  

Variables 
Score Group 

(n=100) Mean Std 
deviation 

Mean 
difference 

t  
value df Sig (p 

value) Max Min 

Pretest 40 0 
Control 17.1 5.85 

-0.8 -.978 198 .329 
Interventional 17.9 6.28 

 
 

Post-test I 40 0 
Control 17.0 5.67 

-7.2 -9.592 198 .000* 
Interventional 24.2 4.83 

Post-test 
II 40 0 

Control 17.2 5.40 
-10.6 -15.683 198 .000* 

Interventional 27.8 4.14 

Post-test 
III 40 0 

Control 16.9 5.41 
-12.9 -18.783 198 .000* 

Interventional 29.8 4.24 

*- Significant 

 

Fig 25. Comparison of primary caregivers according to mean score of spiritual 

well-being among control and interventional group before and after 

administering IP (N=200) 
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Data presented in the Table 40 and Fig 25 depicts that the mean pretest score 

of spiritual well-being of primary caregivers’ of TIP with H&N cancer in control 

group (17.1) was slightly lower than the mean pretest score of spiritual well-being in 

the interventional group (17.9) with the mean difference of only -0.8. The computed 

student’t’ test (between groups) value of pretest -0.978 was lower than the table value 

at 0.05 level of significance. 

After the administration of IP, the mean difference in spiritual well-being 

score on post- test I was (17.0-24.2) –7.2, post-test II was (17.2-27.8) -10.6 and post-

test III was (16.9-29.8) -12.9. The mean differences between the groups were 

significant and there was a gradual increase in the difference. The computed student 

’t’ test values (between groups) of  post-test I, II and III (-9.592, -15.683 & -18.783) 

were higher than the table value at 0.05 level of significance.  

Thus, it was inferred that there was a significant difference between the post-

test scores of spiritual well-being of primary caregivers’ of TIP with H&N cancer 

among control group and the interventional group. This indicates that the 

interventional package was effective in improving spiritual well-being of primary 

caregivers’ of TIP with H&N cancer receiving PH. Hence the research hypothesis 

(H2) was accepted.  
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Table 41. Comparison of mean scores of holistic well-being in primary caregivers 

of TIP with H&N cancer receiving PH before and after administering IP among 

control and interventional group.             

                                  N=200  

Variables 
Score Group 

(n=100) Mean Std 
deviation 

Mean 
difference 

t  
value df Sig(p 

value) Max Min 

Pretest 200 0 
Control 57.8 16.71 

-3.7 -1.293 198 .197 
Interventional 61.5 23.31 

Post-test I 200 0 
Control 56.8 16.38 

-49.0 -20.734 198 .000* 
Interventional 105.8 17.02 

Post-test 
II 200 0 

Control 57.4 15.63 
-67.9 -31.889 198 .000* 

Interventional 125.3 14.50 

Post-test 
III 200 0 

Control 56.6 14.96 
-78.5 -35.887 198 .000* 

Interventional 135.1 15.97 

*- Significant 

 

 

Fig 26. Comparison of primary caregivers according to mean score of holistic 
well-being among control and interventional group before and after 
administering IP (N=200) 
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Data presented in the Table 41 and Fig 26 reveals that the mean pretest score 

of holistic well-being of primary caregivers’ of TIP with H&N cancer in control 

group (57.8) was slightly lower than the mean pretest score of holistic well-being in 

the interventional group (61.5)  with the mean difference of only -3.7. The computed 

student’t’ test (between groups) value of pretest -1.293 was lower than the table value 

at 0.05 level of significance. 

After the administration of IP, the mean difference in holistic well-being score 

on post- test I was (56.8-105.8) –49.0, post-test II was (57.4-125.3) -67.9 and post-test 

III was (56.6-135.1) -78.5. The mean differences between the groups were very 

significant and there was a gradual increase in the difference. The computed student 

’t’ test values (between groups) of  post-test I, II and III (-20.734, -31.889 & -35.887) 

were higher than the table value at 0.05 level of significance.  

Thus, it was inferred that there was a significant difference between the post-

test scores of holistic well-being of primary caregivers’ of TIP with H&N cancer 

among control group and the interventional group. This indicates that the 

interventional package was effective in improving holistic well-being of primary 

caregivers’ of TIP with H&N cancer receiving PH. Hence the research hypothesis 

(H2) was accepted.  
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Table 42. Comparison of control group and interventional group in regard to holistic well-being of primary caregivers before and after 

administering IP.                N=200  

Variables Group 
(n=100) 

Pretest Post-test I Post-test II Post-test III Hotelling 
T2Value F df Error 

df Sig 
Mean Std 

deviation Mean Std 
deviation Mean Std 

deviation Mean Std 
deviation 

Physical 
Control 12.5 4.21 11.9 3.88 11.8 3.54 11.4 3.32 

6.851 333.996 b 4 195 0.000* 
Interventional 13.2 5.04 21.6 3.88 26.0 3.56 27.6 3.66 

Psychological  
Control 6.9 3.81 7.1 3.84 7.2 3.84 7.2 3.78 

18.430 898.467 b 4 195 0.000* 
Interventional 7.6 5.23 18.4 2.96 23.0 2.65 26.0 3.15 

Social 
Control 12.9 3.73 12.8 3.55 12.8 3.52 12.8 12.44 

24.685 1203.396 b 4 195 0.000* 
Interventional 13.6 4.80 22.4 3.60 25.8 2.63 27.4 27.36 

Financial 
Control 8.5 5.20 8.6 5.16 8.5 5.19 8.4 4.99 

24.127 1176.194 b 4 195 0.000* 
Interventional 9.1 6.67 19.3 5.46 22.8 5.04 24.4 4.56 

Spiritual 
Control 17.1 5.85 17.0 5.67 17.2 5.40 16.9 5.41 

24.257 1182.542 b 4 195 0.000* 

Interventional 17.9 6.28 24.2 4.83 27.8 4.14 29.8 4.24 

     Total 
Control 57.8 16.71 56.8 16.38 57.4 15.63 56.6 14.96 

35.543 1732.739 b 4 195 0.000* 

Interventional 61.5 23.31 105.8 17.02 125.3 14.50 135.1 15.97 

b - Exact value  *- Significant 
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From the above Table.42, it is observed that the calculated Hotelling’s T2 p 

value is 0.000 for physical, psychological, social, financial, spiritual and holistic   

well-being of primary caregivers of TIP with H&N cancer receiving PH among 

control group and the interventional group. Hence we accept the research hypothesis 

at 0.05 level of significance and conclude that there was a significant difference 

between control group and the interventional group with related to physical, 

psychological, social, financial, spiritual and holistic well-being of primary caregivers 

of TIP with H&N cancer receiving PH. It means that the interventional package was 

effective in improving physical, psychological, social, financial, spiritual and holistic 

well-being of primary caregivers of TIP with H&N cancer receiving PH. 
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Section: VI 

Section VI present the finding related to the association between selected 

demographic variables of TIP with H&N cancer receiving PH and their primary 

caregivers with their level of holistic well-being among control and interventional 

group. 

Objective 5: To find out the association between selected demographic variables of 

TIP with H&N cancer receiving PH and their primary caregivers with their pretest 

level of holistic well-being among control and interventional group.  

Hypothesis (H3): There is a significant association between selected demographic 

variables of   the TIP with H&N cancer receiving PH and their primary caregivers 

with their pretest level of holistic well-being among control and interventional group. 

Association between selected demographic variables of the TIP with H&N cancer 

receiving PH with their pretest level of holistic well-being 

The TIP with H&N cancer receiving PH were identified according to the 

holistic well-being score obtained by them and grouped according to the demographic 

variables such as age, gender, educational status and occupation. The data collected in 

those dimension were analyzed using chi-square and presented in Table 43. 

Association between selected demographic variables of primary caregivers of   

the TIP with H&N cancer receiving PH with their pretest level of holistic well-

being 

The primary caregivers were identified according to the holistic well-being 

score obtained by them and grouped according to the demographic variables such as 

age, gender, educational status, occupation, relationship with the patient and duration 

of caregiving. The data collected in those dimension were analyzed using chi-square 

and presented in Table 44.  
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Table 43. Association between selected demographic variables of TIP with H&N cancer receiving PH with their level of holistic well-

being among control and interventional group                (N=200) 

S. No Variables 

Level of Holistic Well-being Control Group Interventional group 

Control Group Interventional Group 
χ² p value χ² p value 0-40 41-80 81-120 0-40 41-80 81-120 

No % No % No % No % No % No % 

Age in years 

≤ 50 9 9 11 11 1 1 10 10 12 12 0 0 

20.755a .002* 33.751a .000* 
51-60 10 10 19 19 0 0 14 14 20 20 0 0 
61-70 13 13 17 17 9 9 13 13 10 10 11 11 
≥ 70 0 0 11 11 0 0 0 0 10 10 0 0 

Sex 
 

Male 24 24 51 51 6 6 26 26 46 46 4 4 
5.424a .066 14.568a .001* 

Female 8 8 7 7 4 4 11 11 6 6 7 7 

Income/mont
h in rupees 

≤ Rs.3000 4 4 36 36 4 4 5 5 30 30 7 7 

24.483a .000* 21.124a .000* 
Rs.3001-5000 23 23 18 18 6 6 28 28 17 17 4 4 
Rs.5001-10000 3 3 4 4 0 0 4 4 5 5 0 0 
Above 10001 2 2 0 0 0 0 0 0 0 0 0 0 

Educational 
Status 

Illiterate 15 15 12 12 0 0 14 14 13 13 0 0 

44.074a .000* 3.820 a .757 Primary 9 9 46 46 4 4 10 10 44 44 5 5 
Secondary 8 8 0 0 6 6 7 7 2 2 5 5 

 
 
Occupation 

Housewife 5 5 2 2 4 4 6 6 0 0 7 7 

14.891a .021* 36.620a .000* Unskilled 27 27 53 53 6 6 31 31 47 47 4 4 
Skilled 0 0 3 3 0 0 0 0 5 5 0 0 

a - Exact value  *- Significant 
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Control group: 

 The data in Table 43 reveals that computed chi square values for age (20.755), 

income/month (24.483), education 44.074) and occupation (14.891) of TIP with H&N 

cancer receiving PH with their holistic well-being in control group were higher than 

the table value at 0.05 level of significance. Thus, it was inferred that the holistic 

well-being of TIP with H&N cancer receiving PH was significantly influenced by 

age, income/month, education, and occupation. Hence the research hypothesis (H3) 

was accepted.  

  In case of gender with holistic well-being, computed chi square value (5.424) 

was less than the table value at 0.05 level of significance among control group. Thus 

it is inferred that there was no significant association between gender and the holistic 

well-being in control group. Hence the research hypothesis (H3) was rejected.  

Interventional group: 

 The data in Table 43 reveals that computed chi square values for age (33.751), 

gender (14.568), income/month (21.124), education and occupation (36.620) of TIP 

with H&N cancer receiving PH with their holistic well-being in the interventional 

group were higher than the table value at 0.05 level of significance. Thus, it was 

inferred that the holistic well-being of TIP with H&N cancer receiving PH was 

significantly influenced by age, gender, income/month, education and occupation. 

Hence the research hypothesis (H3) was accepted.  
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Table 44. Association between selected demographic variables of primary caregivers of TIP with H&N cancer receiving PH with their level of 
holistic well-being among control and interventional group                   N=200 

S. No Variables 

Level of Holistic Well-being Control Group Interventional group 

Control Group Interventional Group  

χ² 

 

p value 

 

χ² 

 

p value 0-50 51-100 101-150 0-50 51-100 101-150 
No % No % No % No % No % No % 

Age in years 

≤ 50 6 6 31 31 0 0 36 36 6 6 0 0 

100.794a .000* 20.095a .000* 
51-60 11 11 40 40 0 0 25 25 22 22 0 0 
61-70 1 1 8 8 0 0 4 4 2 2 0 0 
≥ 70 0 0 0 0 3 3 0 0 5 5 0 0 

Gender 
Male 1 1 16 16 3 3 22 22 7 7 0 0 

14.350a .001* 2.118a .146 
Female 17 17 63 63 0 0 43 43 28 28 0 0 

Relationship 
to patient 

Spouse 17 17 54 54 3 3 34 34 35 35 0 0 

12.832a .012* 24.192a .000* Children 0 0 25 25 0 0 31 31 0 0 0 0 
In laws 1 1 0 0 0 0 0 0 0 0 0 0 

Occupation 

Housewife 5 5 35 35 0 0 14 14 18 18 0 0 

10.935a .090 15.089a 

 
.002* 

 
 

Unskilled 13 13 31 31 3 3 35 35 17 17 0 0 
Skilled 0 0 6 6 0 0 5 5 0 0 0 0 
Student 0 0 7 7 0 0 11 11 0 0 0 0 

Duration of 
care giving 

0-5 months 4 4 9 9 0 0 11 11 5 5 0 0 

21.685a .006* 2.431a .657 

6-10 months 11 11 25 25 0 0 25 25 10 10 0 0 
11-15 months 3 3 19 19 0 0 11 11 9 9 0 0 
16-20 months 0 0 7 7 0 0 4 4 4 4 0 0 
>20 months 0 0 19 19 3 3 14 14 7 7 0 0 
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Control group 

 The data in the table 44 reveals that in control group, computed chi-square 

values for age (100.794), gender (14.350), relationship with patient (12.832) and 

duration of caregiving (21.685) of primary caregivers’ of TIP with H&N cancer 

receiving PH with their holistic well-being were higher than the table value at 0.05 

level of significance. Thus, it was inferred that the holistic well-being of primary 

caregivers’ of TIP with H&N cancer receiving PH was significantly influenced by 

age, gender, relationship with patient and duration of caregiving. Hence the research 

hypothesis (H3) was accepted.  

 But in case of occupation, computed chi square value (10.935) was less than 

the table value at 0.05 level of significance. Thus it is inferred that there was no 

significant association between occupation and the holistic well-being of the primary 

caregivers. Hence the research hypothesis (H3) was rejected.  

Interventional group 

 In the interventional group,  computed chi-square values for age (20.095), 

relationship with patient (24.192), and occupation (15.089) of primary caregivers’ of 

TIP with H&N cancer receiving PH with their holistic well-being were higher than 

the table value at 0.05 level of significance. Thus, it was inferred that the holistic 

well-being of primary caregivers’ of TIP with H&N cancer receiving PH was 

significantly influenced by age, relationship with patient and occupation. Hence the 

research hypothesis (H3) was accepted.  

 But in case of gender (2.118) and duration of caregiving (2.431), computed chi-

square values were less than the table value at 0.05 level of significance. Thus it was 
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inferred that there was no significant association between gender and duration of 

caregiving with holistic well-being in the interventional group. Hence the research 

hypothesis (H3) was rejected.  

Conclusion 

This study has revealed that the pain, restlessness, nausea and vomiting and 

dyspnoea were common selected acute symptoms experienced by the cancer patients 

receiving palliative home care. The study result has concluded that the interventional 

package was effective in reducing the acute symptoms experienced by TIP with H&N 

cancer, improving their holistic well-being and reducing the expense for acute 

symptom management. The investigator believes that the study finding will definitely 

contribute to the better care of cancer patients receiving palliative home care in the 

reduction of their devastating symptoms. It should also help to reduce the economic 

burden on the family in the treatment of palliative care cancer patients, by allowing 

fewer hospital visits. 
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CHAPTER V 

DISCUSSION 

 

This chapter presents the major findings of the present study and discusses in 

relation to similar studies conducted by other researchers. The findings of the present 

study have been discussed under different headings with relevance to the objectives of 

the study. The study was undertaken with the aim of assessing the effect of the 

interventional package on acute symptoms experienced by terminally ill patients with 

head and neck cancer receiving palliative home-care, its management by the primary 

caregivers and their holistic well-being at selected hospital in Kanyakumari District. 

The study used a quasi-experimental pretest-post-test control group research 

design. A total sample of 200 TIP with H&N cancer and their primary caregivers (100 

in control group and 100 in the interventional group) fulfilled the inclusion criteria 

were selected using purposive sampling. After getting written consent, demographic 

and clinical data were gathered from both TIP with H&N cancer and primary 

caregivers by means of face to face interview using structured questionnaires.  

The pretest was done with acute symptoms assessment scale, acute symptom 

management questionnaire and Holistic Well-being tool I and II. Control group was 

taking the routine treatment which was already practiced in the department. Along 

with routine treatment, the interventional group received the interventional 

package. The interventional package consisted of three components: education, skill 

training, and counseling. Post-test was done on the 30th, 60th and 90th day. The 

collected data were entered into master coding sheet and then entered in the computer 

using EXCEL software and it was transferred to Statistical Package for Social 
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Sciences version II for windows computer programme with p< 0.05 considered 

significant for further analysis. 

5.1 Demographic characteristics of TIP with H&N cancer and their primary 

caregivers 

5.1.1 Demographic characteristics of TIP with H&N cancer 

The present study reported that most of TIP with H&N cancer (81% in control 

group and 76% in interventional group) was males. Nearly 39% in control group and 

34% in interventional group belonged to 61 to 70 years. Majority of them in both 

group (58% in control group and 54% in interventional group) belong to Hindu 

religion. In terms of education, 59% in control group and 58% in the interventional 

group had primary education. All were married in both groups. Regarding occupation, 

86% in control group and 82% in the interventional group were unskilled laborers. 

Most of them (51% in control group & 66% in interventional group) were from rural 

area. Nearly half of the TIP with H&N cancer in control group and the interventional 

group had a monthly income between Rs. 3001 and Rs.5000.  

The calculated chi-square values for age (χ²=0.810), gender (χ²=0.741), 

income (χ²=2.338), education (χ²=0.117), occupation (χ²=0.762), marital status (χ²= 

0.000) and religion (χ²= 0.325) were not significant (Table 4). It showed that the 

demographic characteristics were similar and comparable in both groups except 

residence (χ²=13.82). The findings of the present study are consistent with few other 

studies which reported that 30.2% of the terminally ill cancer patients belonged to the 

age group of 51-60 years, most of them were married, majority of them had primary 

education and were unskilled laborers, around 60% of them were from rural area, 
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more than 50% belonged to Hindu by religion and income between Rs.3001 and 

Rs.10000.7,14,69,76  

5.1.2 Clinical characteristics of TIP with H&N cancer  

In the present study, the researcher found that 30% of TIP with H&N cancer in 

control group and 32% in the interventional group had cancer buccal mucosa.  A 

related thesis by Appavu S points out that around 34% of the head and neck cancer 

included in the study had cancer buccal mucosa. 69 About 63% of them in control 

group and 59% in the interventional group were smokers. Most of them (67% in 

control group and 71% in interventional group) were alcoholic. The calculated chi-

square value for patients’ diagnosis (χ²=1.011) and habits such as smoking (χ²=0.336), 

alcohol consumption (χ²=0.374), chewing betel leaves (χ²=0.023) and snuffing 

(χ²=0.023) were not significant. It showed that the groups were similar and 

comparable in terms of clinical variables (Table 5). 

These findings are supported by previous studies done among terminally ill 

patients with cancer which reported that 57.7% of the samples included in the study 

were diagnosed in the third stage of cancer, and 40% of the patients were diagnosed to 

have head and neck cancer and majority of them had the habits of smoking, 

alcoholism and snuffing.7,69,76,77 A review article written by an Indian author revealed 

that 57% of global H&N cancer occur in India and H&N cancer accounted for 30% of 

all cancers in India. Around 57% of all men, 11% of all women and 20% of students 

in 8th to 10th standard use tobacco in any one of the form. In India, tobacco use and 

alcoholism are considered to be the major risk factor for developing head and neck 

cancer. 32 
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5.1.3 Presence of acute symptoms in TIP with H&N cancer 

The present study also reported that the entire TIP with H&N cancer included 

in the study experienced pain. This finding was in line with other studies which 

reports that pain was the most common symptom experienced by patients with head 

and neck cancer.14,69   More than half of them (57% in control and 59% in 

interventional group) had nausea/vomiting. Most of them (79% in control group and 

81% in interventional group) suffered from dyspnoea. Majority of them (95% in 

control group and 93% interventional group) expressed that they had restlessness. 

Around 86% of them in control group and 91% in the interventional group reported 

cough (Table 6). These findings are consistent with the study done by various 

researchers who reported that pain, nausea/vomiting, dyspnoea, cough and 

restlessness were the common symptoms experienced by TIP with H&N 

cancer.12,38,39,40 

According to this study morphine (tablet) was commonly used to treat pain. 

Whenever the patients were unable to retain medications because of vomiting, Inj 

Tramadol was used to treat pain. Inj. Metoclopramide was the commonly used drug 

for vomiting, Tab. Morphine was used for dyspnoea and Tab. Lorazepam was used 

for restlessness. This finding is supported by the study done by Chellappan et al.14 

Also supported by Ashino, et al.41 who studied and found that pain control with 

morphine was very important for patients who wanted care at home.  

5.1.4 Demographic characteristics of primary caregivers of TIP with H&N 

cancer 

The present study reported that, most of the primary caregivers (80% in 

control group and 71 % interventional group) were females, 51% in control group and 

47% in interventional group belong to 51 to 60 years. In terms of education, 52% in 
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control group and 55% in interventional group had primary education. Around half of 

them (47% in control group and 52% in interventional group) were laborers.  

Regarding relationship to the patient, most of them (74% in control group and 

69% in interventional group) were spouses. With regard to the type of family, a 

majority of them in both groups belong to a nuclear family. The calculated chi-square 

value for age (χ²=0.810), gender (χ²=2.189), education (χ²=0.879), 

occupation(χ²=2.121) and relationship to the patient(χ²=1.818) were not significant. 

This shows that both the groups were similar and comparable in terms of 

demographic variables of primary caregivers of TIP with H&N cancer receiving PH 

(Table 7). 

These findings were supported by findings of various studies done by different 

researchers. A study done among caretakers of terminally ill cancer patients regarding 

effectiveness of planned teaching program on non curative care reported that 32.5% 

of the caretakers were from the age group of 40-49 years, 50% of them were males 

and 42.5% of them were graduates.53 In another study, researchers stated that the age 

of caregivers of terminally ill cancer patients ranged between 18 and 76 years and 

majority of the participants were spouses. Eighty one percent participants were from 

urban area.56 In a thesis, the researchers pointed out that among 30 primary caregivers 

who cared terminally ill cancer patients, 56.7% were between 40 and 60 years, 60 to 

70% were females, most of them were married and spouses of patients. Most of them 

lived in nuclear families.64 

5.1.5 Caregiving roles of primary caregivers  

According to the present study, 36% of primary caregivers in control group 

and 35% in interventional group cared the TIP with H&N cancer between 6 and 10 
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months. Most of them in both groups cared for 1 to 3 hours per day and 55% in the 

interventional group and 61% in control group reported absent from duty due to 

caregiving role. Most of them in both groups did not get any help while performing 

caregiving role. The calculated chi-square value for the duration of caregiving 

(χ²=0.510), caregiving hours/day (χ²=0.716), absence from duty due to caregiving role 

(χ²=0.739), number of days absent/week (χ²=2.463) and help by others while 

performing caregiving role (χ²=0.180) were not significant. This shows that both the 

groups were similar and comparable in terms of caregiving role (Table 8). These 

findings are consistent with other studies done by different researchers. In a previous 

study, it was reported that 27.5% of the caretakers taking care of their patients 

between one and three months and 25% of them were for more than 9 months.53In 

another study it was reported that out of 30 primary caregivers, 40% of them were 

caring their terminally ill relatives between 6 and 12 months and majority of them 

cared between 2 and 4 hours per day.64 

From the above findings, it was evident that both the groups were comparable 

in terms of their demographic and clinical variables. Most of the TIP with H&N 

cancer were male and the primary caregivers were females. Most of the primary 

caregivers reported absence from duty because of caregiving role and lack of support 

in managing the TIP with H&N cancer in the home. This indicates that there is a need 

for an intervention to help the primary caregivers to manage the TIP with H&N 

cancer in the home.32 
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5.2 Objective I: To assess the acute symptoms in TIP with H&N cancer receiving 

PH and their holistic well-being before and after administering IP among control 

and interventional group. 

5.2.1 Acute symptoms experienced by TIP with H&N cancer receiving PH before 

and after administering IP among control and interventional group 

In this study, acute symptoms included pain, nausea/vomiting, dyspnoea, 

cough and restlessness experienced by TIP with H&N cancer receiving PH which 

needed unscheduled hospital visits. The acute symptoms were assessed using acute 

symptom assessment scale and analysed using descriptive statistics.  

Findings of the present study reveal that in control group majority of the TIP 

with H&N cancer reported a moderate level of pain during pretest and post-tests. The 

mean pretest pain score was 7.6. The mean post -test I, II and III scores were 6.4, 6.8, 

and 7.0 respectively. In the interventional group, most of them reported severe pain 

during pretest whereas many of them experienced mild pain in post-tests. The mean 

pretest pain score was 7.4. The mean post-test I, II and III scores were 4.4, 2.8 and 2.8 

respectively. There was a gradual increase in the post-test scores of pain in every 

month in control group whereas, the post-test scores of the interventional group were 

lesser than the pretest score.  

The findings in regard to nausea/vomiting experienced by TIP with H&N 

cancer shows that in control group the mean pretest score was 1.0. The mean post-test 

I, II and III scores were 1.3, 1.7, and 2.0 respectively. In the interventional group, the 

mean pretest score was 1.1. The mean post-test I, II and III scores were 0.9, 0.8 and 

1.0 respectively. There was a gradual increase in the post-test scores of 
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nausea/vomiting every month in control group whereas, the post-test scores of the 

interventional group were lesser than the pretest score (Table 9&10).  

Regarding dyspnoea, more than half of TIP with H&N cancer in control group 

experienced severe breathlessness with activity during pretest and post-tests. The 

pretest mean dyspnoea score in control group was 2.7. The mean post-test I, II and III 

scores were 2.7, 2.9, and 3.3 respectively. In the interventional group, a majority of 

them experienced severe breathlessness with activity during pretest with the mean 

score of 2.8. But in post-test I, II and III, around 78% of them experienced 

breathlessness with activity. There was a reduction in the severity. The mean post-test 

I, II and III scores were 2.1, 1.8 and 2.0 respectively. There was a gradual increase in 

the post-test scores of dyspnea every month in control group where as the post-test 

scores of the interventional group were lesser than the pretest score.  

Findings related to restlessness reported that a majority of them in control 

group had frequent restlessness in pretest and progressed to continuous restlessness 

during post-tests I, II and III. The mean pretest score in control group was 2.0. The 

mean post-test I, II and III scores were 1.9, 2.2, and 2.6 respectively. In the 

interventional group, during pretest, most of them reported frequent restlessness. The 

mean pretest score was 2.1. But in post-test I, II and III, a majority of them (53%) 

experienced occasional restlessness. The mean post-test I, II and III scores were 1.3, 

1.2 and 1.3 respectively. There was a gradual increase in the post-test scores of 

restlessness every month in control group where as the post-test scores of the 

interventional group were lesser than the pretest score.  

Findings of the present study also showed that the majority of them in control 

group experienced cough with activity such as drinking, talking during pretest. The 
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mean pretest cough score was 1.6. But in post-test I, II and III, the cough progressed 

and the TIP with H&N cancer reported continuous cough. The mean post-test I, II and 

III scores were 1.9, 2.1, and 2.5 respectively. In the interventional group, most of 

them experienced cough with activity during pre and post-tests (Table.9&10) with the 

mean pretest score 1.9. The mean post-test I, II and III scores were 1.2, 1.1 and 1.1 

respectively. There was a gradual increase in the post-test scores of cough every 

month in control group where as, in the interventional group, the post-test scores were 

lesser than the pretest score.  

These findings were supported by an Indian study done to assess the acute 

symptoms experienced by terminally ill cancer patients reported that out of  30 

terminally ill cancer patients, 80% of the patients had pain, 66.7% of them had 

vomiting, 73.3% had restlessness, 50% had dyspnoea and 20% had cough.14 The 

study findings also consistent with another study  which reported that common 

symptoms experienced by H&N cancer patients were pain, cough, dysphagia, 

dyspnoea, feeding and communication difficulties.38  

It is also supported by another research article which revealed that, the 

incidence of pain among cancer patients in various settings was varied. The pain 

ranged from 45% of cancer patients who were hospitalized, 60% of patients in 

palliative care settings and 73% in acute care settings.39 The present study findings 

were also consistent with the report of researchers who found that dyspnoea, pain and 

edema were the common symptoms of cancer patients and the control of pain seemed 

to be the major concern of patients. Around 70% of the patients experienced dyspnoea 

in the last weeks of the life which was severe in 25% of patients.40  
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From the above findings it was evident that pain, nausea/vomiting, dyspnoea, 

cough and restlessness were the common acute symptoms experienced by TIP with 

H&N cancer receiving PH which needed unscheduled hospital visits. The pre-test 

mean scores of acute symptoms in control and interventional groups were more or 

less same. But the post-test mean scores of control group were much higher than the 

interventional group. It means the TIP with H&N cancer in interventional group 

experienced less severe acute symptoms comparing to control group. 

5.2.2 Holistic well-being of TIP with H&N cancer receiving PH before and after 

receiving IP among control and interventional group 

The holistic well-being of TIP with H&N cancer receiving PH included the 

physical, psychological, social, financial and spiritual well-being. The data in these 

aspects were collected using holistic well-being scale I. There were eight items in 

each aspect of well-being. Maximum attainable score in each aspect was 32. There 

were 40 items in the holistic well-being scale I and the total attainable score was 160.  

5.2.2.1 Physical well-being of TIP with H&N cancer receiving PH before and 

after receiving IP among control and interventional group 

Physical well-being of TIP with H&N cancer receiving PH was assessed using 

holistic well-being scale I. The physical aspect of holistic well-being scale I consisted 

of 8 items with maximum score of 32 and minimum score of 0. The researcher in the 

present study found that the mean pretest score of physical well-being of TIP with 

H&N cancer receiving PH in control group was 7.0. The mean post-test I, II and III 

scores were 6.7, 6.3, and 6.1 respectively. In the interventional group, the mean 

pretest score was 7.1 (Table 11). The mean post-test I, II and III scores were 10.9, 

13.9 and 13.5 respectively. This shows that the TIP with H&N cancer receiving PH in 
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the interventional group experienced higher level of physical well-being comparing to 

the control group.  

The researcher analysed each item of physical well-being separately for pretest 

and found that items related to breathing, eating, sleep and communication scored 

very low in both groups. Nearly 92% in control group and 86% in the interventional 

group experienced difficulty in breathing. Most of the TIP with H&N cancer in both 

group (93% in control group and 91% in the interventional group) expressed that they 

felt difficulty in eating their favorite foods because of pain and inability to swallow 

(Table 12). The following quotation focuses on the feeling of a TIP with H&N cancer 

regard to his food habit.  

“I lost the pleasure of eating my favorite foods since 3 years” 

A similar quote was found in a previous study done by Bjorklund M et al where the 

patient with head and neck cancer expressed her difficulty in eating.67 Almost every 

one expressed that they could not sleep in the night continuously because of   pain, 

cough, and difficulty in breathing. They also expressed that frequently they change 

position in the bed and go to the toilet. The feeling is expressed in the comment 

quotes below. 

“When everyone sleeps, I walk around the bed, look at the clock and wait for the 

dawn to come.” 

Majority of the TIP with H&N cancer in both groups (91% in control group and 88% 

in interventional group) expressed that they felt difficulty in communicating with 

others because of pain in the mouth and obstruction by the tumor. This verbatim 

echoes the feeling of the TIP with H&N cancer. 
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“Since my loved ones are having difficulty in understanding my language, I restrict 

myself to talk” 

Words similar to above statement was expressed by one of the TIP with H&N 

cancer regarding his inability to talk in a previous study done by Roing M.66 The 

above findings of the study reveal that difficulties in eating, sleeping and 

communicating are the major concerns of TIP with H&N cancer in their physical 

aspect of well-being which in turn affected their holistic well-being. 

5.2.2.2 Psychological well-being of TIP with H&N cancer receiving PH before 

and after receiving IP among control and interventional group 

The psychological aspect of holistic well-being scale I consisted of 8 items. 

The maximum attainable score in psychological aspect of well-being was 32. 

Minimum score was 0. Results in regard to psychological well-being of TIP with 

H&N cancer showed that the mean pretest psychological well-being score in control 

group was 5.2. The mean post-test I, II and III scores were 5.2, 5.2 and 5.3 

respectively. With routine treatment, the control group maintained the pretest level of 

psychological well-being.  In the interventional group, the mean pretest psychological 

well-being score was 5.0. The mean post-test I, II and III scores were 11.9, 17.0 and 

19.9 respectively (Table 11). This shows that the TIP with H&N cancer receiving PH 

in the interventional group experienced a higher level of psychological well-being 

comparing to the control group. However, no comparable studies could be found to 

support these findings. 

The researcher analyzed the pretest score of each item of psychological well-

being and found that items related to being a burden to the family, mood of the TIP 

with H&N cancer, hopelessness in fighting against the disease and discussing their 
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concern with others scored very low in most of the TIP with H&N cancer. Most of the 

TIP with H&N cancer in both groups felt that they were a burden to their family and 

because of them, the family lost their wealth and peace of mind (Table 13). The 

majority of them shed their tears during the interview. An example of the feeling 

expressed by the TIP with H&N cancer is illustrated by the response below.  

“I feel guilty to be a burden to my family. Now I travel on my son’s back” 

Almost 89% in control group and 91% in the interventional group expressed that they 

felt sad and depressed all the times. Many of them expressed that they were alone in 

their journey. The feeling of a TIP with H&N cancer is expressed in the comment 

quotes below. 

“It is better to die rather than living with pain and suffering.” 

Majority of the TIP with H&N cancer in both groups felt that they had lost their hope 

in fighting with the disease. More than half of them in both groups expressed that they 

found difficult to discuss their concern with others. These findings of the present 

study were consistent with the study done by Nayak GM et al7 on the barriers to 

symptom management during terminal illness. About 46% of them had a problem in 

communicating with the healthcare personnel, 71% of them had worried about side 

effects and 23% had fear of addiction. Almost 91% had a fear about consequences of 

treatment and 96.9% had a fear of disease progression.7 

 The above findings of the study revealed that being a burden to the family, 

mood of the TIP with H&N cancer, hopelessness in fighting against the disease and 

discussing their concern with others are the major concerns of TIP with H&N cancer 
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in their psychological aspect of well-being which in turn affected their holistic well-

being. 

5.2.2.3 Social well-being of TIP with H&N cancer receiving PH in control group 

and interventional group 

The social aspect of holistic well-being scale I consisted of 8 items. The 

maximum attainable score in the social aspect of well-being was 32. Minimum score 

was 0. Regarding social well-being of TIP with H&N cancer receiving PH, the mean 

pretest social well-being score in control group was 13.0. The mean post-test I, II and 

III scores were 12.8, 12.5, and 12.3 respectively. There was a gradual reduction in the 

social well-being score every month in control group.  In the interventional group, the 

mean pretest score was 13. The mean post-test I, II and III scores were 17.8, 20.7, and 

22.0 respectively. This shows that the TIP with H&N cancer receiving PH in the 

interventional group experienced higher level of social well-being comparing to the 

control group. However, no comparable studies were found to support these findings. 

The researcher analyzed the pretest score of each item of social well-being and 

found that items related to the disfigurement of face, concerns regarding future of the 

family and celebrating special occasions in the home scored very low. Most of the 

TIP with H&N cancer in both groups expressed that they felt insecure in public places 

because of disfigurement of the face due to illness and they avoid participating in 

social activities (Table 14). An example of the feeling expressed by the TIP with 

H&N cancer is illustrated by the response below.  

“I feel ashamed to go out of my house with this face. I have restricted myself to be 

inside the house for the past eight months” 
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Majority of them in both groups expressed that the family avoided celebrating special 

occasions in their home. The following quotation focuses on the feeling of a TIP with 

H&N cancer regard to the celebration of special occasions in the home.  

“My daughter is supposed to get married before 2 months. But my family 

couldn’t make a decision because of my illness.” 

More than half of them in both groups worried about the future of their family since 

there was no responsible person to care the family. Many of them in both group (69% 

in control group and 71% in the interventional group) expressed that they were not 

close to their spouses. The verbatim echoes the feeling of TIP with H&N cancer. 

“After being diagnosed to have cancer, I have said bye to my sexual life.” 

Similar feeling regarding sexual life was expressed by another patient with H&N 

cancer in a previous study done by Bjorklund M et al.67 

The above findings of the study revealed that disfigurement of the face, 

concerns regarding future of the family, celebrating special occasions in the home and 

sexual life are the major concerns of TIP with H&N cancer in their social aspect of 

well being which in turn affected their holistic well-being. 

5.2.2.4 Financial well-being of TIP with H&N cancer receiving PH before and 

after receiving IP among control and interventional group 

The financial aspect of holistic well-being scale I consisted of 8 items. The 

maximum attainable score in the financial aspect of well-being was 32. Minimum 

score was 0. Regarding financial well-being of TIP with H&N cancer receiving PH, 

the researcher found that the mean pretest score in control group was 9.2. The mean 

post-test I, II and III scores were 9.1, 9.0 and 8.9 respectively. In the interventional 
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group, the mean pretest financial well-being score was 9.4. The mean post-test I, II 

and III scores were 19.0, 21.1 and 22.8 respectively. This shows that the TIP with 

H&N cancer receiving PH in the interventional group experienced a higher level of 

financial well-being comparing to the control group. However, no comparable studies 

were found to support these findings. 

The researcher observed during the pretest and found that items related to 

access to medical care, financial need to meet medical expense and expressing 

unbearable symptoms to family members scored very low. Most of the TIP with H&N 

cancer in both groups expressed that they were not able to continue their job because 

of progression of the disease.  

Many of them stated that they felt difficult in accessing the medical services 

due to lack of money. Majority of them expressed that they borrowed money from 

others to meet their medical expense. More than half of them expressed that they 

avoided expressing their unbearable symptoms to their relatives because of lack of 

money. This verbatim echoes the feeling of a TIP with H&N cancer regarding 

financial difficulties they faced. 

“Many times my family is not affordable to pay for my treatment. They run here 

and there to borrow money. Very often, I feel uncomfortable to express my pain 

and suffering. I keep it within myself”. 

This is because, whenever the TIP with H&N cancer gets an acute symptom 

which is not relieved by the routine medications, he/she has to travel to the hospital by 

a vehicle (probably by an auto or a taxi). He/she has to pay for registration, 

consultation, and medications. These expenses were not affordable by many of the 

TIP with H&N cancer and their families.  
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These findings of the present study were consistent with the study done by 

Nayak GM et al on the barriers to symptom management during terminal illness. The 

study reported that 36.1% of them did not know how to express symptoms because of 

their low educational status. About 89.3% had lack of resources in the family, 99% 

expressed that the treatment was very expensive and 86.2% of them reported inability 

to afford the cost of medicine and to pay for health services.7  

The above findings of the study revealed that employment, access to medical 

care, financial need to meet medical expense and expressing unbearable symptoms to 

family members are the major concerns of TIP with H&N cancer in their financial 

aspect of well being which in turn affected their holistic well-being. 

5.2.2.6 Spiritual well-being of TIP with H&N cancer receiving PH before and 

after receiving IP among control and interventional group 

The spiritual aspect of holistic well-being scale I consisted of 8 items. The 

maximum attainable score in spiritual aspect of well-being was 32. Minimum score 

was 0. In regards to the spiritual well-being of TIP with H&N cancer, the mean 

pretest score in control group was 15.5. The mean post-test I, II and III scores were 

15.2, 15.0 and 14.9 respectively. In the interventional group, the mean pretest spiritual 

well-being score was 14.9. The mean post-test I, II and III spiritual well-being scores 

were 20.3, 21.7 and 23.0 respectively. This shows that the TIP with H&N cancer 

receiving PH in the interventional group experienced a higher level of spiritual     

well-being comparing to the control group. However, no comparable studies were 

found to support these findings. 

The researcher observed during the pretest and found that items related to 

sense of purpose in the life and making peace with others scored very low. Most of 
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the TIP with H&N cancer in both groups expressed that they were not able to realize 

the sense of purpose in their life. The following quote depicts the feeling of a TIP 

with H&N cancer. 

“I did not know why God created me. I did not achieve anything in my life. I am a 

useless fellow to my family. My family also did not benefit from me because of my 

bad habits”. 

 Many of them felt that they were not able to maintain peace with others as well as 

with God and get angry with loved ones for no reason. The above findings of the 

study revealed that sense of purpose in the life and making peace with others are the 

major concerns of TIP with H&N cancer in their spiritual aspect of well being which 

in turn affected their holistic well-being. 

5.2.2.6 Holistic well-being of TIP with H&N cancer receiving PH before and 

after receiving IP among control and the interventional group 

Holistic well-being scale I consisted of 40 items and the total attainable score 

was 160. The researcher in the present study found that the mean pretest holistic well-

being score in control group was 50.1. The mean post-test I, II and III scores were 

49.2, 48.3 and 47.8 respectively (Table 11). In the interventional group, the mean 

pretest holistic well-being score was 49.5. The mean post-test I, II and III scores were 

80.0, 94.3 and 101.1 respectively.  

This shows that the TIP with H&N cancer receiving PH in the interventional 

group experienced a higher level of holistic well-being comparing to the control 

group. However, no comparable studies were found to support these findings. From 
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the above findings, it was evident that TIP with H&N cancer experienced a low level 

of holistic well-being and which was improved after giving interventional package. 

5.3 Objective 2: To assess the management of acute symptoms by the primary 

caregivers and their holistic well-being before and after receiving IP among 

control and interventional group.  

5.3.1 Management of acute symptoms by the primary caregivers before and after 

receiving IP among control and interventional group: 

The researcher gathered and analyzed data regarding the management of acute 

symptom by the primary caregivers using acute symptom management questionnaire 

which included frequency of getting acute symptom/month, need for hospital 

admission and expense for each unscheduled visit. 

In the present study, the pretest mean score for the frequency of getting acute 

symptom in control group was 2.4. The post-test I, II and III mean scores were 1.5, 

1.6 and 2.0 respectively. In the interventional group, the mean pretest score for the 

frequency of getting acute symptom was 2.4. The mean post-test I, II and III score 

were 1.4, 1.5 and 1.9 respectively.  

In regards to percentage of TIP with H&N cancer needing the unscheduled 

hospital visit, 100% of the them in control group were visiting hospital to manage 

acute symptom during pretest. In post-test I, II and III, 91%, 92% and 100% 

respectively were visiting the hospital for managing acute symptoms. In the 

interventional group, 100% of them were visiting the hospital for managing acute 

symptoms during the pretest. In post test I, II and III, only 22%, 0% and 13% 

respectively were visiting the hospital for the same. This indicates that there was a 
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drastic reduction in the percentage of TIP with H&N cancer needed unscheduled 

hospital visit for managing acute symptoms in the interventional group.  

These findings were supported by the previous study done by           

Chellappan S et al14,51  which reported that 100% of terminally ill cancer patients 

included in the study needed unscheduled hospital visits to manage acute symptoms 

which were in addition to the scheduled visits. After the training program for the 

primary caregivers, an unscheduled hospital visit to manage acute symptoms were no 

longer required in most of the patients.  

The researcher also found that in control group 20% of the patients were 

admitted to hospital for managing acute symptoms during pretest. In post-test I, II and 

III, 13%, 15% and 17% respectively were admitted to hospital for the same. In 

interventional group, 21% of the patients were admitted to hospital for managing 

acute symptoms during pretest. In post-test I, II and III, none of them admitted to 

hospital for managing acute symptoms. These findings reported that the need for 

hospital admission was no longer required in the interventional group. This was 

possible because the primary caregivers were able to manage the acute symptoms in 

the home itself.  

These findings were supported by the previous study done by           

Chellappan S et al14,51 which reported that 24% of terminally ill cancer patients 

included in the study were admitted to hospital for managing acute symptoms. After 

the training program for the primary caregivers, no hospital admissions were required 

to manage acute symptoms. In another study, caregivers’ perception of receiving 

palliative care at home when supplied with an emergency medication kit was explored 

by Bullen T et al64 and it was found that the emergency medication kit was largely 

174 
 



 

viewed as an effective strategy in providing timely symptom control and preventing 

readmission to inpatient care.61 A qualitative analysis was done by Rosenberg JP et al 

to study the effect of an emergency medication kit in the home setting and found that 

emergency medication kit is effective for timely relief of symptoms and reduces 

inpatient admissions. 

Regarding expense per unscheduled hospital visit to manage acute symptoms, 

the researcher found that the pretest mean expense per unscheduled hospital visit in 

control group was Rs.557. The post-test I, II and III, mean expense per unscheduled 

visit were Rs.455.9, Rs.457.1 and Rs.533.6 respectively. In the interventional group, 

the mean pretest expense per unscheduled hospital visit was Rs.553.9. The mean post-

test I, II and III, expense per unscheduled hospital visit were Rs.177, Rs.83.8 and 

Rs.156.5 respectively. These findings indicate that there was a reduction in the 

expense per unscheduled hospital visit to manage acute symptoms among the 

interventional group. 

 This is because the primary caregivers were able to manage acute symptoms 

in their home itself with the help of acute symptom management kit and the training 

they had in administering medications including the subcutaneous injection. This 

finding was supported by the previous study done by Chellappan S et al14,51 which 

reported that out of 30 terminally ill cancer patients with cancer, fourteen (46.7%) of 

them spent more than Rs. 200 and 30.3% of them spent between Rs.100 to Rs.200 

during each visit to manage acute symptom prior to the training program. After 

receiving the training program, 96.7% of them spent less than Rs. 100 during each 

episode of one or more acute symptoms.  
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In the pre-test, majority of the TIP with H&N cancer (96% in control group 

and 97% in interventional group) needed unscheduled hospital visit because of pain. 

The symptom, which needed unscheduled hospital visit next to pain was dyspnoea 

(72% in control and 70% in interventional group) and vomiting (41% in control and 

39% in interventional group). None of the patient visited hospital to manage cough 

and restlessness. During post-test, majority of the TIP with H&N cancer in control 

group visited hospital for managing these symptoms. But in interventional group, 

these symptoms were managed by the primary caregivers in the home itself. These 

study findings were supported by Bullen T et al61 who studied the use of emergency 

medication kits in community palliative care and found that the medications kept in 

the kits were commonly used for pain, nausea, distress/ agitation and dyspnoea. The 

cost of the kit varied between 1 US dollar and 50 US dollars.  

From the above findings it is evident that the TIP with H&N cancer were 

visiting hospital for managing acute symptoms very often and spent lot of money for 

its management. The interventional package helped them to reduce the cost of care, 

number of unscheduled hospital visit and hospital admission.  

5.3.2 Holistic well-being of primary caregivers before and after receiving IP 

among control and interventional group 

The researcher gathered and analyzed data regarding the holistic well-being of 

the primary caregivers including physical, psychological, social, financial and 

spiritual well-being using holistic well-being scale II. There were 10 items in each 

aspect of well-being. Maximum attainable score in each aspect was 40. There were 50 

items holistic well-being scale II and the total attainable score was 200.  
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5.3.2.1 Physical well-being of primary caregivers before and after receiving IP 

among control and interventional group 

The physical aspect of holistic well-being scale II consisted of 10 items. The 

maximum attainable score in physical aspect of well-being was 40. Minimum score 

was 0. The researcher in the present study found that, the mean pretest physical well-

being score of primary caregivers in control group was 12.5. The mean post-test I, II 

and III scores were 11.9, 11.8, and 11.4 respectively. In the interventional group, the 

mean pretest physical well-being score was 12.2. The mean post-test I, II and III 

scores were 21.6, 26.0 and 27.6 respectively. These findings supports that the primary 

caregivers in the interventional group reported high level of physical well-being after 

administration of IP. However, no comparable studies were found to support these 

findings. 

Researcher analyzed the pretest score of each item of physical well-being and 

found that only 36% of the primary caregivers in control group and 31% in the 

interventional group felt that they were strong enough to care for their relatives and 

themselves. Majority of them in both groups expressed that they were not able to 

sleep adequately and continuously because of their caregiving role. This verbatim 

echoes the feeling of a primary caregiver. 

“Even though my eyes sleep for a while, my inner mind won’t sleep. I get up 

suddenly in between the sleep by hearing my husband’s sound.” 

This feeling is congruent with the feeling of the caregiver of cancer patients in a 

previous study done by Totman et al73 who stated her feeling as follows. “I was not 

really sleeping because every few seconds I am waking up to see my mother is still 

breathing or not?.” Majority of them (88% in control group and 85% in the 

177 
 



 

interventional group) stated that they were not able to relax because of caregiving 

burden. Almost majority of them in both groups experienced severe body pain and 

head ache. Most of them (65% in control group and 69% in interventional group) 

expressed that they paid no attention to their look. Some words of primary caregiver 

given below. 

“How I will get the mind to dress up when my husband is ill?” 

Most of them in both groups disagreed that they seek medical care as per their need. 

Nearly 64% in control group and 71% in the interventional group agreed that pain and 

discomfort due to caregiving hindered their activities (Table 17). From the above 

findings, it was evident that primary caregivers of TIP with H&N cancer experienced 

a low level of physical well-being and which was improved after giving interventional 

package. 

5.3.2.2 Psychological well-being of primary caregivers before and after receiving 

IP among control and interventional group 

The psychological aspect of holistic well-being scale II consisted of 10 items. 

The maximum attainable score in psychological aspect of well-being was 40. 

Minimum score was 0. Regarding psychological well-being of primary caregivers, the 

mean pretest score was 6.9 in control group. The mean post-test I, II and III scores 

were 7.1, 7.2, and 7.2 respectively. In the interventional group, the mean pretest 

psychological well-being score was 7.6. The mean post-test I, II and III scores were 

18.4, 23.0 and 26.0 respectively. These findings supports that the primary caregivers 

in the interventional group experienced a high level of psychological well-being after 

administration of IP. However, no comparable studies were found to support these 

findings. 
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The researcher analyzed the pretest score of each item of psychological well-

being and found that most of the primary caregivers were anxious and worried about 

their relatives’ illness. Nearly 89% in control group and 87% in the interventional 

group felt that they were irritated and angry more often than before. This verbatim 

echoes the feeling of a primary caregiver. 

“I feel irritated and angry for small things for which normally I would not. I 

get irritated even for children shouting and playing.” 

Majority of them (91% in control group and 92% in the interventional group) 

disagreed that they do discuss their concern with their friends and relatives. Almost 

94% in control group and 93% in the interventional group expressed that they were 

not able to concentrate and do their work. Only a few agreed that they tried solving 

their problems in a realistic way. Most of them (78% in control group and 81% in 

interventional group) felt that their priority in their life has changed because of their 

relative’s sickness. A student studying in a poly-technical college who cared his 

mother expressed his feeling in the comment quotes below. 

“I am not able to attend my classes continuously because of my mother’s illness. 

Since my attendance was not enough to appear for the exam, I have to delay for one 

semester.” 

Most of the primary caregivers in both groups agreed that they felt overwhelmed to 

manage the pain and sufferings of their relatives. Most of them in both group (95% in 

control group and 96% in interventional group) expressed that they live in a constant 

fear that their relative will die (Table 18). An example of feeling of primary caregiver 

regarding this issue is illustrated by the response below.  
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“Even in the night, I get up in between my sleep and look my  

husband for his chest movement.” 

Majority of them in both groups expressed that they felt difficult to cope up with the 

stress that the entire family was undergoing. From the above findings, it was evident 

that primary caregivers of TIP with H&N cancer experienced a low level of 

psychological well-being and which was improved after giving the interventional 

package. 

5.3.2.3 Social well-being of primary caregivers before and after receiving IP 

among control and interventional group 

The social aspect of holistic well-being scale II consisted of 10 items. The 

maximum attainable score in social aspect of well-being was 40. Minimum score was 

0. In regards to social well-being of primary caregivers, the mean pretest score in 

control group was 12.9. The mean post-test I, II and III scores were 12.8, 12.8, and 

12.5 respectively. In the interventional group, the mean pretest score was 13.6. The 

mean post-test I, II and III scores were 22.4, 25.8 and 27.4 respectively. These 

findings indicated that the primary caregivers in the interventional group spelled out a 

high level of social well-being than the control group. However, no comparable 

studies were found to support these findings. 

The researcher analyzed the pretest score of each item of social well-being 

(Table 19) and found that most of the primary caregivers (61% in control group and 

63% in the interventional group) were not able to communicate well with others in the 

society. Majority of them (88% in control group and 86% in interventional group) 

disagreed that they got enough time for their leisure time. More than half of them in 
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both groups felt that they were not able to maintain an intimate relationship with their 

life partner. This verbatim echoes the feeling of a primary caregiver who cared for his 

father. 

“I am not able to maintain a good intimate relationship with my wife 

because of my father’s illness. This created a gap between us.” 

Nearly 89% in control group and 87% in the interventional group agreed that they not 

able to celebrate special functions in the home. Most of them (92% in control group 

and 88% in the interventional group) expressed that they did not get any support from 

the family and friends to care their relatives. Less than 50% of both groups agreed that 

they were comfortable with the information they got from the health personnel. 

Majority of them felt that they were not appreciated by the family members for their 

caregiving role. The feeling is expressed in the comment quotes below. 

“Even though I care my mother day and night, my sisters blame me 

for insignificant issues.” 

More than half of them in both groups expressed that they were not able to participate 

in social activities because of lack of time. These findings of the study were in line 

with the study done by Lee JH et al75 on factors associated with care burden among 

family caregivers of terminally ill patients. It reported that family caregivers with 

emotional distress were more likely to experience changes in their daily routine. Also 

reported that they had experienced financial insufficiency, lower social support, fewer 

psychological resources and/or less confidence in caregiving.75 From the above 

findings, it was evident that primary caregivers of TIP with H&N cancer experienced 
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a low level of social well-being and which was improved after giving interventional 

package. 

5.3.2.4 Financial well-being of primary caregivers before and after receiving IP 

among control and interventional group 

The financial aspect of holistic well-being scale II consisted of 10 items. The 

maximum attainable score in financial aspect of well-being was 40. Minimum score 

was 0. The researcher found that the mean pretest financial well-being score of 

primary caregivers in control group was 8.5. The mean post-test I, II and III scores 

were 8.6, 8.5, and 8.4 respectively. In the interventional group, the mean pretest score 

was 9.1. The mean post-test I, II and III scores were 19.3, 22.8 and 24.4 respectively. 

These findings indicated that the financial well-being of primary caregivers in the 

interventional group was higher than primary caregivers in control group. However, 

no comparable studies were found to support these findings. 

The researcher observed during the pretest and found that items related to 

employment, treatment expenditure scored very low. More than half of them (55% in 

control group and 61% interventional group) felt that their relative’s illness interfered 

with their employment. Majority of them said that they were unable to attend job 

regularly because of the commitments to take care for their relative.  All of them in 

both groups expressed that the treatment expenditure was not bearable by their family. 

Many of them (78% in control group and 81% in the interventional group) expressed 

that they avoided taking their relative to the hospital because of the lack of money. 

One of the primary caregiver expressed his feeling as stated below. 

“When there was no way to generate money, with a heavy heart I keep my 

father in my home with his pain and suffering.” 
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These findings of the present study were consistent with the study done by 

Nayak GM et al on the barriers to symptom management during terminal illness. The 

study reported 36.1% of them did not know how to express symptoms because of 

their low educational status. About 89.3% had lack of resources in the family, 99% 

expressed that the treatment is very expensive and 86.2% of them reported inability to 

afford the cost of medicine and to pay for health services.7  From the above findings, 

it was evident that primary caregivers of TIP with H&N cancer experienced a low 

level of financial well-being and which was improved after giving interventional 

package. 

5.3.2.5 Spiritual well-being of primary caregivers before and after receiving IP 

among control and interventional group: 

The spiritual aspect of holistic well-being scale II consisted of 10 items. 

Maximum attainable score in spiritual aspect of wel-being was 40. Minimum score 

was 0. The researcher in her study found that, the mean pretest spiritual well-being 

score of primary caregiver in control group was 17.1. The mean post-test I, II and III 

spiritual well-being scores were 17.0, 17.2 and 16.9 respectively. In the interventional 

group, the mean pretest spiritual well-being score was 17.9. The mean post-test I, II 

and III scores were 24.2, 27.8 and 29.8 respectively (Table 11). These findings 

revealed that there was significant increase in the post-test scores of spiritual        

well-being of primary caregivers in interventional group. However, no comparable 

studies were found to support these findings. 

5.3.2.6 Holistic well-being of primary caregivers before and after receiving IP 

among control and interventional group 

Holistic well-being scale II consisted of 50 items and the total attainable score 

was 200. In regards to mean score, the mean pretest overall well-being score in 
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control group was 57.8. The mean post-test I, II and III overall well-being scores were 

56.8, 57.4 and 56.6 respectively. In the interventional group, the mean pretest overall 

well-being score was 61.5. The mean post-test I, II and III overall well-being scores 

were 105.8, 125.3 and 135.1 respectively (Table 11). The findings indicate that the 

primary caregivers in the interventional group reported a high level of holistic well-

being than the control group.  

From the above findings, it was evident that primary caregivers of TIP with 

H&N cancer experienced a low level of holistic well-being and which was improved 

after giving interventional package. 

5.4 Objective 3: To compare the acute symptoms in TIP with H&N cancer  

receiving PH and their holistic well-being before and after administering IP 

between control and interventional group. 

5.4.1 To compare the acute symptoms in TIP with H&N cancer receiving PH 

before and after administering IP between control and interventional group 

 The researcher compared the acute symptoms experienced by TIP with H&N 

cancer receiving PH before and after receiving IP between control and interventional 

group to find out the effect of IP. The data collected in those dimension were analyzed 

using student ‘t’ test and multi-variant Hotelling T2 test.  

5.4.1.1 Comparison of pain in TIP with H&N cancer among control and 

interventional group before and after administering IP 

The researcher in her present study found that the mean pretest score of pain in 

control group (7.4 and the interventional group (7.6) were more or less same with the 

mean difference of -0.2. The computed student ‘t’ test value of pretest (-0.936) was 

lower than the table value at 0.05 level of significance. But after the administration of 
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IP, the mean difference in pain score on post-test I was (6.4-4.4) 2.0, post-test II was 

(6.8-2.8) 3.9 and post-test III was (7.0-2.9) 4.2. The mean differences between the 

groups were very significant and there is a gradual increase in the difference       

(Table 20).  

The computed student ’t’ test values (between groups) of  post-test I, II and III 

(11.457, 27.435&26.115) were higher than the table value at 0.05 level of significance 

(Table 25). Hence we accept the research hypothesis (H1) at 0.05 level of significance 

and infer that there was a significant difference between the post-test scores of the 

control group and interventional group. This significant difference is because of IP 

given to the interventional group.  

The mean scores of pretest, post-test I, II and III of pain among control and the 

interventional group were together compared using multi-variant Hotelling’s T2 test. 

The calculated multi-variant Hotelling’s T2 test p-value (sig) for pain was 0.000. 

Hence we accept the research hypothesis (H1) at 0.05 level of significance and 

conclude that there was a significant difference between control group and the 

interventional group with related to pain. Following verbatim echoes the inner feeling 

of the primary caregiver in the interventional group regarding pain reduction in TIP 

with H&N cancer. 

” It is difficult to get people to give an injection in our village and we have to travel 

a long to reach a hospital. Now I can give the injection to my husband so that he 

will be comfortable and free of pain even in night.” 

Since the primary caregivers in the interventional group were able to 

administer subcutaneous injection, even at night they were able to manage pain. They 

were also able to administer appropriate medications because of the presence of acute 
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symptom management kit. Even the illiterates were able to take and administer from 

the acute symptom management kit because of different color coding used.  

These findings were supported by a study done by Chellappan S et al reported 

that, after structured training program for the primary caregivers regarding acute 

symptom management and administration of subcutaneous injection, 96.7% of 

primary caregivers used the symptom management kit. Pain and vomiting were 

common symptoms. Oral morphine and injectable metaclopramide were the most 

commonly used drugs. Both oral and subcutaneous routes were used. Out of 30 

primary caregivers, 23 of them administered subcutaneous injections. No primary 

caregivers felt that learning injection techniques were a waste of time and effort and 

all were willing to use the kit for their family member again. 14  

A chart review on 191 patients who received medications by subcutaneous 

route revealed that the main indications for this route were the inability to swallow 

(65%) and pain unresponsive to oral medication (19%). Symptoms controlled by this 

method were the pain (88%), anxiety (72%), and dyspnoea (4%). Side effects from 

the medications and problems with this route of administration were not reported, 

thereby supporting the practicability of this method in hospice and home care.48 This 

indicates that the interventional package was effective in reducing pain of TIP with 

H&N cancer receiving PH. 

5.4.1.2 Comparison of nausea and vomiting in TIP with H&N cancer among 

control and interventional group before and after IP 

The present study depicts that the mean pretest score of nausea and vomiting 

in control group (1.0) was lower than the mean pretest score of nausea and vomiting 

in interventional group (1.1) with the mean difference of -0.1. The computed student 
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‘t’ test value of  pretest (-.866) was lower than the table value at 0.05 level of 

significance. After the administration of IP, the mean difference in nausea and 

vomiting score on post-test I was (1.3-0.9) 0.4, post-test II was (1.7-0.8) 0.9 and post-

test III was (1.7-1.0) 0.7. The mean differences between the groups were significant 

and there is a gradual increase in the difference (Table 21). 

 The computed student ’t’ test values (between groups) of  post- test I, II & III 

(3.563, 7.927&10.353) were higher than the table value at 0.05 level of significance. 

Hence we accept the research hypothesis (H1) at 0.05 level of significance and infer 

that there was a significant difference between the post-test scores of nausea and 

vomiting among control group and interventional group. This indicates that 

interventional package was effective in reducing nausea and vomiting of TIP with 

H&N cancer receiving PH.  

The mean scores of pretest, post-test I, II and III of nausea and vomiting 

among control and the interventional group were together compared using multi-

variant Hotelling’s T2 test. The calculated Hotelling’s T2 test p-value (sig) for nausea 

and vomiting was 0.000 (Table 25). Hence we accept the research hypothesis (H1) at 

0.05 level of significance and conclude that there was a significant difference between 

control group and the interventional group with related to nausea and vomiting.  

In many villages, there were no hospitals to get treatment during night time. 

Most of the clinics function only during day time. The interventional package enabled 

the primary caregivers to manage acute symptoms even in the night. An example of 

the importance placed by the primary caregiver regarding the interventional package 

is illustrated by the response below. 
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“I have some fear in giving the injection to my mother. But I am happy that 

I can help to reduce her vomiting even at night.”  

Majority of the primary caregivers expressed that the color coding used in the 

symptom management kit to differentiate the medications for different acute 

symptoms were very useful. This verbatim echoes the feeling of the primary 

caregiver. 

“Till the last visit to the hospital, I was depending on others to give medications to 

my wife. Now, with the help of the different colors, I am able to give medication to 

my wife” 

The color coding in the acute symptom management kit helped even illiterate 

primary caregivers to identify appropriate medications. These findings were supported 

by an Indian study done Chellappan S et al.14 This indicates that the interventional 

package was effective in reducing nausea and vomiting of TIP with H&N cancer 

receiving PH. 

5.4.1.3 Comparison of dyspnea in TIP with H&N cancer among control and 

interventional group before and after IP 

In the present study, the researcher found that the mean pretest score of 

dyspnea in control group (2.7) was lower than the mean pretest score of dyspnea in 

interventional group (2.8) with the mean difference of -0.1. The computed student ‘t’ 

test value of  pretest (-.640) was lower than the table value at 0.05 level of 

significance. But after the administration of IP, the mean difference in dyspnoea score 

on post-test I was (2.7-2.1) 0.6, post-test II was (2.9-1.8) 1.1 and post-test III was 

(3.3-2.0) 1.3.  
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The mean differences between the groups were very significant and there is a 

gradual increase in the difference. The computed student ’t’ test values (between 

groups) of post-test I, II and III (3.243, 7.321& 9.396) were higher than the table 

value at 0.05 level of significance (Table 22). Hence we accept the research 

hypothesis (H1) at 0.05 level of significance and infer that there was a significant 

difference between the post-test scores of dyspnea among control group and 

interventional group. This indicates that, interventional package was effective in 

reducing dyspnea of TIP with H&N cancer receiving PH. 

The mean scores of pretest, post-test I, II and III of dyspnea among control 

and the interventional group were together compared using multi-variant Hotelling’s 

T2 test. The calculated Hotelling’s T2 test p-value (sig) for dyspnea was 0.000. Hence 

we accept the research hypothesis (H1) at 0.05 level of significance (Table 25) and 

conclude that there was a significant difference between control group and 

interventional group with related to dyspnea. The feeling of a TIP with H&N cancer 

in interventional group regarding dyspnea was given below.  

“Previously I was not able to get up from the bed because of difficulty in breathing. 

But now I am able to move around my bed and perform my activities of daily living 

to some extent”. 

These findings are in line with a previous study reported that dyspnea, pain, 

and edema were the common symptoms of cancer patients. Around 70% of the 

patients experienced dyspnea in the last weeks of the life which was severe in 25% of 

patients. Tab. Morphine, Inj. Dexamethasone, Inj. Deriphylline and Tab. Tramadol 

were used to treat dyspnea.40 This indicates that the interventional package was 

effective in reducing dyspnea of TIP with H&N cancer receiving PH. 
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5.4.1.4 Comparison of restlessness in TIP with H&N cancer among control and 

interventional group before and after IP 

The present study also found that the mean pretest score of restlessness in 

control group (2.0) was slightly lower than the mean pretest score of restlessness in 

the interventional group (2.1) with the mean difference of -0.1. The computed student 

‘t’ test value of  pretest (-.936) was lower than the table value at 0.05 level of 

significance.  

After the administration of IP, the mean difference in restlessness score on 

post-test I was (1.9-1.3) 0.6, post-test II was (2.2-1.2) 1.0 and post-test III was (2.6-

1.3) 1.3. The mean differences between the groups were very significant and there is a 

gradual increase in the difference. The computed student ’t’ test values (between 

groups) of  post-test I, II and III (5.445, 8.414&13.644) were higher than the table 

value at 0.05 level of significance (Table 23).    

Hence we accept the research hypothesis (H1)  at 0.05 level of significance 

and infer that there was a significant difference between the post-test scores of 

restlessness among control group and interventional group. This indicates that the 

interventional package was effective in reducing restlessness of TIP with H&N cancer 

receiving PH.  

The mean scores of pretest, post-test I, II and III of restlessness among control 

and interventional group were together compared using multi-variant Hotelling’s T2 

test. The calculated Hotelling’s T2 test p-value (sig) for restlessness was 0.000 (Table 

25). Hence we accept the research hypothesis (H1) at 0.05 level of significance and 

conclude that there was a significant difference between control group and 

interventional group with related to restlessness. The following quote represents the 
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feeling of primary caregiver regarding the reduction of restlessness among the TIP 

with H&N cancer.  

“Earlier, very often my mother asked me to change her position in the bed. I have 

not seen her sleeping continuously for the past three months. But now she is able to 

sleep continuously for at least 3 to 4 hours and the frequency of changing position 

also reduced.” 

In a previous study done by the researchers found that Tab. Lorazepam was 

used for restlessness. Even though restlessness was experienced by 73.3% of patients 

only one patient used medications for restlessness.14 This indicates that the 

interventional package was effective in reducing restlessness of TIP with H&N cancer 

receiving PH. 

5.4.1.5 Comparison of cough in TIP with H&N cancer among control and 

interventional group before and after IP 

In regards to cough, that the mean pretest score in control group (1.6) was 

lower than the mean pretest score of cough in the interventional group (1.9) with the 

mean difference of -0.3. The computed student ‘t’ test value of  pretest (-1.887) was 

lower than the table value at 0.05 level of significance. After the administration of IP, 

the mean difference in cough score on post-test I was (1.9-1.2) 0.7, post-test II was 

(2.1-1.1) 1.0 and post-test III was (2.5-1.1) 1.4. The mean differences between the 

groups were significant and there is a gradual increase in the difference (Table 24).  

The computed student ’t’ test values (between groups) of  post-test I, II & III 

(5.222, 9.647&14.8) were higher than the table value at 0.05 level of significance 

(Table 25). Hence we accept the research hypothesis (H1)  at 0.05 level of 

significance and infer that there was a significant difference between the post-test 
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scores of cough among control group and interventional group. This indicates that the 

interventional package was effective in reducing cough of TIP with H&N cancer 

receiving PH.  

The mean scores of pretest, post test I, II and III of cough among control and 

interventional group were together compared using multi-variant Hotelling’s T2 test. 

The calculated Hotelling’s T2 test p-value (sig) for restlessness was 0.000. Hence we 

accept the research hypothesis (H1) at 0.05 level of significance and conclude that 

there was a significant difference between control group and interventional group 

with related to cough.  

This indicates that the interventional package was effective in reducing cough 

of TIP with H&N cancer receiving PH. Even though the interventional package 

reduced the acute symptoms experienced by the TIP with H&N cancer, many of them 

expressed that the symptoms were not permanently stopped. It has to be remembered 

that these were terminally ill patients, with incurable cancer where complete or 

permanent symptom control would be unlikely in any setting. 

5.4.2 To compare the holistic well-being of TIP with H&N cancer receiving PH 

before and after receiving IP between control and interventional group 

 The researcher compared the holistic well-being of TIP with H&N cancer 

receiving PH before and after receiving IP between control and interventional group 

to find out the effect of IP. The holistic well-being of the TIP with H&N cancer 

receiving PH included physical, psychological, social, financial, and spiritual       

well-being and was assessed using the holistic well-being scale I. Each aspect of the 

holistic well-being scale I consisted of 8 items with a maximum score of 32 and a 
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minimum score of 0. The data collected in these dimension were analyzed using 

student ‘t’ test and multi-variant Hotelling T2 test. 

5.4.2.1 Comparison of physical well-being of TIP with H&N cancer among 

control and interventional group before and after IP 

Researcher in the present study found that the mean pretest score of physical 

well-being of TIP with H&N cancer in control group (7.0) was slightly lower than the 

mean pretest score of physical well-being in the interventional group (7.1) with the 

mean difference of only -0.1. The computed student ‘t’ test value of  pretest (-.092) 

was lower than the table value at 0.05 level of significance.   

After the administration of IP, the mean difference in physical well-being 

score on post- test I was (6.7-10.9) -4.2, post-test II was (6.3-13.9) -7.6 and post-test 

III was (6.1-13.5) -7.4. The mean differences between the groups were significant and 

there was a gradual increase in the difference. The computed student’t’ test values 

(between groups) of post-test I, II and III (-6.190, -10.297&-9.662) were higher than 

the table value at 0.05 level of significance (Table 26).  

 Thus, it was inferred that there was a significant difference between the post- 

tests scores of physical well-being of TIP with H&N cancer among control group and 

the interventional group. This indicates that the interventional package was effective 

in improving physical well-being of TIP with H&N cancer receiving PH. Hence the 

research hypothesis (H1) was accepted (Table 26).  

The mean scores of pretest, post-test I, II and III of physical well-being of TIP 

with H&N cancer among control and the interventional group were together 

compared using multi-variant Hotelling’s T2 test. The calculated Hotelling’s T2 test   

p-value (sig) for physical well-being was 0.000 (Table 32). Hence we accept the 
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research hypothesis at 0.05 level of significance and conclude that there was a 

significant difference between control group and the interventional group with related 

to physical well-being. This indicates that, interventional package was effective in 

improving physical well-being of TIP with H&N cancer receiving PH. However, no 

comparable studies were found to support these findings of the present study. 

The researcher analyzed each items of physical well-being separately for post-

test III. In the post test III, it was found that items related to breathing, sleep and 

communication scored high in interventional group comparing to control group. 

Nearly 94 out of 100 TIP with H&N cancer in control group experienced difficulty in 

breathing. But in interventional group, only 62 of them expressed that they have 

experienced difficulty in breathing. The calculated χ² value (26.112) was significant at 

0.05 level of significance (Table 12).  

Almost everyone in control group expressed that they could not sleep in the 

night continuously because of   pain, cough, and difficulty in breathing. But 31 out of 

100 of them in the interventional group agreed that they could sleep continuously for 

more than 4 hours in the night because of reduction in pain and cough. The calculated 

χ² value (30.521) was significant at 0.05 level of significance. The feeling is 

expressed in the comment quotes below. 

“I am able to rest and sleep in my bed continuously up to four hours because my 

son gives me injection even in the night so that my pain and cough are controlled”   

Majority of the TIP with H&N cancer (94 out of 100) in control group 

expressed that they felt difficulty in communicating with others because of pain in the 

mouth and obstruction by the tumor. But in the interventional group, 66 of them felt 

that they were able to communicate with others. The calculated χ² value (41.580) was 
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significant at 0.05 level of significance. This is because suggestions were given to TIP 

with H&N cancer in the interventional group during counseling sessions regarding the 

use of nonverbal communication such as writing in papers, using bell etc. This 

verbatim echoes the feeling of the TIP with H&N cancer. 

“Even though I have difficulty in talking, I am happy that now I am able to 

communicate with my friends and relatives as per my need” 

The above findings of the study revealed that the interventional package was 

effective enough to improve the physical well-being of TIP with H&N cancer which 

in turn improves their holistic well-being. 

5.4.2.2 Comparison of psychological well-being of TIP with H&N cancer among 

control and interventional group before and after IP 

In regards to the psychological well-being of TIP with H&N cancer receiving 

PH, the mean pretest score in control group (5.2) was higher than the mean pretest 

score of psychological well-being in the interventional group (5.0) with the mean 

difference of only 0.2. The computed student ‘t’ test value of  pretest (.409) was lower 

than the table value at 0.05 level of significance.   

After the administration of IP, the mean difference in psychological          

well-being score on post- test I was (5.2-11.9) -6.7, post-test II was (5,2-17.0) -11.8 

and post-test III was (5.3-19.9) -14.6. The mean differences between the groups were 

significant and there was a gradual increase in the difference. The computed student 

’t’ test values (between groups) of  post-test I, II and III (-14.364, -24.475 & -28.930) 

were higher than the table value at 0.05 level of significance (Table 27).  
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Thus, it was inferred that there was a significant difference between the post-

test scores of psychological well-being of TIP with H&N cancer among control group 

and the interventional group. This indicates that the interventional package was 

effective in improving psychological well-being of TIP with H&N cancer receiving 

PH. Hence the research hypothesis (H1) was accepted.  

The mean scores of pre-test, post-test I, II and III of psychological well-being 

of TIP with H&N cancer among control group and the interventional group were 

together compared using multi-variant Hotelling’s T2 test. The calculated Hotelling’s 

T2 test p-value (sig) for psychological well-being was 0.000 (Table32). Hence we 

accept the research hypothesis (H1) at 0.05 level of significance and conclude that 

there was a significant difference between control group and the interventional group 

with related to psychological well-being. This indicates that the interventional 

package was effective in improving psychological well-being of TIP with H&N 

cancer receiving PH. 

The researcher analyzed each item of psychological well-being in post-test III 

and found that items related to being a burden to the family, mood of the TIP with 

H&N cancer, hopelessness in fighting against the disease and discussing their concern 

with others scored high in the interventional group than the control group. Most of the 

TIP with H&N cancer (92%) in control group felt that they were a burden to their 

family and because of them, the family lost their wealth and peace of mind. But in the 

interventional group, there was a reduction in the number of TIP with H&N cancer 

(73%) with this feeling. The calculated  χ² value (12.502) was significant at 0.05 level 

of significance (Table 13). One of the TIP with H&N cancer expressed his feeling 

regarding the same as follows.  
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“After the counseling sessions, I understood that it was the responsibility of my 

family to take care of me in my sickness. So there is no need for me to feel guilty 

about it”. 

Almost 93% of them in control group expressed that they felt sad and 

depressed all the times. In interventional group only 38% had this feeling. The 

calculated χ² value (64.088) was significant at 0.05 level of significance. More than 

93% of them in control group expressed that they found difficult to discuss their 

concern with others. But most of them in interventional group expressed that they 

were able to discuss their concern to others. The calculated χ² value (100.575) was 

significant at 0.05 level of significance  

These findings were similar to the study findings reported by Sam S et al76 

who studied the effect of counseling on level of caregivers’ burden and coping among 

caregivers of terminally ill cancer patients.  They found that 53.3% of them had 

severe burden and 100% of them had minimal coping during pretest. But after 

counseling session, 60% experienced mild to moderate burden and 90% experienced 

high level of coping. The pretest mean burden score was 65.20±7.16 and the post -

mean burden score was 23.23±6.8. The t value was 28.09. The pretest mean coping 

score was 27.46±8.02 and the post-test mean burden score was 92.66±7.15. The t 

value was 29.44. These values were statistically significant. These findings supported 

that counseling was effective in reducing the caregivers’ burden and improving the 

level of coping.76  

 The above findings of the study revealed that the interventional package was 

effective enough to improve the psychological well-being of TIP with H&N cancer 

which in turn improves their holistic well-being. 
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5.4.2.3 Comparison of social well-being of TIP with H&N cancer among control 

and interventional group before and after IP 

The researcher also found that the mean pretest score of social well-being of 

TIP with H&N cancer in both control and interventional group was13.0 with no 

difference in mean. The computed student ‘t’ test value of  pretest (.000) was lower 

than the table value at 0.05 level of significance.   

After the administration of IP, the mean difference in social well-being score 

on post- test I was (12.8-17.8) -5.0, post-test II was (12.5-20.7) -8.2and post-test III 

was (12.3-22.0) -9.7. The mean differences between the groups were significant and 

there was a gradual increase in the difference. The computed student ’t’ test values 

(between groups) of  post-test I, II and III (-6.555, -12.309 & -14.677) were higher 

than the table value at 0.05 level of significance Table 28).  

Thus, it was inferred that there was a significant difference between the post-

test scores of social well-being of TIP with H&N cancer among control group and the 

interventional group. This indicates that the interventional package was effective in 

improving the social well-being of TIP with H&N cancer receiving PH. Hence the 

research hypothesis (H1) was accepted.  

The mean scores of pretest, post-test I, II and III of social well-being of TIP 

with H&N cancer among control and the interventional group were together 

compared using multi-variant Hotelling’s T2 test. The calculated Hotelling’s T2 test    

p- value (sig) for social well-being was 0.000 (Table 32). Hence we accept the 
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research hypothesis (H1) at 0.05 level of significance and conclude that there was 

significant difference between control group and the interventional group in regards to 

social well-being. This indicates that the interventional package was effective in 

improving the social well-being of TIP with H&N cancer receiving PH. However, no 

comparable studies were found to support these findings of the present study. 

The researcher analyzed each item of social well-being in post-test III and 

found that items related to the disfigurement of face, concerns regarding future of the 

family and celebrating special occasions in the home scored high in the interventional 

group comparing to control group. Most of the TIP with H&N cancer (94%) in 

control group expressed that they felt insecure in public places because of the 

disfigurement of the face due to illness and they avoid participating in social 

activities. But in interventional group, 38% of them expressed that they were able to 

participate in social activities. The calculated χ² value (29.837) was significant at 0.05 

level of significance (Table 14). An example of the feeling expressed by the TIP with 

H&N cancer is illustrated by the response below.  

“Previously I felt guilty to go to the coffee shop with my friends because of my 

appearance. But now I call my friends to my home and spend my time with them.” 

Majority of them (87%) in control group expressed that the family avoided 

celebrating special occasions in their home. But in the interventional group, only 43% 

agreed on the same. Others were able to celebrate special occasions in their home 

such as marriage, birthday celebrations of their grand children, Pongal etc. In two of 

the families, the daughters of TIP with H&N cancer were got married and the TIP 

with H&N cancer happily participated in that. The calculated χ² value (42.549) was 

significant at 0.05 level of significance  
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The following quotation focuses on the feeling of a TIP with H&N cancer 

regard to the celebration of special occasions in the home.  

“The counseling sessions helped our family to make a good decision about 

my daughter’s marriage and I am really privileged to be a part of it.” 

The above findings of the study revealed that the interventional package was 

effective enough to improve the social well-being of TIP with H&N cancer which in 

turn improves their holistic well-being. 

5.4.2.4 Comparison of financial well-being of TIP with H&N cancer among 

control and interventional group before and after IP 

The present study also reveals that the mean pretest score of financial well-

being of TIP with H&N cancer in control group (9.2) was slightly lower than the 

mean pretest score of financial well-being in the interventional group (9.4) with the 

mean difference of only -0.2. The computed student‘t’ test value of  pretest (-.309) 

was lower than the table value at 0.05 level of significance.  

After the administration of IP, the mean difference in financial well-being 

score on post- test I was (9.1-19.0) -9.9, post-test II was (9.0-21.1) -12.1 and post-test 

III was (8.1-22.8) -13.9. The mean differences between the groups were significant 

and there was a gradual increase in the difference. The computed student ’t’ test 

values (between groups) of  post-test I, II and III (-16.889, -22.162 & -25.755) were 

higher than the table value at 0.05 level of significance (Table 29).  

Thus, it was inferred that there was a significant difference between the post-

test scores of financial well-being of TIP with H&N cancer among control group and 

interventional group. This indicates that the interventional package was effective in 
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improving the financial well-being of TIP with H&N cancer receiving PH. Hence the 

research hypothesis (H1) was accepted.  

The mean scores of pre-test, post-test I, II and III of financial well-being of 

TIP with H&N cancer among control and the interventional group were together 

compared using multi-variant Hotelling’s T2 test. The calculated Hotelling’s T2 test p-

value (sig) for financial well-being was 0.000 (Table 32). Hence we accept the 

research hypothesis at 0.05 level of significance and conclude that there was a 

significant difference between control group and interventional group with related to 

financial well-being. This indicates that the interventional package was effective in 

improving financial well-being of TIP with H&N cancer receiving PH. 

The researcher analyzed each item of financial well-being in post-test III and 

found that items related to employment, access to medical care, financial need to meet 

medical expense and expressing unbearable symptoms to the family members scored 

high in interventional group comparing to control group. None of them in control 

group agreed that they got adequate financial support to meet their medical expenses. 

In the interventional group, 67% of them agreed that they got adequate financial 

support. This is because the researcher was able to assess the financial background of 

the TIP with H&N cancer during her home visit and refer them to the available 

financial organizations as per their need. Only 23% of them in control group agreed 

that they were able to access the medical services as per their need whereas in 

interventional group, 73% of them accepted above said statement.  

Only 2% of them in control group expressed that the cost of the treatment was 

affordable by them. This is because, whenever the TIP with H&N cancer gets an acute 

symptom which is not relieved by the routine medications, he/she has to travel to the 
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hospital by a vehicle (probably by an auto or a taxi). He/she has to pay for 

registration, consultation, and medications. These expenses were not affordable by 

many of the TIP with H&N cancer and their families. 

But in the interventional group, a majority of them (92%) agreed that they 

were able to afford the cost of treatment. Since the primary caregivers were given 

training regarding acute symptom management, they themselves managed the acute 

symptoms in the home itself. The cost of medicine alone remained. The calculated χ² 

value (162.585) was significant at 0.05 level of significance.  

Majority of them (80%) in control group expressed that they avoided 

expressing their unbearable symptoms to their relatives because of lack of money. But 

in the interventional group, only 6% of them agreed with this statement. The 

calculated χ² value (111.710) was significant at 0.05 level of significance. This 

verbatim echoes the feeling of a TIP with H&N cancer in the interventional group 

regarding expression of symptoms. 

“Previously my family was not affordable to pay for my treatment. They run here 

and there to borrow money. Very often, I feel uncomfortable to express my pain and 

suffering. But now, because of training my wife is able to manage my unbearable 

pain in the home itself with very little expense.”. 

In control group, only 38% of them settled their financial issues such as the 

settlement of shares, pension and appointing a nominee for their insurance. But in the 

interventional group, 96% of them agreed that they have settled their financial issues. 

The calculated χ² value (21.166) was significant at 0.05 level of significance  
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This is because the counseling sessions of the IP helped the TIP with H&N 

cancer to settle their issues in a positive way. The above findings of the study revealed 

that the interventional package was effective enough to improve the financial well-

being of TIP with H&N cancer which in turn improves their holistic well-being. 

5.4.2.5 Comparison of spiritual well-being of TIP with H&N cancer among 

control and interventional group before and after IP 

Data in the present study reports that the mean pretest score of spiritual      

well-being of TIP with H&N cancer in control group (15.5) was higher than the mean 

pretest score of spiritual well-being in the interventional group (14.9) with the mean 

difference of only 0.6. The computed student ‘t’ test value of  pretest (.791) was lower 

than the table value at 0.05 level of significance.  

 After the administration of IP, the mean difference in spiritual well-being 

score on post- test I was (15.2-20.3) -5.0, post-test II was (15.0-21.7) -8.2 and post-

test III was (14.9 -23.0) -9.7. The mean differences between the groups were 

significant and there was a gradual increase in the difference. The computed student 

’t’ test values (between groups) of  post-test I, II and III (-7.257, -10.100 & -12.737) 

were higher than the table value at 0.05 level of significance (Table 30).  

Thus, it was inferred that there was a significant difference between the post-

test scores of spiritual well-being of TIP with H&N cancer among control group and 

interventional group. This indicates that the interventional package was effective in 

improving the spiritual well-being of TIP with H&N cancer receiving PH. Hence the 

research hypothesis (H1) was accepted.  
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The mean scores of pretest, post-test I, II and III of spiritual well-being of TIP 

with H&N cancer among control group and the interventional group were together 

compared using multi-variant Hotelling’s T2 test. The calculated Hotelling’s T2 test   

p-value (sig) for spiritual well-being was 0.000 (Table 32). Hence we accept the 

research hypothesis (H1) at 0.05 level of significance and conclude that there was a 

significant difference between control group and the interventional group in regard to 

spiritual well-being. This indicates that, interventional package was effective in 

improving spiritual well-being of TIP with H&N cancer receiving PH. However, no 

comparable studies were found to support these findings of the present study. 

The researcher in the present study analyzed each item of spiritual well-being 

of the post-test III and found that only 6% in control group were able to pray and go 

to church/temple/mosque comfortably. But in the interventional group, 78% accepted 

that they were able to pray and go to places of their faith. The calculated χ² value 

(106.404) was significant at 0.05 level of significance. Only 49% of them in control 

group felt that they were able to maintain peace with others. But in the  interventional 

group, 87% agreed that they were able to maintain peace with others. The calculated 

χ² value (33.180) was significant at 0.05 level of significance. Following statement 

echoes the feeling of the TIP with H&N cancer.  

“I was very much angry with my brother. We never talk to each other for the past 

17 years. But now I have established a new relationship with my brother and the 

revenge feeling of mine is gone from my heart”. 

The above findings of the study revealed that the interventional package was 

effective enough to improve the spiritual well-being of TIP with H&N cancer which 

in turn improves their holistic well-being. 
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5.4.2.6 Comparison of holistic well-being of TIP with H&N cancer among control 

and interventional group before and after IP 

Overall, the present study depicts that the mean pretest score of the holistic 

well-being of TIP with H&N cancer in control group (49.5) was slightly lower than 

the mean pretest score of holistic well-being in the interventional group (50.1) with 

the mean difference of only -0.6. The computed student ‘t’ test value of  pretest (.207) 

was lower than the table value at 0.05 level of significance.   

After the administration of IP, the mean difference in holistic well-being score 

on post- test I was (42.2-80.0) -37.8, post-test II was (48.3-94.3) -46.0 and post-test 

III was (47.8-101.1) -54.1. The mean differences between the groups were significant 

and there was a gradual increase in the difference. The computed student ’t’ test 

values (between groups) of  post-test I, II and III (-11.391, -17.992 & -20.610) were 

higher than the table value at 0.05 level of significance (Table 31).  

Thus, it was inferred that there was a significant difference between the      

post-test scores of the holistic well-being of TIP with H&N cancer among control 

group and interventional group. This indicates that the interventional package was 

effective in improving the holistic well-being of TIP with H&N cancer receiving PH. 

Hence the research hypothesis (H1) was accepted.  

The mean scores of pretest, post-test I, II and III of  the holistic well-being of 

TIP with H&N cancer among control and the interventional group were together 

compared using multi-variant Hotelling’s T2 test. The calculated Hotelling’s T2 test   

p-value (sig) for the holistic well-being was 0.000 (Table 32). Hence we accept the 

research hypothesis (H1) at 0.05 level of significance and conclude that there was a 

significant difference between control group and the interventional group with related 
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to the holistic well-being. This indicates that the interventional package was effective 

in improving the holistic well-being of TIP with H&N cancer receiving PH. However, 

no comparable studies were found to support these findings of the present study. 

5.5 Objective 4: To compare the management of acute symptoms by the primary 

caregivers and their holistic well-being before and after administering IP 

between control and interventional group.  

H2: There is a significant difference in the management of acute symptoms by the 

primary caregivers and their holistic well-being before and after administering IP 

among control and interventional group.  

5.5.1 To compare the management of acute symptoms by the primary caregivers 

before and after administering IP between control and interventional group.  

The researcher compared the management of acute symptoms by the primary 

caregivers before and after receiving IP between control and interventional group to 

find out the effect of IP. The data collected in those dimensions were analyzed using 

student ‘t’ test and multi-variant Hotelling T2 test. 

5.5.1.1 Comparison of frequency of getting acute symptoms per month by the 

TIP with H&N cancer among control and interventional group before and     

after IP 

The researcher in her present study found that the mean pretest frequency of 

getting acute symptoms per month by the TIP with H&N cancer in both group was 

2.4. But, in the post- test I, II and III, mean frequencies in control group (1.5,1.6 and 

2.0) were only slightly higher than the mean frequencies in interventional group 

(1.4,1.5 and 1.9)  with the mean difference of 0.1 in each post- test.  The computed 

student ‘t’ test values of  the pretest, post-test I, II and III (.977,.092, and .413 ) were 
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lower than the table value at 0.05 level of significance. Thus, it was inferred that there 

was no significant difference between the post-test scores of frequency of getting 

acute symptoms per month by the TIP with H&N cancer among control group and 

interventional group. Hence the research hypothesis (H2) was rejected (Table 33). 

The mean scores of pretest, post-test I, II and III of frequency of getting acute 

symptoms per month by the TIP with H&N cancer receiving PH among control and 

interventional group were together compared using multi-variant Hotelling’s T2 test. 

The calculated Hotelling’s T2 p-value is 0.699 (Table 35). This indicates that, the 

interventional package was not effective in reducing the frequency of getting acute 

symptoms experienced by the TIP with H&N cancer receiving PH. Hence the 

research hypothesis (H2) was rejected. This might be because these were terminally ill 

patients whose symptoms were expected to increase towards the end of life. 

5.5.1.2 Comparison of expense per unscheduled hospital visit to manage acute 

symptom experienced by the TIP with H&N cancer among control and 

interventional group before and after IP 

Regarding expense/unscheduled hospital visit to manage acute symptom, the 

mean pretest expense per unscheduled hospital visit in control group (Rs.557.0) was 

only slightly higher than the mean pretest expense per visit in the interventional group 

(Rs.553.9) with the mean difference of only Rs.3.1. The computed student ‘t’ test 

value of  pretest (.089) was lower than the table value at 0.05 level of significance. 

After the administration of IP, the mean difference in expense per unscheduled 

hospital visit on post- test I was (455.9-177.0) Rs.278.9, post-test II was (457.1-83.8) 

Rs.373.3 and post-test III was (533.6-156.5) Rs.377.7. The mean differences between 

the groups were very significant and there was a gradual increase in the difference. 
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The computed student ’t’ test values (between groups) of  post-test I, II and III (-

11.391, -17.992 & -20.610) were higher than the table value at 0.05 level of 

significance (Table 34).  

The expense per unscheduled hospital visit included the money spent on travel 

to hospital, registration and consultation fee in the hospital and medicine charges. 

Since the primary caregivers managed the acute symptoms in their home itself, the 

expense to travel and registration and consultation fee was reduced, only the medicine 

charge remained in the interventional group. Thus, it was inferred that there was a 

significant difference between the post-test expense per visit to manage acute 

symptom among control group and the interventional group. This indicates that the 

interventional package was effective in reducing the expense per unscheduled hospital 

visit for managing acute symptoms. Hence the research hypothesis (H2) was accepted.  

The mean scores of pretest, post-test I, II and III of expense / unscheduled 

hospital visit to manage acute symptom among control and the interventional group 

were together compared using multi-variant Hotelling’s T2 test. The calculated 

Hotelling’s T2 p-value is 0.000 (Table 35). Hence we accept the research hypothesis 

(H2) at 0.05 level of significance and conclude that there was a significant difference 

between control group and the interventional group related to expense/ unscheduled 

hospital visit to manage acute symptom. It means the interventional package was 

effective in reducing the expense/ unscheduled hospital visit to manage acute 

symptom. An example of the importance placed by a primary caregiver regarding the 

interventional package is illustrated by the response below.  
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“It is difficult to get people to give an injection in our village and we have to travel 

a long distance to reach a hospital. Now I can give the injection for my wife so that 

she is comfortable” 

Most of the illiterate primary caregivers expressed that color coding in the kit 

was very helpful to identify relevant medications. This verbatim echoes the feeling of 

the primary caregiver. 

“Till the last visit to the hospital, I was depending on others to give medications to 

my husband. Now, with the help of the different colors, I am able to give 

medication.” 

These findings of the present study were consistent with the study report done 

by Burnley R et al who studied whether home palliative care intervention for 

terminally ill patients can improve patient satisfaction, reduce medical care costs and 

increase the proportion of patients dying at home. The interventional group received 

the intervention delivered by the interdisciplinary team providing pain and symptom 

relief, patient education and training, array of medical and support services. The 

results showed that patients randomized to home palliative care reported greater 

improvement in satisfaction with care at 30 and 90 days after enrollment (p<.05) and 

they were more likely to die at home than receiving usual care (p<0.001). They were 

less likely to visit the emergency department (p=.01) or admitted to the hospital 

(p<0.01) resulting in significantly lower cost of care for intervention patients. 

(p=.03)21 

These findings were also supported by a previous study done by Chellappan S 

et al which reported that out of 30 patients, all of them visited hospital for managing 

acute symptoms. About 46% of them spend more than Rs. 200 per hospital visit, 
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30.5% of them spent Rs.100 to Rs.200 per hospital visit, and 23.5 % of them spent 

<Rs.100 per hospital visit. These were the unscheduled visits to the hospital because 

of sudden occurrence of one or more acute symptoms. The cost included medicines, 

transportation, hospital registration and consultation fee. After the structured training 

program, 96.7% of them spent less than Rs.100 during each episode of one or more 

acute symptoms. The difference was statistically significant (p<0.05).14  

After administration of interventional package, the visit to the hospital for 

managing acute symptom was no longer required in the majority of the patients before 

the scheduled visit and the cost per episode was reduced because only the cost of 

medication remained. The above findings of the study revealed that the interventional 

package was effective enough to reduce the expense needed to treat acute symptoms 

of TIP with H&N cancer. 

5.5.1.3 Comparison of percentage of the TIP with H&N cancer needing 

unscheduled hospital for managing acute symptoms among control and 

interventional group before and after IP 

In regards to percentage of TIP with H&N cancer needing unscheduled 

hospital visit, 100% of the them in control group were visiting hospital for managing 

one or more acute symptoms during pretest. In post-test I, II and III, 91%, 92% and 

100% respectively were visiting hospital for managing acute symptom. In 

interventional group, 100% of the patients were visiting hospital for managing acute 

symptoms during the pretest. But in post-test I, II and III, only 22%, 0% and 13% 

respectively were visiting hospital for managing acute symptom (Fig 18). This 

indicates that there was reduction in the percentage of TIP with H&N cancer needed 

unscheduled hospital visit for managing acute symptoms in interventional group. 
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Since the primary caregivers managed the acute symptoms in their home, the hospital 

visits to manage acute symptoms were reduced in interventional group.  

These findings were supported by the previous study done by Chellappan S et 

al which reported that 100% of terminally ill cancer patients visited the hospital for 

managing acute symptom which was in addition to the scheduled visits took place 

specifically because of the onset of one or more acute symptoms. After the training 

program for the primary caregivers, visit to hospital to manage acute symptoms were 

no longer required in most of the patients.14,51,64 The above findings of the study 

revealed that the interventional package was effective enough to reduce the 

percentage of TIP with H&N cancer  needing hospital visit for managing acute 

symptoms. 

5.5.1.4 Comparison of percentage of  the TIP with H&N cancer needing hospital 

admission for managing acute symptom  among control and interventional 

group before and after IP 

The researcher in the present study also found that 20% of the patients in 

control group were admitted to hospital for managing acute symptom during pretest. 

In post-test I, II and III, 13%, 15% and 17% respectively were admitted to hospital for 

managing acute symptoms. In the interventional group, 21% of the patients were 

admitted to hospital for managing acute symptoms during pretest. In post-test I, II and 

III, none of them admitted to hospital for managing acute symptoms (Fig 19). These 

findings conclude that the need for hospital admission was no longer required in the 

interventional group. This was possible because the primary caregivers were able to 

manage the acute symptoms in the home itself.  
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These findings were similar to the findings reported by Seow H et al who 

studied the pooled effect of exposure to specialist palliative care teams providing 

services in patients’ home. The study participants were 3109 patients who received 

care from specialist palliative care teams in 2009 to 2011 matched by 3109 patients 

who were received usual care. Across all palliative care teams, 970 (31.2%) of the 

exposed group were in the hospital and 896 (28.9%) had an emergency visit in the last 

two weeks of life compared with 1216 (39.3%) and 1070 (34.5%) of unexposed group 

(p< 0.001). The pooled relative risk of being in hospital and having an emergency 

visit comparing exposed vs unexposed were 0.68 (95% CI: 0.61 to 0.76) and 0.77 

(95% CI: 0.69 to 0.86) respectively. The study concluded that community-based, 

specialist palliative care teams were effective in reducing emergency department 

visits towards the end of life and hospital deaths.42 

These findings were also supported by few other studies. In a literature review, 

it was identified that multi-professional approaches to palliative home care reduced 

the overall cost of care by reducing the amount of time patients spend in the acute 

hospital setting.44 A study done by Miccinesi et al45  estimated the reduction of time 

spent in hospital achieved through palliative home care. Out of 3423 deceased cancer 

patients, there was 25% reduction of the relative risk of inpatient admission and a 

49% reduction of relative risk of spending days in hospital during the last 3 months of 

life. Thus palliative home care appears to be effective in reducing time spent in 

hospital during the last 3 months of life.  

5.5.2 To compare the holistic well-being of primary caregivers of TIP with H&N 

cancer receiving PH before and after receiving IP between control and 

interventional group 
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The holistic well-being of primary caregivers of TIP with H&N cancer 

receiving PH included the physical, psychological, social, financial and spiritual  

well-being. The data collected in those dimensions using holistic well-being scale II 

were analyzed using student ‘t’ test and multi-variant Hotelling T2 test. 

5.5.2.1 Comparison of physical well-being of primary caregivers among control 

and interventional group before and after IP 

The researcher in the present study found that the mean pretest score of 

physical well-being of primary caregivers’ of TIP with H&N cancer in control group 

(12.5) was slightly lower than the mean pretest score in the interventional group 

(13.2) with the mean difference of only -0.7. The computed student ‘t’ test value of  

pretest (-1.157) was lower than the table value at 0.05 level of significance.  

After the administration of IP, the mean difference in physical well-being 

score on post- test I was (11.9-21.6) -9.7, post-test II was (11.8-26.0) -14.2 and     

post-test III was (11.4-27.6) -16.2. The mean differences between the groups were 

significant and there was a gradual increase in the difference. The computed student 

’t’ test values (between groups) of  post-test I, II and III (-17.540, -28.313 & -32.675) 

were higher than the table value at 0.05 level of significance.  

 Thus, it was inferred that there was a significant difference between the post-

test scores of physical well-being of primary caregivers’ of TIP with H&N cancer 

among control group and interventional group. This indicates that the interventional 

package was effective in improving physical well-being of primary caregivers’ of TIP 

with H&N cancer receiving PH. Hence the research hypothesis (H2) was accepted.  

The mean scores of the pretest, post-test I, II and III of physical well-being of 

primary caregivers’ of TIP with H&N cancer among control group and the 
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interventional group were together compared using multi-variant Hotelling’s T2 test. 

The calculated Hotelling’s T2 test p-value (sig) for physical well-being of primary 

caregivers was 0.000. Hence we accept the research hypothesis (H2) at 0.05 level of 

significance and conclude that there was a significant difference between control 

group and the interventional group with related to physical well-being of primary 

caregivers. This indicates that the interventional package was effective in improving 

physical well-being of primary caregivers’ of TIP with H&N cancer receiving PH. 

However no comparable studies were found to support these findings of the present 

study. 

The researcher analyzed the post-test III score of each item of physical well-

being and found that only 31% of the primary caregivers in control group felt that 

they were strong enough to care for their relatives and themselves. But in the 

interventional group, nearly 51% agreed with above statement. The calculated χ² 

value (15.838) was significant at 0.05 level of significance. Only 19% of them in 

control group expressed that they were able to sleep adequately and continuously. But 

in the interventional group 60% of them agreed. The calculated χ² value (40.017) was 

significant at 0.05 level of significance. This verbatim echoes the feeling of a primary 

caregiver in interventional group. 

“Since I am able to manage my husband’s pain before it is being severe, I 

am able to sleep continuously for 5 to 6 hours in the night.” 

A majority of them (93%) in control group stated that they were not able to relax 

themselves because of caregiving burden. But 82% of them in the interventional 

group agreed that they were able to relax. The calculated χ² value (113.878) was 

significant at 0.05 level of significance.  Almost 93% of them in control group 
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experienced severe body pain and head ache but it was only 28% in interventional 

group. 

 Most of them (77%) in control group disagreed that they seek medical care as 

per their need. But 69% the in interventional group agreed that they seek medical 

care. The calculated χ² value (42.593) was significant at 0.05 level of significance.  

Nearly 72% in control group agreed that pain and discomfort due to caregiving 

hindered their activities whereas it was only 23% in the interventional group. The 

calculated χ² value (48.140) was significant at 0.05 level of significance. 

The above findings of the study revealed that the interventional package was 

effective enough to improve the physical well-being of primary caregivers of TIP with 

H&N cancer which in turn improves their holistic well-being. 

5.5.2.2 Comparison of psychological well-being of primary caregivers among 

control and interventional group before and after IP 

Data in the present study reports that the mean pretest score of psychological 

well-being of primary caregivers’ of TIP with H&N cancer in control group (6.9) was 

slightly lower than the mean pretest score in the interventional group (7.6) with the 

mean difference of only -0.7. The computed student ‘t’ test value of  pretest (-1.143) 

was lower than the table value at 0.05 level of significance.  

After the administration of IP, the mean difference in psychological well-

being score on post- test I was (7.1-18.4) -11.3, post-test II was (7.2-23.0) -15.8 and 

post-test III was (7.2-26.0) -18.8. The mean differences between the groups were 

significant and there was a gradual increase in the difference. The computed student 

’t’ test values (between groups) of  post-test I, II and III (-23.196, -32.829 & -38.183) 

were higher than the table value at 0.05 level of significance (Table 37).  
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 Thus, it was inferred that there was a significant difference between the post-

test scores of psychological well-being of primary caregivers’ of TIP with H&N 

cancer among control group and interventional group. This indicates that, 

interventional package was effective in improving psychological well-being of 

primary caregivers’ of TIP with H&N cancer receiving PH. Hence the research 

hypothesis (H2) was accepted.  

The mean scores of pre-test, post test I, II and III of psychological well-being 

of primary caregivers’ of TIP with H&N cancer among control group and the 

interventional group were together compared using multi-variant Hotelling’s T2 test. 

The calculated Hotelling’s T2 test p-value (sig) for psychological well-being of 

primary caregivers was 0.000 (Table 42). Hence we accept the research hypothesis 

(H2) at 0.05 level of significance and conclude that interventional package was 

effective in improving psychological well-being of primary caregivers’ of TIP with 

H&N cancer receiving PH. However no comparable studies were found to support 

these findings of the present study. 

The researcher analyzed the post-test III score of each item of psychological 

well-being and found that nearly 94% of the primary caregivers in control group and 

38% in the interventional group were anxious and worried about their relatives’ 

illness. The calculated χ² value (49.142) was significant at 0.05 level of significance. 

Nearly 89% of them in control group felt that they were irritated and angry more often 

than before whereas 58% of them in interventional group disagreed. The calculated χ² 

value (48.877) was significant at 0.05 level of significance. This verbatim echoes the 

feeling of a primary caregiver. 
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“Earlier, I feel irritated and angry for small things for which normally I 

would not. But after counseling sessions, I am able to be at peace with myself and 

others.” 

Majority of them (88%) in control group disagreed that they discussed their 

concern with their friends and relatives. But 79% in the interventional group agreed 

that they do discuss their concern with their friends and relatives. The calculated χ² 

value (90.513) was significant at 0.05 level of significance.  Only a few (31% in 

control group) agreed that they tried solving their problems in realistic way. But 78% 

in interventional agreed on the above statement. The calculated χ² value (44.541) was 

significant at 0.05 level of significance.  Most of them (85%) in control group felt that 

their priority in their life has changed because of the relative’s sickness while 83% of 

them disagreed in interventional group. The calculated χ² value (92.517) was 

significant at 0.05 level of significance. A student studying in a poly-technical college 

who cared his mother expressed his feeling in the comment quotes below. 

“I was not attending my classes continuously because of my mother’s illness. But 

after the counseling sessions, my sister agreed to care my mother during day time, 

so that I am able to attend my class. My sister goes out for job in the evening.” 

Almost 97% of the primary caregivers in control group agreed that they felt 

overwhelmed to manage the pain and sufferings of their relatives. But only 12% in the 

interventional group agreed with the above statement. The calculated χ² value 

(145.680) was significant at 0.05 level of significance.  The above findings of the 

study revealed that the interventional package was effective enough to improve the 

psychological well-being of primary caregivers’ of TIP with H&N cancer which in 

turn improves their holistic well-being. 
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5.5.2.3 Comparison of social well-being of primary caregivers among control and 

interventional group before and after IP 

The present study also reveals that the mean pretest score of social well-being 

of primary caregivers’ of TIP with H&N cancer in control group (12.9) was slightly 

lower than the mean pretest score in the interventional group (13.6) with the mean 

difference of only -0.7. The computed student ‘t’ test value of  pretest (-1.183) was 

lower than the table value at 0.05 level of significance.  

After the administration of IP, the mean difference in social well-being score 

on post- test I was (12.8-22.4) -9.6, post-test II was (12.8-25.8) -13.0 and post-test III 

was (12.8-27.4) -14.6. The mean differences between the groups were significant and 

there was a gradual increase in the difference. The computed student ’t’ test values 

(between groups) of  post-test I, II and III (-19.022, -29.676 & -34.706) were higher 

than the table value at 0.05 level of significance.  

 Thus, it was inferred that there was a significant difference between the    

post-test scores of social well-being of primary caregivers’ of TIP with H&N cancer 

among control group and the interventional group. This indicates that the 

interventional package was effective in improving social well-being of primary 

caregivers’ of TIP with H&N cancer receiving PH. Hence the research hypothesis 

(H2) was accepted.  

The mean scores of pre-test, post-test I, II and III of social well-being of 

primary caregivers’ of TIP with H&N cancer among control group and interventional 

group were together compared using multi-variant Hotelling’s T2 test. The calculated 

Hotelling’s T2 test p-value (sig) for social well-being of primary caregivers was 0.000. 

Hence we accept the research hypothesis (H2) at 0.05 level of significance and 
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conclude that interventional package was effective in improving social well-being of 

primary caregivers’ of TIP with H&N cancer receiving PH. However no comparable 

studies were found to support these findings of the present study. 

The researcher analyzed the post-test III score of each item of social well-

being and found that most of the primary caregivers (61%) in control group were not 

able to communicate well with others in the society. But 83% of them in the 

interventional group were able to communicate well with others. The calculated χ² 

value (40.689) was significant at 0.05 level of significance. A majority of them in 

control group (88%) disagreed that they got enough time for their leisure whereas 

only 58% disagreed in the interventional group. The calculated χ² value (22.831) was 

significant at 0.05 level of significance. Nearly 72% of them in control groups felt that 

they were not able to maintain an intimate relationship with their life partner while 

only 41% disagreed in interventional group. The calculated χ² value (19.550) was 

significant at 0.05 level of significance.  This verbatim echoes the feeling of a primary 

caregiver who cared his father. 

“After the counseling sessions, I realized that I need to spend enough time with my 

wife so that my family life will be comfortable. Now I take enough time for being 

together with my wife” 

The majority of them (89%) in control group agreed that they not able to 

celebrate special functions in the home. But 78% of them in interventional group 

disagreed. The calculated χ² value (90.880) was significant at 0.05 level of 

significance. Most of them in control group (92%) expressed that they did not get any 

support from the family and friends to care their relatives. But in the interventional 

group, only 11% agreed with that. The calculated χ² value (131.338) was significant at 
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0.05 level of significance.  In the interventional group, 95% of them were comfortable 

with the information they got from the health personals, but only 27% agreed in 

control group. The calculated χ² value (97.184) was significant at 0.05 level of 

significance.  The above findings of the study reveal that the interventional package 

was effective enough to improve the social well-being of primary caregivers’ of TIP 

with H&N cancer which in turn improves their holistic well-being. 

5.5.2.4 Comparison of financial well-being of primary caregivers among control 

and interventional group before and after IP 

The researcher also found that the mean pretest score of financial well-being 

of primary caregivers’ of TIP with H&N cancer in control group (8.5) was slightly 

lower than the mean pretest score in the interventional group (9.1) with the mean 

difference of only -0.6. The computed student ‘t’ test value of  pretest (-.745) was 

lower than the table value at 0.05 level of significance.   

After the administration of IP, the mean difference in financial well-being 

score on post- test I was (8.6-19.3) –10.7, post-test II was (8.5-22.8) -14.3 and post-

test III was (8.4-24.4) -16.0. The mean differences between the groups were 

significant and there was a gradual increase in the difference. The computed student 

’t’ test values (between groups) of  post-test I, II and III (-14.175, -19.744 & -23.530) 

were higher than the table value at 0.05 level of significance (Table 39).  

Thus, it was inferred that there was a significant difference between the post-

test scores of financial well-being of primary caregivers’ of TIP with H&N cancer 

among control group and the interventional group. This indicates that the 

interventional package was effective in improving financial well-being of primary 
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caregivers’ of TIP with H&N cancer receiving PH. Hence the research hypothesis 

(H2) was accepted. 

 The mean scores of pre-test, post-test I, II and III of financial well-being of 

primary caregivers’ of TIP with H&N cancer among control and the interventional 

group were together compared using multi-variant Hotelling’s T2 test. The calculated 

Hotelling’s T2 test p-value (sig) for financial well-being of primary caregivers was 

0.000 (Table 42). Hence we accept the research hypothesis (H2) at 0.05 level of 

significance and conclude the interventional package was effective in improving 

financial well-being of primary caregivers’ of TIP with H&N cancer receiving PH. 

However no comparable studies were found to support these findings of the present 

study. 

Researcher analyzed the post-test III score of each item of financial well-being 

and found that a majority of them in control group (55%) felt that their relative’s 

illness interfered with their employment while in interventional group 69% disagreed. 

The calculated χ² value (11.750) was significant at 0.05 level of significance. Almost 

91% of them in the interventional group disagreed that they borrowed money for their 

relative’s medical expenses. None of them in the interventional group expressed that 

they avoided taking their relative to the hospital because of the lack of money. The 

calculated χ² value (102.055) was significant at 0.05 level of significance. One of the 

primary caregiver expressed his feeling as stated below. 

“Previously, the expenses for treating my relative’s symptoms were very high and it 

was not affordable by my family. Now, because of the training program, it is made 

affordable.” 
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The above findings of the study revealed that the interventional package was 

effective enough to improve the financial well-being of primary caregivers’ of TIP 

with H&N cancer which in turn improves their holistic well-being. 

5.5.2.5 Comparison of spiritual well-being of primary caregivers among control 

and interventional group before and after IP 

Data in the present study reports the mean pretest score of spiritual well-being 

of primary caregivers’ of TIP with H&N cancer in control group (17.1) was slightly 

lower than the mean pretest score in the interventional group (17.9) with the mean 

difference of only -0.8. The computed student ‘t’ test value of  pretest (-.978) was 

lower than the table value at 0.05 level of significance.   

After the administration of IP, the mean difference in spiritual well-being 

score on post- test I was (17.0-24.2) –7.2, post-test II was (17.2-27.8) -10.6 and post-

test III was (16.9-29.8) -12.9. The mean differences between the groups were 

significant and there was a gradual increase in the difference. The computed student 

’t’ test values (between groups) of  post-test I, II and III (-9.592, -15.683 & -18.783) 

were higher than the table value at 0.05 level of significance (Table 40).  

Thus, it was inferred that there was a significant difference between the post-

test scores of spiritual well-being of primary caregivers’ of TIP with H&N cancer 

among control group and the interventional group. This indicates that the 

interventional package was effective in improving spiritual well-being of primary 

caregivers’ of TIP with H&N cancer receiving PH. Hence the research hypothesis 

(H2) was accepted. 

The mean scores of pre-test, post-test I, II and III of spiritual well-being of 

primary caregivers’ of TIP with H&N cancer among control group and the 
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interventional group were together compared using multi-variant Hotelling’s T2 test. 

The calculated Hotelling’s T2 test p-value (sig) for spiritual well-being of primary 

caregivers was 0.000 (Table 42). Hence we accept the research hypothesis (H2)  at 

0.05 level of significance and conclude that there was a significant difference between 

control group and the interventional group with related to spiritual well-being of 

primary caregivers. This indicates that, interventional package was effective in 

improving spiritual well-being of primary caregivers’ of TIP with H&N cancer 

receiving PH. However no comparable studies were found to support these findings of 

the present study. 

The researcher analyzed the post-test III score of each item of spiritual well-

being and reported that a majority of them (57%) in interventional group felt 

comfortable to pray and go to church or temple where only 23% of them in control 

group were able to do so. The calculated χ² value (24.083) was significant at 0.05 

level of significance.  Most of them in both groups accepted the reality of their 

relative’s illness. The above findings of the study revealed that the interventional 

package was effective enough to improve the spiritual well-being of primary 

caregivers’ of TIP with H&N cancer which in turn improves their holistic well-being. 

5.5.2.5 Comparison of the holistic well-being of primary caregivers among 

control and interventional group before and after IP 

Overall, the present study reports that the mean pretest score of the holistic 

well-being of primary caregivers’ of TIP with H&N cancer in control group (57.8) 

was lower than the mean pretest score  in the interventional group (61.5) with the 

mean difference of only -3.7. The computed student ‘t’ test value of  pretest (-1.293) 

was lower than the table value at 0.05 level of significance.    
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After the administration of IP, the mean difference in the holistic well-being 

score on post- test I was (56.8-105.8) –49.0, post-test II was (57.4-125.3) -67.9 and 

post-test III was (56.6-135.1) -78.5. The mean differences between the groups were 

very significant and there was a gradual increase in the difference. The computed 

student ’t’ test values (between groups) of  post-test I, II and III (-20.734, -31.889 & -

35.887) were higher than the table value at 0.05 level of significance (Table 41).  

Thus, it was inferred that there was a significant difference between the post-

test scores of holistic well-being of primary caregivers’ of TIP with H&N cancer 

among control group and the interventional group. This indicates that the 

interventional package was effective in improving the holistic well-being of primary 

caregivers’ of TIP with H&N cancer receiving PH. Hence the research hypothesis 

(H2) was accepted. 

The mean scores of pretest, post-test I, II and III of holistic well-being of 

primary caregivers were together compared using multi-variant Hotelling’s T2 test. It 

is observed that the calculated Hotelling’s T2p-value is 0.000 (Table 42). Hence we 

accept the research hypothesis (H2) at 0.05 level of significance and conclude that the 

interventional package was effective in improving the holistic well-being of primary 

caregivers of TIP with H&N cancer receiving PH. However no comparable studies 

were found to support these findings of the present study. 

5.6 Objective V: To find out the association between selected demographic 

variables of TIP with H&N cancer receiving PH and their primary caregivers 

with their level of holistic well-being among control  and interventional group. 

 Association between selected demographic variables of the TIP with H&N 

cancer receiving PH and the primary caregivers with their holistic well-being was 
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analyzed using Chi-square test. The TIP with H&N cancer receiving PH and their 

primary caregivers were identified according to the holistic well-being score obtained 

by them and grouped according to the demographic variables such as age, gender, 

religion, educational status, monthly income, and occupation.   

 5.6.1 To find out the association between selected demographic variables of TIP 

with H&N cancer receiving PH with their level of holistic well-being among 

control  and interventional group.  

Control group 

 The findings of this study revealed that computed chi-square values for age 

(20.755), income/month (24.483), education 44.074) and occupation (14.891) of TIP 

with H&N cancer receiving PH with their holistic well-being in control group were 

higher than the table value at 0.05 level of significance. Thus, it was inferred that the 

holistic well-being of TIP with H&N cancer receiving PH was significantly 

influenced by age, income/month, education and occupation. Hence the research 

hypothesis (H3) was accepted.  

  In case of gender with the holistic well being, computed chi-square value 

(5.424) was less than the table value at 0.05 level of significance among control 

group. Thus it is inferred that there was no significant association between gender and 

the holistic well-being in control group. Hence the research hypothesis (H3) was 

rejected. However there were no comparable previous study findings to support these 

findings. 

Interventional group 

 The findings of this study revealed that in the interventional group, the 

computed chi-square values for age (33.751), gender (14.568), income/month 
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(21.124), education and occupation (36.620) of TIP with H&N cancer receiving PH 

with the holistic well-being were higher than the table value at 0.05 level of 

significance. Thus, it was inferred that the holistic well-being of TIP with H&N 

cancer receiving PH was significantly influenced by age, gender, income/month, 

education and occupation. Hence the research hypothesis (H3) was accepted. 

However there were no comparable previous study findings to support these findings. 

6.6.2 To find out the association between selected demographic variables of 

primary caregivers of  TIP with H&N cancer receiving PH with their level of 

holistic well-being among control  and interventional group. 

Control group 

 The findings of the study revealed  that in control group,  computed chi-square 

values for age (100.794), gender (14.350), relationship with patient (12.832) and 

duration of caregiving (21.685) of primary caregivers’ of TIP with H&N cancer 

receiving PH with their holistic well-being were higher than the table value at 0.05 

level of significance. Thus, it was inferred that the holistic well-being of primary 

caregivers’ of TIP with H&N cancer receiving PH was significantly influenced by 

age, gender, relationship with patient and duration of caregiving. Hence the research 

hypothesis (H3) was accepted. These findings are consistent with the previous study 

done by Braun et al30  

  But in case of occupation, computed-chi square value (10.935) was less than 

the table value at 0.05 level of significance. Thus it is inferred that there was no 

significant association between occupation and holistic well-being of the primary 

caregivers. Hence the research hypothesis (H3) was rejected. However there were no 

comparable previous study findings to support these findings. 
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Interventional group 

 In the interventional group,  computed-chi square values for age (20.095), 

relationship with the patient (24.192), and occupation (15.089) of primary caregivers’ 

of TIP with H&N cancer receiving PH with their holistic well-being were higher than 

the table value at 0.05 level of significance. Thus, it was inferred that the holistic 

well-being of primary caregivers’ of TIP with H&N cancer receiving PH was 

significantly influenced by age, relationship with patient and occupation. Hence the 

research hypothesis (H3) was accepted. These findings are in line with the previous 

study done by Kim Y et al27 who reported that unmet needs of caregivers were 

correlated with age, gender, education and ethnicity. Younger caregivers reported 

greater unmet needs than the older caregivers. Women reported greater unmet needs 

than male. Caregivers with high education reported greater unmet needs in 

psychological and activities of daily living. 

 In case of gender (2.118) and duration of caregiving (2.431), computed       chi-

square values were less than the table value at 0.05 level of significance. Thus it was 

inferred that there was no significant association between gender and duration of 

caregiving with the holistic well-being in the interventional group. Hence the research 

hypothesis (H3) was rejected. However there were no comparable previous study 

findings to support these findings. 

Conclusion 

The study result has concluded that the interventional package was effective in 

reducing the acute symptoms experienced by TIP with H&N cancer, improving their 

holistic well-being and reducing the expense for acute symptom management. 

Provision of a structured training program together with a symptom management kit 

for primary caregivers was found to be effective in allowing the primary caregivers to 
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treat the onset of acute symptoms at home. Color coding enabled oral and 

subcutaneous medications to be appropriately administered both by educated and 

illiterate caregivers. This program reduced the need for unscheduled hospital visits for 

symptom relief and appears to have reduced the economic burden on the family. 

Healthcare professionals can train caregivers during outpatient/inpatient hospital 

visits, empowering them to manage breakthrough symptoms and provide simple home 

nursing care. This is probably important for the majority of cancer and other palliative 

patients receiving home care, particularly in settings where resources and palliative 

care facilities are limited. 
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CHAPTER VI 

SUMMARY AND RECOMMENDATIONS  

 

 This chapter gives a brief account of the summary outcome of the study, 

implications for nursing practice, recommendation, the suggestion for further research 

and conclusion.  

6.1 Summary of the study 

In developing world, cancer is the leading cause of death, and cancer patients 

pass through various phases of experience throughout the illness. When cancer 

patients reach the point at which treatment is no longer effective, they are considered 

as terminally ill. Palliative care is a bridge to enable the patient to cross over without 

pain and suffering and at peace with oneself, with the man and God.1,2,3,4.Terminally 

ill cancer patients suffer from a number of symptoms towards the end of life. These 

can affect their quality of life and their ability to cope with illness and subsequent 

death.5,6,7 In the developing countries like India, home services are the primary focus 

of palliative care. If the terminally ill patients are cared for at home, it gives them an 

opportunity to continue family life with dignity.  

Family caregivers play a crucial role in the home care including administration 

of medications. The family members are willing to care for their relatives at home, but 

they need training in various aspects of care including symptom management. 

Generally, cancer patients spend a lot of their wealth for treating their disease and end 
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up with nothing when they reach the stage of palliation. Realizing the economic 

realities of palliative care in India, the Indian Association of Palliative Care 

recommended that the family caregivers can be taught to administer medications 

through subcutaneous route for patients who are unable to take oral medications 

which in turn helps to reduce unscheduled hospital visit and cost of medicine.  

The study was undertaken with the aim of assessing the effect of the 

interventional package on acute symptoms experienced by terminally ill patients with 

head and neck cancer receiving palliative homecare, its management by the primary 

caregivers and their holistic well-being at the selected hospital in Kanyakumari 

District. The conceptual framework for the present study was adapted from Ernestine 

Wiedenbach’s prescriptive theory (1969). 

The study used a quasi-experimental pretest-post-test control group research 

design. A total of 200 TIP with H&N cancer and their primary caregivers (100 in 

control group and 100 in the interventional group) fulfilled the inclusion criteria were 

selected using purposive sampling. Demographic and clinical data were gathered from 

both TIP with H&N cancer and primary caregivers by means of structured 

questionnaires administered in face to face interview after getting written consent.  

The pretest was done with acute symptoms assessment scale, acute symptom 

management questionnaire and holistic well-being tool I and II. Control group was 

taking the routine treatment which was already practiced in the department. Along 

with routine treatment, the interventional group received the interventional 

package. The interventional package consisted of three components: education, skill 

training, and counseling. Post-test was done on 30th, 60th, and 90th day of data 
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collection. The collected data were analyzed using both descriptive and inferential 

statistics on the basis of objective and hypotheses of the study. 

 

6.2 Summary of the significant findings of the study: 

 6.2.1 Findings related to demographic variables of TIP with H&N cancer 

• Most of them (81% in control group and 76% in interventional group) were 

males. 

•  Nearly 39% of them in control group and 34% in interventional group 

belonged to 61 to 70 years.  

• In terms of education, 59% in control group and 58% in the interventional 

group had primary education.  

• All were married in both groups.  

• Regarding occupation, 86% in control group and 82% in the interventional 

group were unskilled laborers.  

• About 47% in control group and 49% in the interventional group had income 

between Rs. 3001 and Rs.5000.  

6.2.2 Findings related to clinical variables of TIP with H&N cancer 

• In terms of diagnosis, 30% of the TIP with H&N cancer in control group and 

32% in the interventional group had Ca. Buccal mucosa.  

• Almost 63% in control group and 59% in the interventional group were 

smokers.  

• Nearly 67% in control group and 71% in the interventional group were 

alcoholic.  
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• Most of them (69% in control group and 68% interventional group) had the 

habit of chewing betel leaf.  

 

6.2.3 Findings related to demographic variables of primary caregivers of TIP 

with H&N cancer 

• Most of the primary caregivers (80% in control group and 71 % interventional 

group) were females. 

• About 51% of them in control group and 47% in the interventional group 

belonged to 51 to 60 years.  

• In terms of education, 52% in control group and 55% in the interventional 

group had primary education.  

• Nearly 47% of them in control group and 52% in the interventional group 

were laborers. 

•  Regarding relationship to the patient, a majority of them (74% in control 

group and 69% in interventional group) were spouse. 

6.2.4 Findings related to the caregiving role of primary caregivers of TIP with 

H&N cancer  

• In terms of duration of caregiving, 36% in control group and 35% in the 

interventional group cared the patient between 6 and 10 months.  

• Nearly 61% in control group and 66% in interventional group cared their 

relatives for 1 to 3 hours per day.  

• About 61% in control group and 55% in the interventional group reported 

absent from duty due to the caregiving role.  

6.2.5 Findings related to acute symptoms experienced by TIP with H&N cancer 

232 
 



 

• In control group, the pretest mean pain score was 7.6. The post-test I, II and III 

mean scores were 6.4, 6.8, and 7.0 respectively. In the interventional group, 

the pretest mean score was 7.4. The post-test I, II and III mean scores were 

4.4, 2.8and 2.8 respectively. 

• In control group, the pretest mean nausea/vomiting score was 1.0. The post-

test I, II and III mean scores were 1.3, 1.7, and 2.0 respectively. In the 

interventional group, the pretest mean score was 1.1. The post-test I, II and III 

mean scores were 0.9, 0.8 and 1.0 respectively. 

• In control group, the mean pretest dyspnea score was 2.7. The mean post-test 

I, II and III scores were 2.7, 2.9, and 3.3 respectively. In the interventional 

group, the mean pretest score was 2.8. The mean post-test I, II and III scores 

were 2.1, 1.8 and 2.0 respectively. 

• In control group, the mean pretest restlessness score was 2.0. The mean post-

test I, II and III scores were 1.9, 2.2, and 2.6 respectively. In the interventional 

group, the mean pretest score was 2.1. The mean post-test I, II and III scores 

were 1.3, 1.2 and 1.3 respectively. 

• In control group, the mean pretest cough score was 1.6. The mean post-test I, 

II and III scores were 1.9, 2.1, and 2.5 respectively. In the interventional 

group, the mean pretest score was 1.9. The mean post-test I, II and III scores 

were 1.2, 1.1 and 1.1 respectively. 

6.2.6 Findings related to holistic well-being of the TIP with H&N cancer 

• In control group, the mean pretest physical well-being score was 7.0. The 

mean post-test I, II and III scores were 6.7, 6.3, and 6.1 respectively. In the 

interventional group, the mean pretest score was 7.1. The mean post-test I, II 

and III scores were 10.9, 13.9 and 13.5 respectively. 
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• In control group, the mean pretest psychological well-being score was 5.2. The 

mean post-test I, II and III scores were 5.2, 5.2 and 5.3 respectively. In the 

interventional group, the mean pretest score was 5.0. The mean post-test I, II 

and III scores were 11.9, 17.0 and 19.9 respectively. 

• In control group, the mean pretest social well-being score was 13.0. The mean 

post-test I, II and III scores were 12.8, 12.5, and 12.3 respectively. In the 

interventional group, the mean pretest score was 13. The mean post-test I, II 

and III scores were 17.8, 20.7, and 22.0 respectively. 

• In control group, the mean pretest financial well-being score was 9.2. The 

mean post-test I, II and III scores were 9.1, 9.0 and 8.9 respectively. In the 

interventional group, the mean pretest score was 9.4. The mean post-test I, II 

and III were 19.0, 21.1 and 22.8 respectively. 

• In control group, the mean pretest spiritual well-being score was 15.5. The 

mean post-test I, II and III scores were 15.2, 15.0 and 14.9 respectively. In the 

interventional group, the mean pretest score was 14.9. The mean post-test I, II 

and III scores were 20.3, 21.7 and 23.0 respectively. 

• In control group, the mean pretest overall well-being score was 50.1. The 

mean post-test I, II and III scores were 49.2, 48.3 and 47.8 respectively. In the 

interventional group, the mean pretest score was 49.5. The mean post-test I, II 

and III scores were 80.0, 94.3 and 101.1 respectively. 

6.2.7 Findings related to management of acute symptoms by the primary 

caregivers of TIP with H&N cancer 

• In control group, 100% of the TIP with H&N cancer needed unscheduled 

hospital visit to manage acute symptoms during pretest whereas in post-test I, 

II and III, 91%, 92% and 100% respectively needed the unscheduled hospital 
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visit. In the interventional group, 100% of them needed unscheduled hospital 

visit to manage acute symptoms during pretest while in post-test I, II and III, 

22%, 0% and 13% respectively needed the unscheduled hospital.  

• In control group, 20% of the TIP with H&N cancer were needed hospital 

admission for managing acute symptoms during pretest whereas in post-test I, 

II and III, 13%, 15% and 17% respectively were needed hospital admission. In 

the interventional group, 21% of them were needed hospital admission while 

in post-test I, II and III none of them needed hospital admission.  

• In control group, the pretest mean expense per unscheduled hospital visit was 

Rs.557. The post-test I, II and III mean scores of expense were Rs.455.9, 

Rs.457.1 and Rs.533.6 respectively. In the interventional group, the mean 

pretest expense per unscheduled hospital visit was Rs.553.9 while in the post-

test I, II and III, mean expense per unscheduled hospital visit were Rs.177, 

Rs.83.8 and Rs.156.5 respectively. 

6.2.8 Findings related to the holistic well-being of the primary caregivers of TIP 

with H&N cancer  

• In control group, the mean pretest physical well-being score of the primary 

caregivers was 12.5. The mean post-test I, II and III scores were 11.9, 11.8, 

and 11.4 respectively. In the interventional group, the mean pretest score was 

12.2. The mean post-test I, II and III scores were 21.6, 26.0 and 27.6 

respectively. 

• In control group, the mean pretest psychological well-being score was 6.9. The 

mean post-test I, II and III scores were 7.1, 7.2, and 7.2 respectively. In the 

interventional group, the mean pretest score was 7.6. The mean post-test I, II 

and III scores were 18.4, 23.0 and 26.0 respectively. 
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• In control group, the mean pretest social well-being score was 12.9. The mean 

post-test I, II and III scores were 12.8, 12.8, and 12.5 respectively. In the 

interventional group, the mean pretest score was 13.6. The mean post-test I, II 

and III scores were 22.4, 25.8 and 27.4 respectively. 

• In control group, the mean pretest financial well-being score was 8.5. The 

mean post-test I, II and III scores were 8.6, 8.5, and 8.4 respectively. In the 

interventional group, the mean pretest score was 9.1. The mean post-test I, II 

and III scores were 19.3, 22.8 and 24.4 respectively. 

• In control group, the mean pretest spiritual well-being score was 17.1. The 

mean post-test I, II and III scores were 17.0, 17.2 and 16.9 respectively. In the 

interventional group, the mean pretest score was 17.9. The mean post-test I, II 

and III scores were 24.2, 27.8 and 29.8 respectively. 

• In control group, the mean pretest overall well-being score was 57.8. The 

mean post-test I, II and III scores were 56.8, 57.4 and 56.6 respectively. In the 

interventional group, the mean pretest score was 61.5. The mean post-test I, II 

and III scores were 105.8, 125.3 and 135.1 respectively. 

6.2.9 Findings related to comparison of acute symptoms experienced by TIP with 

H&N cancer before and after administering IP among control and interventional 

group 

• The mean pretest score of pain in control group (7.4) was lower than the mean 

pretest score of pain in the interventional group (7.6) with the mean difference 

of -0.2.  But after the administration of IP, the mean difference in pain score 

on post-test I was (6.4-4.4) 2.0, post-test II was (6.8-2.8) 3.9 and post-test III 

was (7.0-2.9) 4.2. The computed student ’t’ test values (between groups) of  
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post-test I, II & III (11.457, 27.435& 26.115) were higher than the table value 

at 0.05 level of significance.  

• The mean pretest score of nausea and vomiting in control group (1.0) was 

lower than the mean pretest score of nausea and vomiting in the interventional 

group (1.1) with the mean difference of -0.1. But after the administration of 

IP, the mean difference in nausea and vomiting score on post-test I was (1.3-

0.9) 0.4, post-test II was (1.7-0.8) 0.9 and post-test III was (1.7-1.0) 0.7. The 

computed student ’t’ test values (between groups) of  post-test I, II & III 

(3.563, 7.927&10.353) were higher than the table value at 0.05 level of 

significance.. 

• The mean pretest score of dyspnea in control group (2.7) was lower than the 

mean pretest score in the interventional group (2.8) with the mean difference 

of -0.1. But after the administration of IP, the mean difference in dyspnea 

score on post-test I was (2.7-2.1) 0.6, post-test II was (2.9-1.8) 1.1 and      

post-test III was (3.3-2.0) 1.3. The computed student ’t’ test values (between 

groups) of  post-test I, II & III (3.243, 7.321& 9.396) were higher than the 

table value at 0.05 level of significance.  

• The mean pretest score of restlessness in control group (2.0) was slightly 

lower than the mean pretest score in the interventional group (2.1) with the 

mean difference of -0.1. But after the administration of IP, the mean difference 

in restlessness score on post-test I was (1.9-1.3) 0.6, post-test II was (2.2-1.2) 

1.0 and post-test III was (2.6-1.3) 1.3. The computed student ’t’ test values 

(between groups) of  post-test I, II & III (5.445, 8.414&13.644) were higher 

than the table value at 0.05 level of significance.  
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• The mean pretest score of cough in control group (1.6) was lower than the 

mean pretest score in the interventional group (1.9) with the mean difference 

of -0.3.  But after the administration of IP, the mean difference in cough score 

on post-test I was (1.9-1.2) 0.7, post-test II was (2.1-1.1) 1.0 and post-test III 

was (2.5-1.1) 1.4. The computed student ’t’ test values (between groups) of  

post-test I, II & III (5.222, 9.647&14.8) were higher than the table value at 

0.05 level of significance. 

• The calculated Hotelling’s T2 p-value (sig) is 0.000 for pain, nausea/ vomiting, 

dyspnea, restlessness and cough of TIP with H&N cancer receiving PH. Hence 

the research hypothesis was accepted at 0.05 level of significance. It means the 

interventional package was effective in reducing acute symptoms experienced 

by the TIP with H&N cancer receiving PH. 

6.2.10 Findings related to comparison of the holistic well-being of TIP with H&N 

cancer before and after administering IP among control and interventional 

group 

• The mean pretest score of physical well-being of TIP with H&N cancer in 

control group was 7.0 and in the interventional group was 7.1  with the mean 

difference of only -0.1. But after the administration of IP, the mean difference 

in physical well-being score on post-test I was (10.9-6.7) -4.2, post-test II was 

(13.9-6.3) -7.6 and post-test III was (13.5-6.1) -7.4. The computed student ’t’ 

test values (between groups) of  post-test I, II & III (5.222, 9.647&14.8) were 

higher than the table value at 0.05 level of significance.  

• The mean pretest score of psychological well-being of TIP with H&N cancer 

in control group (5.2) was higher than the mean pretest score in the 

interventional group (5.0) with the mean difference of only 0.2. After the 
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administration of IP, the mean difference in score on post- test I was (5.2-11.9) 

-6.7, post-test II was (5,2-17.0) -11.8 and post-test III was (5.3-19.9) -14.6. 

The computed student ’t’ test values (between groups) of  post-test I, II and III 

(-14.364, -24.475 & -28.930) were higher than the table value at 0.05 level of 

significance.  

• The mean pretest score of social well-being of TIP with H&N cancer in both 

interventional and control group was 13.0 was with no difference in mean. 

After the administration of IP, the mean difference in score on post- test I was 

(12.8-17.8) -5.0, post-test II was (12.5-20.7) -8.2 and     post-test III was (12.3-

22.0) -9.7. The computed student ’t’ test values (between groups) of  post-test 

I, II and III (-6.555, -12.309 & -14.677) were higher than the table value at 

0.05 level of significance.  

• The mean pretest score of financial well-being of TIP with H&N cancer in 

control group (9.2) was slightly lower than the mean pretest score in the  

interventional group (9.4) with the mean difference of only  -0.2. After the 

administration of IP, the mean difference score on post- test I was (9.1-19.0) -

9.9, post-test II was (9.0-21.1) -12.1 and post-test III was (8.1-22.8) -13.9. The 

computed student ’t’ test values (between groups) of  post-test I, II and III  (-

16.889, -22.162 & -25.755) were higher than the table value at 0.05 level of 

significance.  

• The mean pretest score of spiritual well-being of TIP with H&N cancer in 

control group (15.5) was higher than the mean pretest score in the 

interventional group (14.9) with the mean difference of only 0.6. After the 

administration of IP, the mean difference in spiritual well-being score on post- 

test I was (15.2-20.3) -5.0, post-test II was (15.0-21.7) -8.2 and post-test III 
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was (14.9 -23.0) -9.7. The computed student ’t’ test values (between groups) 

of  post-test I, II and III     (-7.257, -10.100 & -12.737) were higher than the 

table value at 0.05 level of significance.  

• The mean pretest score of holistic well-being of TIP with H&N cancer in 

control group (49.5) was slightly lower than the mean pretest score in the 

interventional group (50.1) with the mean difference of only -0.6. After the 

administration of IP, the mean difference in holistic well-being score on post- 

test I was (42.2-80.0) -37.8, post-test II was (48.3-94.3) -46.0 and post-test III 

was (47.8-101.1) -54.1. The computed student ’t’ test values (between groups) 

of  post-test I, II and III (-11.391, -17.992 & -20.610) were higher than the 

table value at 0.05 level of significance.  

• The calculated Hotelling’s T2 p-value is 0.000 for physical, psychological, 

social, financial, spiritual and holistic well-being of TIP with H&N cancer 

receiving PH. Hence the research hypothesis was accepted at 0.05 level of 

significance and it is concluded that the interventional package was effective 

in improving physical, psychological, social, financial, spiritual and holistic 

well-being of TIP with H&N cancer receiving PH. 

6.2.11 Findings related to comparison of the acute symptom management by the 

primary caregivers before and after administering IP among control and 

interventional group 

• The mean pretest expense per unscheduled hospital visit to manage acute 

symptom in control group (Rs.557.0) was slightly higher than the mean pretest 

expense per visit in the interventional group (Rs.553.9) with the mean 

difference of only Rs.3.1. After the administration of IP, the mean difference 

in expense per unscheduled hospital visit on post- test I was (455.9-177.0) 
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Rs.278.9, post-test II was (457.1-83.8) Rs.373.3 and post-test III was (533.6-

156.5) Rs.377.7. The computed student ’t’ test values (between groups) of  

post-test I, II and III (-11.391, -17.992 & -20.610) were higher than the table 

value at 0.05 level of significance.  

• The calculated Hotelling’s T2 p-value is 0.000 for expense/visit to manage 

acute symptoms among control group and interventional group. Hence the 

research hypothesis was accepted at 0.05 level of significance and conclude 

that there is a significant difference between control group and interventional 

group related to expense/visit to manage acute symptom. It means the 

interventional package was effective in reducing the expense/visit to manage 

acute symptom.  

6.2.12 Findings related to comparison of the holistic well-being of the primary 

caregivers before and after administering IP among control and interventional 

group 

• The mean pretest score of physical well-being of primary caregivers’ of TIP 

with H&N cancer in control group (12.5) was slightly lower than the mean 

pretest score in the interventional group (13.2) with the mean difference of 

only -0.7. After the administration of IP, the mean difference in physical well-

being score on post- test I was (11.9-21.6) -9.7, post-test II was (11.8-26.0) -

14.2 and post-test III was (11.4-27.6) -16.2. The computed student ’t’ test 

values (between groups) of  post-test I, II and III (-17.540, -28.313 & -32.675) 

were higher than the table value at 0.05 level of significance.  

• The mean pretest score of psychological well-being of primary caregivers’ of 

TIP with H&N cancer in control group (6.9) was slightly lower than the mean 
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pretest score in the interventional group (7.6) with the mean difference of only 

-0.7. After the administration of IP, the mean difference in psychological well-

being score on post- test I was (7.1-18.4) -11.3, post-test II was (7.2-23.0) -

15.8 and post-test III was (7.2-26.0) -18.8. The computed student ’t’ test 

values (between groups) of  post-test I, II and III (-23.196, -32.829 & -38.183) 

were higher than the table value at 0.05 level of significance.  

• The mean pretest score of social well-being of primary caregivers’ of TIP with 

H&N cancer in control group (12.9)  was slightly lower than the mean pretest 

score in the interventional group (13.6)  with the mean difference of only -0.7. 

After the administration of IP, the mean difference in social well-being score 

on post-test I was (12.8-22.4) --9.6, post-test II was (12.8-25.8) -13.0 and   

post-test III was (12.8-27.4) -14.6. The computed student ’t’ test values 

(between groups) of  post-test I, II and III (-19.022, -29.676 & -34.706) were 

higher than the table value at 0.05 level of significance.  

• The mean pretest score of financial well-being of primary caregivers’ of TIP 

with H&N cancer in control group (8.5) was slightly lower than the mean 

pretest score in the interventional group (9.1) with the mean difference of only 

-0.6. After the administration of IP, the mean difference in financial well-

being score on post- test I was (8.6-19.3) –10.7, post-test II was (8.5-22.8) -

14.3 and post-test III was (8.4-24.4) -16.0. The computed student ’t’ test 

values (between groups) of  post-test I, II and III (-14.175, -19.744 & -23.530) 

were higher than the table value at 0.05 level of significance.  

• The mean pretest score of spiritual well-being of primary caregivers’ of TIP 

with H&N cancer in control group (17.1) was slightly lower than the mean 

pretest score in the interventional group (17.9) with the mean difference of 
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only -0.8. After the administration of IP, the mean difference in spiritual well-

being score on post- test I was (17.0-24.2) –7.2, post-test II was (17.2-27.8) -

10.6 and post-test III was (16.9-29.8) -12.9. The computed student ’t’ test 

values (between groups) of  post-test I, II and III      (-9.592, -15.683 & -

18.783) were higher than the table value at 0.05 level of significance.  

• The mean pretest score of holistic well-being of primary caregivers’ of TIP 

with H&N cancer in control group (57.8) was slightly lower than the mean 

pretest score in the interventional group (61.5)  with the mean difference of 

only -3.7. After the administration of IP, the mean difference in holistic well-

being score on post- test I was (56.8-105.8) –49.0, post-test II was (57.4-

125.3) -67.9 and post-test III was (56.6-135.1) -78.5. The computed student ’t’ 

test values (between groups) of  post-test I, II and III (-20.734, -31.889 & -

35.887) were higher than the table value at 0.05 level of significance.  

• The calculated Hotelling’s T2 p-value for physical, psychological, social, 

financial, spiritual and holistic well-being of primary caregivers among control 

group and the interventional group was 0.000. Hence the research hypothesis 

was accepted at 0.05 level of significance and conclude that the interventional 

package was effective in improving physical, psychological, social, financial, 

spiritual and holistic well-being of primary caregivers of TIP with H&N 

cancer receiving PH. 

6.2.13 Findings related to the association of pretest level of holistic well-being 

with selected demographic variables of the TIP with H&N cancer 

• In control group, the holistic well-being of TIP with H&N cancer receiving 

PH was significantly influenced by age, income/month, education and 

occupation except for gender. 
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• In the interventional group, the holistic well-being of TIP with H&N cancer 

receiving PH was significantly influenced by age, gender, income/month, 

education and occupation.  

6.2.14 Findings related to the association of pretest level of holistic well-being 

with selected demographic variables of the primary caregivers 

• In control group, the holistic well-being of primary caregivers’ of TIP with 

H&N cancer receiving PH was significantly influenced by age, gender, 

relationship with the patient and duration of caregiving except education and 

occupation. 

• In the interventional group, the holistic well-being of primary caregivers’ of 

TIP with H&N cancer receiving PH was significantly influenced by age, 

relationship with patient education and occupation except for gender and 

duration of caregiving.  

6.3 Limitations of the study 

• Additional information sharing tools such as educational videos and support 

groups would probably have enhanced the quality of primary caregiver 

training, but these were not feasible. However, these tools could be part of 

nurses’ training so that they are sensitized about palliative care and their 

responsibility in primary caregivers’ education. 

•  The holistic well-being scale I and II were not an existing validated scale. It 

was prepared and validated by the researcher with the guidance of experts 

from various field including oncology, palliative medicine, nursing, 

psychology, counseling and statistics. The researcher was unable to find 

anything that was simple and already validated in the local Tamil language 
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which fits to Indian context. The statements and the 5-point scale were easily 

comprehensible to terminally ill patients and their caregivers.  

• The researcher did not formally follow the terminally ill patients till their last 

moment of life. 

• The finding has limited generalizability because this study was regional, and 

only TIP with H&N cancer were involved. 

6.4 Implications of the study 

 The positive outcome of this present study has valuable implications for 

nursing practice, education, administration, and research. 

6.4.1 Implication for Nursing Practice 

• The professional nurse can train and supervise the primary caregivers of 

cancer patients regarding management of acute symptoms at home. 

• The acute symptom management kit is very helpful to the primary caregivers 

both literate and illiterate enabling them to identify the appropriate medication 

needed for their patient’s symptom management.  

• The training program can make good economic sense for home-based 

palliative care since it should reduce cost by cutting down the number of 

unscheduled hospital visits and hospital admission. 

• Counseling given by the professional nurses can help to improve the well-

being of both the terminally ill patients and their family members. 

• A specially trained palliative care nurse can be appointed in each cancer centre 

and the interventional package can be implemented routinely to the terminally 

ill patients who need palliative home care. 
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• A nurse-led home-based palliative care unit can be established in each cancer 

centre so that palliative care can be provided to the needed population at an 

affordable cost. 

•  Professional nurses can use holistic approach while caring the terminally ill 

patients with cancer.  

6.4.2 Implication for Nursing Education 

• Nurses can be trained to develop skills in using different innovative methods 

to train the primary caregivers to manage acute symptoms at home. 

• Nurses should be specially trained in using counseling skills so that they can 

skillfully use the holistic approach to deal with the terminally ill patients in 

their last moment of life.   

•  Palliative care can be included in the basic nursing curriculum so that even 

the nursing students can be trained in this area.  

• Palliative Care Nursing can be considered as a separate entity in M.Sc Nursing 

specialty. 

6.4.3 Implication for Nursing Administration 

• The nurse administrators can arrange for periodical in service education 

program on counseling in order to improve the counseling skills of 

professional nurses. 

• A nurse-led home-based palliative care unit can be established in each cancer 

centre so that palliative care can be provided to the needed population at an 

affordable cost. 

• The nurse administrators can motivate the nurses to take special courses in 

palliative care and arrange for sponsors for the same. 
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• A specially trained palliative care nurse can be appointed in each cancer centre 

and the interventional package can be implemented routinely to the terminally 

ill patients who need palliative home care. 

• The nurse administrators can recommend the higher authorities to allocate 

enough budget and resources necessary for home-based palliative care. 

6.4.4 Implication for Nursing Research 

• A lot of research need to be undertaken to implement this interventional 

package in palliative home-care in Indian context so that palliative care can be 

easily accessible, acceptable and affordable to terminally ill patients who are 

in need. 

•  A decision must be taken by the Nursing Researchers on the basis of research 

findings to implement home-based palliative care to provide end of life care to 

the cancer patients in their home itself. 

6.5    Impact of the study 

• In two families of terminally ill patients, their daughters’ marriages were 

postponed due to the illness of their father. After counseling sessions, the 

family understood the importance of celebrating the marriage ceremony before 

the death of their father and took a good decision on the same. In both the 

families, the children got married and the fathers got the privilege to became a 

part of the function. 

• A primary caregiver studying in a poly-technical college was not able to 

appear for his exam due to lack of attendance since he was caring for his 

mother who was terminally ill. After counseling sessions, the researcher along 

with the family members approached the Father of the particular Paris 
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(Church) and provision was made for him to attend the classes between 9 am 

and 2 pm. His sister who was working in a nearby shop was arranged to go for 

work after 2 pm.  Because of all these arrangement, he was able to attend the 

classes. 

 6.6 Conclusion 

This study has revealed that the pain, restlessness, nausea/vomiting and 

dyspnea were the common acute symptoms experienced by the cancer patients 

receiving palliative home care. The study result has concluded that the interventional 

package was effective in reducing the acute symptoms experienced by TIP with H&N 

cancer, improving their holistic well-being and reducing the expense of managing 

acute symptoms. Provision of skill training together with an acute symptom 

management kit was found to be effective in allowing the primary caregivers to treat 

the onset of acute symptoms at home.  

Color coding enabled oral and subcutaneous medications to be appropriately 

administered both by literate and illiterate caregivers. This program reduced the need 

for unscheduled hospital visits for symptom relief and appears to have reduced the 

economic burden on the family. Health-care professionals can train caregivers during 

outpatient/inpatient hospital visits, empowering them to manage breakthrough 

symptoms and provide simple home nursing care. This is probably important for the 

majority of cancer and other palliative patients receiving home care, but particularly 

so in settings where resources are limited and palliative care facilities scarce. 
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6.7 Recommendations for Further Research 

• The present study can be replicated in the similar and different setting with 

larger samples to validate and generalize the findings of the study. 

• The present study can be done in the similar and different setting with 

terminally ill patients with cancer in other sites.  

•  The present study can be done in the similar and different setting with 

terminally ill patients with other chronic diseases.   

•  A comparative study could be done on the same topic between literate and 

illiterate caregivers.  

• The efficacy of symptom reduction can be studied under hospital-based and 

home-based care.  

• Effect of counseling among terminally ill cancer patients and their primary 

caregivers can be studied with larger samples in similar and different settings. 
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POLICY 
   Year : 2007  |  Volume : 13  |  Issue : 1  |  Page : 21 

A position statement by Indian Association of Palliative Care 
 
Indian Association of Palliative Care 
India 

Correspondence Address: 

 

Source of Support: None, Conflict of Interest: None 

How to cite this article: 
Indian Association of Palliative Care. A position statement by Indian Association of Palliative Care. 
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How to cite this URL: 
Indian Association of Palliative Care. A position statement by Indian Association of Palliative Care. 
Indian J Palliat Care [serial online] 2007 [cited 2018 Mar 9];13:21. Available 
from: http://www.jpalliativecare.com/text.asp?2007/13/1/21/37188 
 
 
The following is a summary of the Indian Association of Palliative Care (IAPC) position on the 
administration of subcutaneous medication to home care patients by family members. 
 
The recommendations of the IAPC are that: 
 
The administration of medication by sub-cutaneous route is a simple and effective means of 
administering essential medication when the patient is unable to take oral medication. 

1. The family can be taught how to give such medication and will receive guidance from 
the palliative care team. 

2. Patient and family teaching should be done, and informed consent should be 
obtained before prescribing such medication. 

3. The various medications and combinations will be given as per standard guidelines. 
4. The doctor will give the patient and family signed and clear written instructions 

regarding the administration of drugs and will ensure they understand these 
instructions. 

5. The members of the palliative care team will be available for telephonic advice when 
possible. 

6. The above practice is deemed 'accepted practice in palliative care' by the IAPC. This 
statement reflects the views of a responsible body of opinion within the clinical 
specialty of palliative medicine and pain management. 

 
As per the resolution of the General Body during its annual meeting on February 2, 2003 at 
Hyderabad, the above statement was to be circulated to all the members of executive 
committee of the IAPC. After finalizing and obtaining approval, it was to be adopted by the 
executive committee on behalf of IAPC and published in the Indian Journal of Palliative Care. 
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Appendix - G 

From 

Mrs. Sheeba C, 

Ph.D. Scholar, 

C.S.I. Jeyaraj Annapackiam college of Nursing, 

Madurai. 

To 

  

Respected Sir/Madam, 

  Subject: Requisition to validate the tool and the interventional package 
content. 

 
I, Mrs. Sheeba C, Ph.D. Scholar of C.S.I. Jeyaraj Annapackiam college of 

Nursing, Madurai, request your kind self to validate the research tool and 

interventional package on the topic “A study to assess the effect of interventional 

package on acute symptoms experienced by terminally ill patients with head and 

neck cancer receiving palliative home-care, its management by the primary 

caregivers and their holistic wellbeing at selected hospital in Kanyakumari 

district.” 

I also request you to certify regarding your validation in the enclosed format. I 

will be grateful to your honorable work. 

Thanking you 

Place:         Yours sincerely, 

Date:              Sheeba C 

Encl: 

1. Statement and objectives of the study 
2. Blue print of the tool 
3. Content validity certificate and format 
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Appendix - H 

Acceptance Form for Tool Validation 

 

 

Name: 

Name of the Institution: 

Topic:  

A study to assess the effect of interventional package on acute symptoms 

experienced by terminally ill patients with head and neck cancer receiving palliative 

home-care, its management by the primary caregivers and their holistic wellbeing at 

selected hospital in Kanyakumari district. 

 

I give acceptance/non-acceptance to validate the tool 

 

Date:        Signature of the Expert 

Place: 
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APPENDIX – I 
 

CRITERIA CHECKLIST FOR VALIDATION OF THE TOOL 
 
Dear  Madam/Sir, 

Kindly go through the evaluation criteria checklist for validation of tool. There 
are two options given for your responses and a column for your remarks. Kindly put 
tick mark in the appropriate column and give your valuable remarks in the column 
wherever appropriate.  

S.No Tool Yes No Remark 
 
 

1. 

Demographic variables of patients/primary 
caregiver 

a) All the characteristics necessary for the 
study included 

b) Items relevant to the topic of the study 
c) Items are measurable 

   

 
 

2. 

Acute symptoms assessment scale 
a) All the characteristics necessary for the 

study included 
b) Items relevant to the topic of the study 
c) Items are measurable 

   

 
 

3. 

Acute symptom management questionnaire 
a) All the characteristics necessary for the 

study included 
b) Items relevant to the topic of the study 
c) Items are measurable 

   

 
 

4. 

Holistic wellbeing Scale I 
a) All the characteristics necessary for the 

study included 
b) Items relevant to the topic of the study 
c) Items are measurable 

   

 
 
5 

Holistic wellbeing Scale II 
a) All the characteristics necessary for the 

study included 
b) Items relevant to the topic of the study 
c) Items are measurable 

   

 

Any other suggestions:     Signature of the Validator   : 

       Name  : 

       Designation  :    
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APPENDIX – J 
 

CRITERIA CHECKLIST FOR VALIDATION OF THE INTERVENTIONAL 
PACKAGE 

 
Dear Madam/Sir, 

Kindly go through the criteria listed below, which have been formulated for 

evaluating and validating the interventional package. Please read each statement and 

tick against the appropriate column which expresses your opinion about the 

interventional package. Please give your suggestion in the remark column. 

S.No Criteria Agree Disagree Remark 
1. Formulation of objectives 

• Comprehensive 
• Realistic 
• Stated in terms of  behavioral 

outcome 

   

2. Selection of contents 
• Accurate 
• Adequate 
• Relevant 
• According to level of 

understanding 

   

3. Organization of contents 
• Logical sequence 
• Integration 

   

4. Language 
• Simple and clear 

   

5. Feasibility 
• Acceptable by patient 
• Interesting 
• Practicability 

   

6. Audio-visual aids 
• Simple and understandable 
• Appropriate 
• Interesting 

   

Any other suggestions:     Signature of the Validator   : 

       Name  : 

Designation   : 
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APPENDIX - K 

 

CONTENT VALIDITY CERTIFICATE FOR DATA COLLECTION TOOL 

 

 

This to certify that the tool developed by Mrs. Sheeba C, Ph.D. scholar of Dr. 

M.G.R. Medical university, Chennai has been validated by the undersigned and can 

proceed with this tool and conduct the study for dissertation entitled “ A study to 

assess the effect of interventional package on acute symptoms experienced by 

terminally ill patients with head and neck cancer receiving palliative home-care, 

its management by the primary caregivers and their holistic wellbeing at selected 

hospital in Kanyakumari district.’ 

 

 

Date:        Signature of the Expert 

Place:        Name: 

        Designation: 
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APPENDIX - L 

 

CONTENT VALIDITY CERTIFICATE FOR INTERVENTIONAL PACKAGE 

 

This to certify that the interventional package developed by Mrs. Sheeba C, 

Ph.D. scholar of Dr. M.G.R. Medical university, Chennai has been validated by the 

undersigned and can proceed with this interventional package and conduct the study 

for dissertation entitled “ A study to assess the effect of interventional package on 

acute symptoms experienced by terminally ill patients with head and neck cancer 

receiving palliative home-care, its management by the primary caregivers and 

their holistic wellbeing at selected hospital in Kanyakumari district.’ 

 

 

Date:        Signature of the Expert 

Place:        Name: 

        Designation: 
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APPENDIX –M 
 

LIST OF EXPERTS WHO VALIDATED THE RESEARCH TOOL 
 

 
1. Dr. Reena George, M.D., Dip (Palliative)., 
 Head of the Department, Palliative Medicine, 
 Christian Medical College, Vellore. 

2. Prof.Dr. Sudhakaran, M.D., DMRT., 
 Head of the Department, International Cancer Centre, 
 Kanyakumumari Medical Mission, Kanyakumari District 

3. Dr.Suthahar, M.D.R.T., 
 Consultant, International Cancer Centre, Kanyakumari Medical Mission, 
 Neyyoor, Kanyakumari District. 

4. Prof.Dr.Jeyarani Premkumar M.Sc(N).,Ph.D(N)., 
 Professor / Former Nursing Superintendent, 
 Christian Medical College, Vellore. 

5. Prof.Dr.Prameela Lee M.Sc.(N).,Ph.D(N)., 
 Professor / Nursing Superintendent, 
 Christian Medical College, Vellore. 

6. Prof.Dr.Santhi Appauv M.Sc.(N).,M.Phil., Ph.D(N)., 
 Principal, Christian College of Nursing, Neyyoor,  Kanyakumari District. 

7. Prof.Dr.Y.John Sam Arun Prabhu M.Sc.(N).,PhD(N)., 
 HOD, Department of Community Health Nursing, 
 C.S.I Jeyaraj Annapackiam College of Nursing, Pasumalai, Madurai. 

8. Dr.Gracia M.Sc (N)., Ph.D., (Clinical Psychology) 
 Principal, C.S.I College of Nursing, 
 Marthandam, Kanyakumari District. 

9. Dr.N.Pukazhenthi M.Sc (Statistics).,M.Phil., Ph.D., 
 Associate Professor, 
 Department of Biostatistics, Annamalai University, Chidambaram. 

10. Dr.P.Pandiyan M.Sc (Statistics).,M.Phil., PGDCA.,M.B.A.,Ph.D., 
 Associate Professor, 
 Department of Biostatistics, 
 Annamalai University, Chidambaram. 
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11.  Prof.Dr.E.Devakirubai, M.Sc(N).,PhD(N)., 
 Department of Medical Surgical Nursing, 
 Sacred Heart College of Nursing, Madurai. 
 
12. Prof. Miriam Paul M.Sc., M.Phil(Counseling)., 
 Professor, Global school of Counseling, Bangalore. 
 
13. Prof. Susanna Deepthi M.Sc., M.Phil(Counseling)., 
 Professor, Global school of Counseling, Bangalore. 
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APPENDIX – N 

PERMISSION LETTER TO USE MEDICAL RESEARCH 

COUNCIL DYSPNOEA SCALE 

 
MRC Dyspnoea scale / MRC 
Breathlessness scale 
The dyspnoea scale has been in use for many years for grading the effect of breathlessness on daily 
activities. This scale measures perceived respiratory disability1, The MRC dyspnoea scale is simple to 
administer as it allows the patients to indicate the extent to which their breathlessness affects their 
mobility. 
The 1-5 stage scale is used alongside the questionnaire to establish clinical grades of breathlessness. 

Questionnaire on Respiratory Symptoms 

The questionnaire was first published in 1960 under the approval of the MRC Committee on the 
Aetiology of Chronic Bronchitis. This was revised and a new version published in 1966. When the 
committee disbanded, the responsibility for it was passed to the newly formed MRC Committee for 
Research into Chronic Bronchitis who again revised it in 1976. When this committee disbanded, the 
responsibility for the questionnaire passed to the Committee on Environmental and Occupational Health 
(CEOH) who reviewed it and issued what remains to be the most recent version 1986. 

The Questionnaire on Respiratory Symptoms was designed to be used in large scale epidemiological 
studies only (100-1000 people). It cannot be used on an individual basis. 

Permission to re-use the MRC Dyspnoea scale. 

In accordance with MRC’s Open Access Policy, permission is granted from the MRC to use the MRC 
Dyspnoea Scale for any purpose (including research and commercial purposes) and MRC hereby 
agrees not to assert its rights in relation to the proposed use of the MRC Dyspnoea Scale. 

You must give appropriate credit (“Used with the permission of the Medical Research Council”) and 
indicate if changes were made. You may do so in any reasonable manner, but not in any way that 
suggests that the MRC endorses you or your use. 

We cannot give permission to use any modified versions of this scale including the mMRC Scale. 

Note: The MRC is not in a position to authorise translations or check back-translations  
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APPENDIX - P 

INFORMATION SHEET AND CONSENT FORM - ENGLISH 

Title 

 The effect of interventional package on acute symptoms experienced by 

terminally ill patients with head and neck cancer receiving palliative home care, its 

management by the primary caregivers and their holistic well being from a selected 

hospital, Kanyakumari District. 

Researcher: Mrs. Sheeba C, Ph.D Student, Dr.M.G.R Medical University, Chennai. 

Location of study: International Cancer Center, Kanyakumari Medical Mission 

Neyyoor. Follow up visits will be at patient’s home. 

Introduction 

 There are many patients affected with incurable cancer. They suffer from 

number of symptoms such as pain, nausea/vomiting, dyspnea, cough, restlessness etc. 

Most of the patients are cared at home by their primary caregivers. They experience 

inadequate symptoms control because of low economic status, less availability of 

resources such as medicine, health care professionals and lack of education regarding 

symptom control. Training the primary caregivers regarding symptom management 

can help to achieve symptom control. 

Patients with incurable cancer experiences nausea and vomiting. Tumors in 

the mouth make swallowing difficult. In such situations, subcutaneous injection can 

be given by the primary caregiver to minimize distressing symptoms. Chronic illness 

and caregiver’s role cause distress in all the aspects of life both in patients and 

primary caregivers. Education regarding various aspects of disease, symptom 

management and counseling help to enhance the wellbeing of patients and caregivers 

and reduces the economic burden on the family and improve the symptoms control. 
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Research Intervention 

 The study involves training the primary caregivers’ of terminally ill patients 

with head and neck cancer to provide acute symptoms management at home. The 

training includes teaching on various aspects of symptom management, administration 

of subcutaneous injection and five counseling session at home. During the research, 

the researcher meets you once at hospital and 6 times at home. In the first visit, you 

will be asked to fill the questionnaire regarding your wellbeing, symptoms, and cost 

of treatment for acute symptom. Then training on acute symptom will be given. 

Administration of subcutaneous injection will be taught and you will be allowed to re 

demonstrate it. The researcher will give you an acute symptom management kit with 

different color coding and explain how to use it. Then the researcher meets you 6 

times at your home and talks to regarding your issues and collects the needed data. 

Participant Selection 

 You have been asked to participate in the study because the data which the 

researcher gets from you will be suitable for the study. 

Voluntary Participation 

 Your participation in this research is entirely voluntary. It is your choice 

whether to participate or not. Whether you choose to participate or not, all the services 

you receive at this hospital will continue and nothing will change. You may change 

your mind later and stop participating even if you agreed earlier.  

Confidentiality 

The information collected from you will be kept confidential and no clues to 

your identity appear in the thesis. Any extracts from what you say that are quoted in 

the thesis will be entirely anonymous. The data will be kept till the completion of PhD 

course and then destroyed. 
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Sharing the Results 

 The results will be presented in the thesis. This information will be seen by the 

supervisors and examiners. The thesis may be read by future students on the course. 

The results also will be published in order to apply the research findings in practice 

and other interested people to learn. 

Ethical Clearance 

This proposal has been reviewed and approved by the ethical committee of 

C.S.I. Jayaraj Annapackiam College of Nursing, Madurai which is a committee whose 

task is to make sure that research participants are protected from harm. 

Contact Information 

 If you have any questions or concerns about this study or if any problems arise 

please contact Sheeba C, the Investigator at 9487113098. 

If you agree to take part in study, please sign the content form. 

Date: 

CONSENT FORM 

 I have read the above said information or it has been read to me, I had the 

opportunity to ask questions about it and any questions that I have asked have been 

answered to my satisfaction. I consent voluntarily to participate as a participant in this 

research. 

Name of the Participant   : 

Signature of the Participant   : 

Name of the primary caregivers  : 

Signature of the primary caregivers  : 
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APPENDIX - Q 

jfty; bjhFg;g[ kw;Wk; xg;g[jy; gotk; 

jiyg;g[  

fGj;J kw;Wk; jiy g[w;Wnehahy; ghjpf;fg;gl;l nehahspfspd; Kjy;epiy 

ftdpg;ghsh;fSf;F ,y;y';fspy; FWfpa ehs; mwpFwpfis fl;Lg;gLj;Jtjw;fhd 

kw;Wk; nehahsp kw;Wk; ftdpg;ghshpd; eyid nkk;gLj;Jtjw;fhd gapw;rp. 

Muha;r;rpahsh;   #Pgh. br 

jj;Jt mwptpay; khzth;/ lhf;lh;. vk;.$p.Mh; kUj;Jt gy;fiyfHfk;/ brd;id. 

,lk; : ,d;lh;ne#dy; nfd;rh; brd;lh;/ fd;dpahFkhhp kUj;Jt kp#d; bea;a{h; 

bjhlh; re;jpg;g[ : nehahspapd; ,y;yk;. 

Kd;Diu  

 mnef kf;fs; Fzg;gLj;j Koahj g[w;W nehapdhy; ghjpf;fg;gl;Ls;sdh;. 

mth;fs; typ/ Fkl;ly;/ the;jp/ \r;rp tpLjypy; rpukk;/ ,Uky;/ mikjpapd;ik 

nghd;w mwpFwpfshy; mtjpg;gLfpd;wdh;. bgUk;ghyhndhh; j';fs; 

,y;y';fspnyna Kjy;epiy ftdpg;ghsh;fshy; ftdpf;fg;gLfpd;wdh;. gz 

trjpapd;ik kw;Wk;; nghJkhd kUe;Jfs;/ kUj;Jtk; gapd;wth;fs;/ fy;tpawpt[ 

,y;yhikahy; j';fs; mwpFwpfis fl;Lg;gLj;j Koahky; ,Uf;fpd;wdh;. Kjy; 

epiy ftdpg;ghsh;fSf;F mwpFwpfis fl;Lg;gLj;j gapw;rp mspg;gjd; \yk; ehk; 

nehahspfSf;F cjt Koa[k;. 

Fkl;ly; kw;Wk; the;jp/ thapy; fl;oapdhy; tpG';Ftjpy; rpukk; Mfpa 

fhuzj;jpdhy; njitahd kUe;Jfis cl;bfhs;s Koahky; ,e;j nehahspfs; 

jtpf;fpwhh;fs;. ,g;gog;gl;l R{H;epiyfspy;/ gapw;rp bgw;w Kjy;epiy 
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ftdpg;ghsh;fs;/ Crp \yk; kUe;Jfis nehahspfSf;F brYj;jp mwpFwpfis 

Koe;j mst[ fl;Lg;gLj;jyhk;.  

 ePz;l ehshf neha;tha; gl;oUj;jy; kw;Wk; mth;fspd; njitfis ePz;l 

ehshf ftdpg;ghsh;fs; ftdpg;gjhy; nehahsp kw;Wk; Kjy; epiy ftdpg;ghsh;fs; 

kd mGj;jj;jpw;F cs;shfpwhh;fs;. neha; kw;Wk; mwpFwpfis nkw;bfhs;Sk; 

tpjk;/ Mnyhrid tH';Fjy; Mfpait nehahsp kw;Wk; ftdpg;ghshpd; eyid 

nkk;gLj;Jk;. nkYk; ,J FLk;gj;jpd; gz beUf;foia Fiwj;J mwpFwpia 

fl;Lg;gLj;jt[k; cjt[k;. 

Muha;r;rpapd; jpl;l';fs; : 

 ,e;j Muha;r;rpahdJ fGj;J kw;Wk; jiy g[w;Wnehahy; ghjpf;fg;gl;l 

nehahspfspd; Kjy;epiy ftdpg;ghsh;fSf;F ,y;y';fspy; FWfpa ehs; 

mwpFwpfis fl;Lg;gLj;Jtjw;fhd gapw;rpia cs;slf;fpaJ. ,e;j gapw;rpapy; 

mwpFwpfis fl;Lg;gLj;Jk; tHpKiwfs; mjhtJ njhYf;foapy; Crp nghLjy; 

kw;Wk; Ie;J goepiy Mnyhridfs; ,y;y';fspny Muha;r;rpahsuhy; 

mspf;fg;gLfpwJ. 

 Muha;r;rpapd; nghJ/ Muha;r;rp bra;gth; c';fis xU Kiw 

kUj;JtkidapYk; 6 Kiw ,y;yj;jpYk; re;jpg;ghh;. 

 Kjy; re;jpg;gpd; nghJ c';fSila cly; eyid Fwpj;Jk;/ mwpFwpfs; 

kw;Wk; FWfpa ehs; mwpFwpfSf;fhd rpfpl;irf;F MFk; bryt[fs; Fwpj;Jk; 

tpdhf;fs; c';fsplk; nfl;fg;gLk;. njhYf;foapy; Crp kUe;J brYj;Jjy; Fwpj;J 

fw;Wj; je;j gpd;dh; eP';fSk; kPz;Lk; bra;J ghh;f;f mDkjpf;f gLtPh;fs;. 

Muha;r;rpahsh; c';fSf;F FWfpa ehs; mwpFwpfis fl;Lg;gLj;j 

cgnahfg;gLj;jg;gLk; bgl;lfj;ij mspj;J mjpy; Fwpg;gpl;Ls;s tz;z';fs; 

kw;Wk; mij gad;gLj;Jk; Kiwiaa[k; tphpthff; TWthh;. 
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 mLj;jjhf Muha;r;rpahsh;fs; c';fis ,y;y';fspy; 6 Kiw re;jpf;Fk; 

nghJk; eP';fs; fodkhf czUtij Fwpj;J mthplk; Twp Mnyhrid bgw;Wf; 

bfhs;syhk;. eP';fs; mspf;Fk; jfty;fs; ,e;j Muha;r;rpf;F ,d;wpaikahjjhf 

,Ug;gjhy; ,e;j Muha;r;rpapy; g';nfw;Fk; go nfl;Lf; bfhs;;s gLfpwPh;fs;. 

jd;dhh;tj;njhL g';nfw;gJ : 

 eP';fs; ,e;j Muha;r;rpapy; jd;dhh;tk; ,Ue;jhy; kl;Lnk g';nfw;Wf; 

bfhs;syhk;. eP';fs; ,e;j Muha;r;rpapy; g';nfw;gJk; my;yJ tpyFtJk; 

c';fSila tpUg;gk;. eP';fs; ,jpy; g';nfw;whYk;/ g';nfw;fhtpl;lhYk; ve;j 

khw;wKkpd;wp kUj;Jtkidapd; midj;J rpfpl;irfSk; bjhlug;gLk;. eP';fs; 

xg;g[jy; mspj;jg; gpwF g';nfw;f kdk; ,y;yhjpUe;jhYk; c';fSf;F mDkjp 

mspf;fg;gLk;. 

ek;gpf;if cWjpg;gLj;Jjy; : 

 c';fsplkpUe;J bgwg;gLk; jfty;fs; ek;gpf;iff;Fhpa Kiwapy; 

guhkhpf;fg;gLk;. c';fs; milahsk; Fwpj;j ve;j xU jdpg;gl;l jfty;fSk; 

g[j;jfj;jpy; btsp tuhJ vd;W ehd; cWjpaspf;fpnwd;. eP';fs; Twpa fUj;Jf;fis 

g[j;jfj;jpy; btspapl;lhYk;/ jdp egh; milahsk; ,d;wpna btspaplg;gLk;. 

nrfhpf;fg;gl;l jfty;fs; jj;Jt mwptpay; gog;g[ Koa[k; tiu ghJfhf;fg;gl;L gpd; 

mHpf;fg;gLk;. 

Muha;r;rp Kot[fis gfph;jy; : 

 nrfhpf;fg;gl;l jfty;fs; vd;Dila ftdpg;ghsh; kw;Wk; njh;thsh;fshy; 

fz;fhzpf;fg;gLk;. Muha;r;rpapd; Kot[fs; g[j;jfkhf mr;rplg;gl;L/ gpw 

khzth;fs; kw;Wk; Mh;tKs;sth;fs; thrpj;J gadila btspaplg;gLk;. 

 ,e;j Muha;r;rpahdJ tpjpKiwfs; bfhLf;fg;gLk; Mizaj;jhy; 

nrhjid bra;ag;gl;L mDkjpaspf;fg;gl;Ls;sJ. ,e;j tpjpKiwfs; Mizak; 

Muha;r;rpapy; g';nfw;gth;fSf;F jP';F tpistpf;fhky; ghJfhf;fpwJ. 
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bjhlh;g[ bfhs;tjw;fhd jfty;fs; : 

 ,e;j Muha;r;rpia Fwpj;J VjhtJ re;njfnkh my;yJ gpur;ridfnsh 

,Ug;gpd; jat[ bra;J fPH;fz;l ifngrpia bjhlh;g[ bfhs;syhk;. 

#Pgh. br Ma;thsh;/ 9487113098 

 c';fSf;F ,e;j Muha;r;rpapy; g';nfw;f tpUg;gk; ,Ue;jhy; xg;g[[jy; 

gotj;jpy; ifbaGj;jplt[k;.  

njjp - 

xg;g[jy; gotk; 

 nkny Twg;gl;Ls;s jfty;fs; vd;dhy; gof;fg;gl;lJ my;yJ vdf;F goj;J 

fhl;lg;gl;lJ. ,e;j Muha;r;rpiaf; Fwpj;j vd;Dila re;njf';fSf;F/ 

jpUg;jpfukhd gjpy;fs; mspf;fg;gl;ld. vdnt ehd; vd;Dila KG rk;kjj;Jld; 

,e;j Muha;r;rpapy; g';nfw;f xg;g[jy; mspf;fpnwd;. 

g';nfw;gthpd; bgah;    - 

g';nfw;gthpd; ifbahg;gk;    - 

Kjy; epiy ftdpg;ghsh;fspd; bgah;  - 

Kjy; epiy ftdpg;ghsh;fspd; ifbahg;gk; :- 
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APPENDIX - R 

Part - I 

A. Demographic and clinical variables of terminally ill patients with Head and 

Neck cancer 

           
      Hospital No :  

      Sample No : 

      Date  : 

1. Name    :  _____________________     

2. Sex      :  1) Male  2) Female  

3. Age      :  _____________________  

4. Marital Status   :  

 1) Married  

 2) Single  

 3) Widowed  

 4) Separated  

5. Address   : 

6. Patient’s diagnosis  :  ______________________ 

7. Residence   : 1) Rural  2) Urban 

8. Religion   :  

1) Hindu 

2) Christian 

3) Muslim 

4) Other 

9. Education   : 

1) Illiterate 

2) Primary Education 

3) Secondary Education 

4) Graduate 
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10. Occupation  : 

1. Housewife  

   2. Laborer   

    3. Non- Professional 

4. Professional 

11. Family monthly income : 

1) < Rs.3000 

2) Rs.3001- Rs.5000 

3) Rs.5001- Rs.10000 

4) > Rs.10001 

     12. Habits: 

  1. Smoking      :  Yes/No 

   If yes, Age at started             : 

    Reason for starting : 

    Type of Item used      : 

    No.of Times per day   : 

    Motivating factor : 

  2. Alcohol consumption  : Yes/No 

   If yes, Age at started             : 

    Reason for starting : 

    Type of Item used      : 

    No. of Times per day : 

    Motivating factor : 

  3. Chewing betel leaves  : Yes/No 

   If yes, Age at started             : 

    Reason for starting : 

              No.of Times per day   : 

  Motivating factor : 
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4. Snuffing    : Yes/No 

   If yes, Age at started             : 

    Reason for starting : 

    Type of Item used      : 

    No.of Times per day  : 

    Motivating factor       : 

  5. Others 

13 .Duration of illness:       

14. Type of treatment taken:  

1.Radiation therapy 

2. Chemotherapy 

3. Surgery 

B. Demographic variables of primary caregivers 

1.   Name    : ________________ 

2.   Sex      :  1) Male   2) Female 

3. Age      : 

4. Marital Status   :  

1) Married  

2) Single  

3) Widowed  

     4) Separated  

5. Education 

1) Illiterate 

2) Primary Education 

3) Secondary Education 

4) Graduate 

 

 

xxxvi 
 



 

6. Occupation  : 

1) Housewife  

2) Laborer   

3) Non- Professional 

4) Professional 

5) Student 

7. Relationship to the patient  : 

1) Parents  

2) Spouse  

3) Children 

4) In law 

5) Others 

8. No. of family members : 

1) < 5  

    2) ≥ 5 

9. Type of family : 

1) Nuclear  

2) Joint  

    10.  Hobbies : 

    11. Habits  :  

Smoking   : Yes/No 

Alcohol consumption : Yes/No 

Snuffing  : Yes/No 

Chewing betel leaves  : Yes/No 

10. Care giving role:  

   Duration    : 

   No. of hours per day   :  

Absent from job   :  Yes/No,  

If yes, No. of days per week  :  

   Health problem if any   : 

   Any support    :  

   If yes, type of support   :  
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Part II 

Acute symptoms assessment scale 

 

1. Pain Assessment (using numerical rating scale)  

 

0 1   2     3       4         5          6             7    8            9      

          

          

 

 

2. Nausea / Vomiting 

 0 - No nausea / No vomiting 

 1 - Nausea / No vomiting 

 2 - Vomiting 1-3 times/day 

 3 - Vomiting ≥4 times/day 

3. Medical Research Council Dyspnea Scale  

Grade : 

 0 - No breathlessness 

 1 - Breathlessness with strenuous exercise 

 2 - Shortness of breath when hurrying level of ground or up a  

                 slight hill  

3 - Walks slower than people of same age or stop for breath  

  while walking at own pace on the level 

 4 - Stop for breath after walking short distance  

 5 - Too breathless to leave the house or breathless when Dressing 

 

 

10 

No Pain Worst  
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4. Restlessness 

0 - No restlessness (calm and comfortable)  

1 - Occasional restlessness (night no disturbances) 

2 - Frequent restlessness (except a break of 1-2 hrs, sometimes 

   in the night) 

3 - Continuous restlessness (awake and asking for position  

   change, toileting at night)   

5. Cough 

0 - No cough    

1 - Cough with activity  

2 - Cough disturbing at night 

3 - Continuous cough (day and night)   
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Part III 

Acute Symptoms Management Questionnaire 

 

Reason for unscheduled hospital visit : 

No. of times per month                               : 

Place of treatment    : 

Distance from house    : 

Mode of travel     : 

Person accompanying the patient  : 

Hospital admission    : 

Money spent for each visit   : 

Person attending the patient   : 

Problems faced    : 
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Part IV 

Holistic Wellbeing Scale I for TIP with H & N Cancer 

Note : Read the given Statements regarding your wellbeing and  the 

appropriate column  

S. 
No Statement 

St
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ly

 
A

gr
ee

 

A
gr

ee
 

N
ei

th
er

 a
gr

ee
 

no
r 

di
sa

gr
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D
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1 

 

2 

3 

4 

5 

6 

7 

 

8 

 

 

9 

 

10 

 

11 

 

12 

13 

 

14 

Physical Wellbeing 

 I am strong enough to take care of me 

without any assistance.  

 I can sleep well continuously. 

 I feel my mouth and throat dry* 

 I have trouble in breathing.* 

 I am not able to eat food which I like.* 

 I swallow as usual and with ease. 

 I am able to communicate well with 

others.  

My pain prevents me from doing any 

work.* 

Psychological well being 

I find it difficult to adjust with others 

because of my diseases and treatment.* 

I often feel that I am a burden for my 

family.* 

I am able to accept the body changes 

due to the disease. 

My life is meaningless.*  

I feel sad and depressed most of the 

time.* 

I feel hopeless in fighting against my  

Illness.* 
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S. 
No Statement 

St
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D
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15 

 

16 

 

 

17 

 

18 

 

19 

 

20 

 

21 

 

22 

23 

24 

 

 

25 

 

26 

 

27 

28 

 

29 

 

I am worried that my body condition 

will get worse.* 

I find it difficult to discuss my concern 

with the people whom I am close to* 

Social well being  

My family’s respect towards me hasn’t 

changed. 

I feel insecure in public places because 

of my disfigurement.*  

I am able to maintain good 

interpersonal relationship. 

I am worried about my family’s 

future.* 

My Illness interferes with the special 

occasions at home.* 

My family accepts my illness. 

I feel close to my spouse. 

I have a family member who takes care 

of my responsibilities. 

Financial well being 

My illness interfered with my 

employment.* 

I get good financial assistance from 

various sources. 

I get medical treatment as per my need. 

The treatment expenditure is affordable 

by my family. 

My family borrows money to fulfill my 

medical expenses.* 
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S. 
No Statement 

St
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D
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30 

 

 

31 

 

32 

 

 

 

33 

 

34 

 

35 

36 

 

37 

 

38 

 

39 

40 

 

I avoid expressing my unbearable 

symptoms to my family due to lack of 

money.* 

I have a family member who can take 

care of my family. 

I have settled the financial issues of my 

family (Pension nominee, Insurance 

nominee, Wealth etc). 

Spiritual well being: 

I receive courage from God in order to 

face my illness. 

I am able to pray and go to church/ 

temple/mosque comfortably. 

I feel uncertain concerning my future.* 

My illness has helped me to get closer 

to God. 

I accept the fact that whatever has 

happened cannot be changed. 

I could reconcile (make peace) with 

others. 

I feel a sense of purpose in my life. 

I feel comfort and strength in my faith 

or spiritual belief. 

 

  

 

  

*Negative statement 
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Part V 
Holistic Wellbeing Scale – II for Primary Caregiver of TIP with  

H & N Cancer 
Note :Read the given Statements regarding your wellbeing andthe appropriate 
column 

S. 
No Statement 

St
ro
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ly

 
A
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A
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D
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I 

1 

 

2 

 

3 

 

4 

 

5 

6 

 

7 

8 

 

9 

 

10 

 

II. 

11. 

 

12. 

Physical Wellbeing 

I am strong enough to take care of 

myself and my relative. 

I can sleep adequately and continuously 

without any interruption. 

I take time to relax in the midst of my 

busy schedule 

I often experience headache and body 

pains.* 

I pay attention to my looks. 

I get adequate time to do my activities 

of daily living.  

I seek medical care whenever needed 

I do exercise every day to keep my 

body fit. 

Pain and discomfort hinder my 

activities.* 

I take adequate amount of water and 

balanced diet to keep my body healthy. 

Psychological  Wellbeing 

I feel anxious and worried about my 

relative’s illness* 

I feel irritated and angry more often 

than before.* 
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No Statement 

St
ro

ng
ly

 
A

gr
ee

 

A
gr

ee
 

N
ei

th
er

 a
gr

ee
  

 n
or

 d
is

ag
re

e 

D
is

ag
re

e 

St
ro

ng
ly

 
D

is
ag

re
e 

13 

 

14 

15 

 

16 

 

17 

 

18 

 

19. 

 

20 

 

III 

21 

 

22 

23 

 

24 

 

25 

 

26 

 

I do discuss my concerns with my 

friends and relatives. 

I can concentrate and do my work.  

I try solving the problems with realistic 

alternatives. 

It bothers me that my priority has 

changed.* 

I feel upset to see my relative’s health 

deteriorate.* 

 It is over whelming to manage my 

relative’s pain and suffering.* 

I live in constant fear that my relative 

will die.* 

It is difficult to cope up with the stress 

that the entire family is undergoing* 

Social Wellbeing 

 I can communicate comfortably with 

others. 

I get enough time for leisure activities.  

I am able to maintain intimate 

relationship with my spouse. 

My relative’s illness interferes with 

special occasions at home.* 

I get support from my family members 

and friends to take care of my relatives. 

I am worried about the future of my 

family.* 
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S. 
No Statement 
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28 

 

29 

30 

 

IV 

31 

 

32 

 

33 

 

 

34 

 

35 

 

36 

 

37. 

 

38 

39 

 

40 

I feel comfortable to get information 

from the health care team regarding my 

relative.  

I get love and appreciation from my 

family members. 

I enjoy spending time with my family. 

I am able to participate in social 

activities. 

Financial wellbeing 

My relative’s illness caused financial 

hardship in our family* 

My relative’s illness interfered with my 

employment.* 

I am unable to attend my job regularly 

because of my commitments to take care 

of my relative.*  

I get good financial assistance from 

different sources. 

The treatment expenditure is bearable 

by my family. 

I borrow money for my relative’s 

medical expenses.* 

I avoid taking my relative to the hospital 

because of the lack of money.* 

My family gets adequate medical care. 

Our family has lost a lot of wealth 

because of my relative’s illness.* 

My economic future is uncertain.* 
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41 

 

42 

 

43 

 

44 

 

45 

 

46 

 

47. 

 

48 

 

49 

 

50 

Spiritual Wellbeing 

The causal factor of my relative’s sick is 

his/her sin.* 

God has punished us while others are 

healthy.*  

God gives the courage in order to face 

my relative’s illness. 

I am able to pray and go to church, 

temple comfortably.  

I feel uncertain concerning my relative’s 

future.* 

My relative’s illness made me come 

closer to God. 

I accept the reality of my relative’s 

illness which cannot be altered. 

I feel comfort and strength in my faith 

or spiritual belief. 

I am able to make and maintain peace 

with others. 

I feel a sense of purpose in my life. 

 

 
 
 
 
 
 
 

 
 
 
 
 
 
 

  
 
 
 
 
 
 

 
 
 
 
 
 
 

 

*Negative statement 
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APPENDIX – S 

gphpt[: I 

A. nehahspapd; tpguk; 

        kUj;Jtkid vz; : 

        egh; vz; : 

        njjp: 

1. bgah; : 

2. ghypdk; :  1. Mz; 2. bgz; 

3. taJ: 

4. jpUkz tpguk; : 

 1. jpUkzkhdth; 

 2. jpUkzkhfhjth; 

 3. fztd;/ kidtp ,He;jth; 

 4. tpthfuj;jhdth; / gphpe;J thH;gth; 

5. Kfthp: 

6. nehapd; bgah; : 

7. ,lk; : 1. fpuhkk; 2. efuk; 

8. kjk; 

 1. ,e;J 

 2. fpwp!;jth; 

 3. K!;yPk; 

 4. kw;wit 

9. fy;tpj; jFjp 

 1. gog;gwptpy;yhjth; 

 2. Muk;gf;fy;tp 

 3. ,ilepiyf; fy;tp 

 4. gl;lg;gog;g[ 
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10. bjhHpy; 

 1. ,y;yj;jurp 

 2. Typ 

 3. bjhHpy; El;gk; rk;ke;jkpy;yhjJ 

 4. bjhHpy; El;gk; rk;ke;jkhdJ 

11. FLk;g khj tUkhdk; 

 1. < +gha;.3000 

 2. +gha; 3000 - +gha; 5000 

 3. +gha; 5001 - +gha; 10000 

 4. > +gha; 10001 

12. gHf;f tHf;f';fs; 

 1. g[if gpoj;jy; 

• bjhl';fpa taJ : 

• bjhl';f fhuzk; : 

• gad;gLj;Jk; bghUs; : 

• ehSf;F vj;jid Kiw: 

• J}z;Lk; fhuzp: 

 2. kJ mUe;Jjy; 

• bjhl';fpa taJ : 

• bjhl';f fhuzk; : 

• gad;gLj;Jk; bghUs; : 

• ehSf;F vj;jid Kiw: 

• J}z;Lk; fhuzp: 

 3. btw;wpiy nghLjy; 

• bjhl';fpa taJ : 

• bjhl';f fhuzk; : 

• gad;gLj;Jk; bghUs; : 

• ehSf;F vj;jid Kiw: 

• J}z;Lk; fhuzp: 
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 4. g[ifapiy gad;gLj;Jjy; 

• bjhl';fpa taJ : 

• bjhl';f fhuzk; : 

• gad;gLj;Jk; bghUs; : 

• ehSf;F vj;jid Kiw: 

• J}z;Lk; fhuzp: 

5. kw;wit 

13. nehapd; fhy mst[ 

14. vLj;Jf; bfhz;l rpfpl;irfs; 

 1. fjph; tPr;R 

 2. Tl;L kUe;J rpfpl;ir 

 3. mWit rpfpl;ir 

B. Kjy; epiy ftdpg;ghshpd; tpguk; 

1. bgah; : 

2. ghypdk; :  1. Mz; 2. bgz; 

3. taJ: 

4. jpUkz tpguk; : 

 1. jpUkzkhdth; 

 2. jpUkzkhfhjth; 

 3. fztd;/ kidtp ,He;jth; 

 4. tpthfuj;jhdth; / gphpe;J thH;gth; 

5. fy;tpj; jFjp 

 1. gog;gwptpy;yhjth; 

 2. Muk;gf;fy;tp 

 3. ,ilepiyf; fy;tp 

 4. gl;lg;gog;g[ 
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6. bjhHpy; 

 1. ,y;yj;jurp 

 2. Typ 

 3. bjhHpy; El;gk; rk;ke;jkpy;yhjJ 

 4. bjhHpy; El;gk; rk;ke;jkhdJ 

7. nehahspapd; cwt[ Kiw 

 1. bgw;nwhh; 

 2. Jizth;/ Jiztp 

 3. FHe;ijfs; 

 4. kw;wth;fs; 

8. FLk;g cWg;gpdh;fspd; vz;zpf;if 

 1. <5 

 2. >5 

9. FLk;gj;jpd; tif 

 1. jdpf;FLk;gk; 

 2. Tl;Lf;FLk;gk; 

10. bghGJ nghf;Ffs; 

11. gHf;f tHf;f';fs; 

g[ifg;gpoj;jy; 

kJ mUe;Jjy; 

g[ifapiy gad;gLj;Jjy; 

btw;wpiyg; nghLjy; 

12. ftdpg;ghshpd; flikfs; 

fhy mst[      : 

 jpdKk; vj;jid kzp neuk;    : 

 ve;j tifahd flikfs;     : 

 flik epkpj;jkhf gzpf;F bry;yhky; ,Uj;jy;  : Mk;/,y;iy 

 Mk; vd;why; thuj;Jf;F vj;jid ehs;   : 

 VjhtJ cly; ey Fiwt[fs;    : 

 kw;wth;fsplkpUe;J cjtpfs; bgWjy;   : Mk;/,y;iy 

 Mk; vd;why; ve;j tif: 
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gphpt[ - II 

mwpFwp kjpg;gPL 

1. typ kjpg;gPL 

 typahdJ vz; Fwpj;j mst[f;nfhiy cgnahfpj;J kjpg;gplg;gLk; 

0 1   2    3       4          5           6             7    8            9         10

     

          

          

 

  2. Fkl;ly; / the;jp 

 Fkl;lYk;/ the;jpa[k; tha; brhy;ypd; \yk; kjpg;gplg;gl;L/ jPtpuj;jd;ikia  

bghWj;J mstplg;gLk;. 

 0 - Fkl;ly; ,y;iy / the;jp ,y;iy 

 1 - Fkl;ly; / the;jp ,y;iy 

 2 - the;jp / jpdk; 1 – 3 Kiw 

 3 - the;jp jpdk; 4 Kiwf;F nky; 

3. kUj;Jt Ma;t[ ft[d;rpy; \r;Rjpzwy; mst[nfhy; 

 0 -  \r;R f#;lk; ,y;iy 

 1 - fodkhd clw;gapw;rpapd; nghJ \r;R f#;lk; 

 2 -  rkjsj;jpy; ntfkhf bry;Yk;nghJ  my;yJ 

   rpwpa Fd;wpy; VWk;nghJ \r;rpiug;g[. 

 3 -  rktaJs;s kf;fistpl bkJthf elj;jy; my;yJ \r;rp  

   vLg;gjw;fhf rpwpJ neuk; epw;gJ. 

 4 -  rpwpJ J}uk; ele;jgpd; \r;R vLg;gjw;fhf epw;gJ 

 5 -  tPl;il tpl;L btspna brd;whny \r;rpiug;g[ (my;yJ)  

   cil mzpa[k; nghJ \r;rpiug;g[. 
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4. mikjpapd;ik 

 mikjpapd;ik/ nehahsp vt;tst[ Kiw mikjpapy;yhky; ,Uf;fpd;whnuh 

mijg;bghWj;J mstplg;gLk;. 

 0 -  mikjpahf kw;Wk; trjpahf ,Uj;jy; 

 1 -  vg;bghGjhtJ mikjpapd;ik (,utpy; bjhe;jutpy;iy) 

 2 -  mof;fo mikjpapd;ik (1-2 kzp ,ilbtsp ) jtpu  

   (my;yJ) ,utpy; rpy neu';fspy;. 

 3 -  vg;bghGJk; mikjpapd;ik (fz; tpHpj;J epiy khw;Wk;  

   go nfl;gJ/ mof;fo fHpg;gplk; bry;tJ). 

5. ,Uky; 

 ,Uky; fPH;fz;lthW kjpg;gplg;gLfpwJ 

 0 - ,Uky; ,y;iy 

 1 -  eltof;ifapd; nghJ ,Uky; 

 2 -  ,Uky; ,utpy; bjhe;jut[ bra;fpwJ 

 3 -  vg;bghGJk; ,Uky; (gfy; kw;Wk; ,ut[) 
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gphpt[ III 

FWfpa fhy mwpFwpfSf;fhd rpfpl;ir gw;wpa tpguk; 

1. jpl;lkplg;glhj kUj;Jtkid tUiff;fhd fhuzk; : 

2. khjj;jpw;F vj;jid Kiw: 

3. rpfpl;iraspf;Fk; ,lk; : 

4. tPl;oy; ,Ue;Js;s J}uk; : 

5. gazpf;Fk; Kiw : 

6. nehahspnahL cld; bry;Yk; egh; : 

7. kUj;Jtkid cs;nehahsp rpfpl;ir : Mk;/ ,y;iy 

8. xt;bthU Kiw FWfpa fhy mwpFwpf;fhd rpfpl;irf;F MFk; gzk; : 

9. rpfpl;ir mspf;Fk; egh; : 

10. vjph; bfhs;Sk; gpur;ridfs; : 
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gphpt[: IV 

jiy kw;Wk; fGj;J gFjp g[w;WnehahspfSila KG Rf thH;t[ Fwpj;j 

nfs;tpfs; 

Fwpg;g[ 

 fPnHf; bfhLf;fg;gl;Ls;s c';fs; ey thH;t[ Fwpj;j thf;fpa';fis 

thrpj;J c';fs; epiy Fwpj;j fl;lj;jpy; (  ) bra;at[k;. 
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cly; eyk; 

ahUila cjtpAkpd;wp vd;dhy; 

vd;id ftdpj;J bfhs;s Koa[k;. 

vd;dhy; bjhlh;r;rpahf ed;whf 

J}';f KofpwJ. 

vd; eht[ kw;Wk; bjhz;il 

twl;rpahf ,Ug;gjhf 

czh;fpnwd;.* 

ehd; Rthrpf;f rpukg;gLfpnwd;.* 

ehd; tpUk;g[k; czit vd;dhy; 

cz;z Koatpy;iy.* 

vd;dhy; Rygkhf tpG';f 

KofpwJ. 

vd;dhy; kw;wth;fsplk; ed;whf 

ngr KofpwJ. 

vd; typ/ ve;j ntiya[k; bra;ahj 

go vd;id jLf;fpwJ.* 
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9 

 

 

10 

 

11. 

 

 

12 

 

13 

 

 

14. 

 

 

15. 

16. 

 

 

 

17 

kd eyk; 

vd; neha; kw;Wk; rpfpl;ir/ ehd; 

kw;wth;fSld; xj;J nghtij 

fodkhf;Ftjhf czh;fpnwd;.* 

ehd; vd; FLk;gj;jpdUf;F 

Rikahf ,Ug;gjhf mof;fo 

czh;fpnwd;.* 

nehapdhy; clypy; Vw;gLk; 

khw;w';fs; vd;dhy; Vw;Wf; 

bfhs;s KofpwJ 

vd; thH;f;if mh;j;jkw;wjhf 

cs;sJ.* 

ehd; mjpfkhd neuk; 

Jf;fj;JlDk;/ kd 

mGj;jj;JlDk; fhzg;gLtjhf 

czh;fpnwd;.* 

nehnahL nghuhLtjpy; ehd; 

ek;gpf;ifaw;wtdhf 

czh;fpnwd;.* 

vd; cly;eyk; nkYk; nkhrkhtij 

epidj;J ftiygLfpnwd;.* 

vd; jdpg;gl;l fhhpa';fis Fwpj;J 

vdf;F beUf;fkhdth;fsplk; gfph;e;J 

bfhs;tij fodkhf czh;fpnwd;.* 

rKjha eyd; 

vd; kPJs;s vd; FLk;gj;jpdhpd; 

khpahij ,d;Dk; khwtpy;iy. 
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25 

 

26 

 

 

27 

 

vd; cUkhw;wk; bghJ 

,l';fspy; vd;id 

ghJfhg;gw;wtdhf czu 

itf;fpwJ.* 

vd;dhy; vy;yhhplKk; ey;y 

cwtpid bjhlu KofpwJ. 

vd; FLk;gj;jpd; vjph;fhyj;ij 

Fwpj;J ftiyg;gLfpnwd;.* 

vd; neha; tPl;oy; tpn#rkhd 

epfH;t[fis elj;j jilahf 

cs;sJ.* 

vd; FLk;gj;jpdh; vd; 

RftPdj;ij Vw;W 

bfhz;Ls;shh;fs;. 

thH;f;if Jiza[ld; ehd; 

beUf;fkhf cs;sjhf 

czh;fpnwd;. 

vd; bghWg;g[fis ftdpj;J 

bfhs;fpw FLk;g m';fj;jpdiu 

ehd; bgw;Ws;nsd;. 

bghUshjhu eyk; 

vd; nehahy;/ vd; gzp 

ghjpf;fg;gl;Ls;sJ.* 

btt;ntwhd tHpfspy; vdf;F 

njitahd bghUshjhu 

cjtpfs; fpilf;fpwJ. 

vd; njitf;nfw;g/ kUj;Jt 

cjtpfis bgw vd;dhy; 

KofpwJ. 
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29 

 

30 

 

 

 

31 

 
 

32 

 

 

 

33 

 

34 

 

vd; rpfpl;irf;fhd 

brytPd';fs; vd; 

FLk;gj;jpduhy; re;jpf;f 

,ay;fpwjhf cs;sJ 

vd; FLk;gk;/ vd; rpfpl;irf;fhf 

gpwhplk; gzk; fldhf 

bgWfpwJ.* 

gzkpy;yhj fhuzj;jpdhy;/ 

jh';f Koahj nehapd; 

mwpFwpfis vd; 

FLk;gj;jpdhplk; btspg;-    

gLj;Jtij jtph;f;fpnwd;. * 

vd; FLk;gj;ij bghWg;ghf 

elj;Jk; FLk;g cWg;gpdiu 

bgw;Ws;nsd;. 

vd; FLk;gj;jpd; bghUshjhu 

gpur;ridfSf;F jPh;t[ 

bra;Jtpl;nld;. (Xa;t{jpak;/ 

fhg;gPL kw;Wk; brhj;Jfs;) 

Md;kPf eyk; 

vd; nehia vjph;bfhs;Sk; 

ijhpaj;ij ehd; 

flt[splkpUe;J bgw;Ws;nsd;. 

vd;dhy; Rygkhft[k;/ 

epk;kjpahft[k; b$gpf;f kw;Wk; 

Myak; bry;y KofpwJ. 
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35 

 

36 

 

37 

 

 

38 

39 

 

40 

vd; vjph;fhyk; epr;rakw;wJ vd 

czh;fpnwd;. 

vd; RftPdk; vd;id 

flt[nshL nkYk; beU';f 

bra;fpwJ. 

ele;J Koe;j fhhpa';fs; 

vJt[k; khw;wk; bgWtjpy;iy 

vd ehd; xj;Jf; bfhs;fpnwd;. 

vd;dhy; kw;wth;fSld; 

rkhjhdkhf ,Uf;f KofpwJ. 

vd; thH;f;ifia gaDs;sjhf 

czh;fpnwd;. 

vd; Md;kPf ek;gpf;if vdf;F 

MWjiya[k;/ gyj;ija[k; 

bfhLg;gjhf czh;fpnwd;. 
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gphpt[: V 

Kjy; epiy ftdpg;ghsh;fspd; KG Rf thH;t[ Fwpj;j nfs;tpfs; 

Fwpg;g[ 

 fPnHf; bfhLf;fg;gl;Ls;s c';fs; ey thH;t[ Fwpj;j thf;fpa';fis 

thrpj;J c';fs; epiy Fwpj;j fl;lj;jpy; ( ) bra;at[k;. 
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cly; eyk; 

vd;ida[k;/ RftPdg;gl;l vd; 

cwtpdiua[k; ftdpf;f vd;dhy; 

KofpwJ. 

njitahd neuk; bjhlh;r;rpahf 

vd;dhy; J}';f KofpwJ. 

vd; ntiy gStpd; kj;jpapYk; 

njitahd neuk; vd;dhy; 

Xa;btLf;f KofpwJ. 

ehd; mof;fo jiytyp kw;Wk; 

cly;typahy; mtjpg;gLfpnwd;.* 

ehd; vd; cly; njhw;wj;jpw;F 

Kf;fpaj;Jtk; bfhLf;fpnwd;. 

vd; md;whl ntiyfisr; bra;a 

vdf;F nghJkhd neuk; 

fpilf;fpwJ. 

vd; njitf;nfw;g ehd; kUj;Jt 

cjtpia bgWfpnwd; 

vd; cliy rPuhf itj;Jf; 

bfhs;s jpdKk; clw;gapw;rp 

bra;fpnwd;. 
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typa[k;/ mbrsfhpaKk; vd; 

bray;fSf;F jilahf cs;sJ.* 

vd; cly;epiyia nkk;gLj;j 

Rj;jkhd jz;zPh; kw;Wk; rhptpfpj 

czit cz;fpnwd;. 

kdeyk; 

vd; cwtpdhpd; RftPdj;ijf; 

Fwpj;J ftiya[k;/ jpfpYk; 

miltjhf czh;fpnwd;.* 

Kd;ig tpl mjpfkhf 

nfhggLtjhft[k; 

vhpr;ryiltjhft[k; czh;fpnwd;.* 

vd;Dila f#;l e#;l';fis 

Fwpj;J vd; ez;gh;fs; kw;Wk; 

cwtpdh;fsplk; gfph;e;J 

bfhs;fpnwd;. 

vd; KG ftdj;ija[k; brYj;jp 

vd;dhy; ntiy bra;a KofpwJ. 

vd; gpur;ridfSf;F Mf;fg{h;tkhd tHpapy; 

jPh;t[ fhz Kaw;r;rpf;fpnwd;. 

vdf;fhd Kd;Dhpikfs; khwptpl;ljhf 

czh;fpnwd;.* 

vd; cwtpdhpd; cly;epiy 

ghjpg;gilfpwij fz;L kdk; 

tUe;Jfpnwd.* 

vd; cwtpdhpd; typ kw;Wk; 

f#;l';fis rkhspg;gij kpft[k; 

f#;lkhf czh;fpnwd;.* 
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vd; cwtpdhpd; kuzj;ij Fwpj;J 

vg;nghJk; gae;J bfhz;nl 

thH;fpnwd;.* 

vd; FLk;gj;jpdh;fs; gLk; kd 

ntjidfis <L bra;a fodkhf 

czUfpnwd;.* 

rKjha eyd; 

vd;dhy; kw;wth;fSld; kdk; tpl;L 

fye;Jiuahl KofpwJ. 

vd; bghGJnghf;fpw;F njitahd 

neuk; vdf;F fpilf;fpwJ. 

vd; thH;f;if Jiza[ldhd 

beUf;fkhd cwit vd;dhy; bjhlu 

KofpwJ. 

tPl;oy; tpn#rkhd ehl;fis 

bfhz;lhl vd; cwtpdhpd; RftPdk; 

jilahf ,Uf;fpwJ.* 

vd; ez;gh;fs; kw;Wk; 

cwtpdh;fsplkpUe;J vd; 

cwtpdiu ngz njitahd cjtp 

vdf;F fpilf;fpwJ. 

ehd; vd; FLk;gj;jpd; vjph;fhyj;ij 

Fwpj;J kpft[k; ftiy gLfpnwd;.* 
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vd;dhy; kUj;Jt FGtpdhplkpUe;J 

vd; cwtpdh; gw;wpa njitahd 

bra;jpfis Rygkhf bgw;W bfhs;s 

KofpwJ. 

FLk;g cWg;gpdh;fspd; md;g[k;/ 

Mjut[k; vdf;F fpilf;fpwJ. 

ehd; vd; FLk;gj;jpdnuhL neuk; 

brytpLtij kfpH;rpahdjhf 

czh;fpnwd;. 
 

vd;dhy; rKjha bray;ghLfspy; 
g';F bfhs;s KofpwJ. 

bghUshjhu eyk; 

vd; cwtpdhpd; RftPdk;/ vd; 

FLk;gj;jpd; bghUshjhuhj;jpy; 

fodj;ij Vw;gLj;jp cs;sJ.* 

vd; cwtpdhpd; RftPdk;/ vd; 

gzpia ghjpf;fpwJ.* 

vd; cwtpdiu ftdpf;f ntz;oa 

flik ,Ug;gjhy; vd;dhy; xG';fhf 

ntiyf;F bry;y Koatpy;iy.* 

btt;ntwhd tHpfspy; vdf;F 

njitahd bghUshjhu cjtpfs; 

fpilf;fpwJ. 

rpfpl;irf;fhd bryt[fs; vd; 

FLk;gj;jhy; jh';f Toajhf 

cs;sJ. 
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vd; cwtpdhpd; kUj;Jt 

bryt[f;fhf gzk; fldhf 

th';Ffpnwd;.* 

gz gw;whf;Fiwtpd; fhuzkhf vd; 

cwtpdiu kUj;Jtkidf;F 

miHj;J bry;tij jtph;f;fpnwd;. * 

vd; FLk;gj;jpw;F nghJkhd 

kUj;Jt ftdpg;g[ fpilf;fpwJ. 

vd; cwtpdhpd; RftPdk; epkpj;jkhf 

vd; FLk;gk; Vuhskhd bry;tj;ij 

,He;J cs;sJ.* 

vd; bghUshjhuj;jpd; vjph;fhyk; 

epr;rakw;wjhf cs;sJ.* 

Md;kPf eyk; 

vd; cwtpdhpd; jtwhd bray;fns/ 

mth; nehapd; fhuzk; vd 

czh;fpnwd;.* 

gpwh; Rfkhf ,Uf;Fk; nghJ flt[s; 

v';fis jz;oj;Js;sjhf 

fUJfpnwd;.* 

vd; cwtpdhpd; RftPdj;ij 

vjph;bfhs;Sk; ijhpaj;ij flt[s; 

vdf;F je;Js;shh;. 

vd;dhy; Rygkhft[k;/ epk;kjpahft[k; 

b$gpf;f kw;Wk; Myak; bry;y 

KofpwJ. 
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46. 

 

 

47 

 

48 

 
 

49 

50 

vd; cwtpdhpd; vjph;fhyk; 

epr;rakw;wJ vd czh;fpnwd;.* 

vd; cwtpdhpd; RftPdk; vd;id 

flt[nshL nkYk; beU';f 

bra;fpwJ. 

vd; cwtpdhpd; RftPdk; khw;wk; 

bgWtjpy;iy vd;w cz;ikia 

xj;J bfhs;fpnwd;. 

Md;kPf ek;gpf;if vdf;F 

MWjiya[k;/ gyj;ija[k; 

bfhLg;gjhf czh;fpnwd;. 

vd;dhy; kw;wth;fsplk; rkhjhdkhf 

,Uf;f KofpwJ. 

vd; thH;f;if gad; cs;sJ vd 

czh;fpnwd;. 
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APPENDIX – T 

Part I 

Teaching Module for Acute Symptom Management at Home for Terminally Ill 

patients with Head and Neck Cancer 

Health Education 

Topic: Acute symptoms experienced by terminally ill patients with head and neck                  

cancer and management  

Duration: 1 hour 

Method of teaching: Lecture cum discussion and Demonstration 

Central Objective: 

 At the end of the session, the primary caregiver will able to develop a broad 

understanding about acute symptoms experienced by terminally ill patients with head 

& neck cancer and acquire skills in managing symptoms at home. 

Specific Objective: At the end of the session, the primary caregiver will able 

• To list down the common acute symptoms experienced by terminally ill 

patients with head & neck cancer. 

• To discuss causes, sign & symptoms and management of pain during terminal 

illness. 

• To explain causes, sign & symptoms and management of nausea& vomiting 

during terminal illness. 

• To describe the causes, sign & symptoms and management of dyspnea during 

terminal illness. 
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• To discuss causes, sign & symptoms and management of restlessness during 

terminal illness. 

• To enumerate causes, sign & symptoms and management of cough during 

terminal illness. 

• To administer subcutaneous injection as per patient need. 

Introduction 

Many physical changes occur during the process of terminal illness that affects 

the emotional, social and spiritual aspects of person’s life. In case of cancer, the 

person experiences steady decline in this health status. This session deals with 

common acute symptoms experienced by terminally ill patients with head and neck 

cancer and its management by primary care givers. 

Pain 

 Pain is the very common symptom and all of us must have experienced pain 

some time or the other. It is considered as fifth vital sign and it serves as a mechanism 

to warn us about the potential for physical harm.  

Definition 

 The International Association for the study of pain defines pain as “unpleasant 

sensory and emotional experience associated with actual or potential tissue damage, 

or described in terms of such damage”. 

 Causes of pain in cancer 

• Cancer itself causes compression of nerve, blood vessels etc. 

• Treatment induced pain like chemotherapy related mucositis 

• Debility induced pain due to constipation, muscle tension, spasm 

• Concurrent disorders such as spondylosis, osteo-arthiritis. 
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Behavioural and physiologic responses: The pain also can be determined through 

nonverbal responses of patient. The nonverbal responses to pain are  

1. Facial expression include clenched teeth, tightly shut eyes, open sombre eyes      

and biting of the lower lips. 

2. Immobilization of body part 

3. Purposeless body movements 

4. Behavioural changes such as confusion, restlessness 

5. Rubbing of body part 

Management 

The aim of pain management in cancer include 

• Relief at night 

• Relief at rest during the day 

• Relief on movement (not always completely possible) 

The interventions given can be non pharmacological or pharmacological. 

1. Non pharmacological interventions 

 Usually non pharmacological interventions are used along with analgesics. 

The common methods used are application of hot and cold, massaging, music therapy, 

relaxation therapy and imagery. 

2. Pharmacological interventions 

Analgesics: Medications that relieve pain are called analgesic. There are three main 

classes of analgesic: opioids, non opioids and adjuvants. 
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Non opioids: Non opioids are the first class drugs used to treat acute and chronic pain. 

These drugs do not produce tolerance or physical dependence. Non opioids primarily 

acts at the site of injury or peripherally. 

Opioids: Opioids bind the opioids  receptors in the brain, spinal cord and other areas 

of body and inhibit the perception of pain. When pain is not controlled which non 

opioids alone, opioids are given along with non opioids. The opioids used for pain 

include Morphine, Hydromorphone, Meperidine and fentanyl.  

Analgesic Adjuvants: The commonly used adjuvants include steroids, 

benzodiazepines, antidepressants and anticonvulsants. 

Home Management  

• Improve physical comfort of the patient by meeting the basic needs of the patient 

such as air, food, elimination, rest and sleep. 

• Provide quiet environment with non glaring lights. 

• Avoid noise 

• Encourage to listen to music and watch television. 

• Administer the regular pain medication. 

• If not relived, administers medication from the acute symptom management kit. 

 Pain injection/Medication is indicated by red color coding. 

 Frequency : As needed / ----------times/ Day 

 Amount : ----ml / ---------tablet. 

 Give injection following all the steps for administering subcutaneous 

injection. (Steps are given below) 
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Breathlessness or dyspnoea 

Definition  

 Difficulty in breathing is termed as dyspnoea. It is a clinical sign of hypoxia 

and manifests as breathlessness. It is present in 70% of patients with cancer in the last 

few weeks and is severe in 25% of patients. It is often intermittent, occurring in 

episodes, lasting 5 to 15 minutes precipitated by exertion, bending over, talking and 

feeling of exhaustion. It restricts activities, leading to loss of independence and of 

role. It results in frustration, anger, anxiety and depression. 

Etiology  

• Decreased oxygen in the atmosphere (Smoke)  

• Respiratory infections 

• Obstruction of air passages by fluids, gases, foreign bodies, swelling of 

tissues.  

• Loss of aerating surface in the lungs due to atlectasis, emphysema, 

haemothorax, pulmonary oedema, pneumonia, pulmonary embolism and 

pleural effusion.  

• Dysfunction of the respiratory centre  

• Ascitis, pericardial effusion, anaemia, cardiac failure 

• Vigorous exercise and strong emotion.  

Signs of dyspnoea 

• Exaggerated respiratory effort and use of accessory muscles for respiration  

• Gasping or laboured breathing. 

• Restlessness, nasal flaring  

• Marked increase in the rate and depth of respiration.  
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Categories of dyspnoea in cancer 

• Breathlessness on exertion. 

• Breathlessness at rest. 

• Terminal breathlessness 

Management 

• Pace the activities. 

• Loose clothing around the neck. 

• Avoid very hot environment. 

• Provide adequate ventilation. Avoid over crowding.  

• Make patient comfortable by circulating air with a fan. 

• Raise the head end of the bed mechanically or with pillows to aid breathing. 

• If secretions are present in the mouth, turn the head to one side and position 

the body, so that gravity can drain them. 

• Wipe out the mouth with a soft, moist cloth to cleanse excess secretion. 

• Encourage patient to do deep breathing and coughing exercise.  

• Speak lovingly and use gentle reassuring touch the reduce fear. 

• Loose clothing around the neck.  

• Encourage patient to take small frequent diet.  

• Administer the regular medication breathlessness. 

• If the breathlessness is not relieved by regular medicine, administer 

medication from the acute symptom management kit 

 The medication for breathlessness is indicated by orange color coding. 

 Frequency : As needed / ---------time / Delay 

 Amount : ----ml / ---------tablet. 

lxxi 
 



 

 Give injection following the steps of administering subcutaneous injection. 

(Steps are given below). 

Nausea /Vomiting 

Definition:  

 Nausea is the feeling of discomfort in the epigastrium, with a conscious desire 

to vomit. Vomiting is the forceful ejection of partially digested food and secretions 

from the gastrointestinal tract through the mouth. It occurs in about 50% of patients 

with advanced cancer. 

Causes of Vomiting 

 Causes of vomiting in advanced cancer include 

 Stimulation of emetic center by drugs such as corticosteroids, morphine etc.  

 Severe pain.  

 Gastric stasis and intestinal obstruction.  

 Unpleasant odours, subjects and sights. 

 Decreased gastric motility.  

Complications of vomiting 

 Loss of fluid and electrolyte result in dehydration and metabolic acidosis. 

 Aspiration of vomitus.  

Management 

 Limit the oral fluids to clear fluid or with hold completely till the vomiting 

stops.  

• Administer regular medication.  

• If not relived, administers medication from the acute symptom management 

kit 
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 The medication for nausea / vomiting is indicated by yellow color coding 

 Frequency : As needed / ----------times/ Day 

 Amount : ----ml / ---------tablet. 

 Give injection following all the steps for administering subcutaneous 

injection. (Steps are given below) 

 If you are giving tablet for vomiting, give it before food. 

Cough 

Definition 

 Cough is an automatic protective reflex action that clears the airway by a high 

pressure, high velocity flow of air.  

Causes 

 Causes include smoking, asthma, chronic obstructive pulmonary disease, chest 

infection, acid reflex, heart failure, allergens and intra thoracic cancer.  

Coughing exercise 

 Cough helps to maintain patent airway by removing secretion from the lower 

and upper airway. In case of chronic pulmonary disorders and upper and lower 

respiratory infection, the patient should be encouraged to cough and deep breath every 

two hourly when he is awake.  

 If the patient has large amount of sputum, encourage patient to cough and deep 

breathe every hourly when he is awake and 2 to 3 hourly when he is asleep.  

Management 

• Advice to cough effectively 

• Physiotherapy including postural drainage 

• Steam inhalation 
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• Administer regular medication.  

• If not relieved, administers medication from the acute symptom management 

kit 

 The medication for cough green is indicated by yellow color coding 

 Frequency : As needed / ----------times/ Day 

 Amount : ----ml / ---------tablet. 

 Give injection following all the steps for administering subcutaneous 

injection. (Steps are given below) 

Restlessness 

Restlessness and agitation are common.  You may see person “reaching out 

with arms extended”. You may also see pulling or fidgeting behaviour. There 

symptoms may be caused by reduced oxygen to the brain, metabolic changes, 

dehydration, pain medications or a combination of these. “Terminal delirium” is a 

common condition that may occur when the person is very close to death and is 

marked by extreme restlessness and agitation. Medications are available to control 

symptom. Although it may look distressing, the delirium is not considered to be 

painful. 

Precipitating Factors for Restlessness: 

• Change in environment 

• Unfamiliar excessive stimuli such as too hot, too cold, wet bed, crumbs in bed, 

creases in sheets 

• General deterioration, fatigue, anxiety, depression 

• Pain, faecal impaction, urinary retention 

• Infection, Dehydration 
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• Brain tumours (Metastasis) 

Manifestations 

• Poor concentration, drowsiness, impairment in short term memory 

• Disorientation, misinterpretations, paranoid delusions, hallucinations 

• Agitation, noisy or aggressive behaviour and ambling or incoherent speach 

Management 

• Avoid bright light in the room, keep calm and avoid confrontation 

• Respond to patients commands 

• Always identify yourself. Even if the terminally ill person knows you well, he 

      or she might not recognize you at this time. 

• Use gentle voice and reassuring touch 

• Repeat important and helpful information 

• Consider the use of light massage or soothing music. 

• Allay fear and suspicion and reduce misinterpretation by  

 use of night light 

 Not changing the position of the bed 

 Explaining every procedure and events in detail 

 The presence of family member or close friend 

• Be sensitive to any cues that might signal that there is something the person 

      wants to resolve before he or she can let go. Offer support 

• Administer regular medication if any restlessness present.  

• If not relived, administers medication from the acute symptom management 

      kit 

 The medication for restlessness is indicated by blue color coding  

 Frequency : As needed / ----------times/ Day 
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 Amount : ----ml / ---------tablet. 

 Give tablet under the tongue 

 Give injection following the steps of administering subcutaneous 

injection. (Steps are given below). 

Part II 

Skill Training 

Administering Subcutaneous Injection At Home Setting 

Introduction:  

 All the patients are not able to swallow tablets or capsule and those 

experiencing nausea and vomiting may not able to retain them. A range of alternative 

routes are available. One of the routes is subcutaneous injection.  

  Definition 

 Administration of medications into the subcutaneous tissue. 

Purpose 

 To obtain a rapid and systemic effect of drug during acute symptoms such as 

pain, nausea and vomiting, dyspnea, restlessness and cough. 

 To give medications that cannot be given by oral or any other routes. 

 To provide medicines for patients who are unconscious, unco-operative, 

unable to swallow or having gastrointestinal disturbances. 

 To ensure complete administration and absorption of drug. 

 To avoid patients rushing to doctors for symptom relief. 

 To make the care cost effective for palliative patients in home setting. 
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Equipments Needed 

A tray containing  

 Sterile syringe (2cc or 5cc). 

 26 gauge sterile needle to give injection (small needle). 

 20 gauge needle to withdraw medications (big needle). 

 Prescribed medication 

 Sterile cotton balls moistened with spirit 

 Sharp knife to cut the ampule 

 Small container to dispose the used sharps 

 A paper cover to discard the used cotton. 

General Precaution 

 Follow strict aseptic technique 

 Do not aspirate before injection 

 Do not massage after injection 

 Wash hand before and after procedure 

 Do not touch the needle tip. 

Sites for injection 

The area that has a layer of fat between skin and muscle is selected for giving 

injection. 

 Outer part of the upper arm 

 Outer part of the thigh 

 Sub scapular region 

 Abdomen, around umbilicus 

Points to be remembered while selecting site 

 If the patient is thin, do not use abdomen as an injection site 

 Rotate the injection site in a regular pattern 
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Procedure 

1. Wash hands with soap and water 

2. Choose the appropriate colour coded medicine for your patient’s symptom. 

3. Withdraw the medication using following steps 

• Identify the amount of medicine to be withdrawn in the syringe 

• Clean the cap of the vial using spirit swab (or) cut open the ampule 

using knife. 

 

 

 

• Fix 20 gauge needle to the syringe 

 

 

 

• Insert the needle into the vial or ampule 

 

 

• Load the prescribed amount of medication into the syringe 

 

 

• Remove the big (20 gauge) needle and fix small (26 gauge) needle 

lxxviii 
 



 

4. Administer injection using following steps: 

• Explain the procedure to patient 

• Position the patient comfortably  

• Determine the appropriate site 

• Clean the skin with cotton ball moistened with spirit 

 

 

• Expel air from syringe 

 

• Hold the skin with thumb and middle finger 

 

 

 

• Hold the syringe, the way you would hold a pencil  

• Inject the medication slowly 
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• Withdraw needle quickly, placing antiseptic swab. 

• Do not massage the area 

Discard the needle in the sharp container and bring it to the hospital when you come 

for next visit 

Acute Symptom Management Kit 

Acute symptom management kit also will be given to the primary caregiver. 

The acute symptom management kit is a plastic container having six separate 

partitions. Each medicine and partition will be colour coded with respective colours. 

(Red-pain, yellow-nausea/vomiting, orange-dyspnea, blue-restlessness and green-

cough.) 

Medicine will be kept inside and explanation will be given regarding usage. 

The primary caregivers will be instructed to administer regular medications as per the 

physicians order and to administer from the acute symptom management kit only if 

the patient developed an acute symptom which is not relieved by regular medications.  

 

 

 

 

 

Pamphlet 

To strengthen the learning ability and sustainability, a pamphlet on 

management of acute symptoms in terminally ill patients with head and neck cancer at 
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home will be given to the primary caregivers. The pamphlet has all the steps in 

administering subcutaneous injection, precaution to be taken and management of 

acute symptoms at home. 

Conclusion: Provision of training  program regarding acute symptom management  to 

the primary caregiver definitely help to reduce the symptoms of terminally ill patients 

with head and neck cancer and improve their quality of life. It is also cost effective. 
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Part III 

Counselling 

The diagnosis of a terminal illness is a traumatic event and patients and family 

members are often overwhelmed by their thoughts and fears. Counselling can provide 

emotional support and information they require. There will be 5 counselling sessions 

for the terminally ill patient with head and neck cancer and the primary caregiver. The 

counselling session will be scheduled once in two weeks. The counselling sessions 

will be at home. The counselling sessions focus on family involvement, developing 

optimistic attitude, effective coping, uncertainty reduction and symptom management. 

Purposes of counselling among cancer patients and their primary caregivers: 

∗ Counseling helps to cope with reaction to cancer such as fear of cancer, 

changes in body image, anxiety about treatment, fear of recurrence, feeling of 

guilt and adapting to side effects. 

∗ Counseling helps to address family issues such as family relationship, role 

changes, and family support. 

∗ Counseling helps to explore personal issues such as clarifying values, goal and 

priorities, exploring spiritual issues and meaning of cancer. 

∗ Counseling helps to confront practical issues such as obtaining information 

about financial resource, talking issues to doctors. 

Central Objective: 

At the end of the five sessions, the patient & the primary caregiver will able to 

develop optimistic attitude, effective coping, reduce uncertainty and involve family 

members in care. 
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Specific Objective: At the end of the sessions, the patient and primary caregiver will 

able 

• To involve family members in care. 

• To develop optimistic attitude and share fear and concerns.  

• To develop effective coping and life style behaviours 

• To experience reduced uncertainty by clearing their doubts. 

Session I 

Central Objective: 

At the end of the session, the patient & the primary caregiver will able to 

understand their family members and involve them in the care.  

Specific Objective: At the end of the session, the patient and primary caregiver will 

able 

• To build trust among family members. 

• To promote open communication.  

• To encourage mutual support and team work 

• To identify the family strengths. 

Procedure:  

 After making an appointment with the patient and primary caregiver, the 

investigator meets them in the home.  

Steps: 

• Greeting the patient and the primary caregiver. 

• Developing rapport with them. 
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• Helping them to talk about their concern regarding family involvement in the care 

of patient. 

• Helping to identify the concerns which need to be taken action. 

• Helping to understand the concerns need to be taken action. 

• Suggesting actions to deal with the concern. 

• Encouraging them to act on. 

• Debriefing session 

Suggesting actions to deal with the concern: 

1. Building trust among family members: 

• Spending time together in family activities 

• Having common goals and values 

• Plan and participate in regular family activities. 

2. Promoting open communication: 

• Learn to read non verbal communication.  

• Be aware of body language and tone of voice. 

• Show that you understand what the other person is saying. 

• Maintain good relationship with extended family members to increase source 

of support and resources. 

• Regular family meetings help to plan together, to accept responsibility, and 

show concern for others. 

• Handle anger in a positive way 

3. Encouraging Mutual Support and Teamwork 

• Build a team of family, friends, and others that can help you. 
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• Share the responsibilities to make everyone’s load a little lighter. 

• Keep in mind the following observations when building your team: 

 No one can cope with cancer all alone. 

 People want to help. 

 No one can help all the time. 

 Some people are particularly scared by cancer, scared by 

dependence and some do poorly in support roles. 

 One need not build the care team exclusively from people within 

the family and existing friends. 

 Care teams, like any other organization require some management. 

• List the tasks that you need help such as shopping, cleaning, cooking, 

watching children, sharing news etc. 

• Identify people who are available to help and match each person with the 

task that fits them best. 

• Delegating some avoid becoming overwhelmed. 

4.  Helping Family to identify their strength: 

• All families have strengths. Help them to identify by listing few. 

• Help to choose activities that continue to build the areas of strength and areas 

which need improvement 

Session II 

Central Objective: 

At the end of the session, the patient & the primary caregiver will able to share 

fears and concerns, maintain hope and find new meaning for life.  
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Specific Objective: At the end of the session, the patient and primary caregiver will 

able 

• To share fears and concerns. 

• To maintain hope.  

• To find new meaning for life 

Procedure: 

 After making an appointment with the patient and primary caregiver, the 

investigator meets them in the home.  

Steps 

• Greeting the patient and the primary caregiver. 

• Developing rapport with them. 

• Helping them to talk about their fear and concerns, their hope and meaning in 

their life.  

• Helping to identify the concerns which need to be taken action. 

• Helping to understand the concerns need to be taken action. 

• Suggesting actions to deal with the concern. 

• Encouraging them to act on. 

• Debriefing session 

Suggesting actions to deal with the concern: 

1. Ways to Find New Meaning and Value in Your Life after Cancer: 

• Assess your life: Illness may give a wake-up call and a second chance to make 

life what we want it to be. Ask questions like Am I really a happy?  Have I 

postponed things that are important to me? You may notice that answers to 

these questions and others will help to define what is most meaningful to you. 
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• Give Back:  For some, reaching out and helping others helps them to find 

meaning in their cancer experience. 

• Seek support:  Religious leader or professional counselor may help to you 

consider questions about the meaning of life. 

• Keep a journal: Write down thoughts about what gives meaning to life now. 

• Life Review:  Thinking about or writing life’s history can clarify what has been 

accomplished and what remains to be done. 

• Meditate or pray: Allowing to sit quietly may be helpful in creating the mental 

space and perspective that will allow you to answer questions about the 

meaning of life. 

2. Helping to share fear and concerns 

For Patient: 

• Talk about feelings and fears that you or family members may have – it’s OK 

to feel sad and frustrated.  

• Decide together with family or caregiver what things you can do to support 

each other. 

• Do not blame yourself and others when you feel anxious and afraid. Get help 

through counseling and support groups.  

• Use prayer, meditation, or other types of spiritual support.  

• Try deep breathing and relaxation exercises several times a day. Cut down on 

caffeine. It can worsen anxiety symptoms. 

• Think about asking your doctor or nurse for a referral to a counselor who can 

work with you and your family. 

• Talk with your doctor about the possible use of medicine for anxiety.  
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For Caregiver: 

• Gently invite the patient to talk about their fears and concerns.  

• Do not try to force the patient to talk before they are ready. 

• Listen carefully without judging the patient’s feelings, or your own. 

• Decide together with the patient what you can do to support each other. 

• For severe anxiety, it is usually not helpful to try to reason with the patient. 

Instead, talk with a doctor about the symptoms and problems you notice. 

• To reduce your own stress, try suggestions from the list for the patient or use 

any others that have worked for you in the past. 

• Consider getting support for yourself through groups or individual counseling. 

3. Helping patients and primary caregivers to stay hopeful in the face of death: 

Acknowledging Fear:         

• Identify your specific fears rather than remaining stuck with a generalized 

sense of fear.    

• The common fear are fear of the unknown, fear of pain and suffering, fear of 

punishment, worry about what will happen to loved ones, isolation, fear of 

non-existence.  

• Speaking with others in a faith community or loved ones may help to 

reassure.  

• Making plans in advance for guardianship and financial planning can help 

lessen these kinds of worries.   
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Sharing your fear with others: 

• Sharing your fears with your loved ones, healthcare team, members of a faith 

community, mental health professionals, or others can be very useful in 

helping you to feel less afraid and less alone.  

Focusing on quality of life: 

• Focusing on the here-and-now can help shift your thinking, even if 

temporarily, away from fears and worries.   

•  Try to do the things you normally do that bring you pleasure even if 

adjustments need to be made.   

• Make plans for the future that are meaningful for you.  

• Playing with a grandchild, listening to a favorite piece of music, taking a 

walk or sharing a special meal with a friend can help you to remember to 

enjoy life today.  

Session III 

Central Objective: 

At the end of the session, the patient & the primary caregiver will able to cope 

effectively with cancer.  

Specific Objective: At the end of the session, the patient and primary caregiver will 

able 

• To deal with overwhelming stress. 

• To practice healthy coping and lifestyle behaviour.  

• To manage the demand of illness. 
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Procedure:  

 After making an appointment with the patient and primary caregiver, the 

investigator meets them in the home.  

Steps: 

• Greeting the patient and the primary caregiver. 

• Developing rapport with them. 

• Helping them to talk about their concerns regarding stress due to illness.  

• Helping to identify the concerns which need to be taken action. 

• Helping to understand the concerns need to be taken action. 

• Suggesting actions to deal with the concern. 

• Encouraging them to act on. 

• Debriefing session 

Suggesting actions to deal with the concern: 

1. Dealing with Overwhelming Stress: 

• Burnout is the feeling of lasting physical, mental or emotional exhaustion 

caused by excessive and prolonged stress. It occurs when you feel 

overwhelmed and unable to meet constant demands. 

• Changes in the family dynamic, complicated or distressing information, 

financial stress and emotional strain can make you feel exhausted and 

unable to cope.  

Common signs of burnout:  

 Feeling physically or mentally tired most the time 

 Feeling that nothing is going right 

 Losing interest in things you used to enjoy 
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 Losing motivation 

 Feeling frustrated 

 Changes in appetite or sleep habits 

• Tips for preventing Burnout: 

 Get plenty of rest 

 Build a team of care 

 Do things you enjoy 

 Find emotional support 

2. Strategies to Cope with Stress: 

Take care of the basics in healthy ways — eating, exercise, resting 

• Eat healthy to keep up your strength to cope with cancer. This includes: 

 Eating at least 5 servings of fruits and vegetables every day. 

 Having healthy snacks with protein, such as nuts, yogurt, and cheese. 

 Drinking 8 to 10 glasses of water or other drinks without caffeine each 

day.  

• Get regular exercise. This will boost your energy and lower stress. 

 Walk 10 to 15 minutes each day. Do more if you can. 

• Get healthful rest and sleep. 

 Create a bedtime routine that helps you fall asleep and stay asleep. 

 Go to bed at the same time each night and getting up about the same time each 

morning, 

 Relax before bedtime by reading, bathing, or listening to quiet music — 

whatever works to soothe you. 

 If you nap during the day, set a one hour limit. Then do something active. 

 Have a cup of milk before bed time 
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Try different ways to relieve anxious feelings. 

• Talk with others who are close, such as family and friends.  

Sharing heavy feelings can lighten the load. When you share your emotions, you 

are not being a burden. Your family and friends care about you and may be waiting 

for you to tell them how you feel. 

• Write your feelings down.  

Keep a notebook of your feelings and thoughts. And don’t worry about 

spelling and writing mistakes. This is just for you. It can help you understand yourself 

better and may help you feel a greater sense of control. 

• Join a support group.  

A cancer support group offers the chance to talk with others who are in or have been 

in a similar situation. It can help you feel less alone. Group members can listen to 

your concerns, and you can listen to theirs. You may be able to join a group at your 

cancer treatment centre or online.  

• Talk with a counsellor. 

When coping with a difficult illness, it’s often helpful to talk with a trained 

professional counsellor. This might be a social worker, nurse, psychologist, 

psychiatrist, or clergy. If you’re not sure who could help, ask your nurse or doctor for 

a referral. 

• Remember to take each day as it comes, one day at a time.  

Focus just on what you need to do today. Break projects up into small parts. 

This will help prevent you from feeling overwhelmed. 
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Try different ways to relax. 

• Experiment with ways to create a calm feeling inside you.  

Some use meditation. Others use prayer, music, art, or nature to create a sense 

of calmness. Books and CDs can help you learn different calming techniques. 

• Practice muscle and breathing relaxation techniques each day. 

 If you have never tried this, here are some basic directions. It’s easy to do 

with just a little practice 

 Sit in a comfortable chair or lie down on your bed. Close your eyes and 

breathe deeply. 

 Tense and then relax each part of your body. Start with your toes and work 

your way up to your head. 

 Once your body is relaxed, think of a pleasant place or experience. Enjoy 

feeling relaxed and happy. 

Do activities that you enjoy and bring you pleasure. 

To keep from feeling that your life is only about having cancer, take time each 

day to do things you enjoy. Pace yourself to balance being active without overdoing 

it. You might continue to enjoy: 

• Hobbies. If you have hobbies you love, try to figure out how you can modify them 

to fit your energy and keep doing them. For example, if you love to garden, perhaps 

you can grow plants indoors. If you love golf or tennis, perhaps you can enjoy games 

on TV. 
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• Books or movies. If you like to read, this might be your chance. Try reading books 

or watching movies that make you laugh. Humour can lighten up your 

life and help you forget worries. 

• Spending time with people you enjoy. Friends and family can bring feelings of 

support, joy, and even peace into your life. 

• Nature.  Watching the outside world can help relax your mind and restore your 

energy. Depending on the weather, you might sit outside and look at the trees or 

flowers. Or, visit a park and watch birds. Or, take a walk. If you’re stuck inside, you 

can always gaze out a window and perhaps put a bird feeder close by. Enjoy nature at 

least 3 times a week for about 30 minutes each visit. 

Session IV 

Central Objective 

At the end of the session, the patient & the primary caregiver will able to 

clarify doubts and set realistic goals.  

Specific Objective: At the end of the session, the patient and primary caregiver will 

able 

• To clarify their doubts and get needed information.  

• To set realistic goals. 

Procedure: 

 After making an appointment with the patient and primary caregiver, the 

investigator meets them in the home.  
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Steps: 

• Greeting the patient and the primary caregiver. 

• Developing rapport with them. 

• Helping them to talk about their concerns regarding clarifying doubts and getting 

information.  

• Helping to identify the concerns which need to be taken action. 

• Helping to understand the concerns need to be taken action. 

• Suggesting actions to deal with the concern. 

• Encouraging them to act on. 

• Debriefing session 

Suggesting actions to deal with the concern 

Before your visit 

There are some important ways you can prepare for a medical appointment. 

There are some steps to make sure your questions are answered. 

• Write down all of your questions and concerns  

Thinking about your questions and concerns before you meet with your healthcare 

team can help you communicate better. Record any symptoms, signs or changes you 

experience. Note physical, emotional and practical concerns. 

• Gather information about your condition 

Learn about treatments, medications, side effects, symptoms and clinical trial 

options.  

• Determine your goals for the visit  

It may be helpful to list your questions and concerns in order of importance to you.  
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• Bring a friend or family member to doctor’s visits 

During your visit: 

• Tell your doctor what you do and do not want to know 

• Ask questions about things you do not understand 

• Talk about your feelings and emotions 

• Ask your doctor what to expect 

• Have a family member or friend record important information.  

• Ask for a quiet place to talk 

After visit: 

Review the notes from your healthcare visit and follow through on any next 

steps. Talk to your family, friends or loved ones about the notes from the doctor’s visit 

and any changes in your treatment plan or medical history. Ask for help in sharing the 

news with your other family and friends. If your family has questions, either write 

them down in your health journal to ask during your next visit or contact a member of 

your healthcare team.  

The following tips may also help you and your family deal with upsetting news:  

• Do things that you enjoy 

Take time for things that you enjoy such as hobbies, movies, and exercise. If possible, 

plan a vacation or visit people you love. Doing things you can enjoy may take your 

mind off of your cancer and how overwhelmed you are feeling. 

• Find emotional support 

When you feel sad or overwhelmed, talk to your family, friends, or others living 

with cancer about your feelings. Here are other people to whom you and your family or 

loved ones can talk: Counsellor, Chaplain or other spiritual advisors, Cancer 

support groups. 
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APPENDIX - U 

gFjp I 

,y;yq;fspy; jiy kw;Wk; fOj;J Gw;WNehapd; ,Wjpepiyapy; ,Uf;Fk; 

Nehahspfspd; FWfpa fhy mwpFwpfis Nkw;nfhs;Stjw;fhd ghlj;jpl;lk; 

eyf;fy;tp 

jiyg;G 

jiy kw;Wk; fOj;J Gw;WNehapd; ,Wjp epiyapypUf;Fk; Nehahspfs; 

mDgtpf;Fk; FWfpa fhy mwpFwpfs; kw;Wk; mjid Nkw;nfhs;Stjw;fhd 

topKiwfs;. 

Neuk; : 1 kzp Neuk; 

fw;gpf;Fk; Kiw : tphpTiuAld; Ngr;Rthh;j;ij elj;Jjy;; kw;Wk; 

nra;Jfhl;Ljy;. 

ika fUj;J  

$l;lk; epiwtilAk; NghJ Kjy; epiy ftdpg;ghsh;fshy; jiy 

kw;Wk; fOj;J Gw;WNehapd; ,Wjpepiyapy; ,Uf;Fk; Nehahspfs; mDgtpf;Fk; 

FWfpa fhy mwpFwpfis nghpa mstpy; Ghpe;J nfhs;sTk; kw;Wk; 

,y;yq;fspy; me;j mwpFwpfis Nkw;nfhs;Stjw;fhd jpwikfisAk; ngwTk; 

,aYk;. 

Kf;fpa fUj;J 

$l;lk; epiwtilAk; NghJ Kjy; epiy ftdpg;ghsh;fshy; ,ay;gitahtd. 

• jiy kw;Wk; fOj;J Gw;WNehapd; ,Wjp epiyapy; cs;s Nehahspfs; 

mDgtpf;Fk; nghJthd FWfpa ehs; mwpFwpfis thpirg; gLj;Jjy;. 

• Nehapd; ,Wjpepiyapy; cs;stHfspd; typf;fhd> fhuzq;fs;> 

milahsq;as; & mwpFwpfs; kw;Wk; typf;fhd rpfpl;irfs; Fwpj;J 

Ngr;Rthh;j;ij elj;Jjy;.  
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• Nehapd; ,Wjp epiyapy; cs;sth;fspd; the;jpAzh;T & the;jpf;fhd 

fhuzq;fs; milahsk; & mwpFwpfs; kw;Wk; mij 

Nkw;nfhs;Stjw;fhd topKiwfs; Fwpj;J tphpj;Jiuj;jy;. 

• Nehapd; ,Wjp epiyapy; tUk; %r;R jpzwYf;fhd fhuzq;fs;> 

milahsk; & mwpFwpfs; kw;Wk; mij Nkw;nfhs;tjw;fhd 

topKiwfis tpthpj;jy;. 

• Nehapd; ,Wjp epiyapy; tUk; mikjpapd;ikf;fhd fhuzq;fs;> 

milahsk; & mwpFwpfs; kw;Wk; mij Nkw;nfhs;tjw;fhd 

topKiwfis tpthpj;jy;. 

• Nehapd; ,Wjp epiyapy; tUk; ,UkYf;fhd fhuzq;fs;> milahsk; & 

mwpFwpfs; kw;Wk; mjid Nkw;nfhs;tjw;fhd topKiwfis 

tpthpj;jy;. 

• Nehahspfspd; Njitf;Nfw;g NjhYf;fbapy; Crp kUe;J nrYj;Jjy;. 

Kd;Diu 

Nehapd; ,Wjp epiyapy; tUk; gy cly; hPjpahd khw;wq;fs; kdpj 

tho;f;ifapd; czh;r;rp> r%fk; rhh;e;j> kw;Wk; Md;kPfj;ijAk; ghjpf;fpwJ. 

Gw;WNehia nghWj;j tiuapy; Nehahspfs; ,e;j khjphpahd cly; eyk; 

rpijtij cWjpahf mDgtpf;fpd;wdhh;. ,e;j $l;lkhdJ. Kjy; epiy 

ftdpg;ghsh;fSf;F jiy kw;Wk; fOj;J Gw;WNehiapd; ,Wjp epiyapy; 

,Uf;Fk; Nehafspfspd; FWfpafhy mwpFwpfs; kw;Wk; mjid 

Nkw;nfhs;tjw;fhd topKiwfisAk; gfph;e;jspf;fpwJ. 

typ 

typ vd;gJ nghpa mstpyhd kw;Wk; nghJthd mwpFwp. ehk; 

midtUk; ngUk;ghYk; rpyNtisfspy; my;yJ gpw rkaq;fspy; typia 

mDgtpj;jpUf;fpNwhk;. ,J clypd; Ie;jhtJ ,d;wpaikahj milahskhf 

fUjg;gLfpwJ. kw;Wk; ek;Kila clYf;F jPq;F tpistpg;gij vr;rhpf;if 

nra;tjhfTk; mikfpwJ.  
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Gw;WNehapd; typf;fhd fhuzq;fs; 

• Gw;WNehahy; euk;G kw;Wk; ,uj;j Foha;fs; mOj;jg;gLjy;. 

• typia mjpfhpf;Fk; rpfpl;ir Kiwfshd P̀Nkh njugp mspj;jy; 

• gytPdq;fspd; %ykhf typ Vw;gLjy;; mitahtd: kyr;rpf;fy;> jir 

mOj;jk; kw;Wk; jirg; gpbg;G. 

• fOj;J typ kw;Wk; %l;Ltyp Nghd;w xj;JtUk; FiwghLfs;.. 

typapd; gpujpgypg;Gfs; 

typ nghJthf Nehahspapd; tha;nkhop my;yhj gpujpgypg; ghfNt mikAk; 

typapd; tha;nkhop my;yhj gpujpgypg;Gfshtd. 

1. Kfj;Njhw;wk; 

 gw;fis fbj;jy; 

 fz;fis ,Wf;fkhf%b nfhs;Sjy;  

 (kq;fyhd) tUj;jk;Njha;e;j fz;fis jpwj;jy; 

 fPo; cjLfis fbj;jy; 

2. cly; gFjpfis mirf;fhkypUj;jy; 

3. gadw;w cly; mirTfs; 

4. elj;ij khWghLfshtd Fog;gk;> Xa;tpd;ik 

5. cly; gFjpfis jltpf;nfhLj;jy; 

eph;tfpj;jy;  

typia mlf;Ftjd; Nehf;fq;fshtd 

• ,utpy; ,yFthf czh;jy; 

• gfypd; Xa;T Neuq;fspy; ,yFthf czh;jy; 

• mirTfspd; NghJ ,yFthf czh;jy; 

(,J vg;NghJk; KOikahf rhj;jpakhdJ my;y) 
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1. kUe;Jfs; my;;yhj eltbf;iffs; 

tof;fkhf kUe;Jfs; my;yhj eltbf;iffs; typ epthuzpfSld; 

,ize;Nj gad;gLj;jg; gLfpd;wd. cgNahifFk; nghJthd Kiwfshtd. 

ntg;gk; kw;Wk; Fspiu gad;gLj;jpjy;> mOf;fp nfhLj;jy;> ,ir> Xa;T kw;Wk; 

fw;gid. 

2. kUj;Jtk; rhh;e;j eltbf;iffs;: 

typ ePf;fpfs; : typia Fiwf;Fk; kUe;Jfs;> typ epthuzpfs; vd 

miof;fg;gLfpwJ. 

mjd; %d;W gphpTfshtd. 

• typ epthuzpfs;. 

• Xg;gpaha;l;]; my;yhj typ epthuzpfs;  

• Xg;gpaha;l;];; typepthuzpfs; 

Xg;gpaha;l;]; my;yhj typ epthuzpfs; : 

vd;gJ FWfpa ehs; kw;Wk; neLehs; typf;F rpfpl;iraspf;Fk; 

kUe;Jfs;. ,it jhq;Fk; jpwd; kw;Wk; cly; rhh;e;jpUg;gij 

cUthf;Ftjpy;iy. ,e;j typ epthuzp Kjypy; fhak; Vw;gl;l gFjpapy; 

my;yJ Nky; gFjpapy; nray;gLfpwJ. ,e;j kUe;Jfis Fwpg;gpl;l 

mstpNyNa gad;gLj;j Ntz;Lk;.  

Xg;gpaha;l;]; typ epthuzpfs; 

Xg;gpaha;l;];> Xg;gpaha;l];; flj;jpfspy; ,ize;J %is> jz;L tlk; 

kw;Wk; clypd; gpw gFjpfspy; cs;s typ czh;it fl;Lg;gLj;JfpwJ. 

Xg;gpaha;l; my;yhj kUe;Jfspdhy; typia fl;Lg;gLj;j Kbahj 

#o;epiyyapy; Xg;gpaha;l; kUe;Jfs; mjDld; Nrh;j;J nfhLf;fg;gLfpd;wJ. 

,J typAld; ,izAk; jd;ikAilaJ my;y. ghJfhg;ghd Kiwapy; ,jd; 

msit mjpfhpj;jhy; mjpf typf;F rpfpl;iraspf;f VJthf mikAk;. 
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typePf;f Nrh;f;fg;gLk; kUe;Jfs; 

nghJthf Nrh;f;fg;gLk; kUe;Jfshtd: ];buha;Lfs;> ngd;Nrhilarpigd;];> 

kdr;Nrhh;it ePf;Fk;  kUe;Jfs; kw;Wk; typg;ig ePf;Fk; kUe;Jfs;. 

,y;yq;fspy Nkw;nfhs;Stjw;fhd topKiwfs:  

• Nehahspapd; mbg;gil Njitfshd> fhw;W> czT> fopTfis 

ntspNaw;Wjy;  

• mikjpahd #oiy cUthf;Fjy; kw;w gpufhrkw;w ntspr;rj;ij 

cUthf;Fjy;. 

• ,iur;riy fl;Lg;gLj;Jjy; 

• ,iria Nfl;fTk kw;Wk; njhiyf;fhl;rpia ghh;f;fTk Cf;fkspj;jy;. 

• tof;fkhf mspf;Fk; typepthuzp kUe;Jfis nfhLj;jy; 

• typ Fiwatpy;iy vd;why; FWfpa ehs; mwpFwpfis eph;tfpf;Fk; 

ngl;bapypUf;Fk; kUe;Jfis cgNahfpj;jy; 

 rptg;G epw Fwpg;gpl;l kUe;J typf;fhd kUe;ij Fwpf;Fk;. 

 fhy msT NjitgLk; nghOnjy;yhk;/ jpdKk; ………. Kiw  

 msT : …………. kp.yp / khj;jpiu 

 fPNo nfhLf;fg;gl;Ls;s midj;J gbepiyfisAk; gad; gLj;jp 

NjhYf;fbapy; Crp kUe;ij nrYj;Jq;fs;>  

%r;R jpzwy; 

tiuaiiw  

%r;R tpLtjpy; fbdkhf czh;jy; %r;R jpzwy; vd miof;fg; 

gLfpwJ. %r;R jpzwypd; Kf;fpa mwpFwp Mf;]p[dpd; msT 

FiwtjhFk;. ,J Gw;W NehahspfSf;F filrp rpy thuq;fs; ,Uf;Fk;.  

fhuzq;fs;  

• tsp kz;lyj;jpy; Mf;]pIdpd; msT Fiwjy; 

• %r;RFohapy; Neha;njhw;W. 
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• fhw;Wg; ghijapy;> jz;zph;> thAf;fs;> VNjDk; nghUl;fs;> 

jpRf;fspy; tPf;fk; Nghd;wtw;why; milg;G Vw;gLjy;;. 

• EiuaPuypd; fhw;W Vw;W gFjpfs; FiwjYf;F fhuzq;fshd. 

EiuaPuy;> ghjpg;giljy;> fhw;W Ez;ziwfspy; thAf;fs;> 

fhzg;gLjy;> EiuaPuy; gFjpapy; ,uj;jk; Njq;Fjy;> EiuaPuypy; ePh; 

Njq;Fjy;> EiuaPuy; tPf;fkiljy;> EiuaPuypy; ,uj;j Foha;fspy; 

,uj;jf;fl;bfs; efh;jy; kw;Wk; mjpfgbahd ePh; Njf;fk;. 

• Rthr ikak; rhptu Ntiy nra;ahik  

• tapw;W gFjpapy; ePh; fl;Ljy;> ,uj;j Nrhif> ,jak; gOjiljy; 

%r;Rj;jpzwypd; mwpFwpfs; 

• Rthrj;jpw;fhf Njitf;fjpfkhd Kaw;rp nra;jy;; 

• %r;Rjpzwy;; kw;Wk; Rthrj;jpw;fhf fLk; Kaw;rp nra;jy; 

• mikjpapd;ik  

• %f;F vhpjy; 

• Rthrj;jpd; vz;zpf;if; msT Fwpg;gpLk; tifapy; mjpfhpj;jy; 

Gw;WNehapy; %r;Rj;jpzwypd; gphpTfs; 

• cly; nraypy;; <LgLk;NghJ Vw;gLk; %r;Rjpzwy; 

• Xa;tpd; NghJ Vw;gLk; %r;Rj;jpzwy; 

• epue;jukhd %r;Rj;jpzwy; 

eph;tfpf;Fk; Kiwfs; 

• nray;fis ftdpf;fTk; 

• fOj;ij Rw;wpAs;s Milfis jsh;j;jTk; 

• kpFe;j ntg;gkhd #oiy jtph;f;fTk; 

• Njitahd fhw;W mspf;fTk;  

• Njitaw;w $l;lj;ij jtph;f;fTk; 
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• kpd;tprpwpia Roy nra;J fhw;wspg;gjd; %yk; Nehahspia 

jpUg;j;jpaila nra;aTk;. 

• gLf;ifapd; jiyg;gFjpia ,ae;jpuj;jpd; %ykhfNth my;yJ 

jiyaiz cgNahfpj;Njh Rthrj;jpw;F VJthf cah;j;jTk;. 

• thapy VNjDk; fhzg;gl;ghy; jiyia rhpj;J cliy xUGwkhf 

jpUg;Gk; NghJ GtpA+h;g;gpd; topahf mJ ntspNaWk;. 

• thapy; mjpfkhf Rue;jpUf;Fk; ePiu> kpUJthd kw;Wk; ePh;j;jd;ikAla 

Jzpahy; Jilf;fTk; 

• Nehahspia MO;e;j %r;R gapw;rp kw;Wk; khpahijahd njhLjy; 

Nghd;wit Nehahspapd; gaj;ij Fiwf;Fk;  

• fOj;ij Rw;wpAs;s Milfis jsh;j;jTk; 

• rpwpa mstpy; czTfis cl;nfhs;s Cf;fg;gLj;Jy;. 

• %r;Rj;jpzwYf;fhd nghJthd kUe;Jfis nrYj;Jjy; 

• %r;Rj;jpzwy; tof;fkhf nfhLf;Fk; kUe;Jfshy; Fiwatpy;iy vdpy;> 

FWfpa ehs; mwpFwpfis ifahSk; ngl;bapypUf;Fk; kUe;Jfis 

cgNahfpf;fTk; 

 MuQ;R epwk; %r;Rj;jpzwYf;fhd kUe;Jfis Fwpf;Fk;. 

 fhy msT : Njitg;gLk; Nghnjy;yhk; / jpdKk; …… Kiw 

 msT kpyp / …….. khj;jpiu.   

 gpd;tUk; gbepiyfis gad;gLj;jp NjhYf;fbapy; nrYj;Jk; Crpia 

nrYj;jTk;. 

the;jp 

tiuaiw 

the;jpAzh;T vd;gJ the;jp Vw;gLtij tapw;WgFjpapy; Vw;gLk; 

mnrsfhpa czh;T MFk;. The;jp vd;gJ gFjp nrhpf;fg;gl;l czTfs; 

kw;Wk; Rug;Gfs; czT nrhpkhd njhFjpapypUe;J tha;topahf 

ntspNaw;wg;gLjy; MFk;.  

ciii 
 



 

the;jpf;fhd fhuzq;as; 

• fhh;bNfh];buha;Lfs;> khh;/gpd; kw;Wk; rpy kUe;Jfs; the;jp ikaj;ij 

J}z;Ljy;. 

• mjpfkhd typ 

• tapw;wpy; milg;G kw;Wk; Flypy;milg;G Vw;gLjy; 

• tpUk;gjfhj thridfs;> nghUl;fs; kw;Wk; ,lq;fs; 

• tapw;wpy; czT efh;jy; Fiwjy; 

the;jpapd; gpd; tpisTfs; 

• ePh; kw;Wk; ,urha $l;Lk; nghUl;fs; Fiwtjd; tpisthf ePh;r;rj;J 

Fiwjy; kw;Wk; mkpyj;jd;ik Mfpait cUthfpd;wd. 

• the;jp Rthr Foha;f;Fs; cs;spOf;fg;gLjy; 

eph;tfpj;jy; 

• the;jp epw;Fk; tiuapYk; tha; topahf ePh; mUe;Jtij Fiwf;fTk;. 

• tof;fkhf nfhLf;Fk; kUe;Jfis nfhLf;fTk; 

• Fzkhftpy;iy vdpy; FWfpaehs; mwpFwpfis eph;tfpf;Fk; 

ngl;bapypUf;Fk; kUe;Jfis nfhLf;fTk; 

 kQ;rs; epwk; the;jpAzh;T kw;Wk; the;jpf;fhd kUe;Jfis Fwpf;Fk; 

 fhy msT Njitahd nghOnjy;yhk;/jpdKk; Kiw …… 

 msT : …………. kp.yp/………. khj;jpiu 

 gpd;tUk; gbepiyfis gad;gLj;jp NjhYf;fbapy; nrYj;Jk; kUe;ij 

nfhLf;fTk;. (gbepiyfs; fPNo nfhLf;fg;gl;Ls;sd) 

 the;jpf;fhd khj;jpiufs; nfhLj;jhy; rhg;gpltjw;F miu kzp 

Neuj;jpw;F Kd; nfhLf;fTk;. 
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,Uky; 

tiuaiw 

,Uky; vd;gJ fhw;W topia Rj;jk; nra;tjw;fhf mjpf Ntfkhd 

fhw;iw nfhz;L mjpf mOj;jk; nfhLf;Fk; nrayhFk;. 

fhuzq;fs; 

fhuzq;fshtd Gifg;gpbj;jy;>M];Jkh> EiuaPuypy; milg;G> 

neQ;Rg;gFjpapy; Neha;j; njhw;W> ,jak; nraypoj;jy;> xt;thikia 

cUthf;Fk; gjuzpfs; kw;Wk; neQ;rpd; cs; gFjpapy; Vw;gLk; Gw;WNeha;. 

,Uky; gapw;rp 

,Uky; fPo; kw;Wk; Nky; Rthrg;ghijapypUf;Fk; Rug;Gfis ePf;Ftjd; 

%yk; Rthrg;ghijia ey;yKiwapy; Nkk;gl nra;fpwJ. xUNtis 

neLehshd EiuaPuy; Neha;fs; my;yJ Nky; kw;Wk; fPo; Rthrg; ghijapy; 

Neha;j; njhw;W Nghd;wit fhzg;gl;lhy; Nehahspia mthpd; vr;rhpf;ifAld; 

,uz;L kzp Neuj;jpw;F xUKiw ,Uky; kw;Wk; Mo;e;j %r;R gapw;rp nra;a 

Cf;fg;gLj;j Ntz;Lk;. 

eph;tfpf;Fk; Kiw 

• ,Ukiy rf;jptha;e;jjhf mikf;f mwpTiu $Wjy;. 

• ,ay;Kiw kUj;Jtq;fshd epw;Fk; epiyapy; tbj;jy;; 

• tof;fkhd kUe;Jfisf; nfhLj;jy;  

• Fiwatpy;iynadpy; FWfpa ehs; mwpGwpfis eph;tfpf;Fk; 

ngl;bapypUf;Fk; kUe;Jfis cgNahfpf;fTk; 

 gr;ir epwk; ,UkYf;fhd kUe;Jfis Fwpf;Fk; 

 fhy msT Njitahd nghOnjy;yhk;/jpdKk; Kiw …… 

 msT : …………. kp.yp / ………. khj;jpiu 

 gpd;tUk; gbepiyfis gad;gLj;jp NjhYf;fbapy; nrYj;Jk; 

kUe;Jfis nfhLf;fTk;. (gbepiyfs; fPNo nfhLf;fg;gl;Ls;sd) 
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mikjpapd;ik 

%isf;F nry;Yk; Mf;]p[dpd; msT Fiwjy;> ghpzhk khw;wq;fs;> 

ePh;r;rj;J Fiwjy;> typepthuzpfs; my;yJ ,tw;wpd; fyitahy; Vw;gLfpwJ. 

rpj;j gpuik my;yJ [d;dp vd;gJ nghJthf kdpjd; kuzj;ij neUq;Ffpw 

jUthapy; mjpfkhd mstpy; mikjpapd;ikahf fhzg;gLtJ MFk;.  

mikjpapd;ikia nfhz;L tUk; fhuzpfs; 

• Rw;W #oy; khw;wq;fs; 

• gof;fj;jpw;F khwhd J}z;Ljy;fshd mjpf ntg;gk;> mjpf Fsph;> 

<ukhd gLf;iffs;> gLf;ifapy; czT Jz;f;Ffs; fhzg;gLjy;> 

Nghh;it kbg;Gfs;. 

• nghJthd juk; nfLjy; 

• fisg;G> mr;rk;> kd Nrhh;T. 

• typ> kyr;rpf;fy;> rpWePh; fopj;jypy; rpukk;. 

• Neha;j;njhw;W> ePh;r;rj;J Fiwjy; 

• %isapy; fl;bfs; (guTk; jd;ik) 

mwpFwpfs; 

• ftdk; Fiwjy; 

• ke;jkhd epiy 

• FWfpa fhy Qhgf rf;jpapy; FiwghL 

• elg;gij mwpa Kbahj epiy 

• jtwhd fzpg;Gfs; 

• mirf;fKbahj jtwhd ek;gpf;iffs;  

• czh; khWghL 

• ,iur;ryhd my;yJ Nfhgkhd elj;ijfs; 

• rk;ge;jkpy;yhj my;yJ Kuzhd Ngr;R 
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eph;tfpj;jy; 

• miwapy; gpufhrkhd ntspr;rj;ij jtph;f;fTk; 

• mikjpia ifahsTk; kw;Wk; thf;F thjj;ij jtph;f;fTk; 

• ,Wjpepiyapy; ,Uf;Fk; kdpjh;fSf;F cq;fis ed;whf 

njhpe;jpUe;jhYk;> rpy Neuj;jpy; mth;fshy; cq;fis milahsk; fz;L 

nfhs;s ,ayhJ. 

• khpahijahd rj;jk; kw;Wk; ek;gpf;ifA+l;Lk; njhLjiy gad;gLj;jTk;. 

• Kf;fpakhd kw;Wk; cjtpfukhd jfty;fis kWgbahf vLj;Jf; 

nrhsy;Yjy;. 

• nky;ypajhf cliy mOf;fpf; nfhLj;Jjy; my;yJ nky;ypa ,irapd; 

gaid Nfl;f nra;jy;. 

• gak; kw;Wk; re;Njfj;ij Fiwf;Fk; Kiwfshtd. 

 ,uT tpsf;Ffis gad;gLj;Jjy; 

 gLf;ifapd; epiyia khw;whkypUj;jy; 

 midj;J nra;Kiwfs; kw;Wk; epfo;gitfis Fwpj;J tpupthff; 

$Wjy;; 

 FLk;gj;jpdh; neUq;;fpa ez;gh;fs; cld; ,Uj;jy;. 

• mikjpapd;ik ,Ue;jhy; tof;fkhf cgNahfpf;Fk; kUe;Jfis 

cgNahfpf;fTk;. 

• Fiwatpy;iynadpy; FWfpa ehs; mwpFwpfis eph;tfpf;Fk; 

ngl;bapypUf;Fk; kUe;Jfis gad;gLj;jTk;. 

 ePy epwk; Xa;tpd;ikf;fhd kUe;Jfis Fwpf;fpwJ. 

 fhy msT Njitahd nghOnjy;yhk;/jpdKk; Kiw …… 

 msT : …………. kp.yp /………. khj;jpiu 

 ehf;Ff;fbapy; khj;jpiuf; nfhLj;jy;. 

 gpd;tUk; topKiwfis gpd;gw;wp NjhYf;fbapy; nrYj;Jk; CrpkUe;ij 

nfhLf;fTk;. (gbepiyfs; fPNo nfhLf;fg;gl;Ls;sd) 
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gFjp - II 

khjphpia nra;Jfhl;Ljy; 

NjhYf;fbapy; nrYj;Jk; CrpkUe;ij ,y;yq;;fspy; itj;J nrYj;Jk; Kiw  

Kd;Diu 

midj;J NehahspfshYk; kUe;J my;yJ khj;jpiufis tha; topahf 

tpOq;f Kbtjpy;iy. the;jpAzh;T kw;Wk; the;jpapd; fhuzkhf kUe;J 

my;yJ khj;jpiufis jf;f itf;f Kbtjpy;iy. ,jw;fhd khw;W 

topKiwfs; cs;sd. ,jpy; xUKiw jhd; NjhYf;fbapy; Crp kUe;J 

nrYj;Jjy;. 

tiuaiw 

NjhYf;fbapy; cs;s jpRf;fspy; kUe;Jfis nrYj;Jk; Kiw MFk;. 

gad;fs; 

• kUe;jpd; tpiuthd kw;Wk; xOq;fhd gad;fis ngWjy;. 

• tha; topahf kw;Wk; NtW topahf nfhLf;f Kbahj kUe;Jfis 

nfhLj;jy;. 

• Raepidtw;w epiyapy; cs;s kw;Wk; xj;Jiof;fhj> tpOq;fKbahj> 

czT nrhpkhd NfhshWfs; cs;s NehahspfSf;F kUe;Jfs; 

nfhLj;jy;. 

• FWfpa ehs; mwpFwpfshd typ> the;jpAzh;T kw;Wk; the;jp> 

%r;Rj;jpzwy>; mikjpd;ik kw;Wk; ,Ukypd; NghJ mwpFwpfspypUe;J 

tpLgLtjw;ffhf Nehahspfs; kUe;Jth;fis mbf;fb m;DFtij 

jtph;j;jy; 

• tPLfspy; ,Wjpepiyapy; cs;s Nehahspfis jpwd;gl ftdpj;jy; 

Njitahd cgfuzq;fs; 

• J}a;ikahd Crp (2 rprp my;yJ 5 rprp) kUe;J;fis nfhLf;Fk; Foha; 

• 26 msTs;s Crp kUe;ij nfhLg;gjw;F (rpwpa Crp) 
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• 20 msTs;s Crp kUe;ij vLg;gjw;F (nghpa Crp) 

• ghpe;Jiuf;fg;gl;l kUe;Jfs;  

• ];gphpl; nfhz;L <ukhf;fg;gl;l J}a;ikahd gQ;R ge;Jfs;. 

• kUe;JFg;gpia cilg;gjw;fhd $h;ikahd fj;jp. 

• $h;ikahd nghUl;fis ntspapy; NghLtjw;fhd rpwpa ngl;b my;yJ 

ghl;by;. 

• cgNahfpj;j gQ;ir NghLtjw;fhd xU fhfpjg;ig. 

nghJthd Kd;ndr;rhpf;iffs; 

• Neha; fpUkpfsw;w Kiwfis fz;bg;ghf gpd;gw;wTk; 

• Crpg; NghLtjw;F Kd; cwpQ;;r$lhJ. 

• Crp Nghl;lgpd; jltp tplf;$lJ. 

• nra;Kiwf;F Kd;Dk; gpd;Gk; iff;fOTjy; 

• Crpapd; Kidia njhlf;$lhJ. 

Crpg; NghLk; ,lq;fs; 

Njhy; kw;Wk; jirf;F ,ilapyhd gFjpia Crpg; Nghl Njh;e;njhLf;fTk; 

• Nky;f;ifapd; ntspg;gFjp.  

• Njhilapd; ntspg;gFjp. 

• fhiu vYk;gpd; fPo;g;gFjp 

• tapw;Wg;gFjpapy; njhg;Gis Rw;wpAs;sgFjp. 

,lj;ij njhpT nra;Ak; NghJ fUj;jpy; nfhs;s Ntz;bait 

• Nehahspfs; nkype;jth;fshf ,Ue;jhy; mth;fspd; tapw;Wg;gFjpapy; 

Crpg;Nghlf;$lhJ. 

nra;Kiw 

• Nrhg;G kw;Wk; jz;zPh; nfhz;L iffis fOtTk.; 

• Nehahspapd; mwpFwpf;F Vw;w Fwpg;gpl;l epwKs;s kUe;ij njhpT 

nra;aTk;. 
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• gpd;tUk; gbepiyfis gad;gLj;jp kUe;ij vLf;fTk;. 

• Crp Fohapy; vLf;f Ntz;ba kUe;jpd; msit njhpe;J nfhs;sTk; 

• gQ;ir ];gphpl;by; eidj;J kUe;J Fg;gpapd; milg;ghid Rj;jk; 

nra;aTk; (my;yJ) fj;jpahy; kUe;J Gl;bia ntl;b jpwf;fTk;  

 

 

 

 

• Crp FohAld; 20 msTs;s Crpia ,izf;fTk; 

 

 

 

 

• Crpia kUe;J Fg;gpapNyh my;yJ kUe;J Gl;bapNyh Eiof;fTk; 

 

 

 

• Njitahd msT kUe;ij CrpFohapy; vLj;Jf; nfhs;sTk; 
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• nghpa (20 msTs;s) Crpia mfw;wptpl;L rpwpa (26 msTs;s) 

Crpia ,izf;fTk; 

 

 

 

4. Crpia nrYj;Jtjw;F gpd;tUk; gbepiyfis cgNahfpf;fTk;. 

• Nehahspaplk; nra;Kiwia tpthpj;jy; 

• Nehahspia nrsfhpakhd epiyapy; ,Uf;f itj;jy; 

• NghJkhd ,lj;ij; Njh;e;njLf;fTk; 

• Njhiy ];gphpl;lhy; eidf;fg;gl;l gQ;R ge;jhy; Rj;jk; nra;aTk; 

 

 

 

 

• Crpf;Fohapy; ,Uf;Fk; fhw;iw ntspNaw;wTk; 

 

 

 

• ngUtpuy; kw;Wk; eLtpuyhy; Njhiy gpbf;fTk; 

• ngd;rpiy gpbg;gijg; Nghd;W Crpf;Fohia gpbf;fTk; 
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• nkhJthf kUe;ij cl;nrYj;jTk 

 

 

; 

• Ntfkhf Crpia ntspNa vLj;J> fpUkp ePf;fpa gQ;R ge;ij mjd; 

kPJ itf;fTk; 

• ,lj;ij jltp tplf; $lhJ. 

• Crpia $h;ikahd nghUl;fs; NghLk; Fg;gpapy; Nghl;L mLj;jKiw 

kUj;Jkidf;F tUk; NghJ nfhz;L nry;yTk;. 

 

FWfpa fhy mwpFwpfis eph;tfpf;Fk; ngl;b 

 

 

 

 

 

 

 

FWfpa fhy mwpFwpfis eph;tfpf;Fk; ngl;b Kjy; epiy 

ftdpg;ghsh;fSf;F nfhLf;fg;gLk; FWfpa fhy mwpFwpfis eph;tfpf;Fk; 

fUtp. xU gpsh];bf; ngl;bapy; 6 jdpj;jdpahd gFjpfis nfhz;lJ. 

Xt;nthU kUe;Jf;fhd gFjpAk; Fwpg;gplg;gl;l epwj;jp;y; nra;ag;gl;bUf;Fk;. 

(rpfg;G- typ> kQ;rs; - the;jpAzh;T / the;jp> MuQ;R - %r;Rj;jpzwy;> ePyk; - 

xa;tpd;ik kw;Wk; gr;ir – ,Uky;) 
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 cs;Ns itf;fg;gl;bUf;Fk; kUe;Jfs; gad;gLk; tpjj;ij Fwpj;J 

tphpthf nrhy;ypf; nfhLf;fg;gLk.; Kjy; epiy ftdpg;ghsh;fSf;F kUj;Jthpd; 

ghpe;Jiuapd; mbg;ilapy; tof;fkhf nfhLf;Fk; kUe;Jfs; nfhLf;Fk; Kiw 

kw;Wk; FWfpa fhy mwpFwpfis Nkw;nfhs;tjw;fhd ngl;bapypUf;Fk; 

kUe;Jfis cgNahfpf;Fk; Kiw Fwpj;J $wg;gLk.;  

Jz;Lg; gpuRuk; 

fw;Fk; jpwid mjpfhpf;fTk; epiy epWj;jTk; jiy kw;Wk; fOj;Jg; 

Gw;WNehapd; ,Wjpepiyapd; ,Uf;Fk; Nehahspfis tPl;by; ftdpf;Fk; Kjy; 

epiy ftdpg;ghsh;fSf;F FWfpa ehs; mwpFwpfis eph;tfpf;Fk; Jz;Lg; 

gpuRuk; nfhLf;fg;gLfpwJ. ,e;j Jz;L gpuRuj;jpy; NjhYf;fbapy; Crp kUe;J 

nrYj;Jtjpd; gbepiyfs;> ,y;yq;fspy; FWfpa ehs; mwpFwpfis 

eph;tfpg;gjw;fhd Kd;ndr;rhpf;iffSk; nfhLf;fg;gl;bUf;Fk;. 

KbTiu 

FWfpa ehs; mwpFwpfis eph;tfpg;gjw;fhd gapw;rp Kjy; epiy 

ftdpg;ghsh;fSf;Ff; nfhLg;gjhy; jiy kw;Wk; fOj;Jg;Gw;W Nehapd; ,Wjp 

epiyapy; cs;s Nehahspd; mwpFwpfis Fiwf;fTk; mth;fspd; tho;f;ifj; 

juj;ij cah;j;jTk; cjtpahf mikAk;. ,J gzr; nryitAk; Fiwf;fpwJ.  
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gFjp- III 

MNyhrid $Wjy; 

MNyhrid $Wjy; vd;gJ MNyhrfH kw;Wk; xd;W my;yJ mjw;F 

Nkw;gl;l egHfs; (Nehahsp my;yJ FLk;gj;jpdH) MfpNahUf;fpilapy; Nehahsp 

re;jpf;f ,Uf;Fk; gpur;ridfSf;F cjtp nra;Ak; tifapy; mike;j njhFg;G 

ciuahly; MFk;. MNyhrid toq;Fjy; 5 gFjpfshf jiy kw;Wk; fOj;J 

Gw;W Nehapd; ,Wjp epiyapy; cs;s Nehahspfs; kw;Wk; Nehahspfspd; Kjy; 

epiy ftdpg;ghsHfSf;F toq;fg;gLfpwJ. ,e;j MNyhrid $l;lk; ,uz;L 

thuq;fSf;F xU Kiw eilngWk;. MNyhrid $l;lk; Fwpg;ghf ,y;yq;fspy; 

itj;J eilngWk;. MNyhrid toq;Fjy; $l;lk; Fwpg;ghf FLk;gj;jpdhpd; 

gq;fspg;G> kNdhepiy ek;gpf;ifia Nkk;gLj;Jjy;> jpwk;gl rkhspj;jy;> 

epr;rakpy;yhjtw;iw Fiwj;jy; kw;Wk; mwpFwpfis ifahSjy; Mfpatw;iw 

cs;slf;fpaJ. 

Gw;W Nehahspfs; kw;Wk; Kjy; epiy ftdpg;ghsHfSf;F MNyhrid 

toq;Fjy; Nehf;fk; 

• Gw;W Nehapd; jhf;Fjy;fshd Gw;W Nehia Fwpj;j gak;> clyikg;G 

khw;wq;fs;> rpfpl;ir Fwpj;j mr;rk;> kWgb epfo;jy; Fwpj;j gak;> Fw;w 

czHr;rp kw;Wk; gpd; tpisTfis rhpf;fhl;Ljy; Nghd;wtw;iw jpwk;gl 

rkhspf;f cjtp nra;fpwJ. 

• FLk;gj;jpys;s nghWg;G khw;wkiljy; kw;Wk; FLk;g cjtpfs; 

Mfpatw;iw fz;lwpa cjtp nra;fpwJ. 

• Ra gpur;rpidfshd re;Njhfq;fis jPHj;Jf;; nfhs;Sjy;> Nehf;fk; 

kw;Wk; Kf;fpaj;Jtk;> Md;kPf tpisTfs; ntspf; nfhzHjy; kw;Wk; 

Gw;W Nehapd; nghUs; Mfpatw;iw ntspf; nfhzu cjtp nra;fpwJ. 
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• nra;Kiw jhf;Fjy;fspd; tpisTfshd gz cjtpfs; gw;wpa 

jfty;fs;> tpisTfs; Fwpj;J kUj;Jthplk; NgRjy; Mfpatw;wpw;F 

cjtp nra;fpwJ. 

MNyhrid toq;Fk; Kiw 

ika fUj;J 

Ie;J gFjpfSk; epiwtilAk; NghJ Nehahsp kw;Wk; Kjy; epiy 

ftdpg;ghsHfshy; Nkk;gLj;jp Kbgitahtd. kNdhepiy ek;gpf;if> jpwk;gb 

rkhspj;jy;> epr;raky;yhjtw;iw Fiwj;jy; kw;Wk; ftdpg;gpy; FLk;gj;jpdhpd; 

gq;fspg;G MFk;. 

Kf;fpa fUj;J 

$l;lk; KbtilAk; nghOJ Nehahsp kw;Wk; Kjy; epiy 

ftdpg;ghsHfshy; nra;a jFe;jitahtd. 

• ftdpg;gpy; FLk;gj;jpdhpd; gq;fspg;G 

• kNdhepiy ek;gpf;if Nkk;gLj;Jjy; kw;Wk; ga czHTfis gfpHjy; 

• jpwk;gb rkhspj;jy; kw;Wk; tho;f;if Kiw elj;ijfis Nkk;gLj;Jjy; 

• re;Njhfq;fis njspT gLj;jp nfhs;tjd; %yk; epr;rkw;w czHTfis 

Fiwj;jy; 

$l;lk; I 

ika fUj;J 

,e;j $l;lj;jpd; ,Wjpapy; Nehahsp kw;Wk; Kjy; epiy 

ftdpg;ghsHfshy;  FLk;gj;jpdiu Ghpe;J nfhs;sTk; kw;Wk; mtHfis 

rpfpl;ir ftdpg;gpy; gq;F ngwTk; KbAk;. 

Kf;fpa fUj;J 

,e;j $l;lj;jpd; ,Wjpapy; Nehahsp kw;Wk; Kjy; epiy 

ftdpg;ghsHfshy; Kbgitahtd. 
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• FLk;g cWg;gpdh;fSf;fpilNa ek;gf;if Cl;Ljy; 

• jpwe;j ciuahly;fis Nkk;gLj;Jjy; 

• gu];gu cjtpfs; kw;Wk; xw;Wikahd Ntiyf;F Cf;fkspj;jy; 

• FLk;gj;jpd; ngyj;ij milahsk; fhZjy; 

nray;Kiw 

Vw;ghLfs; nra;ag;gl;l gpd; Muha;r;rpahsH Nehahsp kw;Wk; Kjy; epiy 

ftdpg;ghsiu mtHfsJ ,y;yj;jpy; re;jpg;ghH. 

gb epiyfs; 

• Nehahsp kw;Wk; Kjy; epiy ftdpg;ghsHfSf;F tzf;fk; nrYj;Jjy;. 

• mtHfSld; ey;y njhlHGfis Vw;gLj;Jjy; 

• Nehahspapd; ftdpg;gpy; FLk;gj;jpdhpd; gq;fspg;G Fwpj;j mtHfs; 

fUj;Jfis Ngr cjtp nra;jy;.  

• mtHfs; fUj;jpypUe;J Njitfs; kw;Wk; mjw;fhd nray;ghLfis 

milahsk; fhz cjTjy;. 

• fUj;Jfspd; Njitfis kw;Wk; mjw;fhd nray;ghLfis Ghpe;J 

nfhs;s cjTjy;. 

• Fwpg;ghf njhptpf;Fk; nray;fis fUj;Jfspd; mbg;gilapy; 

gfpHe;jspj;jy;. 

• nray;fspy; <Lgl mtHfis Cf;fkspj;jy;. 

MNyhridfis fUj;Jfspd; %yk; gfpHjy; 

1. FLk;g cWg;gpdHfSf;fpilapy; ek;gpf;ifia cWjpg;gLj;Jjy; 

• FLk;gj;jpdhpd; nray;fSld; Neuj;ij nrytpLjy;. 

• nghJthd Nehf;fk; kw;Wk; kjpg;Gfis nfhz;bUj;jy;. 

• tof;fkhd FLk;g nray;fSf;F jpl;lkpLjy; kw;Wk; mjpy; gq;Nfw;wy; 
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2. jpwe;j nra;jp Nghf;F tuj;Jf;F Nkk;gLj;Jjy; 

• tha;nkhop my;yhj njhlHGfisAk; gbj;jy; 

• cly; nkhopfs; kw;Wk; Fuypd; Xirfis Ghpe;J nfhs;Sjy;. 

• gpw kdpjHfs; NgRtij Ghpe;J nfhz;ljhf fhz;gpj;jy; 

• tphpthd FLk;g mq;fj;jpdUld; ey;y cwTfis Vw;gLj;jp nghpa 

mstpy; cjtpfis ngw;W nfhs;Sjy;. 

• tof;fkhd FLk;g $Lif Vw;gLj;jp xUtUf;nfhUtH cjtp nra;a 

jpl;lkpLjy; flikfis Vw;W nfhs;Sjy; Mfpatw;iw 

njhpag;gLj;Jjy;. 

• NfhgkhdtHfis NeHtopapy; ifahSjy; 

3. gu];gu cjtpfs; kw;Wk; xw;Wikahd Ntiyia Cf;fg;gLj;jy; 

• FLk;gj;jpdHfs;> ez;gHfs; kw;Wk; cq;fSf;F cjTk; gpw kdpjHfis 

xU FOthf mikj;jy;. 

• xt;nthUtUf;Fkhf rpwpa rpwpa nghWg;Gfis gfpHe;jspj;jy;. 

• cq;fSf;F Njitahd cjtpfshd ntspapy; nry;Yjy;> 

Rj;jg;gLj;Jjy;> rikay; nra;jy;> Foe;ijfis ftdpj;jy>; 

nra;jpfis gfpHe;jspj;jy; kw;Wk; gpw Njitfis thpir gLj;jp 

nfhs;sTk;. 

• cq;fSf;F Njitahd cjtpfis> ahH ahH ve;j cjtpfis 

nra;thHfs; ve;j kdpjHfs; ve;j cjtpfis rpwg;ghf nra;thHfs; 

vd;gij milahsk; fhz Ntz;Lk;. 

$l;lk; - II 

ika fUj;J 

$l;lk; epiwtilAk; NghJ Nehahsp kw;Wk; ftdpg;ghsHfshy; jq;fs; 

gak; kw;Wk; fUj;Jf;fis gfpHe;J nfhs;sTk; ek;gpf;ifia Nkk;gLj;jTk; 

kw;Wk; tho;f;ifapd; mHj;jj;ij czuTk; ,aYk;.  
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Kf;fpa fUj;J 

$l;lk; epiwtilAk; NghJ Nehahsp kw;Wk; Kjy; epiy ftdpg;ghsHfshy; 

,ay;gitahtd. 

• gaq;fs; kw;Wk; fUj;Jf;fis gfpHjy; 

• ek;gpf;ifia Nk;gLj;Jjy;. 

• tho;f;ifapd; Gjpa mHj;jj;ij mwpe;J nfhs;Sjy. 

nra;Kiw 

Vw;ghLfis nra;ag;gl;l gpd; Muha;r;rpahsH Nehahsp kw;Wk; mtuJ 

Kjy; epiy ftdpg;ghsiu mtHfsJ ,y;yj;jpy; re;jpg;ghH 

gb epiyfs; 

• Nehahsp kw;Wk; Kjy; epiy ftdpg;ghsHfSf;F tzf;fk; nrYj;Jjy;. 

• mtHfSld; ey;y njhlHGfis Vw;gLj;Jjy;. 

• mtHfspd; gaq;fs; fUj;Jfs; ek;gpf;if kw;Wk; mtHfspd; 

tho;f;ifapd; mHj;jj;ij Fwpj;J mtHfs; fUj;Jf;fis Ngr cjtp 

nra;jy;. 

• me;j fUj;Jf;fspYUe;J mtHfspd; Njitfis kw;Wk; mjw;fhd 

nra;y;ghLfis milahsk; fhz cjTjy;. 

• fUj;Jf;fspd; Njitfs; kw;Wk; mjw;fhd nray;ghLfis Ghpe;J 

nfhs;s cjTjy;. 

• Fwpg;ghf njhptpf;Fk; nray;fis fUj;Jfspd; mbg;gilapy; gfpHjy;. 

• Njitahd nray;fspy; <Lgl Cf;fkspj;jy;. 

MNyridfis fUj;Jfs; %yk; gfpHjy; 

1. Gw;WNeha;f;F gpd; cq;fs; tho;f;ifapd; mHj;jk; kw;Wk; mjd; kjpg;ig 

fz;lwpAk; topKiwfs; 

tho;fifia kjpg;gpLjy; 

RftPdk; ek;ik tpopj;njo nra;J ehk; ek;Kila tho;f;ifia 

vg;gbahf mikf;f NghfpNwhk; vd;w ,uz;lhtJ tha;g;igAk; nfhLf;fpd;wJ. 
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rpy Nfhs;tpfis Nfl;Lg; ghUq;fs;. ehd; cz;ikahf re;Njh\khf 

,Uf;fpd;Nwdh? vdf;F Kf;fpakhd fhhpaq;fis nra;ahky; ehl;fis flj;jp 

nfhz;bUf;fpNwdh? ,j;jifia Nfs;tpfSf;fhd cq;fspd; gjpy;fis Fwpj;J 

nfhs;Sq;fs;. NkYk; gpwH cq;fSf;F vJ kpFe;j mHj;jKs;sJ vd;gij 

mwpa cjTtH. 

nfhLj;jy; 

rpyUf;F cjTq;fs; cjTtjpd; %yk; mtHfspd; Gw;WNeha; Fwpj;j 

mDgtq;fis mwpe;J nfhs;sTk; KbAk;. 

cjtpia NjLjy; 

kjj; jiytHfs; my;yJ cj;jpNahf rk;ge;jkhd mwpTiu 

toq;FgtHfs; cq;fspd; tho;f;iff;fhd mHj;jk; Fwpj;j Nfs;tpfSf;F 

cjTtH. 

Gj;jk; vOJjy; 

,g;nghOJ mHj;jKs;s tho;f;ifia nfhLg;git vd ePq;fs; 

vz;Zgitfis vOjpf; nfhs;Sq;fs;. 

tho;f;ifia jpUg;gpg; ghHj;jy; 

vz;Zfpd;w my;yJ vOJfpd;w tho;f;ifapd; tuyhwhdJ vitfs; 

NjHr;rpaile;jd kw;Wk; vit ,d;Dk; nra;tjw;F kPjKs;sd vd;gij mwpa 

cjTfpwJ. 

jpahdk; nra;jy; my;yJ Ntz;Ljy; nra;jy; 

mikjpahf cl;fhHe;J rpe;jpj;jy; kdjpy; ,lj;ijAk; Njhw;wj;ijAk; 

cUthf;fp cq;fspd; tho;f;ifapd; mHj;jk; Fwpj;j Nfs;tpfSf;Fk; gjpy; 

mspf;Fk;. 
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2. gak; kw;Wk; czHTfis gfphe;j nfhs;s cjTjy; 

Nehahspf;F 

• cq;fspd; kw;Wk; FLk;gj;jpdhpd; czHTfs; kw;Wk; gaq;fis Fwpj;J 

NgRq;fs;. 

• FLk;gj;jpdH my;yJ ftdpg;ghsHfSld; vd;ndd;d cjtpfs; 

xUtUf;nfhUtH nra;a KbAk; vd jPHkhdpj;jy;. 

• ePq;fs; ftiyahfNth mr;rkhfNth czUk; NghJ cq;fisNah 

kw;wtHfisNah Fiw $whjPHfs;. mwpTiu toq;FgtHfsplk; kw;Wk; 

cjTk; FOtpdhhplKk; cjtp ngWq;fs;. Ntz;Ljy; nra;jy;> jpahdk; 

my;yJ gpwtifahd Md;kPf cjtpfis gad;gLj;Jq;fs;. 

• xU ehisf;F gyKiw Mo;e;j %r;R kw;Wk; Xa;T gapw;r;rp nra;a 

KaYq;fs;. f/gPd; (fhg;gp) mUe;Jtij jtpHf;fTk;. ,J ftiy 

mwpFwpfis Fiwf;fTk; cjTk;. 

• cq;fspd; kUj;JtH my;yJ nrtpypaiu cq;fSf;fhfTk; cq;fs; 

FLk;gj;jpdUf;fhfTk; ciog;gtH kw;Wk; MNyhrid toq;FgtuhfTk; 

vz;zpf; nfhs;Sq;fs;.  

• cq;fs; kUj;Jthplk; kUe;Jfis cgNahfpg;gjd; %yk; ftiyfis 

Fiwg;gij Fwpj;J NgRq;fs;. 

ftdpg;ghsHfSf;F 

• Nehahspia khhpaijAld; mioj;J mtHfspd; gaq;fis kw;Wk; 

fUj;Jf;fs; Fwpj;J NgRq;fs;.  

• Nehahsp Ngr jahuhFtjw;F Kd;G mtHfis Jhpjg;gLj;j Kaw;rp 

nra;ajPHfs;. 

• cq;fs; nrhe;j tp\aq;fisNah my;yJ Nehahspapd; czHTfisNah 

ve;j jPHg;Gk; $whky; ftdkhf ftdpAq;fs;. 

• NehahspAld; NrHe;J cq;fshy; xUtUf;nfhUtH vd;d cjtpfs; 

nra;a KbAk; vd jpHkhdpj;J nfhs;Sq;fs;. 
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• kpFe;j ftiyf;F Nehahspaplk; fhuzj;ij mwptJ cjtpahf 

mikahJ. clNd kUj;Jthplk; Ngrp mwpFwpfs; kw;Wk; gpur;rpidfis 

tpsf;fTk;. 

• cq;fs; kd mOj;jj;ij Fiwf;f Nehahspf;F MNyhrid gl;baiy 

Kaw;rpf;fyhk;. my;yJ Vw;fdNt cq;fSld; cioj;j kw;wtHfis 

cgNahfpf;fyhk;.  

• cq;fSf;Fs; cjtpfis FOthfNth my;yJ jdpahfNth 

mwpTiufs; %yk; ngWq;fs;. 

3. Nehahspf;F kw;Wk; Kjy; epiy ftdpg;ghsHfis kuzk; tiuapYk; 

ek;gpf;if kpf;f vjpHghHg;Gld; ,Uf;f cjTjy;. 

gaj;ij xj;J nfhs;Sjy; 

• nghJthd ,e;j czHit jtpHj;J tUk; rpy Fwpg;gpl;l mr;rq;fis 

milahsk; fhZjy;. 

• tof;fkhd gak; vd;gJ njhpahjtw;iw Fwpj;j gak;> typ kw;Wk; 

tUj;jk; Fwpj;j gak;> jz;lid Fwpj;j gak;> tpUg;Gk; xUtUf;F vd;d 

elf;FNkh vd;gij Fwpj;j gak;> jdpik ,y;yhjij Fwpj;j gak; 

MFk;. 

• rOjhaj;jpy; ek;gpf;if kpf;fthplk; tpUk;Gk; xUthplk; NgRq;fs;. ,J 

gaj;ij mfw;Wtjw;F cjtpahf mikAk;. 

• ghJfhg;G kw;Wk; gzj;jpw;fhd jpl;lkpLjy; Nghd;w jpl;lq;fis Kd; 

$l;bNa nra;jy; ftiyfis Fiwf;f VJthf mikAk;. 

cq;fs; ftiyfis mLj;jthplk; gfpHjy;. 

cq;fs; gaq;fis ePq;fs; tpUk;Gk; xUthplk; MNuhf;fpa FOtplk;> 

rOjhaj;jpy; ek;gpf;if kpf;f xUthplk;> kdey kUj;JtHfs; my;yJ 

cq;fSf;F kpftk; gaDs;s tifapy; cjTk; kw;wtHfsplk; gfpHe;J 

nfhs;tjhy; cq;fspd; gak; kw;Wk; jdpik czHTk; FiwAk;. 
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tho;f;if juj;ij ghHj;jy; 

• ePq;fs; tof;fkhf re;Njh\khf nra;tij nra;a KaYq;fs; VjhtJ 

,zf;fk; Njitg;gl;lhYk; mij nra;Aq;fs. 

• cq;fspd; tUq;fhyk; mHj;jKs;sjhf mika jpl;lq;fis tFj;J 

nfhs;Sq;fs;. 

• Nguf;Foe;ijfSld; tpisahLq;fs;. gpbj;jkhd mikjpahd ,iria 

NfSq;fs;. cq;fspd; ez;gHfSld; NrHe;J elj;jy; my;yJ rpwg;G 

czHTfis gfpHe;J nfhs;Sjy; cq;fs; fle;j fhyj;ij epidf;fTk; 

,d;iwa tho;f;ifia re;Njh\khf mikf;fTk; cjTk;. 

$l;lk; - III 

ika fUj;J 

$l;lk; epiwtilAk; NghJ> Nehahsp kw;Wk; Kjy; epiy 

ftdpg;ghsHfshy; Gw;W Neha; Fwpj;j kd mOj;j mlf;F Kiwia ngw 

KbAk;. 

Kf;fpa fUj;J 

$l;lk; epiwtilAk; NghJ kw;Wk; Kjy; epiy ftdpg;gsHfshy; 

,ay;gitahtd. 

• kd mOj;jj;ij mlf;Fjy; 

• kd mOj;jj;ij Nkw;nfhs;tjw;fhs topKiwfis kw;Wk; tho;f;if 

Kiwfis gapw;r;rp vLj;jy; 

• Nehapd; Njitfis Nkw;nfhs;Sjy;. 

nra;Kiw 

Vw;ghLfs; nra;ag;gl;l gpd;G Nehahsp kw;Wk; Kjy; epiy 

ftdpg;ghsiu Muha;r;rpahsH mtHfsJ ,y;yj;jpy; re;jpg;ghH 

gb epiyfs; 

• Nehahsp kw;Wk; Kjy; epiy ftdpg;ghsHfSf;F tzf;fk; nrYj;Jjy;. 

• mtHfSld; ey;y njhlHGfis Vw;gLj;Jjy;. 
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• mtHfspd; Rftpdj;jpdhy; vw;gl;l kd mOj;jj;ij Fwpj;j mtHfspd; 

fUj;Jfis Ngr cjtp nra;jy;. 

• fUj;Jf;fspypUe;J ,tHfspd; Njitfs; kw;Wk; ,jw;fhs 

nray;ghLfis milahsk; fhz cjTjy;. 

• fUj;Jf;fspd; Njitfs; kw;Wk; mjw;fhd nray;ghLfis Ghpe;J 

nfhs;s cjTjy;. 

• Fwpg;ghf njhptpf;Fk; nray;fis fUj;Jf;fspd; mbg;gilapy; gfpHjy;. 

• Njitahd nray;fspy; <Lgl Cf;fkhspj;jy.; 

• gaz jfty; $l;lk;. 

MNyridfis fUj;Jfs; %yk; gfpHjy; 

1. kd mOj;jj;ij mlf;Ftij gfpHjy; 

vhpe;J tpLjy; Nghd;w czHT mjpfkhd kw;Wk; neLehs; kd 

mOj;jj;jpd; tpisthf cly; hPjpahfNth> kd hPjpahfNth my;yJ czHT 

hPjpahfNth Vw;gLk; khw;wq;fs; MFk;. ,J cq;fspd; Njitfis cq;fshy; 

re;jpf;f Kbahj epiyapy; Ve;gLfpwJ. 

FLk;g #o;epiy gpd; tpisTfs; my;yJ ek;gpf;ifaw;w jfty;fs;> gz 

neUf;fb kw;Wk; czHTfspy; Vw;gLk; khw;wq;fs; cq;fspd; czHTfis 

fhyp nra;tjhfTk; cq;fspd;  gpur;rpidfs; Nkw;nfhs;s KbahjjhfTk; 

khw;WfpwJ  

vhpr;rypd; nghJthd mwpFwpfs; 

• mjpf Neuq;fspy; cly; hPjpahfTk; kdhPjpahfTk; NrhHthf czHjy;. 

• elg;git vJTk; rhpapy;iy vd;W czHjy;. 

• tof;fkhf mDgtpj;j ,d;gq;fspy; cw;rhfkpd;ik 

• J}z;Ljy; ,y;yhjpUe;jhy; 

• cz;Zjy; kw;Wk; cwf;fj;jpy; khw;wk; Vw;gLjy;. 
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vhpr;riy jtpHg;gjw;fhd rpy MNyridfs; 

• ey;y Xa;T vLj;jy; 

• ftdpg;G FOit epWTjy; 

• ,d;gkhf czUk; nray;fis nra;jy; 

• czHT hPjpahd cjtpfis fz;lwpjy; 

2. kd mOj;jj;ij ifahStjw;fhd topKiwfs; 

i. mbg;gil cly; ey Njitfis ftdpj;Jf; nfhs;Sjy;> czT cz;Zk>; 

clw;gapw;r;rp> Xa;T 

• MNuf;fpakhd czT cz;Zjy; Gw;W Neha; ifahStjw;fhd 

gyj;ijAk; mspf;fpwJ mitahtd 

 jpdKk; Fiwe;jJ 5 ghpkWjy; goKk; fha;fwpfSk; cz;Zjy;. 

 Gur;rj;J epiwe;j fliyfs;> japH kw;Wk; ntz;nza; Nghd;w 

MNuhf;fpakhd jpd;gz;lq;fis cz;Zjy; 

 jpdKk; 8 Kjy; 10 jk;sH jz;zPH f/gPd; NrHf;fhky; 

mUe;Jjy;. 

• xOq;fhf clw;gapw;r;rp nra;jy; 

,J cq;fs; Mw;wiy mjpfhpj;J kd mOj;jj;ij Fiwf;f 

cjTk;. 

• MNuhf;fpakhd Xa;T kw;Wk; J}f;fk; 

 J}q;Ftjw;fhd Neuj;ij gof;fkhf cUthf;fp nfhs;Sq;fs;. 

,J ePq;fs; J}q;f nry;Ytjq;Fk; J}q;Ftjq;Fk; cq;fSf;F 

cjtpahf mikAk;. 

 jpdKk; ,uT XNu Neuj;jpy; J}q;f nry;Yjy; kw;Wk; fhiyapy; 

xNu Neuj;jpy; vOe;jpUj;jy; 

 gLf;iff;F nry;tjw;F Kd;G xa;ntLj;jy; mikjpahd ,ir 

Nfl;ly; kw;Wk; cq;fSf;F gpbj;jkhd Ntiyfspy; <LgLq;fs;. 
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 ePq;fs; gfypy; xa;ntLj;jhy; 1 kzp Neuj;ij epakpj;J 

nfhs;Sq;fs;. gpwF rpy nray;fis nra;Aq;fs;.  

 gLf;iff;F nry;tjw;F Kd;G 1 jk;sH ghy; mUe;jTk;. 

ii. mr;r czHTfis Fiwg;gjw;fhd gy;NtW topKiwfis Kaw;rpj;jy; 

• cq;fsplk; neUf;fkhf cs;s cq;fs; FLk;gj;jpdH kw;Wk; 

ez;gHfsplk; NgRq;fs; 

fdkhd czHTfis gfpHtjd; %yk; ,yFthf;f KbAk;. vg;NghJ 

ePq;fs; cq;fs; czHTfis gfpHfpd;wPHfNsh mg;NghJ cq;fs; Rik 

,y;yhjij Nghy; Njhd;Wk;. cq;fs; FLk;gj;jpdH kw;Wk; ez;gHfs; 

cq;fSf;fhf fhj;jpUg;gH. mtHfsplk; cq;fs; czHTfis $Wq;fs;. 

• cq;fs; ftiyfs; vOJq;fs;  

xU Nehl;L Gj;jfj;ij vLj;J mjpy; cq;fsJ ftiyfs; kw;Wk; 

vz;zq;fis vOJq;fs; NkYk; vOj;J gpio kw;Wk; vKJtjpy; Vw;gLk; 

jtWfis Fwpj;J ftiy nfhs;sjPHfs;. ,J cq;fSf;fhf kl;LNk. ,J 

cq;fis ey;y Kiwapy; Ghpe;J nfhs;STk; rpwe;j  fl;Lg;ghL 

czHr;rpia nfhz;L tuTk;  cjtpahf mikAk;. 

• cjTk; FOTld; ,izjy; 

Gw;WNeha; cjTk; FO xNu #o;epiyapYs;s gpwUld; re;jpj;J Ngr 

tha;gspf;fpwJ. ,J jdpik czHit Fiwf;f cjTfpwJ. FOtpd; 

mq;fj;jpdHfs; cq;fs; fUj;Jf;fis ftdpg;gH. ePq;fSk; mtHfis  

ftdpf;fyhk;. FOtpy; Nru Gw;W Neha; rpfpl;ir ikaj;jpNyh my;yJ 

,iza jsk; %ykhfNth Nruyhk;. 

• xt;nthU ehs; tUk; NghJ me;j ehs; xU Kiw kl;LNk tUnkd 

epidj;J nfhs;Sjy; 

cq;fspd; ,d;iwa Njitfis Fwpj;J nfhs;Sq;fs;. cq;fs; 

Ntiyia rpwpJ rpwpjhf gphpj;Jf; nfhs;Sq;fs;. ,J ePq;fs; 

mlf;fg;gLtjhf epidg;gij jtpHf;f cjtp nra;fpwJ. 
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iii. xa;Tf;fhd gy;NtW topfis Kaw;r;rpj;jy; cq;fSf;Fs; mikjp 

czHit Nrhjid cUthf;Fk; topfis Nrhjid nra;jy;. 

rpyH jpahdj;ij gad;gLj;JtH> kw;wtHfSf;F Ntz;Ljy;> ,ir> fiy 

my;yJ ,aw;if mikjpia cUthf;FfpwJ. Gj;jfq;fs; kw;Wk; rp.b f;fs; 

%yk; mikjpahd top Kiwfis fw;Wf; nfhs;s cjtpahf mikAk;. 

 xt;nthU ehSk; jir kw;Wk; %r;R tpLjy; gapw;rp nra;jy; 

Rfkhf xU ehw;fhypapy; cl;fhHe;J nfhs;Sq;fs; my;yJ cq;fs; 

gLf;ifapy; gLj;Jf; nfhs;Sq;fs;. cq;fs; fz;fis %b Mo;e;j %r;ir 

vLq;fs;. cq;fs; clypd; xt;nthU gFjpiaAk; mOj;jk; nfhLj;J gpd;G 

jsHthf tpLq;fs;. fhy; tpuy;fspypUe;J Ntiyia Muk;gpj;J jiy tiu 

nra;Aq;fs;. xU Kiw cq;fs; cly; jsHthd gpd;G mikjpahd ,lj;jpy; 

cl;fhHe;J rpe;jpAq;fs; Xa;thd re;Njh\khd czHit mDgtpAq;fs;. 

iv. cq;fSf;F gpbj;jkhd kw;Wk; rw;Njh\khd nray;fis nra;Aq;fs; 

cq;fSila czHtpy; ePq;fs; Gw;W Nehahy; ghjpf;fg;gl;bUf;fpwPHfs;; 

vd;gij  kl;Lk; ePf;fp tpl;L xt;nthU ehSk; cq;fSf;F gpbj;j nray;fid 

nra;a mjpf Neuj;ij nrytpLq;fs;. cq;fis mjpf Ntiyf;F 

cl;gLj;jhky; ftdpj;J nfhs;Sq;fs;. cq;fs; re;Njh\q;fis njhlUq;fs;.  

 nghOJ Nghf;F 

ePq;fs; kpfTk; tpUk;Gfpd;w nghOJ Nghf;Ffis nfhz;bUe;jhy; mij 

cq;fSf;F gpbj;j Kiwapy; cq;fspd; Mw;wYf;F jFe;j tifapy; 

khw;wpaikj;J nfhs;s Kaw;rp nra;Aq;fs;. Njhl;lk; itg;gij tpUk;Ggtuhf 

,Ue;jhy; cq;fs; tPl;bw;Fs;NsNa nrbfis el;L tsu nra;Aq;fs;. ePq;fs; 

Nfhy;/g; my;yJ nld;dp]; Nghd;wtw;iw tpUk;gpdhy; njhiyf;fhl;rpapy; 

tpisahl;Lfis fz;L kfpOq;fs;. 
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 Gj;jfq;fs; kw;Wk; glq;fs; 

cq;fSf;F Gj;jfk; gbj;jy; gphpakhdJ vd;why; mJ cq;fspd; 

tpUg;gj;ij nghWj;jJ. cq;fis rphpf;f itf;Fk; Gj;jfq;fis thrpj;jy; 

my;yJ glq;fis ghHf;f Kaw;rp nra;Aq;fs;. eifr;Rit cq;fs; 

tho;f;ifia vspjhfTk; ftiyfis kwf;fTk; cjtp nra;fpwJ. 

 ePq;fs; kfpo;r;rpahf czUk; kf;fSld; cq;fs; Neuj;ij nrytpLq;fs; 

ez;gHfs; kw;Wk; FLk;gj;jpdhplk; cjtpfs; re;Njh\k; kw;Wk; cq;fs; 

tho;f;ifapd; rkhjdj;ij gfpHjy;. 

 ,aw;if 

ntsp cyfj;ij ghHg;gJ cq;fs; kdjpw;F Xa;T nfhLf;fTk; cq;fs; 

Mw;wiy jpUk;g nfhz;L tuTk; cjtp nra;fpwJ.  

$l;lk; IV 

ika fUj;J 

,e;j $l;lk; epiwtilAk; NghJ Nehahsp kw;Wk; Kjy; epiy 

ftdpg;ghsHfshy; re;Njfq;fis jPHj;Jf; nfhs;sTk; cz;ikahd 

,yf;Ffis epHzapj;J nfhs;Tk; ,aYk;. 

Kf;fpa fUj;J 

$l;lk; epiwtilAk; nghJ Nehahsp kw;Wk; Kjy; epiy 

ftdpg;ghsHfshy; ,ay;gitahtd. 

• re;Njfq;fis jPHj;J nfhs;Sjy; kw;Wk; Njitahd jfty;fis 

ngWjy; 

• cz;ikahd ,yf;Ffis epHtzapj;jy; 
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nra;Kiw 

Vw;ghLfs; nra;ag;gl;l gpd;G Nehahsp kw;Wk; Kjy; epiy 

ftdpg;ghsiu Muha;r;rpahsH mtHfsJ ,y;yj;jpy; re;jpg;ghH. 

gbepiyfs; 

• Nehahsp kw;Wk; Kjy; epiy ftdpg;ghsHfSf;F tzf;fk; nrYj;Jjy;. 

• mtHfSld; ey;y njhlHGfis Vw;gLj;Jjy;. 

• mtHfsplk; re;Njfq;fis jPHj;J  nfhs;Sjy; kw;Wk; jfty;fis 

ngWjy; Fwpj;j mtHfspd; fUj;Jf;fis ngw cjTjy;. 

• me;j fUj;JfspypUe;J mtHfspd; Njitfs; kw;Wk; mjw;fhd 

nray;ghLfis milahsk; fhz cjTjy;. 

• fUj;Jfspd; Njitfis; kw;Wk; mjw;fhd nray;ghLfis Ghpe;j 

nfhs;s cjTy; 

• Fwpg;ghf njhptpf;Fk; nray;fis fUj;Jf;fspd; mbg;gilapy; gfpHjy;. 

• Njitfis nray;fspy; <Lgl Cf;fkspj;jy; 

MNyridfis fUj;Jfs; %yk; gfpHjy; 

re;jpg;gpw;F Kd; 

kUj;Jt Vw;ghl;bw;fhd rpy topKiwfis jahHgLj;jp nfhs;sTk;. 

cq;fsJ Nfs;tpfs; kw;Wk; gjpYf;fhd rpy gbepiyfisAk; cUthf;fp 

nfhs;Sq;fs;. 

cq;fs; epiyia Fwpj;j jfty;fis ngWjy; 

• rpfpl;ir Kiw> kUe;Jfs;> gpd; tpisTfs; mwpFwpfs; kw;Wk; rpfpl;ir 

tha;g;Gfis Fwpj;J gbj;J njhpe;J nfhs;Sq;fs;. 

• re;jpg;gpd; NghJ cq;fs; ,yf;Ffis cWjp nra;J nfhs;Sq;fs; 

• ,J cq;fSf;F Kf;fpakhd Nfs;tpfs; kw;Wk; fUj;Jfis 

thpiraikf;f cjtpahf mikAk;. 

• kUj;Jtiu re;jpf;f tUk; NghJ xU ez;giuNah my;yJ 

FLk;gj;jpdiuNah mioj;J thUq;fs; 
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• cq;fs; kUj;Jthplk; epPq;fs; nra;a tpUk;Gtd kw;Wk; nra;a $lhnjd 

cq;fSf;F njhpe;jtw;iw $Wq;fs;.  

• cq;fSf;F Ghpahjtw;iw Fwpj;j Nfs;tpfis NfSq;fs;. 

• cq;fsJ vz;zq;fs; kw;Wk; czHTfis Fwpj;J NgRq;fs;. 

• cq;fs; kUj;JtH epidg;gij Nfl;L njhpe;J nfhs;Sq;fs;.  

• cq;fs; FLk;g mq;fj;jpdhplNkh my;yJ ez;gHfsplNkh Kf;fpakhd 

jfty;fis vOjp nfhs;s nra;Aq;fs;.  

• mikjpahd ,lj;jpy; NgRq;fs; kw;Wk; cq;fs; re;Njfq;fis 

NfSq;fs;. 

cq;fSf;F kfpo;r;rpahd fhhpaq;fis nra;Aq;fs; 

cq;fSf;F gpbj;j nghOJ Nghf;Ffs; glq;fs; kw;Wk; clw;gapw;rp 

nra;tjpy; Neuj;ij nrytpLq;fs;. cq;fshy; ,ad;why; cq;fis tpUk;Gk; 

kdpjHfis nrd;W ghHitapl jpl;lkpLq;fs;. cq;Sf;F gpbj;j nray;fis 

nra;tjd; %yk; Gw;W Neha; Fwpj;j cq;fs; kdij milf;fTk; cq;fs; 

czHTfis mlf;fTk; cjtp nra;fpwJ. 

kdk; rhHe;j cjtpfis fz;lwpjy; 

ePq;fs; Nrhfkhf my;yJ mlf;fg;gLtJ Nghd;Nwh vg;NghJ 

czHfpd;wPHfNsh mg;NghJ cq;fs; FLk;gj;jpdH> ez;gHfs; kw;Wk; Gw;W 

Neha;Ald; cq;fis Nghd;w vz;zq;fSld; tho;gtHfSld; NgRq;fs;.  
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Background: A large proportion of cancer deaths occur in the developing world,

with limited resources for palliative care. Many patients dying at home experience

difficult symptoms. Objective: The objective of this study was to assess the

feasibility of a structured training program on symptom management along with an

acute symptom management kit for primary caregivers of cancer patients receiving

home care. Methods: Descriptive design was used. Thirty primary caregivers of

cancer patients attending the palliative care clinic in Vellore, South India, were

provided training on the administration of drugs for acute symptoms. A plastic box

with partitions for drugs specific to symptom was provided. On follow-up visits,

the usage of the kit, drugs used, and routes of administration were noted. A

structured questionnaire with a 4-point scale was used to assess primary caregiver

views and satisfaction. Results: Of primary caregivers, 96.7% used a kit. The

common medications used were morphine, metoclopramide, dexamethasone, and

benzodiazepines. Seventy-three percent of primary caregivers administered

subcutaneous injections at home. Hospital visits for acute symptoms reduced by 80%;

90% were satisfied with the training received; 73% stated it was not a burden to treat

the patient at home. Conclusion: The training program and acute symptom

management kit were favorably received and appropriately used by caregivers of

diverse backgrounds. Rural backgrounds and illiteracy were not barriers to
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acceptance. Implication for Practice: Healthcare professionals should train

caregivers during hospital visits, empowering them to manage acute symptoms and

provide simple nursing care. This is doubly important in countries where resources

are limited and palliative care facilities scarce.

I
n the developing world, cancer is a leading cause for death,
and more than 50 million people die every year around the
world with cancer. Of these deaths, 80% occur in the

developing world.1 In India, 70% to 80% of cancer is incur-
able on diagnosis, and 2 to 3 million patients with incurable
cancer are in need of palliative care.2,3 The demand for palliative
care is a challenge facing healthcare systems.

In India, the majority of institutions treating cancer pa-
tients have no palliative care services; many states in the country
do not have a single palliative care facility. Most palliative care
services in India are in the urban areas, leaving large geographical
areas without provision.4 Experience from cancer centers sug-
gests that two-thirds of patients with cancer are incurable at pre-
sentation and need palliative care, and approximately 1 million
people experience cancer pain every year. Oral morphine reaches
less than 1% of those needing it.5 In addition, an acceptance of
palliative care and the economic realities of costly hospital care
have contributed to greater demand for palliative care services
in the home. As family members become the caretakers, they
must be taught simple nursing skills including pain and symptom
management.

Cancer patients who are terminally ill can experience a number
of symptoms toward the end of life, including pain, nausea,
vomiting, dyspnea, restlessness, cough, fatigue, and depression.6

Palliative care relieves pain and distressing symptoms and also
decreases the overall cost of care by reducing the amount of time
spent in acute hospital settings.7,8

In the Indian family, the family members are willing to care
for their relatives at home, but they need training in various as-
pects of care such as symptom management and meeting self-care
needs. Generally, caregivers are ill prepared for the administration
of medications and struggle to balance the need for medication
against the perceived unwanted adverse effects.9,10

For cancer patients who are terminally ill and not able to
swallow or retain medications because of vomiting, subcutane-
ous injections may become necessary.11 An education program
is needed for the caregivers for such home therapy. Informed
caregivers report interest in participating in a training program
for home care and symptom management and being able to learn
to give subcutaneous injections.12Y14

Acute symptom management kits are a simple and effective
way of addressing comfort and symptom control for dying pa-
tients being cared for at home. These kits can avert institutional
crisis admissions, extend the period patients can be cared for in
their homes, and may increase the possibility of a home death.
One study reported that of 293 patients who used the palliative
medication kit, 258 patients (88%) died at home.15 A tele-
phone survey study conducted among 22 agencies providing
home hospice care documented that more than 50% of patients

used the medication kits at home. Kit use has also reduced emer-
gency department visits and hospitalizations.16

The per-capita income in Tamil Nadu is Rs 20 975 ($500 per
year), and 21.1 million of people live below the poverty line.17

Many of the patients attending the Palliative Care Unit of the
Outpatient Department at Christian Medical College, Vellore,
come from very deprived circumstances. More than half the house-
holds had no toilets. Fifty-one percent did not have a source of
water supply within the house. Fifty percent of the patients slept on
the floor. Ninety percent of men were cared for by their wives, but
only 10% of women had their husbands as their primary caregivers.
Although women were the main caregivers, they were rarely the
main decision makers.18

Providing home care for patients who do not have sufficient
space at home and have no beds, water, and toilet facilities is chal-
lenging. Recommendations need to be tailored to the living con-
ditions of the patients through subsidized medication, simple
nursing techniques, and empowering and informing the primary
caregivers. In this study, the training program was provided along
with a color-coded acute symptom management kit.

The conceptual framework for this study is based on King’s
Open System Framework (Figure 1). The study aim was to
assess selected acute symptoms experienced by cancer patients
and to assess the feasibility of using a structured training program
on symptom management by primary caregivers for cancer pa-
tients (defined as treatment for acute discomfort occurring in the
home) receiving palliative home care in and around Vellore,
South India.

n Methods

A descriptive 1-group, pre-post study design was used.

Setting and Study Sample

The study was conducted in Christian Medical College. It is a
2012-bed teaching hospital in the South Indian State of Tamil
Nadu. The institution is more than a hundred years old; the
palliative care unit was initiated in 2003 and is based within the
Division of Radiation Oncology; the unit primarily cares for
patients with advanced cancer. The service provides outpatient
and inpatient consultations and limited domiciliary care services
within a radius of 40 km of the teaching hospital.

The majority of patients are seen as outpatients and are
cared for at home by their families. Patients are initially seen
in the hospital and given symptom control advice and are ad-
vised to contact the clinic staff within 3 days regarding the ad-
equacy of symptom control. Subsequent visits are scheduled for
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every 2 weeks or more frequently if there are troublesome symp-
toms. Home visits are done for patients who experience uncon-
trolled symptoms and are too ill to come to hospital. However,
the palliative care is not a 24-hour service, and patients with un-
controlled symptoms go to Christian Medical College or to a
local private practitioner.

Data were collected from 30 patients and their primary
caregivers over 6 weeks from May 2006 to June 2006. The eli-
gibility criteria were patients (a) with cancer who on follow-up
in the palliative care unit needed acute symptom management
at home for any of the following: pain, nausea, vomiting, dyspnea,
restlessness, and cough; (b) presence of a primary caregiver who
was willing to learn medication administration for acute sym-
ptoms. All patients and caregivers who met these criteria were
referred to the study principal investigator by the palliative care
unit physicians. The patients and caregivers who agreed to par-
ticipate gave written consent.

Measures

Demographic data were collected from patients and their pri-
mary caregivers. The data regarding symptom management
practices were collected using a questionnaire including diag-
nosis, duration of illness, type of treatment taken, place of treat-
ment for acute symptom relief, frequency of hospital visits, money
spent during each unscheduled visit before the structured training

program, and money spent after receiving structured training
program and medications used.

Pain was assessed using a numerical rating scale. Nausea
and vomiting were graded according to the severity (0 = no nausea/
no vomiting, 1 = mild nausea/no vomiting, 2 = severe nausea/no
vomiting, 3 = vomiting 1�2 times/d, 4 = vomiting 3Y4 times/
d, 5 = vomiting Q5 times/d). Dyspnea was assessed using the
Modified Medical Research Council Dyspnea Scale and graded
from 0 to 5. Restlessness was graded according to the frequency
of patients getting restless (0 = no restlessness [calm and com-
fortable], 1 = occasional restlessness [night no disturbance], 2 =
frequent restlessness [except a break of 1Y2 h, sometimes in the
night], 3 = continuous restlessness [awake and asking for po-
sition changes, toileting at night]). Cough was assessed by grade
(0 = no cough, 1 = cough with activity, 2 = cough disturbing at
sleep, 3 = continuous cough).

Patients self-reported their information using color-coded
sheets for recording symptoms, frequency of medications used,
and their response after taking medications. The primary care-
givers were asked to maintain the records. An opinion survey
questionnaire was administered through interview to assess the
acceptability and feasibility of the structured training program;
10 questions were used to assess the primary caregivers’ ratings
of the structured training program. The primary caregiver rated
each item from strongly agree, agree, disagree, to strongly dis-
agree. Positive statements were scored as 0 = strongly disagree,

Figure 1n Conceptual model based on Imogene King’s open system framework.
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1 = disagree, 2 = agree, and 3 = strongly agree. The total score
was converted into a percentage and interpreted as greater than
75% = most favorable, 50% to 75% = favorable, and less than
50% = unfavorable.

There were 5 questions to assess the satisfaction of the pri-
mary caregiver with the structured training program. Positive
statements were scored as 0 = not satisfied, 1 = slightly satisfied,
2 = moderately satisfied, and 3 = highly satisfied. The total score
was converted into a percentage and interpreted as greater than
75% = highly satisfied, 50% to 75% = moderately satisfied, and
less than 50% = not satisfied. There were 6 questions to assess
the level of acceptance of the structured training program by
primary caregivers and 2 open-ended questions about difficul-
ties the primary caregivers faced while administering injections
and their general opinion about the training program. Content
validity was estimated by obtaining reviews from experts in
medical and nursing fields. The questions were translated into
Tamil and back translated. The Indian Association of Palliative
Care position statement on administration of subcutaneous med-
ications to the home care cancer patients by family members
helped inform the home care instruction.19

Data Collection Procedure

BASELINE ASSESSMENT

During the initial assessment, the demographic questionnaires
on the patient and primary caregiver and symptom management
practices were completed by the investigator. The type and se-
verity of the symptoms were also assessed and recorded. Based
on the symptoms and the drug regimen recommended by the
palliative care unit physician, individualized teaching was given to
the primary caregiver.

TRAINING OF PRIMARY CAREGIVERS IN ACUTE SYMPTOM
MANAGEMENT

Explanations regarding medications, routes and frequency of ad-
ministration, and the procedure for administering subcutaneous
injections were provided, and the procedure for administering

subcutaneous injections was demonstrated and followed by su-
pervised practice. To strengthen the learning ability and sustain-
ability of the learning, a pamphlet on management of acute
symptoms in cancer patients at home was given to the primary
caregiver.

An acute symptom management kit was also given to the
primary caregiver. The symptom management kit (Figure 2)
was a plastic container made with 6 separate partitions with
medications that were coded for specific symptoms. The con-
tainer was purchased from the local general store and cost
Rs 15 (30 cents). Each medicine and partition were color
coded (redVpain, yellowVnausea/vomiting, orangeVdyspnea,
blueVrestlessness, and greenVcough). A structured teaching
guide was included as was a patient record to note medications
and their appropriate dosages to be given for symptoms. The
primary caregiver was instructed to administer medications as
per the physician’s order and to administer from the symptom
management kit only if the patient developed an acute symptom
that was not relieved by regular medications. Twenty-six
primary caregivers underwent this training during outpatient
visits to the hospital, and 4 when the patient was seen at home.

FOLLOW-UP ASSESSMENT OF PRIMARY CAREGIVERS’
VIEWS ON TRAINING PROGRAM AND THEIR USE OF THE
ACUTE SYMPTOM MANAGEMENT KIT

The primary caregivers’ views about the structured teaching pro-
gram and their use of the kit were assessed during the next patient
contact either in the outpatient clinic (n = 18 patients) or at home
(n = 12 patients). On average, the time between the first and
second contacts was 2 weeks. The primary caregivers were asked
to rate their views and satisfaction with the training, the color
coding, the skill attained in administering injections, reduction
in symptoms, and the cost of medical care. We also assessed the
proportion of caregivers who used the kit, the types of symptoms
it was used for, the drugs and routes of administration, and the
characteristics of the caregivers who used the kit and of those who
administered subcutaneous injections. The use of the kit was con-
sidered an indicator of feasibility and acceptability.

Figure 2n Acute symptom management kit.
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Descriptive statistical methods including frequencies and
percentages were used to analyze the selected acute symptoms ex-
perienced by the participating patients and the symptom man-
agement practices. The Wilcoxon signed rank test was used to
analyze the cost-benefit of the program. The views, satisfaction,
and acceptance of the primary caregivers were calculated using
frequencies and percentages.

n Results

Sample

The demographic details of patients, primary caregivers, and the
clinical characteristics of patients are presented in Table 1. The
majority of primary caregivers were housewives, usually spouses
or daughters-in-law.

Symptom Management Practices Before the
Structured Training Program

Before the training program, all patients were visiting hospitals
for acute symptom management. Thirty-six percent were vis-
iting hospitals once a week, 30% were visiting twice a week, and
33.3% were visiting once in 2 weeks for the management of
acute symptoms. These visits, which were in addition to the sched-
uled visits, occurred specifically because of the onset of 1 or more
acute symptoms. Fifty-three percent of the patients were being
treated at the Christian Medical College for acute symptoms that
occurred in between the scheduled visits, and others were from
private hospitals.

Acute Symptom Assessment

Eighty percent of the patients included in the study reported
pain, 73.3% reported restlessness, 66.7% reported nausea and
vomiting, 50% reported dyspnea, and 20% reported cough.

Feasibility of the Training Program

PRIMARY CAREGIVERS’ VIEWS AND THEIR SATISFACTION

Primary caregivers’ views of the training program are presented
in Table 2. All caregivers assented to the statement that it was
the family’s responsibility to care for the patient and that they
could manage some acute symptoms at home. All stated that
the training program was planned for the benefit of the patient
and helped to reduce healthcare costs. Seventy-three percent of
the primary caregivers stated that they did not find it a burden to
treat the person at home, whereas 20% admitted to a sense of
burden. All felt that they needed to know about acute symptom
management at home. All of the primary caregivers felt that they
could learn to administer subcutaneous injections, but 30%
admitted that they felt anxious about doing so.

Ninety-three percent of caregivers were highly or moderately
satisfied with color coding; for example, 1 primary caregiver
said, ‘‘Until the last visit to the hospital, I was depending on
others to give medications to my wife. Now, with the help of

the different colors, I am able to give medication for my wife.’’
Ninety percent were satisfied with the training. Of the 23
caregivers who administered subcutaneous injection, 75%
were satisfied with the skill they had attained in the procedure.
Eighty-three percent were highly or moderately satisfied with
the reduced cost of medical care, and 93% with the reduction in
symptoms. Two caregivers (6.7%) were not satisfied with symptom
reduction because the symptoms were not completely cured. One
of the primary caregivers stated: ‘‘Even though the vomiting sub-
ides with injections, it is not permanently stopped.’’

Usage of Acute Symptom Management Kit

Twenty-nine of the 30 caregivers (96.7%) used the symptom man-
agement kit. The 1 caregiver who did not use it had a daughter

Table 1 & Demographic and Clinical
Characteristics of Patients and
Primary Caregivers (n = 30)

Characteristics

Patients Primary Caregivers

n % n %

Age, y
18Y35 6 20.0 17 56.7
36Y45 5 16.7 7 23.3

46Y60 12 40.0 5 16.7
960 7 23.3 1 8.3

Gender
Male 14 46.7 12 40.0

Female 16 53.3 18 60.0
Marital status

Married 21 70.0 21 70.0

Single 3 10.0 8 26.7
Widowed 6 20 1 3.3
Separated 0 0 0 0

Education
Illiterate 8 26.7 4 30.3
Primary 11 36.7 6 20.0

Secondary 8 26.6 17 56.7
Graduate 3 10 3 10

Religion
Hindu 23 76.7 23 76.7

Christian 5 16.7 5 16.7
Muslim 2 6.6 2 6.6

Occupation

Housewife 12 40 13 43.3
Laborer 14 46.7 10 33.3
Nonprofessional 2 6.6 6 20.0

Professionals 2 6.6 0 0
Student 0 0 1 3.3

Clinical characteristics
Head and neck cancer 3 10.0

Breast cancer 2 6.6
Cancer of the cervix 6 20.0
Other genitourinary 3 10.0

Cancer of the stomach 5 16.6
Hepatobiliary 4 13.3
Lung cancer 1 3.3

Others 6 20.0
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who was a doctor and who managed the acute symptoms (Table 3).
Pain and vomiting were the most common acute symptoms. Oral
morphine and injectable metoclopramide were the most com-
monly used analgesic and antiemetic, respectively. Both oral and
subcutaneous routes were used. Twenty-three caregivers adminis-
tered subcutaneous injections (Table 4). No primary caregiver felt

that learning injection techniques was a waste of time and effort,
and all were willing to use the kit for their ill family member again.
One-third of caregivers admitted that they felt anxious while
administering injections. The common difficulties encountered

Table 3 & Description of Primary Care Givers
According to Usage of Acute Symptom
Management Kit (n = 30)

Characteristics n %

No. persons who used the kit
Used 29 96.7

Not used 1 3.3
No. times used
95 3 9.9

3Y5 10 33.3
G5 16 53.4
Not at all 1 3.3

Symptoms for which kit was useda

Pain 16
Nausea/vomiting 15
Dyspnea 6

Restlessness 1
Cough 0

Route of administration

Oral 6 20.0
Subcutaneous 16 53.3
Oral/subcutaneous 7 23.3

Sublingual 1 3.3
Medications useda

Morphine 10

Weak opioids 7
Antiemetics 15
Steroids (dexamethasone) 3
Benzodiazepines 3

Bronchodilator 1

aBecause many patients had more than 1 symptom and used more than 1
class of medications, percentages were not calculated.

Table 4 & Demographic Characteristics of Primary
Caregivers Who Administered
Subcutaneous Injections (n = 23)

Characteristics n %

Gender
Female 15 65.2
Male 8 34.7

Education
Illiterate 4 17.4
Primary 5 21.7

Secondary 11 47.8
Graduate 3 13.0

Occupation

Housewife 11 47.8
Laborer 8 34.7
Nonprofessional 3 13.0

Professional 0 0.0
Student 1 4.3

Relationship
Parent 1 4.3

Spouse 8 34.7
Children 5 21.7
Daughter-in-law 9 39.1

Type of family
Nuclear 12 52.1
Joint 11 47.8

Monthly income of the family, US $
G20 10 43.4
20Y40 6 26.0

40Y100 3 13.0
9100 4 17.3

Residence
Rural 14 60.8

Urban 9 39.1

Table 2 & Primary Caregivers’ Views Regarding the Structured Training Program (n = 30)

Serial No. Views

Strongly
Agree Agree Disagree

Strongly
Disagree

NAn % n % n % n %

1. Taking care of patient at home is the responsibility of the family member. 24 80.0 6 20.0 0 0.0 0 0.0 0
2. Managing acute symptoms at home is possible by the primary care giver. 20 66.7 10 33.3 0 0.0 0 0.0 0
3. Training program adds to the caregiver’s burden by adding more work.a 6 20.0 4 13.3 12 40.0 8 26.7 0

4. The caregiver needs to know about acute symptom management at home. 21 70.0 9 30.0 0 0.0 0 0.0 0
5. Administering subcutaneous injection can be learned by the caregiver. 19 73.1 7 26.9 0 0.0 0 0.0 4
6. Controlling symptoms reduces the suffering of the patient. 14 46.7 16 53.3 0 0.0 0 0.0 0

7. I feel frightened to give injection.a 1 3.8 7 26.9 10 38.5 8 30.8 4
8. Giving injection is the nurse’s job, not caregiver’s job.a 1 3.9 4 15.4 12 46.1 9 34.6 4
9. The training program is planned toward the welfare of the patient. 17 56.7 13 43.3 0 0.0 0 0.0 0

10. The training program helps to reduce the cost of medical care. 16 53.3 14 46.7 0 0.0 0 0.0 0

Abbreviation: NA, not applicable.
aNegative statements.
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by the primary caregivers while administering medications were
trembling hands and palpitations.

REDUCTION IN HOSPITAL VISITS AND COSTS

Eighty percent of patients made no further unscheduled visits
to the hospital after the training of the primary caregiver
(Figure 3). Prior to the training, 46% of patients had been
spending more than Rs 200; 30.5% had been spending between
Rs 100 and Rs 200 per episode of acute symptoms that occurred

between the scheduled visits. This cost included medicines, trans-
portation, and hospital registration and consultation fees. After
the training program, 96.7% of the patients spent less than Rs
100 during each episode of acute symptoms (P G .05) (Figure 4).

n Discussion

We found that primary caregiver training in symptom manage-
ment at home was feasible in an Indian community. The positive

Figure 3n Reduction in unscheduled hospital visits after the training program.

Figure 4n Cost of acute symptom management before and after the training program.

E46 n Cancer NursingTM, Vol. 37, No. 5, 2014 Chellappan et al

Copyright © 2014 Wolters Kluwer Health | Lippincott Williams & Wilkins. Unauthorized reproduction of this article is prohibited.



attitudes toward such training were documented in responses to
the interviewer, the actual use of the kit, the appropriate ad-
ministration of oral and injectable drugs for acute symptoms, and
the reduction of hospital visits.

Caregiver willingness to accept this training and respon-
sibility was not dependent on gender, education, or social status.
Need, rather than education or wealth, seems to have been the
determining factor once caregivers learned the skills and de-
veloped confidence. As most poor families would not have a
motor vehicle, once the patient becomes too ill to sit on a bicycle
to reach the bus stop, transportation can be a difficult and ex-
pensive problem. Many patients with terminal cancer die in
their huts without access to pain or symptom control. For the
poor and the uneducated in this study, the care information may
have been an empowering experience in a society where they are
often marginalized.

Not all primary caregivers found this care at home to be easy;
one-third admitted that it added to their workload and that they
felt anxious about administering injections. Nevertheless, all stated
that it was the responsibility of the family to look after the ill
patient, and it was possible for the primary caregiver to manage
many acute symptoms at home.

The most common tablet that was used was oral morphine.
Morphine and the expensive transdermal fentanyl are the only 2
strong opioids available in India. Injectable morphine is not avail-
able in the domiciliary setting in most of the states in India. The
strongest parenteral opioid that is available for use at home is in-
jectable tramadol, which was used by 7 patients. The most com-
monly used injection was metoclopramide. Oral antiemetics are
often inadequate when a patient is actively vomiting; steroids were
used judiciously for breakthrough refractory vomiting or dyspnea.

The symptom management kit is helpful to primary care-
givers in identifying the appropriate medications needed for
their patient’s symptoms. The color coding used in the symptom
management kit can assist illiterate primary caregivers to identify
appropriate medications for their patients’ symptoms. The training
program seems to provide low-cost support for home-based pal-
liative care by reducing the number of hospital visits.15,16

Limitations

Additional information sharing tools such as educational videos
and support groups would probably have enhanced the quality
of primary caregiver training, but these were not feasible. How-
ever, these tools could be part of nurses’ training so that they are
sensitized about palliative care and their responsibility in pri-
mary caregivers’ education. Our questionnaire on caregiver at-
titudes and satisfaction was not an existing validated scale. We
were unable to find anything that was simple and already validated
in the local Tamil language. The questions, statements, and the
4-point scale were easily comprehensible to patients.

We did not formally assess the patient’s perspective or per-
ceived improvement in symptoms. A validated scale to assess
caregiver stress and anxiety would also have been worthwhile,
but this was not within the scope of our research. The finding
has limited generalizability because this study was regional, and
a small sample was obtained.

n Conclusion

Provision of a structured training program together with a symp-
tom management kit for primary caregivers was found to be ef-
fective in allowing the primary caregivers to treat the onset of
acute symptoms at home. Color coding enabled oral and sub-
cutaneous medications to be appropriately administered both by
educated and illiterate caregivers. This program reduced the need
for unscheduled hospital visits for symptom relief and appears to
have reduced the economic burden on the family. Healthcare pro-
fessionals can train caregivers during outpatient/inpatient hospital
visits, empowering them to manage breakthrough symptoms and
provide simple home nursing care. This is probably important for
the majority of cancer and other palliative patients receiving home
care, but particularly so in settings where resources are limited and
palliative care facilities scarce.
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ABSTRACT:
Background: Terminally ill cancer patients suffer from number of symptoms toward the end of the life
including pain, nausea, vomiting, dyspnea, restlessness, cough, fatigue and depression. Due to the inadequate
health care professionals, unavailability of resources and low economic status, home services are the primary
focus of palliative care in India. When the terminally ill patients are cared at home, they need assistance from
caregivers for symptom management and meeting self care needs. The authors of several studies reported that
caring for a person dying with cancer may be associated with physical problem such exhaustion, fatigue,
sleeplessness and weight loss.
Aim: The aim of the study is to assess the level of burden and coping among caregivers of terminally ill cancer
patients.
Methods: A quantitative approach with descriptive research design was adopted for the study. Data were
collected using interview guide from 50 samples selected by consecutive sampling.
Results: Thirty eight percent of the caregivers had moderate burden and 32% had sever burden. Twenty two
percent of the caregivers had minimal coping and 78% had moderate coping. There was negative correlation
detween caregivers burden and coping (-.6).
Conclusion: It is the responsibility of the nursing professionals to help the caregivers to cope effectively to
reduce burden through strategies such as counseling, relaxation techniques and education.
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INTRODUCTION:
Care giving is the act of providing unpaid assistance and
support to family members who have physical,
psychological and developmental needs. More than 50
million people die every year around the world with
cancer. Of these 80% of deaths occur in the developing
world. Cancer deaths in India contribute to 8% of global
cancer mortality. In India, 70 – 80% of cancers are
incurable on diagnosis and 6 million people per year are
in need of palliative care. Every hour, more than 60
patients die in India from cancer and in pain1,2.
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Terminally ill cancer patients suffer from a number of
symptoms toward the end of the life including pain,
nausea, vomiting, dyspnea, restlessness, cough, fatigue
and depression3. Inadequate symptom control produces
suffering and negative effect on the course of illness. A
study done among terminally ill patients reported that
out of 30 patients, 80% of the patients had pain, 66.7%
of them had vomiting, 73.3% had restlessness, 50% had
dyspnea and 20% had cough,4.

Terminally ill patients are unable to meet their needs by
themselves and often hospitalized for symptom
management. Caregivers are the support person to
patient at the end of their life. The caregivers are
responsible for providing physical, psychological,
economical and social support.

Due to the inadequate health care professionals,
unavailability of resources and low economic status,
home services are the primary focus of palliative care in
India. When the terminally ill patients are cared at home,
they need assistance from caregivers for   symptom
management and meeting their self care needs.

Patients with advanced cancer and their families
experience significant distress in all the domains:
physical, psychological, social and spiritual. Meyer et al
in their study reported that high levels of distress are
associated with increased health care utilization. The
physical, psychological, social, spiritual and financial
impact of caring on primary caregiver is considerable
and often negative.

The authors of several studies reported that caring for a
person dying with cancer may be associated with
physical problem such exhaustion, fatigue, sleeplessness
and weight loss. Also experience psychological
symptoms such as depression, reduced self esteem,
feeling of isolation and anxiety. They are often
confronted with social burden resulting in restriction of
time, disturbances of routines, diminished opportunities
for leisure activities and loss of income.

38.9% of caregivers of cancer patients reported
symptoms of depression. 41% to 62% of the caregivers
of advanced cancer patients experienced high level of
psychological stress comparing to 19.2% of general
population.  The high distress was significantly
associated with age and the patients’ symptoms.5,6

The earlier personal interactions with terminally ill
cancer patients and their primary caregivers made the
investigator to realize, the need for assessing the burden
and coping of caregivers. So the investigator is interested
in this study.

The aim of the study is to assess the level of burden and
coping among caregivers of terminally ill cancer patients
admitted in selected hospital, Kanyakumari District,
Tamilnadu.

METHODOLOGY:
A quantitative approach with descriptive research design
was adopted for the study.

Setting:
The study was conducted in International Cancer Center,
Neyyoor, Kanyakumari District which is the pioneer
institute for cancer treatment in Tamil Nadu. It is a wing
of the Kanyakumari Medical Mission Neyyoor, which
functions under the Kanyakumari Diocese. Kanyakumari
Medical Mission, Neyyoor is a 600 bedded hospital and
out of 600 beds, 150 beds are exclusively for cancer
patients. This center provides outpatient and inpatient
services. In case of terminally ill cancer patients, most of
them are seen as out patients and are cared for at home
by the family members.

Population:
The population of the study was caregivers of terminally
ill cancer patients admitted in International Cancer
Center, Neyyoor, Kanyakumari, District.

Sample:
The sample consisted of 50 caregivers of terminally ill
cancer patients admitted in International Cancer Center,
Neyyoor, Kanyakumari, District.

Sampling Method:
Consecutive sampling was done. Caregivers of
terminally ill cancer patients who met the inclusion
criteria were selected as samples.

Criteria for sample selection:
Inclusion Criteria:

 Caregiver whose patient was terminally ill.
 Caregiver who can understand and speak Tamil.
 Caregiver who is willing to participate in the

study.

Measures:
The tool consisted of three sections. Section I addressed
the socio demographic variables of caregivers of
terminally ill cancer patients. Section II addressed Zarit
Burden Interview. Zarit Burden Interview is the most
widely referenced scale in studies of caregivers’ burden.
It has 22 statements. The caregiver of terminally ill
cancer patient was asked to state his\her opinion as
never, rarely, sometimes, quiet frequently and nearly
always. The statements were scored as follows: 0-never,
1- rarely, 2- sometimes, 3- quiet frequently and 4- nearly
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always. The total attainable score was 88 and interpreted
as follows:

No - 0 – 20
Mild Burden - 21- 40
Moderate Burden - 41- 60
Severe Burden - 61– 88

Section III addressed Caregiver’s coping interview
schedule. It has 30 statements. The caregiver of
terminally ill cancer patient was asked to state his\her
opinion as never, rarely, sometimes, quiet frequently and
nearly always. The statements were scored as follows: 0-
never, 1- rarely, 2- sometimes, 3- quiet frequently and 4-
nearly always. The total attainable score was 120 and
interpreted as follows:

Minimal coping - 0 – 40
Moderate coping - 41- 80
High coping - 81- 120

Validity and Reliability of the Tool:
The content validity of the tools was established by
submitting the questionnaires to 7 experts in Nursing,
Medical and Statistical field. Inter rater reliability was
done to check the reliability of tool. Pilot study was done
to find the feasibility of the study.

Protection Of human subjects:
The study was conducted after getting approval from
dissertation committee of Christian College of Nursing,
Neyyoor. Written permission was obtained from the
Head of the Department of International Cancer Center,
Neyyoor, Kanyakumari District. Oral consent was
obtained from the primary caregivers of terminally ill
cancer patients after explaining the purpose of the study.

Data Collection Procedure:
The data were collected for 5 weeks. 50 caregivers of
terminally ill cancer patients were personally
interviewed with prepared interview guide. Each day the
researcher interviewed 2 to 3 caregivers based on
inclusion criteria. The interview lasted for 30 minutes.
After explaining the purpose of the study, oral consent
from the caregiver of terminally ill cancer patient was
obtained. The data were collected using a interview
guide. The caregiver was asked to state never, rarely,
sometimes, quiet frequently and nearly always
questionaire and scoring was done according to scoring
procedure. The gathered data were analyzed and
interpreted in the light of objectives.

RESULTS:
Majority of caregivers were females (64%), usually
spouses or daughters in law. Forty six percent were
above the age of 50 years. Most of them were daily
wages.

0%

10%

20%

30%

40%

no
burden

mild
burden

moderate
burden

severe
burden

Level of burden

Fig I. Overall caregivers’ burden

Caregivers’’ burden:
The overall caregivers’ burden of terminally ill cancer
patients is presented in Fig:1. Thirty eight percent of the
caregivers had moderate burden and 32% had severe
burden. There was significant association between
caregivers’ burden and demographic variables such as
income, relationship with patient and occupation.

Caregivers Coping:
The overall caregivers’ coping of terminally ill cancer
patients is presented in Fig:2. Twenty two percent of the
caregivers had minimal coping and 78% had moderate
coping. Ther was no significant association between
caregivers’ coping and demographic variables.

Fig.II.Caregivers’Coping
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Correlation between caregiver burden and coping:
There is negative correlation between caregivers burden
and coping (-.6). It shows that when caregivers’ burden
increase, the coping level decrease.

LIMITATIONS:
The study was done only for five weeks. The finding has
limited generalizability because this study was regional
and a small ample was obtained. This study suggests the
need for further research to complement these
limitations.

CONCLUSION:
In conclusion, the study findings reveal that caregivers
of terminally ill cancer patients have moderate to severe
burden and moderate coping. Also there was negative
correlation between caregivers’ burden and coping. It is
the responsibility of the nursing professionals to help the
caregivers to cope effectively to reduce caregivers’
burden through strategies such as meditation, relaxation
techniques, counseling and support groups.
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ABSTRACT:
Background: Although cancer patients experience multiple physical symptoms as well as psychological, the
symptom of pain is considered as most critical. Unrelieved pain affects all dimensions of quality of life including
the ability to achieve a peaceful death. The prevalence of cancer pain is estimated as 25% for those newly
diagnosed, 33% for those undergoing active treatment and greater than 75% for those with advanced disease.
Aim: The aim of the study is to assess the effect of structured teaching program regarding pain management on
knowledge of terminally ill cancer patients in selected hospital, Kanyakumari District. Methods: A quantitative
Approach with one group pretest post test pre-experimental research design was adopted to carry out the study.
Data were collected using questionnaire from 30 samples selected by purposive sampling. Results: In pretest,
50% of them had inadequate knowledge regarding pain management, 46.7% of them had moderately adequate
knowledge and 3.3% of them had adequate knowledge. After teaching program, 20% of them had adequate
knowledge 70% of them had moderately adequate knowledge and only 10% had inadequate knowledge
regarding pain management. The calculated ‘t’ value (2.97) was higher than the table value at 0.05 level of
significance. Conclusion: Pain is one of the common factors which decide the quality of life among terminally
ill cancer patients. The knowledge regarding pain helps them to cope with their journey with cancer. Structured
teaching program improve their knowledge regarding pain and thus help to adjust their journey accordingly.
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INTRODUCTION:
Although cancer patients experience multiple physical
symptoms as well as psychological, the symptom of pain
is considered as most critical. Unrelieved pain affects all
dimensions of quality of life including the ability to
achieve a peaceful death.

Received on 18.05.2016 Modified on 25.05.2016
Accepted on 29.06.2016 © A&V Publications all right reserved
Asian J. Nur. Edu. and Research.2017; 7(2): 1-5.
DOI:

The prevalence of cancer pain is estimated as 25% for
those newly diagnosed, 33% for those undergoing active
treatment and greater than 75% for those with advanced
disease. Pain prevalence is also high in specific cancer
type such as head and neck cancer (49%). With such
high prevalence, cancer pain should be anticipated and
responded as early as possible.1 Pain prevalence is high
in developing countries due to late diagnosis and limited
opioid access. The barrier to pain management has been
classified as patient, professional and system obstacles.
A study done on quality of life, barrier to pain
management and pain knowledge among 83 patients
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found that the overall pain knowledge score was
moderate to high but knowledge deficit persisted for
items related to addiction. After implementation of
intervention “passport to comfort” model to improve
pain management, the knowledge of pain significantly
increased for the interventional group to 87% in first
month and 88% in third month.2 A study done on
knowledge and barriers to pain management in
caregivers of cancer patients receiving home care
reported that 46 to 94% of caregivers agreed various
concern that are barriers to reporting pain and using
analgesics. The areas of greater concern were about
opioid related side effects, fear of addiction and the
belief that pain meant disease progression. Also the
results showed that caregivers with higher pain
management knowledge score had significantly fewer
barriers to cancer pain management.3 Researchers
studied the effectiveness of planned teaching program on
knowledge regarding non curative care of terminally ill
cancer patients among caretakers and found that the
mean post test knowledge score 29.65 was higher than
the mean pretest knowledge score 15.75. The structured
teaching program was effective in improving the
knowledge of caretakers.4 the earlier personal
interactions with terminally ill cancer patients and their
primary caregivers made the investigator to realize the
need for interventions to improve pain knowledge of

terminally ill cancer patients.  So the investigator was
interested in this study. The aim of the study was to
assess the effect of structured teaching program
regarding pain management on knowledge of terminally
ill cancers patients in selected hospital, Kanyakumari
District.

OBJECTIVES:
 To assess the pre and post test knowledge score

among terminally ill cancer patients regarding pain
management.

 To compare the pre and post test knowledge score
among terminally ill cancer patients regarding pain
management.

 To associate selected demographic variables with
the pre test knowledge score of terminally ill cancer
patients regarding pain management.

HYPOTHESIS:
 There is no difference in the pre and post test

knowledge score among terminally ill cancer
patients regarding pain management.

 There is no association between selected
demographic variables with the pre test knowledge
score of terminally ill cancer patients.

Fig.1 Ernestine Wiedenbach’s– Prescriptive Theory (1969)
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Conceptual Framework:
This study is based on Ernestine Wiedenbachs –
prescriptive theory. A prescriptive theory directs action
towards explicit goal. This theory consists of three
factors or concepts. The central purpose refers to what
the practitioner recognizes as essential to the particular
discipline. In this study, central purpose refers to
improvement in pain management among terminally ill
patient with head and neck cancer. Prescription refers to
the action that the nurse plans to fulfill the central
purpose. In this study prescription refers to structured
teaching program given to terminally ill patient with
head and neck cancer to improve the knowledge
regarding pain management. The realities are the
immediate situations that influence the fulfillment of the
central purpose. Wiedenbachs defines 5 realities: the
agent, the recipient, the goal, the mean and framework
(Fig 1).

MATERIALS AND METHOD:
A quantitative approach with one group pretest post test
pre-experimental research design was adopted to carry
out the study.

Setting:
The study was conducted in Kanyakumari Medical
Mission Neyyoor, Kanyakumari District, which is 600
bedded teaching hospital in the South Indian State of
Tamil Nadu. The institution is more than 175 year old.
International Cancer Center is one of the wings of
Kanyakumari Medical Mission, famous for cancer
treatment in Tamil Nadu. This center provides outpatient
and inpatient services to cancer patients.

Population:
The population of the study was terminally ill patients
with head and neck cancer admitted in International
Cancer Center, Neyyoor, Kanyakumari District.

Sample:
The sample consisted of 30 terminally ill patients with
head and neck cancer admitted in International Cancer
Center, Neyyoor, Kanyakumari District.

Sampling method:
Purposive sampling was used to select the sample.
Terminally ill patients with head and neck cancer
needing pain management and who met the inclusion
criteria were selected.

Criteria for sample selection:
Inclusion criteria:-
 Patient who was terminally ill with head and neck

cancer need pain management education.
 Patient who can understand and speak Tamil.
 Patient who were willing to participate in the study.

Measures:
The tool consisted of two sections; Section I addressed
the demographic variables of terminally ill patients with
head and neck cancer. Section II addressed knowledge
questionnaire which was prepared by the investigator
after extensive review of literature and discussion with
the experts in Nursing and Medical field. It consists of
20 items addressing different aspects of pain
management. Each questions consisted of four
responses. The correct response was given 1 mark. The
maximum attainable score was 20. The total score was
converted in to percentage and interpreted as follows;
Above 75% was considered as adequate knowledge, 50-
74% was considered as moderately adequate and <50
was considered as inadequate.

Validity:
Content validity was determined by obtaining the
opinion of expert from Medical, Nursing and Statistical
field. A pilot study was done and the questionnaire was
found to be relevant to the setting of the study.

Protection of study participants:
The study was conducted after getting permission from
Medical Superintendent and Head of the Department of
Kanyakumari Medical Mission, Neyyoor. Oral
permission was obtained from the terminally ill patients
with head and neck cancer after explaining the purpose
of the study.

Data collection procedure:
The data were collected for 6 weeks. Thirty terminally ill
patients with head and neck cancer were personally
interviewed with prepared interview guide. Each day, the
researchers interviewed 2 to 3 patients based on the
inclusion criteria. The data collection was done as
follows.

Phase I:
The researcher developed rapport with the terminally ill
patient with head and neck cancer and explained the
purpose of the study. Oral consent was obtained and the
researcher interviewed the study participant for 20
minutes. The questionnaire on demographic and clinical
details was completed by the researcher. Knowledge
questionnaire was administered using interview
technique.

Phase II:
Structured teaching program on pain management was
given for 45 minutes. Various aspects pain management
was included in the teaching program.

Phase III:
Post test was done after one week with the same
knowledge questionnaire. The scoring was done



Asian J. Nursing Edu. and Research 7(2): April- June 2017

4

according to scoring procedure. The gathered data were
analyzed and interpreted in the light of objectives.

RESULTS:
Out of 30 participants, 56.6% of them were above 55
years, 56.6% of them were males, 46.7% of them had
primary education and 60% of them had income between
Rs.2500 and Rs.5000. Sixty seven percent were coolies
and 83% belongs to Hindu religion. Out 17 males, 64%
of them were using tobacco, 53% of them were smokers
and 42% of them were alcoholic.

Level of Knowledge before and after the program:

Fig 2. Level of Knowledge before and after the program

In pretest, 50% of them had inadequate knowledge
regarding pain management, 46.7% of them had
moderately adequate knowledge and 3.3% of them had
adequate knowledge. After teaching program, 20% of
them had adequate knowledge, 70% of them had
moderately adequate knowledge and only 10% had
inadequate knowledge regarding pain management.

Comparison of pre and post test level of knowledge
score:
The data in Table.1 shows that the mean post test
knowledge score (13.3± 2.72) was significantly higher
than the mean pretest knowledge score (10.33± 3.5). The
calculated‘t’ value (2.97) was higher than the table value
at 0.05 level of significance. Hence the null hypothesis
was rejected. Thus it supported that structured teaching
program on pain management was effective in
improving the knowledge of terminally ill cancer
patients.

Table1: Mean, mean difference, standard deviation and t value of
the pre test and post test knowledge score. N=30
S. No Category Mean SD Mean Difference t
1 Pretest 10.33 3.5

2.97 2.628
2 Posttest 13.3 2.72

Association between Demographic variables and
pretest knowledge score:
There no significant association between demographic
variables such as age, sex, income, educational status
and duration of illness with pre test knowledge score.
Thus the null hypothesis was accepted at 0.05 level of
significance.

DISCUSSION:
The study showed that majority of the terminally ill
cancer patient had inadequate knowledge regarding pain
management before the structured teaching program.
After the structured teaching program, 70% of them had
moderately adequate knowledge. The post test mean
score (13.3±2.7) was significantly higher than the pretest
score (10.33±3.5). These finding were supported by the
study done by sun V.C et.al which showed that after
passport to comfort intervention, the knowledge on pain
was improved among interventional group. It was also
supported by the study done by Babu RL et.al. They
found that teaching program regarding non curative care
of terminal illness was effective among care taker of
terminally ill cancer patients. Some of the limitation
regarding the study includes the following. The study
was done for a 6 weeks with 30 samples in a single
setting. So further studies are recommended with large
sample size in different settings.

CONCLUSION:
Pain is one of the common factors which decide the
quality of life of terminally ill cancer patients. The
knowledge regarding pain helps them to cope with their
journey with cancer. Structured teaching program
improve their knowledge regarding pain and thus help to
adjust their journey accordingly.

REFERENCE:
1. Paice JA., Ferrel B. The management of cancer pain. Cancer J

Clin. 2011. 61(3). 157-182
2. Sun VC., Borneman T., Ferrel B et.al. Overcoming barriers to

cancer pain management; and institutional change model. Journal
of pain symptom manage. 2007. 34: 359-369.

3. Hazard VA., Deborah CB., Thomas T and Susan H. Knowledge
of and Barriers to pain management in caregivers of cancer
patients receiving home care. Cancer Nursing. 30(1). 2007 PP 31-
37.

4. Babu RL., Mali N and Mahadeo S. Effectiveness of planned
teaching program on knowledge regarding non curative care of
terminally ill cancer patients among care takers. International
Journal of science and Research. 2014. 3(4); 198-205.

50% 46.7%

10%

70%

0
10
20
30
40
50
60
70
80

Inadequate Moderate

Asian J. Nursing Edu. and Research 7(2): April- June 2017

4

according to scoring procedure. The gathered data were
analyzed and interpreted in the light of objectives.

RESULTS:
Out of 30 participants, 56.6% of them were above 55
years, 56.6% of them were males, 46.7% of them had
primary education and 60% of them had income between
Rs.2500 and Rs.5000. Sixty seven percent were coolies
and 83% belongs to Hindu religion. Out 17 males, 64%
of them were using tobacco, 53% of them were smokers
and 42% of them were alcoholic.

Level of Knowledge before and after the program:

Fig 2. Level of Knowledge before and after the program

In pretest, 50% of them had inadequate knowledge
regarding pain management, 46.7% of them had
moderately adequate knowledge and 3.3% of them had
adequate knowledge. After teaching program, 20% of
them had adequate knowledge, 70% of them had
moderately adequate knowledge and only 10% had
inadequate knowledge regarding pain management.

Comparison of pre and post test level of knowledge
score:
The data in Table.1 shows that the mean post test
knowledge score (13.3± 2.72) was significantly higher
than the mean pretest knowledge score (10.33± 3.5). The
calculated‘t’ value (2.97) was higher than the table value
at 0.05 level of significance. Hence the null hypothesis
was rejected. Thus it supported that structured teaching
program on pain management was effective in
improving the knowledge of terminally ill cancer
patients.

Table1: Mean, mean difference, standard deviation and t value of
the pre test and post test knowledge score. N=30
S. No Category Mean SD Mean Difference t
1 Pretest 10.33 3.5

2.97 2.628
2 Posttest 13.3 2.72

Association between Demographic variables and
pretest knowledge score:
There no significant association between demographic
variables such as age, sex, income, educational status
and duration of illness with pre test knowledge score.
Thus the null hypothesis was accepted at 0.05 level of
significance.

DISCUSSION:
The study showed that majority of the terminally ill
cancer patient had inadequate knowledge regarding pain
management before the structured teaching program.
After the structured teaching program, 70% of them had
moderately adequate knowledge. The post test mean
score (13.3±2.7) was significantly higher than the pretest
score (10.33±3.5). These finding were supported by the
study done by sun V.C et.al which showed that after
passport to comfort intervention, the knowledge on pain
was improved among interventional group. It was also
supported by the study done by Babu RL et.al. They
found that teaching program regarding non curative care
of terminal illness was effective among care taker of
terminally ill cancer patients. Some of the limitation
regarding the study includes the following. The study
was done for a 6 weeks with 30 samples in a single
setting. So further studies are recommended with large
sample size in different settings.

CONCLUSION:
Pain is one of the common factors which decide the
quality of life of terminally ill cancer patients. The
knowledge regarding pain helps them to cope with their
journey with cancer. Structured teaching program
improve their knowledge regarding pain and thus help to
adjust their journey accordingly.

REFERENCE:
1. Paice JA., Ferrel B. The management of cancer pain. Cancer J

Clin. 2011. 61(3). 157-182
2. Sun VC., Borneman T., Ferrel B et.al. Overcoming barriers to

cancer pain management; and institutional change model. Journal
of pain symptom manage. 2007. 34: 359-369.

3. Hazard VA., Deborah CB., Thomas T and Susan H. Knowledge
of and Barriers to pain management in caregivers of cancer
patients receiving home care. Cancer Nursing. 30(1). 2007 PP 31-
37.

4. Babu RL., Mali N and Mahadeo S. Effectiveness of planned
teaching program on knowledge regarding non curative care of
terminally ill cancer patients among care takers. International
Journal of science and Research. 2014. 3(4); 198-205.

3.5%

20%

Adequate

Pretest

Post Test

Asian J. Nursing Edu. and Research 7(2): April- June 2017

4

according to scoring procedure. The gathered data were
analyzed and interpreted in the light of objectives.

RESULTS:
Out of 30 participants, 56.6% of them were above 55
years, 56.6% of them were males, 46.7% of them had
primary education and 60% of them had income between
Rs.2500 and Rs.5000. Sixty seven percent were coolies
and 83% belongs to Hindu religion. Out 17 males, 64%
of them were using tobacco, 53% of them were smokers
and 42% of them were alcoholic.

Level of Knowledge before and after the program:

Fig 2. Level of Knowledge before and after the program

In pretest, 50% of them had inadequate knowledge
regarding pain management, 46.7% of them had
moderately adequate knowledge and 3.3% of them had
adequate knowledge. After teaching program, 20% of
them had adequate knowledge, 70% of them had
moderately adequate knowledge and only 10% had
inadequate knowledge regarding pain management.

Comparison of pre and post test level of knowledge
score:
The data in Table.1 shows that the mean post test
knowledge score (13.3± 2.72) was significantly higher
than the mean pretest knowledge score (10.33± 3.5). The
calculated‘t’ value (2.97) was higher than the table value
at 0.05 level of significance. Hence the null hypothesis
was rejected. Thus it supported that structured teaching
program on pain management was effective in
improving the knowledge of terminally ill cancer
patients.

Table1: Mean, mean difference, standard deviation and t value of
the pre test and post test knowledge score. N=30
S. No Category Mean SD Mean Difference t
1 Pretest 10.33 3.5

2.97 2.628
2 Posttest 13.3 2.72

Association between Demographic variables and
pretest knowledge score:
There no significant association between demographic
variables such as age, sex, income, educational status
and duration of illness with pre test knowledge score.
Thus the null hypothesis was accepted at 0.05 level of
significance.

DISCUSSION:
The study showed that majority of the terminally ill
cancer patient had inadequate knowledge regarding pain
management before the structured teaching program.
After the structured teaching program, 70% of them had
moderately adequate knowledge. The post test mean
score (13.3±2.7) was significantly higher than the pretest
score (10.33±3.5). These finding were supported by the
study done by sun V.C et.al which showed that after
passport to comfort intervention, the knowledge on pain
was improved among interventional group. It was also
supported by the study done by Babu RL et.al. They
found that teaching program regarding non curative care
of terminal illness was effective among care taker of
terminally ill cancer patients. Some of the limitation
regarding the study includes the following. The study
was done for a 6 weeks with 30 samples in a single
setting. So further studies are recommended with large
sample size in different settings.

CONCLUSION:
Pain is one of the common factors which decide the
quality of life of terminally ill cancer patients. The
knowledge regarding pain helps them to cope with their
journey with cancer. Structured teaching program
improve their knowledge regarding pain and thus help to
adjust their journey accordingly.

REFERENCE:
1. Paice JA., Ferrel B. The management of cancer pain. Cancer J

Clin. 2011. 61(3). 157-182
2. Sun VC., Borneman T., Ferrel B et.al. Overcoming barriers to

cancer pain management; and institutional change model. Journal
of pain symptom manage. 2007. 34: 359-369.

3. Hazard VA., Deborah CB., Thomas T and Susan H. Knowledge
of and Barriers to pain management in caregivers of cancer
patients receiving home care. Cancer Nursing. 30(1). 2007 PP 31-
37.

4. Babu RL., Mali N and Mahadeo S. Effectiveness of planned
teaching program on knowledge regarding non curative care of
terminally ill cancer patients among care takers. International
Journal of science and Research. 2014. 3(4); 198-205.














	THESIS FULL cd
	Objectives
	To assess the acute symptoms in TIP with H&N cancer receiving PH and their holistic well-being before and after administering IP among control and interventional group.
	Acute symptoms (pain, nausea/vomiting, dyspnoea, restlessness, and cough) experienced by the TIP with H&N cancer.
	Management of acute symptoms by the primary caregivers which include expense per unscheduled hospital visit to manage acute symptoms, number of the unscheduled hospital visit to manage acute symptoms, need for hospital admission to manage acute symptoms.
	The holistic well-being of the TIP with H&N cancer.
	The holistic well-being of the primary caregivers’ of TIP with H&N cancer.
	Interventional package:  In this study, interventional package refers to three aspects involving
	Terminally ill patients with head and neck cancer: Patients with head and neck cancer at the palliative stage, who is in need of management of acute symptom at home and receiving treatment from a selected hospital, Neyyoor.
	Primary caregiver: In this study, primary caregiver refers to the member of the family who is above 18 years and regularly involves with his/her TIP with H&N cancer and responsible for his/ her care including administration of medications.
	1.9 Projected outcome of the study
	CHAPTER III
	METHODOLOGY
	3.1 Research approach
	3.2 Research design
	OR1R  Pretest
	X  Interventional package
	In this study, three variables were identified and discussed.
	Independent variable
	The independent variable in this study was the interventional package.
	Dependent variables
	There were four dependent variables in the present study.
	Acute symptoms experienced by TIP with H&N cancer receiving PH.
	Management of acute symptoms by the primary caregivers.
	The holistic well-being of the TIP with H&N cancer receiving PH.
	The holistic well-being of the primary caregivers.
	Extraneous variables:
	The extraneous variables in this study included
	Demographic and clinical profile of TIP with H&N cancer receiving PH.
	Demographic profile and caregiving role of primary caregivers.
	3.4 Setting of the study
	3.5  Population
	Target population:  The target population consisted of the entire TIP with H&N cancer and their primary caregivers taking treatment from International Cancer Center, Neyyoor, Kanyakumari, District.
	Accessible population:  The accessible population represented the TIP with H&N cancer and their primary caregivers taking treatment from International Cancer Center, Neyyoor and residing within the radius of 15km from the hospital.
	Table 1. Statistics of patients with head & neck cancer, International Cancer Centre, Neyyoor  ( From 01/07/2016 to 30/06/2017
	3.7 Sample Size
	Table 2. Number of samples collected in each month during data collection
	3.9 Criteria for sample selection
	Inclusion Criteria:
	Part I: Demographic and clinical variables:
	Part I consisted of questionnaires addressing the demographic and clinical variables of TIP with H&N cancer and their primary caregivers. It has two sections.
	Section A: The questionnaire addressing demographic variables of TIP with H&N cancer consisted of age, gender, marital status, education, occupation, monthly income, and religion. The questionnaire addressing clinical variables of TIP with H&N cancer ...
	Section B: The questionnaire addressing demographic variables of primary caregivers of TIP with H&N cancer consisted of age, gender, marital status, education, occupation, relationship to the patient. The questionnaire addressing caregiving role of pr...
	Part II: Acute symptom assessment scale
	Acute symptoms were assessed using acute symptom assessment scale. This consisted of five scales.
	1. UPain:U Numerical rating scale was used to assess the pain. The patient was asked to rate the pain. The severity of the pain was rated from 0 to 10.
	Part III: Acute symptom management questionnaire
	Part IV: Holistic well-being scale
	Part IV addressed the holistic well-being scale I and II. The holistic well-being scale I was used to assessing the holistic well-being of TIP with H&N cancer. The holistic well-being scale II was used to assess the holistic well-being of primary care...
	Questionnaires addressing the demographic and clinical variables of TIP with H&N cancer and their primary caregivers, tool to assess nausea/vomiting, restlessness, cough, acute symptom management questionnaire and holistic well-being questionnaires we...
	3.12 Reliability of the Tools
	The tools were administered to 30 TIP with H&N cancer and their primary caregivers in International Cancer Center, Neyyoor. Inter- rater reliability was done and the reliability was established by Kappa method (Table 3).
	Table 3. Reliability of research tools used for data collection
	3.13 Development and validity of the interventional package
	The interventional package was developed by the researcher guided by a multidisciplinary team of 11 experts. It consisted of three aspects namely education, skill training, and counseling. It was developed after the extensive review of the literature,...
	3.14 Pilot study
	3.15 Training of the researcher
	The researcher has 16 years of experience in dealing with the care of oncology patients in International Cancer Centre, Neyyoor and has experience in training primary caregivers in providing home care. The investigator also completed M.Sc Counseling &...
	3.16 Method of Data Collection
	Phase I: The researcher developed rapport with the terminally ill patient with head and neck cancer and the primary caregiver. After explaining the purpose of the study to the TIP with H&N cancer and the primary caregiver, the researcher obtained writ...
	Acute symptoms in the TIP with H&N cancer were assessed using acute symptom assessment scale. The researcher interviewed the primary caregiver about management of acute symptom using acute symptom management questionnaire. The holistic well-being of t...
	Phase II: Control group was taking the routine treatment which was already practiced in the department. The routine treatment included the psychological and spiritual support given by the Chaplain, teaching given by the nursing staff regarding symptom...
	Phase III: Post-test was done on 30PthP, 60PthP, 90PthP day of data collection with acute symptoms assessment scale, acute symptom management questionnaire and holistic well-being scale I and II.
	Interventional Group
	Phase I: Same as the control group
	Phase II: After getting physician’s order for teaching subcutaneous injection and administration of medications, the interventional package was administered to the interventional group along with routine treatment. The interventional package consisted...
	Education on acute symptom management at home
	Each medicine and partition was color coded. (red – pain, yellow – nausea / vomiting, orange- dyspnoea, blue – restlessness, and green – cough). It also contained a structured teaching guide, the patient held record to note the medications given and a...
	/
	Figure 5 Acute Symptom Management Kit
	Following ethical factors were considered during the period of study.
	Right for self-determination
	The study was conducted after getting approval from the screening committee of The Tamilnadu Dr.MGR Medical University, Chennai and the ethical committee of C.S.I Jeyaraj Annapackiam College of Nursing, Madurai.
	Formal written permission was obtained from the Medical Superintendent of Kanyakumari Medical Mission, Neyyoor, and Head of the Department, International Cancer Center, Neyyoor.
	The purpose of the study and voluntary nature of the participation was explained to the primary caregivers and TIP with H&N cancer before data collection.
	Written consent from the TIP with H&N cancer and primary caregiver was obtained.
	Right to freedom from harm
	The order for medication and teaching subcutaneous injection was obtained from the physician before teaching the primary caregiver.
	The study was based on recommendations given in the position statement by Indian Association of Palliative Care regarding subcutaneous administration of medication by the family members. (Indian Association of Palliative Care, 2003)P79
	Demonstration of administration of subcutaneous injection followed by supervised return demonstration by the primary caregiver.
	The researcher was available through the phone to clarify the doubts throughout 24 hours
	Right to privacy
	Full confidentiality was maintained throughout the study.
	Adequate privacy was provided during counseling sessions.
	The data in the paper format and computer disc for final analysis would be kept in a secured place and shredded after the study has been completed.
	Participants were not required to identify themselves by name or have not been identified during data analysis or during the discussion of the results and conclusion.
	Right for full disclosure
	The participants were informed of the voluntary nature of the study and given the option to withdraw from the study at any stage without being subjected to any penalty.
	A full explanation of the purpose of the study was given and the researcher was available to provide information and support as needed.
	Right for fair treatment
	Based on ethical consideration routine treatment was given to control group during the data collection period.
	The interventional package was administered to the control group at the end of the data collection procedure.
	APPENDIX – N
	PERMISSION LETTER TO USE MEDICAL RESEARCH COUNCIL DYSPNOEA SCALE
	/
	MRC Dyspnoea scale / MRC Breathlessness scale
	Questionnaire on Respiratory Symptoms
	Permission to re-use the MRC Dyspnoea scale.

	APPENDIX – O
	APPENDIX - R
	Part - I
	A. Demographic and clinical variables of terminally ill patients with Head and Neck cancer
	B. Demographic variables of primary caregivers
	Part IV
	Holistic Wellbeing Scale I for TIP with H & N Cancer
	Note : Read the given Statements regarding your wellbeing and ( the appropriate column
	Part V
	Holistic Wellbeing Scale – II for Primary Caregiver of TIP with
	H & N Cancer
	Note :Read the given Statements regarding your wellbeing and(the appropriate column
	Part I
	Teaching Module for Acute Symptom Management at Home for Terminally Ill patients with Head and Neck Cancer
	Health Education
	Introduction
	Pain
	Definition
	Cancer itself causes compression of nerve, blood vessels etc.
	Treatment induced pain like chemotherapy related mucositis
	Debility induced pain due to constipation, muscle tension, spasm
	Concurrent disorders such as spondylosis, osteo-arthiritis.
	1. Facial expression include clenched teeth, tightly shut eyes, open sombre eyes      and biting of the lower lips.
	Management
	The aim of pain management in cancer include
	Relief at night
	Relief at rest during the day
	Relief on movement (not always completely possible)
	The interventions given can be non pharmacological or pharmacological.
	Analgesics: Medications that relieve pain are called analgesic. There are three main classes of analgesic: opioids, non opioids and adjuvants.
	Non opioids: Non opioids are the first class drugs used to treat acute and chronic pain. These drugs do not produce tolerance or physical dependence. Non opioids primarily acts at the site of injury or peripherally.
	Opioids: Opioids bind the opioids  receptors in the brain, spinal cord and other areas of body and inhibit the perception of pain. When pain is not controlled which non opioids alone, opioids are given along with non opioids. The opioids used for pain...
	Analgesic Adjuvants: The commonly used adjuvants include steroids, benzodiazepines, antidepressants and anticonvulsants.
	Home Management
	Breathlessness or dyspnoea
	Definition
	Etiology
	Signs of dyspnoea
	Management
	Pace the activities.
	Loose clothing around the neck.
	Avoid very hot environment.
	Nausea /Vomiting
	Definition:
	Causes of Vomiting
	Causes of vomiting in advanced cancer include
	Complications of vomiting
	Management
	Definition
	Causes
	Coughing exercise
	Management
	Advice to cough effectively
	Physiotherapy including postural drainage
	Steam inhalation
	Give injection following all the steps for administering subcutaneous injection. (Steps are given below)
	Restlessness
	Management
	Introduction:
	Administration of medications into the subcutaneous tissue.
	Purpose
	Equipments Needed
	A tray containing
	General Precaution
	Sites for injection
	Points to be remembered while selecting site
	Procedure
	Acute Symptom Management Kit
	4.  Helping Family to identify their strength:
	All families have strengths. Help them to identify by listing few.
	Help to choose activities that continue to build the areas of strength and areas which need improvement
	Session II

	all certificate
	2
	3
	4
	5
	009
	010
	011
	012
	013
	014



