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CHAPTER - |

INTRODUTION

“While there are many diseases, there is, in a sense,

only one health”

Park,K.,(2007)

BACKGROUND OF THE STUDY :-

Health For All by 2010 AD is the goal of WHO and the key to the
attainment of this through primary health care, which gives importance
to health care, by the people and for the people. The International
Conference on primary health care (WHO 1978) report states, that
individual and families need to accept greater responsibility for health
to ensure the success of primary health care. It focuses on promotion of

health, prevention of disease, early detection and prompt treatment.

WHO (1978)

The uterus, or womb, is a small, pear-shaped organ located in the
pelvic, consisting of the cervix, or neck of the uterus, and the corpus or
main body of the uterus. The uterus is the organ in which the fertilized

egg attaches it self and develops during pregnancy.



Cancer of the female reproductive tract has a high incidence
amongst Indian women. Human papilloma (Hpv) is the most prevalent
risk factor for cervical cancer and has been associated with cancer of the
ovaries and endometrium. Environmental and dietary risk factors for
cervical, ovarian, and endometrial cancers have been investigated in

case-control and chort studies.

Narayan,K.,(2002)

The two common forms of uterine cancer are cervical (from the
neck of the uterus) and endometrial from the lining of the corpus or
body of the uterus). The cells covering called dysplasia before becoming
cancer. Similarly tissue lining the corpus goes through mild to severe

changes called hyperplasia before becoming cancer.

The pre-cancerous conditions do not necessarily lead to cancer. It
is important however, that any woman with such a condition be treated

and then examined by a physician at regular intervals.

The earliest stage of uterine cancer is called carcinoma in situ
(cancer confined to its orginal site). If not detected and treated properly,

cancer cells penetrate into deeper layers of the uterus, then spread to



neighbouring organs such as the vagina, bladder or rectum and
eventually metastasize to other parts of the body.

Schaefer,].,(2002)

Cervical cancer is the most common cancer of the female genital
tract in India, with approximately 1,00,000 new cases occuring each
year. This accounts for almost 20% of all new cases diagnosed in the
world annually. The incidence is higher in rural areas, where
prevention and screening programs are not as easily available as in

urban areas.

Data from six metropolitian and one rural cancer registry in India
show that the five most common cancers in India, in women are cancer
cervix (23.5%), breast (19.3%), overy (5.5%) ,oesophagus (4.4%) and
mouth (3.9%) are the five most common sites.

Gupta, M.C et.al.,( 2005)

Cancer of the cervix is the second most common cancer among
women world wide, with an estimated 524,000 new cases in 1995.
Developing countries, where it is of ten most common cancer among
women, account for 80% of cases. Wide variations in incidence and

mortality from the disease exist between countries.

Park,K., (2007)



"Cervical cancer caused by HPV comprises over 34% of cancers
among women in India, making it the most common. Of this, 70% of the
cancers are said to be caused by two strains of the virus — HPV 16 and
HPV 18 — against which a vaccine has been developed," explained Dr
Neerja Bhatla, additional professor of the Department of Obstetrics and
Gynecology at the AIIMS.

Neerja Bhatla.,(2003)

In most of the developing countries including India. Carcinoma
of the cervix is the most common malignancy in female and a major
public health problem. It ranks first, the second being breast carcinoma.

The ratio between breast carcinoma and cervical carcinoma being 1:3

Dutta, D.C., (1994)

Cervical cancer is easily detected in the pre - invasive or cervical
intraepithelial neoplasia (cin) phase by cervical cytology. Cervical
cancer is thus perhaps the only cancer that is preventable, yet in many
parts of the developing and underdeveloped world cervical cancer is
diagnosed in a late stage and as a consequence results in a high
mortality. About 50% of all women in the industrialized countries
would have had at least one pap smear test during a 5 year period

compared to only 5% in developing countries. In contrast cervical



cancer continues to be a leading cause of Mortality and morbidity in
developing countries.

Arul kumaran ,et.al., (2005)

Cervical Cancer is the commonest malignancy in female in India.
Tata memorial hospitals, Bombay shows incidence of cancer in female
as cervical 39% ,corpus and ovarian 1%, each vulva and vagina 1% each
and that of breast 18%.

Dawn ,C.S., (1997)

Women are the sustaining force of the Individual, Community and
Nation. Women burdened with ill health will not be able to provide
primary care to their children, parents and elderly, unless women are
educated about their basic human right to health and development. The
most frequent sites of cancer in women are the cancer of the uterine
cervix, Breast and oral cancer, which are preventable by adopting to
several healthy life styles, behavioral modifications which are essential

in order to prevent the risk of developing cancer.

Prabhakar , A.K., et.al ., (2002)



NEED FOR THE STUDY :-

World health organization had estimated the world wide
prevalence rate of cervical cancer to be 2, 274, 000 cases. The incidence
rate is 510,000 new cases per year. Cervical cancer is the second leading

cause for death, about 288,000 annually.

WHO (2003)

Cervical cancer has a major impact on women’s lives, particularly
in developing countries where it is the leading cause of cancer deaths
among women. According to the latest global estimates 493.000 new
cases of cervical cancer occur each year among women, and 274.000
women die of the disease annually. Four out of five new cases, and a
similar proportion of deaths, occur in developing countries ,where
screening programs are not well established or effective.

Shantha,V.,(2003)

There is wide range of geographical variation in the incidence of
major genital malignancies. The reason is far from clear. In USA(1985)
cancer of the ovary and uterus accounts for 51% of all cancers among
females. These sites accounted for 28% of all deaths caused by cancer. In
most of the developed countries, cancer of cervix tops the list in female

malignancies. There is also not only wide variation in the incidence but



also in the distribution and life time risk of a major genital

malignancies.

Dutta,D.C., (1994)

South Australia recorded a lower incidence of cervical cancer
than comparison countries in 2002. The highest incidence was in

Southern Africa, which was about six time the South Australian rate.

Globocan,(2002)

Cervical cancer is much more common in Asia than the quarter of
a million new cases recorded each year, according to an expert, who
says government should consider vaccinating all women because
screenings are too costly. Asia recorded around half of the world’s
500,000 new cases each year, but women in swathes of the continent

lacked access to proper medical services.

Venugopal, T .C.,( 2007)

According to official statistics over 1,00,0000 new cervical cases
are recorded in china every year, a counting for one fifth of the world’s
total.

Lang Jinghe ,(2008)



To an estimated annual global incidence of 5,00,000 cervical
cancers, India contributes 1,00,000 ie 1/5 of the world burden. The
magnitude of the problem is thus more than evident. The world pattern
of cervical cancer, together with the age adjusted rate and ranking
clearly indicate that cervical cancer is predominating a problem of

poorer socio-economic societies.

Globally, cervical cancer is increasing, IARC shows that 15
million cases in the year 2020. Cervical cancer is highly preventable and
suitable for primary prevention. There are estimated 500, 000 cases of
cervical cancer every year worldwide, of which 80 percent occur in
developing countries. In India, 20-70 percent of female reproductive
tract cancers are cervical cancers. There are approximately 130,000 new

cases of cervical cancer in India.

Pal, S.K, et.al .,(2004)

Cervical cancer is the commonest cancer among middle aged
women in India, says Dr. Ranajit senior gynecologist and menopausal
consultant in the northwestern Indian city of chandigor that the
incidence of this cancer begins to rise among Indian women in their
early 30 and around 40 - 50.

Ranajit, (2004)



Cancer of the cervix is less common than it was once because of
early detection by pap smear. Over the last 40 years, invasive cervical
cancer has decreased from 45 cases per 100,000 women to 15 cases per
100,000 women. How ever, it is still the most common female
reproductive cancer among Indian women. It occurs most commonly

between the ages of 30 and 45, but it can occur as early as age of 18.

Nalini, S.J.,(2009)

A feasibility project was conducted in south Arcot also concluded
that a rural cervical screening program was very worthwhile with a
cervical cancer pick up rate of 115.92/1,00,000 women and that a

cervical smear is desirable but not mandatory.

The data published in cancer Incidence in five continent for
various Indian registries for different periods and publication by the
Individual registry serviced as the source material. During the years
1990 - 1997, the age - adjusted incidence rates for cervical cancer varied
from 10.9 - 65.4 amongst various registries. The highest incidence was
noted is the Ambillikai registry. The age - specific incidence rates (ASIR)
for cervical cancer revealed that the disease increases from 35 yrs and
reaches a peak between the ages 55 - 64 years. In India, an organized

mass screening programme with pap smear for early detection of



cervical cancer is not in practice.

Murthy, et.al.,( 2005)

British Columbia screening campaign (2003) has estimated that
85% of the population now at risk are screened annually, with a sharp
drop in the incidence of invasive cervical cancer by about 78% and a
similar reduction in mortality. Organized screening programs in Nordic
countries have demonstrated a 50% reduction in mortality in Iceland
and Finland which have instituted nationwide screening. In Denmark,
40% coverage resulted in a 25% reduction in mortality, while in
Norway, with only 5% coverage, the mortality fell by only 10%. In the
Uk cervical cancer screening program, it is estimated that 800 lives are

saved annually at a cost of 124 million /5 year.

Tricia, S. Tang et.al., (2008) had conducted a study on Beliefs and
predictors of cervical cancer screening Among women attending a
women’s Health clinic in kolkata, India. II year Medical students
recruited 299 women from a gynecology clinic in Kolkata, India who
completed a questionnaire aggressing demographic information health
care history, pap test utilization, and knowledge, beliefs and attitudes
about cervical cancer and screening. It reveals that total of 10% had

revived a pap test at least once.
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Uterine cervical cancer is a favourable site for an effective control
program. It is easily accessible and there is usually a long latent period
of intraepithelial neoplasia which is easily recognizable by the Pap
smear. Furthermore, treatment at this stage is very effective. The
burden of cervical cancer in India, taken in the contest of the additional
problems of examination could detect 45% of early disease. It is realized
that pre cancers were missed but the introduction of aided visual

inspection may over come this.

If an awareness is created among married women and motivate
them to undergo screening, then they are in a better position to take
care of their own health and reduce the incidence of cervical cancer and
there by decrease the morbidity and mortality. The women are the
suitable group to assess the knowledge, and attitude regarding

prevention and early detection of cervical cancer.

The cervical cancer which is a preventable cancer, if the women
are educated to under go regular screening , to identify the early
symptoms of cervical cancer , seek medical attention early and treated
accordingly will reduce the incidence , decrease the morbidity and
mortality .Since cervical cancer is more common in women and those

who are sexually active, so it is a dire need to assess the knowledge,

11



and attitudes of women regarding cervical cancer which will

contribute towards developing right awareness in women.

The investigator has observed that the adult females has less
awareness about cervical cancer particularly in the community. so the
researcher felt the need for educating the adult females regarding
cervical cancer there by creating awareness which helps in prevention,

identification and early treatment of cervical cancer.

STATEMENT OF THE PROBLEM :-
A study to evaluate the effectiveness of Structured teaching
Programme in terms of knowledge and attitude regarding cervical

cancer among the adult females in Nanchiyampalayam at Dharapuram.

OBJECTIVES :-
1. To assess the pretest knowledge and attitude scores
regarding cervical cancer among the adult females.
2. To assess the post test knowledge and attitude scores
regarding cervical cancer among the females.
3. To compare the pretest and post test knowledge and
attitude scores regarding cervical cancer among the adult

females.

12



4. To find out the association between the post test
knowledge scores with their selected demographic
variables.

5. To find out the association between the post test attitude

scores with their selected demographic variables.

OPERATIONAL DEFINITIONS :-

Effectiveness :-

It means producing an intended result.

In this study it refers to determine the extent to which the
teaching program has brought the result intended that is measured in
terms of significant difference in pre and post test knowledge and

attitude scores by using statistical measurement.

Structured teaching Programme :-
It is a planned, orderly framed content to educate an individual

or group purposefully.

In this study it is a planned teaching activity for group of females
regarding definition, causes, signs and symptoms, investigations,
treatment and preventive measures of cervical cancer which will be

done by using compact disc and laptop for 45 minutes.

13



Knowledge :-

It means information gained through education. In this study it
refers to the verbal response regarding their level of understanding
among adult females about cervical cancer which is measured by

structured interview schedule and its scores.

Attitude :-

It is a way of thinking or feeling about someone or something. In
this study it refers to the expressed feeling of respondents regarding
cervical cancer which is measured by five point likert scale and its

scores.

Cancer
Cancer is a collective term describing a large group of disease

characterized by uncontrolled group and spread of abnormal cells.

Cervical cancer :-

It refers to the malignant tumor and visible lesions in the cervix.

Adult females :-
Those who are in the age group of 18-60yrs (18-40 Early adult,

40-50 middle adult, 50-60yrs older adult.

14



In this study the adult females are females who are in the age

group of 30-50 yrs, residing in Nanchiyampalayam.

HYPOTHESES :-

Hi - The mean post test knowledge scores is significantly higher
than the mean pretest knowledge scores.

H> .  The mean post test attitude scores is significantly higher than
the mean pre test attitude scores.

Hs . There will be significant correlation between post test
knowledge
scores and attitude scores.

Hs -  There will be a significant association between the post test
knowledge scores with their selected demographic variables.

Hs - There will be a significant association between the post test

attitude scores with their selected demographic variables.

ASSUMPTION :-
> The adult females may have some knowledge regarding
cervical cancer
> Knowledge influences attitude regarding cervical cancer
among the adult females.
> Structured teaching programme enhances the adult females

to improve their knowledge regarding cervical cancer.
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> Nurses have an important role in educating the adult

females regarding cervical cancer.

DELIMITATION :-
The study is delimited to
> 100 samples

> five weeks for data collection

PROJECTED OUTCOME :-

The adult females will gain adequate knowledge and develop
favourable attitude regarding cervical cancer, through the structured
teaching programme. This in turn will help the adult females to identify
the cervical cancer at an early stage and this will improve the quality of

life of the adult females.
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CONCEPTUAL FRAMEWORK

HEALTH BELIEF MODEL

Roenstoch’s(1974) and Becker and Maiman’s (1975) - addresses
the relationship between a person’s beliefs and behaviors. It provides a
way of understanding and predicting how clients will behave in
relation to their health and how they will comply with health care

therapies.

INDIVIDUAL PERCEPTIONS
PERCEIVED SUSCEPTIBILITY

According to theorist, perceived susceptibility to a disease is the
belief that one either will or will not contract a disease. Perceived
susceptibility ranges from being afraid of contracting a disease to

completely denying that certain behaviors will result in illness.

In this study adult female’s frequent sex ,multiple sexual partner,
Marriages at an early age, Low socio-economic status, Illiteracy, Active
or passive smoking, Low dietary intake of vitamin C, Long term use of
oral contraceptive, Poor genital hygiene, Multiparity are perceived

susceptibility to get cervical cancer.

17



PERCEIVED SERIOUSNESS

In this theory perceived seriousness of a disease concerns the
perception of the seriousness of the disease and its effect on the person’s
life style. This component is related to how much the person knows

about the disease and can result in a change in health behavior.

In this study the perceived seriousness refer to the adult females
perception of the seriousness of cervical cancer and its effect on their
health. This perception is influenced and modified by demographic
and socio psychological variables, perceived threats of the illness and

cues to action.

The adult females perception is influenced by the demographic
and socio psychological variables like age, educational status, , type of
family, marital status, number of children and source of health
information, occupation, income, religion, structural variables,

knowledge about cervical cancer prior contact with cervical cancer.

The perceived threat of illness refers to how for the adults females
perceive the cervical cancer as serious which may affect the way she

takes care of her self.

18



The cues to action which modifies and influences the adult
females perception is the structured teaching programme regarding
cervical cancer which explains the meaning, incidence, risk factors signs

and symptoms, cervical screening, prevention and treatment.

LIKELIHOOD OF ACTION
The theory says, the third component is the likelihood of action
that a person will take as preventive action - results from the person’s

perception of the benefits of and barriers to taking action.

Perceived benefits of action is concerned with how effective the

individual believes preventive measures will be in preventing illness.

Preventive action may include life style changes increased
adherence to medical therapies or a search for medical advice or
treatment. This factor is influenced by the person’s conviction that
carrying out a recommended action will prevent or modify the disease
and by the person’s perception of the cost and effects of performing the

health behavior

In this study perceived benefits of action is concerned with the
adult females adequate knowledge and positive attitude regarding

cervical cancer. Perceived barriers of adult females are poor knowledge,

19



negative attitude regarding cervical cancer, illiteracy, low socio-

economic status ,lack of facilities.

In this study preventive action may include doing a pap smear
once in three years ( increased adherence to medical therapies) or a

search for medical advice or treatment

In this study likelihood of taking recommended health action of
adult females are avoidance of multiple parity ,Frequent sex, Early
marriage, active and passive smoking, women’s education, Good

genital hygiene, Barrier contraceptives will prevent the cervical cancer.

MODIFYING FACTORS
According to theorist these factors interact to influence the
perceived benefits of preventive action minus the perceived barriers to

preventive action.

In this study the factors interact to influence the perceived
benefits of preventive action minus the perceived barriers to preventive
action or the demographic variables like, age, educational status,
occupation, income, religion, type of family, marital status, number of
children and source of health information and socio psychological
variables like, occupation, income, religion, structural variables

knowledge about cervical cancer prior contact with cervical cancer.

20



Individual Perception

Modifying Factors

Perceived susceptibility to
cervical cancer
> Frequent sex
- Multiple sexual partner
- Marriages at an early age
- Low socio - economic
status
- Illiteracy
- Active or passive smoking
- Low dietary intake of
Vitamin C

Demographic Variable
Age,
Educational status, ,Type of
family, Marital status, No of

children,

Source of Health Information.

v

- Long term use of oral
contraceptive

- Poor genital hygiene

- Multiparity

Perceived seriousness of cervical
cancer

A 4

Perceived threat of illness

Cervical cancer

Socio
variables
Occupation,
religion
Structural variables
- Knowledge about
cervical cancer
prior contact with
cervical cancer

psychological

income,

Likelihood of action

Cues to Action - structured teaching
programme

Meaning
Incidence
Risk factors

Signs and symptoms

Cervical screening & prevention

Treatment

A 4

Likelihood of taking
recommended health action i.e.
Avoidance of
- Multiparty
- Frequent sex
- Early marriage
- Active & passive smoking
Encourage women’s
education
- Good genital hygiene
- Barrier contraceptives




CHAPTER - Il

REVIEW OF LITERATURE

The review of literature is presented under the following

headings.
Part - 1 - Over view of cervical cancer
Part - II - a) Studies related to cervical Cancer.

b) Studies related to structured teaching program of
cervical cancer
c) significance of media in educational programme.

d) Role of nurse in prevention of cervical cancer.

PART -1 : OVER VIEW OF CERVICAL CANCER
NATURAL HISTORY :-

Cancer cervix seems to follow a progressive course from
epithelial dysplasia to carcinoma in situ to invasive carcinoma. There is
good evidence that carcinoma in situ persists for a long time, more than
8 years on an average. The proportion of cases progressing to invasive
carcinoma from pre invasive stage is not known it may average 15 - 20
years or longer. The duration of the pre invasive stage is also not

known.

Park,k.,(2007)
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DEFINITION :-
If refers to the malignant tumor and visible lesions in the cervix.
Normal epithelium <— dysplasia «— cancer in situ —> Invasive

cancer.

CAUSATIVE AGENT :-

There is evidence pointing to human Papilloma virus. Sexually
transmitted as the cause of cervical cancer. This virus was once
supposed to produce only vegetate warts, but now acknowledged as
responsible for a much wider clinical and sub clinical cessions. The
virus is found innovate then 95% of the cancers. Current evidence
suggests that the virus is a necessary but not sufficient cause of the

disease and researchers are now trying to define other co factors.

RISK FACTORS :-
Age:-

Cancer cervix affects relatively young women with incidence
increasing rapidly from the age of 25 - 45, then leveling off and finally

falling again.

23



Genital warts :-
Past and for present occurrence of clinical genital warts has been

found to be an important risk factor.

Marital status :-

Cases are less likely to be single more likely to be widowed,
divorced or separated and having multiple sexual partners. The fact
that cancer of the cervix is very common in prostitutes and practically
unknown among virgins suggests that the disease could be linked with

sexual intercourse.

Early Marriage :-
Early marriage, early coitus early child bearing and repeated

child birth, have been associated with increasing risk.

Oral contraceptive pills :-

There is renewed cancer about the possible relationship between
pill use and the development of invasive cervical cancer. A recent
WHO study finds an increased risk with increased duration of pill use

and with the use of oral contraceptives high in estrogen.
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Socio Economic Class :-
Cancer cervix is more common in the lower socio economic
groups reflecting probably poor genital hygiene.

Moorthy,et.al.,(2000)

Oqunbowale and Tosin et,al (2008) conducted a study to identify
the risk factors for cervical cancer. This study identified predictors of
cervical dysplasia and assessed the prevalence of risk factors for
cervical cancer among women of different socioeconomic classes in
Ogun State, Nigeria. In a two-phase study, self-reported information on
cervical cancer awareness, risk factors and cervical cancer screening
practices was obtained from 278 randomly selected working women. A
random subset was screened for dysplasia using visual inspection with
acetic acid (VIA). : Of the 278 women, 126 (45.3%) were semi-skilled
while 152 (54.7%) were skilled and professional workers. Median age at
first sexual intercourse was 19 years (range 13-29) and lower than the
median age at first marriage (25 years). Gonorrhea and genital warts
were the commonest reported sexually transmitted infections. Only
12.2% of the women used male condoms as their primary method of
birth control and 4.7% of the women had ever had a Papanicolaou
smear, a practice that was significantly higher among the

professional/skilled compared with semi-skilled workers (P = 0.031). Of

25



the 125 screened, 20 (16%) had positive VIA. Young age at first sex
(<=17 years) (OR = 3.7 (95% CI, 1.07-12.8)) and early first marriage (<25
years) (3.3 (1.00-10.9)) were associated with a positive VIA. Women
with lower parity (0-3) had borderline significantly increased risk of
having a positive VIA (3.1 (0.9-10.6)). Women currently over 34 years
and those without a history of sexually transmitted infections had lower

risk of positive VIA (P > 0.05

Siriha, K. Anderson et.al.,, ( 2003) had conducted a study on
cancer risk and diet in India which reported that change of diet is
among the factors that may be responsible for the changing disease
rates. Diet in India encompasses diversity unknown to most other
countries with many dietary patterns emanating from cultural and
religious teaching that have existed for thousands of year. Very little is
known however, about the role of the Indian diet in causation of cancer,
although more attention is being focussed on certain aspects of the
Indian diet, such as vegetarianism, spices, and food additives, of
particular interest of cancer prevention is the role of turmeric an

ingredient in common Indian curry spice
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Shanta, et.al., (2000) conducted a study in which the result
revealed, that the estimated new cancer cervix cases per year in 500,000
of which 79% occur in the developing countries. Cancer cervix occupies
either the top rank or cancer among cancer in women in the developing
countries, where as in the affluent countries cancer cervix, does not
even find a place in the top 5 leading cancer in women. The truncated
rate (TR) in triage group 65 - 64 yrs in Chennai, India is even higher
(99.1/1,00,000) 1982 - 95, than rate reported from cali, Colombia
(77.4/1,00,000, 1987 - 91) The cervical cancer burden in India alone is

estimated as 1,00,000 in 2001 AD.

SIGNS AND SYMPTOMS :-

Some of the symptoms are

»  White discharge per vagina

>  White discharge with blood stained
> Inter menstrual bleeding

»  Post menopausal bleeding

>  Bleeding after intercourse

27



Van Schalkwyk et,al., (2008) conducted a study in south Africa
to identify the signs and symptoms of women seaking treatment for
cervical cancer. In South Africa, in 2005-06, 100% of primary health care
clinics in South Africa had health professionals trained to conduct Pap
smears, yet the screening rate was only 1.3% and one in 26 women
develop cervical cancer during their lifetime. Many women admitted to
oncology wards ore at such an advanced stage of disease that palliation
is the only treatment option left. The purpose of this qualitative study in
2007, using semi-structured interviews with 15 women with advanced
cervical cancer, was to understand the routes they followed from first
signs and symptoms of disease to receive treatment. The willingness of

the women to be diagnosed was a positive finding

PREVENTION AND CONTROL :-
Primary prevention :-

Until the causative factors are more clearly understood there is no
prospect of primary prevention of the disease. It may be that with
improved personal hygiene and birth control, cancer of the cervix will
slow the same decline in developing countries as already experienced in
most of Europe and North America.

Dutta,D.L.,(1994)
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Secondary prevention :-

This rests on early detection of cases through screening and
treatment of radial surgery and radio therapy. The 5 year survival rate
is virtually 100% for carcinoma in situ, 79% for local invasive disease
and 45% for regional invasive disease. Cancer cervix is difficult to cure

once symptoms develop and is fatal it left on treated.

Kohli, M. et.al., (2006) conducted a study to predict the public
health impact on cervical disease by introducing human papillomavirus
(HPV) vaccination in the United Kingdom, they developed a
mathematical model that can be used to reflect the impact of
vaccination in different countries with existing screening programmes.
Its use is discussed in the context of the United Kingdom. The model
was calibrated with published data. The impact of vaccination on
cervical cancer and deaths, precancerous lesions and screening
outcomes were estimated for a vaccinated cohort of 12-year-old girls,
among which it is estimated that there would be a reduction of 66% in
the prevalence of high-grade precancerous lesions and a 76% reduction
in cervical cancer deaths. Estimates for various other measures of the
population effects of vaccination are also presented. they concluded that

it is feasible to forecast the potential effects of HPV vaccination in the
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context of an existing national screening programme. Results suggest a

sizable reduction in the incidence of cervical cancer and related deaths.

D.Saranath et.al.,, (2003) conducted a study on district level
cervical cancer, Early detection program in south arcot was initiated in
1992 and funded by the government of India. The objectives were to
train all women doctors in the district and taluk hospitals and primary
health centers in the early detection of cervical cancer, to train VHNSs in
visual inspection and digital examination for detection of an abnormal
cervix and to take a pap smear. The project trained 258 doctors, 672
village health nurses and 30 block health educators. 59,314 women were
screened 854 pap smears were done for those with an abnormal cervix,
visual inspection and 20 pre-cancers were detected, with a pick-up rate
of 230/1,00,000 screened. In addition 310 clinical cervical cancers were

detected (12.3% early and 87.7% late disease)

COMPLICATION :-

It has been estimated that average span of life after development
of symptoms for carcinoma cervix is about 18 months, if the patient is
left untreated. The cause of death due to complications may be the
following Renal failure, uraemia following urethric obstruction. This

was an important cause of deaths for more than 50% cases
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hydronephrosis & pyelonephritis are the preceding lesions for this
complication. However currently on treatment this complication is
getting less haemorrhages due to erosion of the pelvic vessels,Pain
cachexia & exhaustion, Septic peritonitis and Visceral metastasis. other
complications may vesicovaginal and rectovaginal fistulae pyometra
pelvic inflammation severe anaemia and fever.

Arul Kumaran, et.al.,(2005)

PART -1I

A.STUDIES RELATED TO CERVICAL CANCER.

Ashing Giwa T.K. et.al (2008) conducted a study on cervical
cancer survivorship in a population based sample. The purpose of the
study is to utilize a multidimensional framework to assess health
related quality of life and its salient predictors among a population
based sample of cervical cancer survivors. A cross sectional design was
used with a population based sample ascertained from the California
cancer surveillance program. The results reveals that participants were
560 cervical cancer survivors English speaking Latina (n=88), Spanish.
Speaking Latina (n=199) and European (n=273) Americans. They
concluded that these cervical cancer survivors reported poor to

moderate with persistent psychosocial challenges.
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Wright et.al., [2007] stated the American society for coloscopy
and cervical pathology guidelines for the management of women with
abnormal cervical cancer screening tests noted that HPV testing is
incorporated into the management of their initial evaluation with
colposcopy and endometrial sampling. It reveals that colposcopy is
recommended for women who subsequently test positive for HPV
DNA or who are found to have greater on their repeate cytologic tests

both tests are negative, women can return to routine cytologic testing.

Nancy,]J.Burke,et.al., [2006] states Cervical epithelium provides
a protective to the virus to subvert the immune responses. The absence
of an inflammatory milieu in the cervix makes the resident dendrite and
langerhan cells tolerogenic to HPV antigens. CD4+ cells predominated
in regressing cervical intraepithelial neoplasia lesions, whereas CD8+
cells were dominant in invasive carcinoma. A reduced expression of T
cell signaling molecule T-cell receptor zeta chain was observed in CD8+
lymphocytes. Decreased numbers of NKG2D expressing natural killer
and T cells were present in patients with cervical cancer and cervical
intraepithelial neoplasia. Increased frequencies of CD4+ CD25+ FoxP3+
T regulatory cells were observed in patients with cervical cancer. The

Nrp-1+Treg showed greater suppressive activity. A network of Trig and
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indoleamine 2, 3-dioxygenase expressed in tumor cells facilitates

immune escape of tumor cells.

Moreira, E.D, et.al., (2006) Conducted a study to assess the
knowledge and attitude about human papilloma virus (HPV) cervical
cancer, and papanicolaou (pap) smears among young women. A
questionnaire was administered to 204 women aged 16 - 23 years,
attending a public clinic. Data were gathered on socio demographic
characteristics, knowledge, and attitudes related to HPV, overall, 92% of
women reported current/previous sexual activity, 42% perceived
themselves at high risk of acquiring a sexually transmitted disease, 67%
did not know that HPV can cause cervical cancer (warts, and only 10%
acknowledge that HPV might lead to cervical cancer. In general,
women had a poor knowledge on HPV diagnosis / Treatment,
condyloma signs, and pap smear test. The main reasons for not having
a pap smear test done before were embarrassment (63%) and fear of
pain (6%) knowledge of HPV infection and cervical cancer was low in

this urban young population.

Nancy J. and Burke et.al (2004) conducted a study on
Development of a cervical cancer control outreach program for
Vietnamese immigrants. Cervical cancer incidence rates are higher

among Vietnamese American women than among any other
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race/ethnic group in the United States. High rates of cervical cancer are
associated with low rates of Papanicolao (Pap) testing adherence
methods. Twenty five qualitative interviews and 5 focus groups were
conducted with Vietnamese women. Interviews and focus groups
revealed unanticipated information about socio cultural influences on
women’s beliefs about risk factors for cervical cancer. These data were

utilized to develop culturally appropriate outreach materials.

Indian cancer registry (2002) A study undertaken by the Nargis
dutt memorial cancer hospital at Barshi, demonstrated a significantly
higher percentage of women with early stage cancers reporting for
treatment is the intervention arm, 66% with stage I and II disease
compared with 25% in the control arm. The intervention group was
provided with an effective education and awarness program; no such
programs existed in the control group. This highlights the vital role of

education in any prevention program.

B. STUDIES RELATED TO TEACHING PROGRAM OF CERVICAL
CANCER.

Navarro et.al., [2007]. conducted a study of breast and cervical
cancer screening information through a community health advisor
program targeting Latino women of low socioeconomic level and low

level of acculturation in San Diego, California. Seventeen community
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health advisors ("consejeras") were recruited and trained to conduct
educational group sessions. Each consejera recruited peers from the
community to participate in the 12 sequential weekly sessions (i.e.,
primary participants). In addition, each of the primary participants
identified up to two friends and/or family members (i.e., "learning
partners") with whom they intended to share the cancer education
information received. Pretest and posttest telephone surveys were
conducted between 1996 and 1997. A total of 311 primary participants
completed the pretest and 285 the posttest. Among the learning
partners, 269 completed the pretest and 222 the posttest. It reveals that
knowledge about breast and cervical cancer and self-reported use of
screening tests increased among primary participants and learning
partners. However, the increase was not statistically significant in
mammography screening among participants 40 years old or older.
Overall, increases in knowledge were more pronounced among primary

participants when compared to learning partners

Kulukulualani and Braun M,, et.al., [2006] conducted a study to
develop and test brochures The Study followed a participatory four-
step protocol, involving more than 200 health providers and clients, to
develop and test culturally targeted brochures on skin, oral, cervical,

prostate, and testicular cancers. The final products featured Hawaiian
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faces, scenes, words, and activities. They proved more attractive than
existing materials, in particular to younger Hawaiians, and posttests

suggested good comprehension of intended messages.

Perkins, et.al., [2006] conducted a study to evaluate a community
based education program. This study examined changes in knowledge
and behavior after a community-based cervical cancer education
program in Honduras. The program consisted of radio broadcasts
targeting rural women and presentations to community nurses. The
effectiveness of the radio broadcasts was assessed using a cross-
sectional design (control groups n = 124, n = 243; intervention group n =
233). A pre-/post-test design was used to evaluate the nurses' training
program (n = 32). A subset of nurses (n = 16) was retested two years
later. Evaluation included t tests, chi-square and Fisher exact analyses.
It reveals that the radio broadcast increased the proportion of women
who were familiar with the term "cervical cancer," who could identify
means of preventing cervical cancer, and who understood the purpose
of the Pap smear. In addition, older and under-screened women were
successfully recruited for screening via radio. The nurses' program
improved understanding of the correct use of the Pap smear, the age-

related risk of dysplasia, and the proper triage of abnormal results. The
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nurses retained a significant amount of knowledge two years after this

training.

Duggan P.M., et.al., [2006] conducted a comparative study to
evaluate the EVS and Traditional teaching method regarding cervical
cancer. Electronic Voting Systems have been used for education in a
variety of disciplines. Outcomes from these studies have been mixed.
Because results from these studies have been mixed, we examined
whether an EVS system could enhance a lecture's effect on educational
outcomes. A cohort of 127 Year 5 medical students at the University of
Adelaide was stratified by gender, residency status and academic
record then randomized into 2 groups of 64 and 63 students. Each
group received consecutive 40-minute lectures on two clinical topics.
One group received the EVS for both topics. The other group received
traditional teaching only. Evaluation was undertaken with two, 15-
question multiple-choice questionnaires (MCQ) assessing knowledge
and problem solving and undertaken as a written paper immediately
before and after the lectures and repeated online 8-12 weeks later.
Standardized institutional student questionnaires were completed for
each lecture and independent observers assessed student behavior
during the lectures. Lecturer's opinions were assessed by a

questionnaire developed for this study. It reveals that two-thirds of
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students randomized to EVS and 59% of students randomized to
traditional lectures attended. One-half of the students in the EVS group
and 41% in the traditional group completed all questionnaires. There
was no difference in MCQ scores between EVS and traditional lectures
(p = 0.785). The cervical cancer lectures showed higher student ranking
in favour of EVS in all parameters. The breast cancer lectures showed
higher ranking in favour of traditional lectures in 5 of 7 parameters (p <
0.001). The observed higher-order lecturer-students interactions were

increased in the EVS lecture for one lecturer and reduced for the other.

Jayanthi .V. (2008) conducted a study to assess the knowledge,
attitude and practices of married women (18 - 45 years) in the
prevention and early detection of cervical cancer in Begur village, of
Bangalore. The total number of 100 sample was selected by Purposive
sampling technique. The findings of the study revealed that overall
mean knowledge of mother (48.4 percent) was found inadequate about
the prevention and early detection of cervical cancer and overall
attitude of women (74.8 percent) was found, ( 17 percent) were negative
attitude about cervical cancer. Overall mean practices scores was (55.9
percent) showed that women had moderate practices and further the
practice of respondents assured at 68.3 percent practices in relation to

the prevention of cervical cancer.
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C.SIGNIFICANCE OF MEDIA IN EDUCATIONAL PROGRAMME:
Medias are sensitive tools used in teaching and as avenues for

learning. These are planned educational materials that appeal to the

senses of the people and quickens learning, facilitates for clear

understanding.

Neeraja, KP.,(2003)

Audio visual aids or devices or technological media or learning
devices are added devices that help the teacher to clarify, establish,
correlate and coordinate accurate concepts, interpretations and
appreciations and enable him to make learning more effective,
interesting, inspirational, meaningful and vivid. These are the stimuli
for learning “why’, “how’, “‘when” and “where’.

Basavanthappa, B.T.,(2003)

Mass media are a “one-way” communication. They are useful in
transmitting messages to people even in the remotest places. The
number of people who are reached usually count in millions. Their

effectiveness can give high returns for the time and money involved.

Park, K., (2007)
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Dewey defines Media as a process of sharing experience till it
becomes a common possession. It modifies the disposition of both the

parties who partake it.

Stanford University states that media is concerned with all the

ways in which information and ideas are exchanged and shared.

The media can be the spoken word, signal, gesture, picture,
visual display, print, broadcast, film, all the signs and symbols by which
human try to convey meaning and value to one another.

Wilber schramn, (2007)

The media is based on application of electromechanical
equipments for instructional purposes. These includes computers,
radio, motion pictures, over head projector, slides, tap recorder,

television, compact disc and laptop.

Mock, J., et.al., [2007] conducted a study to promote cervical
cancer screening among Vietnamese American women in Santa Clara
County, Calif. In 2001-2004, they recruited and randomized 1005
Vietnamese American women into 2 groups: lay health worker outreach
plus media-based education (combined intervention) or media-based
education only. Lay health workers met with the combined intervention

group twice over 3 to 4 months to promote Papanicolaou (Pap) testing.
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they used questionnaires to measure changes in awareness, knowledge,
and Pap testing .It reveals that testing increased among women in both
the combined intervention (65.8% to 81.8%; P<.001) and media-only
(70.1% to 75.5%; P<.001) groups, but significantly more in the combined
intervention group (P=.001). Among women never previously screened,
significantly more women in the combined intervention group (46.0%)
than in the media-only group (27.1%) obtained tests (P<.001).
Significantly more women in the combined intervention group obtained
their first Pap test or obtained one after an interval of more than 1 year
(became up-to-date; 45.7% to 67.3%, respectively; P<.001) than did those
in the media-only group (50.9% to 55.7%, respectively; P=.035).
Combined intervention motivated more Viethnamese American women
to obtain their first Pap tests and to become up-to-date than did media

education alone.

Perkins, et.al., [2006] conducted a study to evaluate a
community based education program. This study examined changes in
knowledge and behavior after a community-based cervical cancer
education program in Honduras. The program consisted of radio
broadcasts targeting rural women and presentations to community
nurses. The effectiveness of the radio broadcasts was assessed using a

cross-sectional design (control groups n = 124, n = 243; intervention
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group n = 233). A pre-/post-test design was used to evaluate the nurses'
training program (n = 32). A subset of nurses (n = 16) was retested two
years later. Evaluation included t tests, chi-square and Fisher exact
analyses. It reveals that the radio broadcast increased the proportion of
women who were familiar with the term "cervical cancer," who could
identify means of preventing cervical cancer, and who understood the
purpose of the Pap smear. In addition, older and under-screened
women were successfully recruited for screening via radio. The nurses'
program improved understanding of the correct use of the Pap smear,
the age-related risk of dysplasia, and the proper triage of abnormal
results. The nurses retained a significant amount of knowledge two

years after this training.

Media plays a vital role in educating the people in the
community. Based on the literature and previous research studies, the
investigator has selected the compact disc and laptop as Audio-Visual

Aid in the present study.

D. ROLE OF NURSE IN PREVENTION OF CERVICAL CANCER
Community health nurse to observe, react and take action with
respect to determinants of health of individual, family and community

at large. Community health nurse has a better chance to make
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observations of all these factors since she has more opportunities to
contact people in their living places and clinic setting than any other

member of the health team.

Teaching and training is the basic task of nursing. It is one of the
important and key functions of community health nurses. They educate
individuals, families and community not only when they are sick or
have any health problem but also when they are well, but require help
to promote health and prevent illness. The ultimate aim of community
health nursing is to help to promote health knowledge, modify health
attitude, health behavior and develop competence to become self
dependant, self reliant in dealing their health matters etc. This is
achieved through health education. So any intervention which is taken
for individual, family and community is done by educating them.

Education may be planned and structured.

A key aspect of nursing care includes education about reducing
the risk factors for cervical cancer. Young women need to be informed
that early sexual activity and multiple sexual partners place them at
increased risk for cervical cancer. Avoiding sexually transmitted disease
exposure can reduce risk. The importance of regular, frequent pap

smears should be emphasized,
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CHAPTER - Il

METHODOLOGY

This chapter deals with methodology adopted for the study. It
includes research approach, research design, population, criteria for
sample selection, sample and sampling technique, instrument,

collection and data analysis.

RESEARCH APPROACH :-

Evaluative research approach was used to conduct this study.

RESEARCH DESIGN :-
The design for this study was pre experimental design.(ie) one

group pre test and post test design.

SCHEMATIC REPRESENTATION :-

Group Pretest | Intervention | Post test

Group | O X O

The symbols used are explained as :
O - Collection of demographic data, assessment of the level of
knowledge and attitude regarding cervical cancer before

structured teaching programme.
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X - structured teaching programme was done in the form of
health teaching to the adult females, using compact disc
and laptop.

O - Post test to assess the level of knowledge and attitude
regarding cervical cancer, after giving the structured

teaching programme.

SETTING :-

The study was conducted in urban area in Nanchiyampalayam
which comes under Dharapuram block. The total population is 6770.In
this the adult females are 1200. The area consists of 7 streets. The main

occupation of the people of Nanchiyampalayam is coolie.

POPULATION :-

Population of this study is adult females.

SAMPLE
Sample of this study are adult females who are residing in

Nanchiyampalayam.

CRITERIA FOR SAMPLE SELECTION :-
Inclusion Criteria :-
» The adult females who are in the age group of 30-50 yrs.

» The adult females who are available at the time of data collection.
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» The adult females who knows Tamil.

Exclusion Criteria :-
» The adult females who are blind and deaf.

» The adult females who are sick at the time of data collection.

SAMPLE SIZE ;-
The study consists of 100 adult females who are available during

the data collection period and fulfills the inclusion criteria.

SAMPLING TECHNIQUE :-
Non-probability, purposive sampling technique was used to

select the samples.
A) THE DISCRIPTION OF THE TOOL

The instrument consists of 3 parts.

Part-1:-
It consists of demographic variables, viz age, education,
occupation, income, religion, type of family, marital status, no of

children, and source of health information.

Part - 11 :-
It consist of structured interview schedule to assess the

knowledge regarding cervical cancer. It has 25 multiple choice
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questions. Each questions has four options out of which one is correct

answer.

Part-I11

Consists of five point likert scale to assess the attitude
regarding, cervical cancer among adults females. It has 10 items out of
which 6 are positive statements and 4 are negative statements.

Scores were interpreted as follows :

Level of knowledge Scores Percentage
Adequate 17-25 67 - 100%
Moderately adequate 9-16 31 - 66%
Inadequate 0-8 <33%

PART - III

Five point likert scale consists of 10 statements to assess the
attitude regarding cervical cancer among adult females.. Total score is

50.
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For the positive attitude questions the score is measured as follows :

Strongly Agree ; 5
Agree : 4
Uncertain : 3
Disagree : 2
Strongly disagree : 1

For the negative attitude questions the score is measured as follows :

Strongly Disagree ; 5
Disagree : 4
Uncertain ; 3
Agree ; 2
Strongly Agree : 1

SCORES WERE INTERPRETED AS FOLLOWS :

Level of attitude Scores Percentage
Favourable 34 -50 > 66 %
Moderately Favourable 18 -33 34 - 66%
Unfavourable <17 <33%
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VALIDITY AND RELIABILITY OF THE TOOL :-
Validity :-

The validity of the tool was established in consultation with four
nursing experts in the field of community health nursing and one
community medicine. The tool was modified according to the

suggestions and recommendations of the experts.

Reliability :-

The reliability of the structured interview schedule on knowledge
questionnaire was assessed by testing the stability and internal
consistency. Stability was assessed by test retest method using Karl
pearson Co-efficient formula. The value was found to be reliable
(r=0.89).Internal consistency was assessed by using spilt half technique
where spearman’s brown prophecy was used. The value was found to
be reliable(R=0.88) Hence the structured interview schedule was found

to be reliable.

The reliability of the five point likert scale was computed by test
retest method. Karl pearson’s formula was used and the value was
found to be reliable (r=0.88) The split half method, where the spearson’s
prophecy formula was used to find out the internal consistency of the

tool and found to be reliable (R=0.88).
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Pilot Study :-

The Pilot study was conducted on 10 samples, for a period of one
week in Kamarajapuram, At Dharapuram. Oral consent was obtained
from the participant after explaining the purpose of the study. The
Samples who met the inclusion criteria were selected by convenience
sampling method and the study was conducted. On the first day
demographic variables, knowledge and attitude regarding cervical
cancer were assessed for 30-40 mts through a structured interview
schedule and followed by that a structured teaching programme was
given for 40-45 minutes, as group teaching for 5-6 adult females by
using a compact disc and laptop. The effectiveness of the structured
teaching was assessed through a post test on the seventh day with the
same instrument. The data were analyzed and the findings showed that
the mean post test knowledge score ( 20 ) was higher than the mean
pretest knowledge score ( 9.5 )and the mean post test attitude score
(27) was higher than the mean pretest attitude scores (18.1) and found

it was feasible and practicable to conduct the main study.

DATA COLLECTION PROCEDURE:
The study was conducted in Nanchiyampalayam, Dharapuram
which is urban area. The written permission was obtained from the

municipal health officer, Dharapuram. The data was collected in the
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month of August, for the period of five weeks. Oral consent was
obtained from the participant. Per day 5-6 adult females were
interviewed by the investigator. The investigator maintained good
rapport, collected demographic data and conducted pre test by using
structured interview schedule for 45 minutes to assess the knowledge of
the adult females regarding cervical cancer and five point Likert scale
used to assess the attitude of the adult females. On the same day
structured teaching was given to 5-6 adult females for 45 minutes
regarding cervical cancer by using compact disc and laptop. On the
seventh day post test was done using the same structured interview
schedule and likert scale to assess the knowledge and attitude of adult

females after structured teaching programme.

Data analysis :-
The data related to assessment of knowledge and attitude
regarding cervical cancer of adult females was analyzed in terms of

descriptive statistics and inferential statistics.

Statistical methods :
The statistical methods used for analysis are both descriptive and

inferential statistics analysis methods.
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SL. Data
Methods Remarks
No analysis
1. | Descriptive | Frequency To assess the demographic variables of adult
statistics percentage females.
Mean, To assess the pre and post test knowledge
Standard and attitude regarding cervical cancer.
deviation
2. | Inferential |z’ test To evaluate the effectiveness of structured
statistics teaching programme regarding cervical
cancer among adult females.
Karl pearson |To  determine  relationship  between

coefficient knowledge and attitude regarding cervical
formula cancer

Chi-square To find out association between adult
test females knowledge scores regarding cervical

cancer with their demographic variables.
To find out association between adult
females attitude scores regarding cervical

cancer with their demographic variables.

Protecting human subjects :-

The proposed study was conducted after the approval of

dissertation committee of the college. The written permission was

obtained from municipal health officer, Dharapuram. Oral consent of

each subject was obtained before starting the data collection.

Confidentiality was maintained throughout the study.
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CHAPTER - IV

DATA ANALYSIS AND INTERPRETATION

This chapter deals with the analysis and interpretation of the data
collected to assess the effectiveness of the structured teaching
Programme on knowledge and attitude of adult females regarding

cervical cancer.

Data were collected from 100 adult females in
Nanchiyampalayam using structured interview schedule and attitude
five point likert scale. The data were obtained, analyzed and presented

under the following headings.

The data has been tabulated and organized as follows.

Section A: Distribution of demographic variables.

Section B: Comparison between pre and post test knowledge and
attitude scores regarding cervical cancer among adult
females.

Section C: Correlation between post test knowledge scores with
attitude scores regarding cervical cancer = among adult

females.
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Section D: Association between post test knowledge scores with the
selected demographic variables of adult females.
Section E: Association between post test Attitude scores with the

selected demographic variables of adult female.
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Section - A: DISTRIBUTION OF DEMOGRAPHIC VARIABLES.
Table: 1 Frequency and percentage distribution of demographic

variables of adult females.

N=100

SL

No Demographic variables Frequency %
1 AGE
1.1 30- 35 years 36 36
1.2 36 -40 years 35 35
1.3 41 - 45 years 17 17
1.4 46 -50 years 12 12
2 Education
21 No formal education 29 29
22 Primary education 35 35
2.3 Secondary education 20 20
2.4 Higher Secondary education 8 8
25 Graduates 8 8
3 Occupation
3.1 Coolie 31 31
3.2 House wife 39 39
3.3 Farmer 18 18
34 Others 12 12
4 Income
4.1 Rs. 1000 - 1500/ - 35 35
4.2 Rs. 1501 - 2000/ - 29 29
43 Rs. 2001 -2500/ - 22 22
44 Rs. 2500 above 14 14
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SL

No Demographic variables Frequency %
5 Religion
51 Hindu 48 48
52 Christian 30 30
53 Muslim 22 22
6 Type of family
6.1 Joint family 43 43
6.2 Nuclear family 57 57
7 Marital status
7.1 Married 82 82
7.2 Unmarried 6 6
7.3 Widow 8 8
7.4 Divorce 4 4
8 Number of children
8.1 No child 7 7
8.2 One 35 35
8.3 Two 45 45
8.4 3 above 13 13
9 Source of information
9.1 Radio programme 17 17
9.2 Television programme 21 21
9.3 Relatives, friends, 33 33
9.4 family members 17 17
9.5 Health Personnel 12 12
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The table 1 showed that distribution of adult females by

demographic variables.

The majority the adult females 36(36%) were belonged group of
below 30 - 35 years, 36 -40 years females were 35 (35%), 41 -45years
adult females were few 17 (17%) ,46 -50years adult females were very

few 12 (12%).

There were 29(29%) adult females who had no formal education,
35(35%) of the adult females studied primary education, 20 (20%) of the
adults studied secondary education 8(8%) of the adult females studied

higher education ,very few 8(8%) adult females were graduates.

The data showed that the most 31(31%) of the adult females were
coolie, Majority 39(38%) of the adult females were house wives 18 (18%)
of the adult females were farmer, very few 12(12%) of the adult females

were self employees.

The data showed that the majority 35 (35%) of the adult females
had income between Rs. 1000 - 1500/-, 29(29%) of the adult females had
income between Rs. 1501-2000/-,22(22%)-of the adult females income
between Rs.2000 - 2500/-, very few 14(14%) of the adult females had

income of above 2500Rs.
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The highest number 48(48%) of the adult females were Hindus,
Few 30(30%) of the adult females were Christian very few 22 (22%) of

the adult females were Muslims.

Majority of the adult females 57 (57%) belonged to nuclear
family. Most number 43 (43%) of the adult females belonged to Joint

family.

The Majority 82(82%) of the adult females were married, very few
6(6%) of the adult females were unmarried, 8(8%) of the adult females

were widow, 4(4%) of adult females were Divorced.

The data showed that the majority 7(7%) of the adult females had
no child, 35(35%) of the adult females had one child 45(45%) of the
adult females had 2 children and very few 13(13%) of the adult females

had above 3 children.

The majority of the adult females 17(17%) had health information
from Radio programs 21(21%) of the adult females had health
information from television programs 33(33%) of the adult females had
health information from newspaper and magazines. 17(17%) of the
adult females had health information from family members relatives
and friends very few 12(12%) of adult females had health sources

information from health care Personal.

58



Percentage

100 -
90 -
80 -
70 -
60 -

00" 360 35%

30 .
20 ' 17% 12%

0 =
0

30-35 36-40years 41-45years 46-50years
years

Age

Fig: 2 Percentage distribution of adult females according to their age.
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Fig : 3 Percentage distribution of adult females according to their education
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Fig: 4 Percentage distribution of adult females according to their occupation.
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Fig:6 Percentage distribution of adult females according to their religion
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Fig: 9 Percentage distribution of adult females according to their number of children
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SECTION B: COMPARISON BETWEEN PRE AND POST TEST

KNOWLEDGE SCORES REGARDING CERVICAL CANCER

AMONG ADULT FEMALES.

Table 2:

Compare the pretest and post test knowledge scores regarding

cervical cancer among adult females.

N=100
Pretest Posttest
Level of knowledge
f % f %
Adequate knowledge 4 4 55 55
Moderately Adequate knowledge 26 26 36 36
Inadequate knowledge 70 70 9 9
Total 100 100 100 100

Table 2 showed that, in pretest 70 (70%) had Inadequate

knowledge, 26 (26%) had moderately adequate knowledge and 4 (4%)

of the adult females had adequate knowledge regarding cervical cancer.

In posttest 55(55%) had adequate knowledge, 36(36%) had

moderately adequate knowledge and 9(9%) had inadequate knowledge

regarding cervical cancer.
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Fig-11 Percentage distribution of pre test and post test knowledge scores regarding cervical cancer among adult

females
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Table 3:

Compare the pretest and post test attitude scores regarding

cervical cancer among adult females.

N=100
Pretest Posttest
Level of attitude

f % f %
Favourable attitude 15 15% 53 53%
Moderately

37 37% 43 43%
Favourable attitude
Unfavoruable attitude 58 58% 4 4%
Total 100 100 100 100

Table 3 showed that, in pretest 15(15%) had favourable attitude,
37(37%) had moderately favourable attitude, and 58(58%) had

unfavouruable regarding cervical cancer.

In post test, 53(53%) had favourable attitude and 43(43%) had
moderately favorable attitude and 4 (4%) had unfavoruable regarding

cervical canner.
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Fig-12 Percentage distribution of pre test and post test Attitude scores regarding cervical cancer among adult

females.
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Table: 4

Comparison of mean SD and “Z"” test value of pre and post test

Knowledge scores among adult females.

N= 100
SL Table
Variable Mean SD ‘7z
No Value
1. Pretest 8.59 3.13
14.42 1.96
2. Post test 15.58 3.70
df-99 p<0.05

The table 4 showed that mean pretest and post test scores of the
adult females regarding cervical cancer were 8.59 (SD + 3.13) and 15.58
(SD + 3.70) respectively. The post test mean scores was higher than
the pretest mean score. The ‘z’ value is 14.42 which was significant at

0.05 level.
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Table-5

“u_
Z

Comparison of mean SD and test value of pre and post test

attitude scores among adult females.

N=100
SL Table
Variable Mean SD ‘7
No Value
1. Pretest 18.83 5 1.96
23.35
2. Post test 31.79 243
df =99 p<0.05

The table 5 showed that mean pre test and post test attitude
scores regarding cervical cancer among adult females were 18.83
(SD(+ 5) and 31.79 (SD(+ 2.43) respectively. The mean post test attitude

score was higher than the mean pretest attitude scores. The ‘z”value is

23.35 which is significant at 0.05 level.
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Section - C: CORRELATION OF POST TEST KNOWLEDGE

SCORES WITH ATTITUDE SCORES AMONG ADULT FEMALES.
Table - 6
Correlation between the mean Post test knowledge and attitude

scores among adult females.

N=100
Co- Efficient
SL Table
Variable Mean Scores of co -
NO Value
relation
1 Knowledge
15.58
2 Attitude 0.92 0.1946
31.79
Df =98 P <0.05

Table 6 showed that there was positive correlation (r=0.92)
between mean post test knowledge and attitude scores regarding

cervical cancer among adult females.
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Section -D: ASSOCIATION BETWEEN POST TEST KNOWLEDGE

SCORES REGARDING CERVICAL CANCER AMONG ADULT

FEMALES WITH THEIR SELECTED DEMOGRAPHIC VARIABLES.

Table -7

Association between Post test knowledge scores regarding

cervical cancer among adult females with their selected demographic

Variables.
N=100
Level of Knowledge
Moderat ©
. 9
SL Demographic Adequ- ely Inadeq | 2 Table §
No Variables ate Adequat uate Value .,9:_-1
e
F | % F % | F %
D | AGE
L1130 35 years 19 [19] 15 |15 2 | 2
L2136 40years 20 20 12 |12| 3 | 3 |001 |338
13| 41 45 years 1n|11| 5 | 5]1|1 [NS]
L4146 50 years 5 5| 4 | 4|33
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2) Education

2.1 | No formal education 12 |12 11 (11| 6 | 6

2.2 Primary Education 24 1241 11 |11 | - -

2.3 | Secondary Education 919 8 8 1313

2.4 | Higher Secondary 2.55 |3.38
Education 4 | 4 4 4 | - - [NS]

2.5 Graduate 6 6 2 2 - -

3) Occupation

3.1 Coolie 18 |18 | 10 |10 | 3 3

3.2 | House wife 24 124 13 13| 2 | 2

3.3 | Farmer 88| 9 |9|1|1]2%35) 338

3.4 | Others 515 4 4 1 3] 3 [NS]

4 Income

4.1 | Rs.1000- 1500 17 (17 15 |15 3 | 3

4.2 | Rs.1501- 2000 16 |16 | 8 8|5 1|5 3.38

43 | Rs.2001-2500 w7 711" INS]

4.4 | Rs.2500above 8 | 8 6 6 | - | -

5) Religion

51 | Hindu 24 (24| 18 |18 | 6 | 6

52 | Christian 17 |17 12 [12| 1 | 1 | 086 | 338 |[NS]

5.3 | Muslim 14 14| 6 61212
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6 Type of family
6.1 | Joint Family 21 |21| 18 |18 | 4 | 4
6.2 | Nuclear family 34 34| 18 |18 | 5 | 5 |351| 338 | [S]
7 Marital Status
7.1 | Married 44 (44| 31 (31| 7 | 7
7.2 | Unmarried 515 1 1 (-] - 1011 338 | [NS]
7.3 | Widow 5 (15| 1 1 (2] 2
7.4 | Divorce 111 3 3| - | -
8) No of children
8.1 | Nochild 4 | 4| 38 |38 |44 |44
8.2 | One child 15 (15| 1 1|5 |5 ]276| 338 | [NS]
8.3 | Two child 28 28| 3 31515
8.4 | Above3 8 | 8] 3 301 (1
9) Source of

information
9.1 | Radio Program 7171 10 |10 | - -
9.2 | Televisionprogram |13 13| 6 | 6 | 2 | 2 011 | 338 | INS]
9.3 | Newspaper, 18 |18 | 12 |12| 3 | 3

Books, magazine
9.4 | Relatives friends 10 |10 | 4 4 |33
95 | Health Personal 7 |17 4 4 1111

df-1 S=significant NS - Not Significant P<0.05
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Chi-square values were calculated to find out the association
(table 7) between post test knowledge scores regarding cervical cancer
among adult females with their demographic variables such as age,

education, occupation,

family income, religion, type of family, marital status, number of

children and source of information.

Only one demographic variable (type of family) was associated
with knowledge scores regarding cervical cancer among adult females.
Other demographic variables like age ,education, occupation, income,
religion, marital status, number of children and source of information
had no association with knowledge scores regarding cervical cancer.
Therefore, there was no significant association between knowledge

scores and demographic variables except for type of family.
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Section -E: ASSOCIATION BETWEEN POST TEST ATTITUDE

SCORES REGARDING CERVICAL CANCER AMONG ADULT

FEMALES WITH THEIR SELECTED DEMOGRAPHIC VARIABLES.

Table -8

Association between Post test Attitude scores regarding cervical

cancer among adult females with their selected demographic

variables.
N=100
Attitude
[
Sl Demographic Moderatel , Table | &
X ]
No Variables Favorable y Value | &
Favorable e
Favorable -
No % No % No %
D | AGE
1.1 |30.35 years 18 18 17 17 1 1
12 |34 _40years 15 15 19 19 1 1 417 | 3.38 [S]
1.3 | 41 45 years 11 11 4 4 2 2
L4146 50 years ? ? 3 3 ) )
2) Education
2.1 | No formal education 13 13 14 14 2 2
2.2 | Primary Education 19 19 15 15 1 1
2.3 | Secondary Education | 12 12 8 8 - - 11.09 |3.38 [NS]
2.4 Higher Secondary 5 5 3 3 - _
Education
2.5 | Graduate 4 4 3 3 1 1
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3) Occupation
3.1 Coolie 14 14 15 15
3.3 Farmer 10 10 7 7 (N.S)
3.4 Others 8 8 4 4
4 Income
411 Rs.1000- 1500 19 | 19 | 15 | 15
4.2 231
: Rs.1501- 2000 12 12 14 14 3.38 | [NS]
43 | Rs.2001-2500 14 | 14 | 8 | 8
44 | Rs.2500above 8 8 6 6
5) Religion
5.1 Hindu 24 24 21 21
0.331 3.38 | [NS]
5.2 Christian 17 17 13 13
53 Muslim 12 12 9 9
6 Type of family 3.38
. ) [NS]
6.1 | Joint Family 22 22 19 19 0.05
6.2 | Nuclear family 31 31 24 24
7 Marital Status
7.1 Married 41 41 40 40 [NS]
7.2 Unmarried 5 5 1 1 0.13 3.38
7.3 Widow 5 5 1 1
7.4 Divorce 2 2 1 1
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8) | No of children
8.1 | Nochild 1
4 4 2 2
8.2 | One child -
31 | 31 4 4 0.04
83 | Two child 2 3.38 | [NS]
12 | 12 | 31 | 31
8.4 | Above3 1
6 6 6 6
9) Source of
information
9.1 | Radio Program 10 | 10 7 7 -
9.2 | Television program | 10 | 10 | 10 | 10 1
9.3 | Newspaper, 17 | 17 | 14 | 14 2 0.33 238 [NS]
Books, magazine .
9.4 | Relatives friends 9 9 8 8 -
95 | Health Personal 7 7 4 4 1
df-1 N- Significance NS-Not significance ~ p<0.05

Chi - square values were calculated to find out the association
(table 8) between the Attitude scores regarding cervical cancer among
adult females with their demographic variables such as age, education,

occupation, income, religion, type of family, marital status, number of

children and source of information.

There was no association between education, occupation, income,
religion, type of family, marital status, number of children, source of
information. There fore no significant association was found between

attitude and demographic variables except for age.
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CHAPTER -V

DISCUSSION

The discussion chapter deals with sample characteristics and

objectives of the study.

The aim of this present study was to evaluate the effectiveness of
structured teaching programme in terms of knowledge and attitude
regarding cervical cancer among adult females in Nanchiyampalayam

at Dharapuram, Thirupur District.

Description of Sample characteristics

The majority the adult females 36(36%) were belonged group of
below 30 - 35 years, 36 -40 years females were 35 (35%), 41 -45years
adult females were few 17 (17%) ,46 -50years adult females were very

few 12 (12%).

There were 29(29%) adult females who had no formal education,
35(35%) of the adult females studied primary education, 20 (20%) of the
adults studied secondary education 8(8%) of the adult females studied

higher education ,very few 8(8%) adult females were graduates.
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The data showed that the most 31(31%) of the adult females were
coolie, Majority 39(38%) of the adult females were house wives 18 (18%)
of the adult females were farmer, very few 12(12%) of the adult females

were self employees.

The data showed that the majority 35 (35%) of the adult females
had income between Rs. 1000 - 1500/-, 29(29%) of the adult females had
income between Rs. 1501-2000/-,22(22%)-of the adult females income
between Rs.2000 - 2500/-, very few 14(14%) of the adult females had

income of above 2500Rs.

The highest number 48(48%) of the adult females were Hindus,
Few 30(30%) of the adult females were Christian very few 22 (22%) of

the adult females were Muslims.

Majority of the adult females 57 (57%) belonged to nuclear
family. Most number 43 (43%) of the adult females belonged to Joint

family.

The Majority 82(82%) of the adult females were married, very few
6(6%) of the adult females were unmarried, 8(8%) of the adult females

were widow, 4(4%) of adult females were Divorced.
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The data showed that the majority 7(7%) of the adult females had
no child, 35(35%) of the adult females had one child 45(45%) of the
adult females had 2 children and very few 13(13%) of the adult females

had above 3 children.

The majority of the adult females 17(17%) had health information
from Radio programs 21(21%) of the adult females had health
information from television programs 33(33%) of the adult females had
health information from newspaper and magazines. 17(17%) of the
adult females had health information from family members relatives
and friends very few 12(12%) of adult females had health sources

information from health care Personal.

The findings of the study are discussed according to the

objectives as follows .

1. Assess the pretest knowledge attitude scores regarding
cervical cancer among the adult females.

2. Assess the posttest knowledge and attitude scores
regarding cervical cancer among the females

3. Compare the pretest and post test knowledge and attitude

scores regarding cervical cancer among the adult females.
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4. Correlate the post test knowledge scores with attitude
scores of adult females.

5. Find out the association between the post test knowledge
scores with their selected demographic variables.

6. Find out the association between the posttest attitude

scores with their selected demographic variables

The first objective- - Assess the pretest knowledge and attitude scores
regarding cervical cancer among adult females

The assessment of knowledge regarding cervical cancer among
100 adult females revealed, 70% had inadequate knowledge in pre test.
Assessing the Attitude regarding cervical cancer among 100 adult
females 58% had unfavorable attitude in pretest. It revealed that there
was a need for structured teaching program for adult females on

cervical cancer.

This is consistent with the study findings of Shyla Isaac (2009)

where 76.7% had inadequate knowledge in pre test.

The second objective- Assess the posttest knowledge and attitude
scores regarding cervical cancer among adult females.
The assessment of knowledge regarding cervical cancer among

100 adult females shows 55% had adequate knowledge in post test.
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Assessing the Attitude regarding cervical cancer among 100 adult
females 4% had unfavorable attitude in post test. It revealed that the
knowledge and attitude had increased after structured teaching

programme.

The present study revealed that the adult females had adequate
knowledge and attitude about cervical cancer in post test. This is
consistent with the study findings of Shyla Isaac (2009) where 80% had

adequate knowledge in post test.

The third objective- compare the pre test and post test knowledge
and attitude scores regarding cervical cancer among the adult females.

The assessment of knowledge score of adult females after being
exposed to structured teaching program showed that knowledge score
had been markedly increased as evidenced by the posttest analysis.
Table 6 revealed that knowledge level of adult females in post test had
mean score of 15.58 (SD+ 3.7) which was increased compared to the
mean score of 8.59 (SD+ 3.13) in the pretest. It is significant at P < 0.05
level. Hence the hypothesis H1 was accepted (The mean post test
knowledge scores is significantly higher than the mean pre test

knowledge ).
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Table 3 showed that the attitude level of adult females in post test
had mean score of 31.79(SD+ 2.43) which was increased compared to
the mean score of 18.83(SD+ 5) in pre test. It is significant at p < 0.05
level. Hence the hypothesis H> was accepted (The mean post test
attitude scores is significantly higher than the mean pre test attitude

scores) .

The fourth objective to correlate the post test knowledge scores with
attitude scores of adult females.

There was positive correlation (r =0.92) between mean post test
knowledge and attitude scores among adult females regarding cervical
cancer (table 6) Further it could be inferred that knowledge and attitude
depends on each other. The reason might be when the knowledge is
improving, attitude also will develop positively. Hence the hypothesis
Hs was accepted (There will be a significant correlation between post

test knowledge and attitude scores).

The fifth objective to find the association between posttest
knowledge scores and demographic variables of adult females.

Chi - square values were calculated to find out the association
(table 7) between of the post test knowledge score of among adult
females with their age (x2= 0.01) education (x?= 2.55) occupation (x2=

2.35) income (x2=0.82)religion (x2 =0.86) type of family (x2 = 3.51) marital
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status (¥270.11) number of children (x?= 2.76) and health source

information (x2= 0.11)

Among demographic variables, type of family was associated
with knowledge among adult females (table 7).Other demographic
variables (age, education, occupation, income, religion, marital status,
number of children, health source information) had no association with
knowledge regarding cervical cancer. There fore there was no
significant association between knowledge and demographic variables

except for type of family.

The sixth objective to find the association between posttest attitude
scores and demographic variables of adult females.

Chi - square values were calculated to find out the association
(table 8) of between the attitude of adult females with their age (x2=
411) education (x2= 1.09) occupation (x2= 0.82) income (x2= 1.47)
religion (x2= 0.33) type of family (x2= 0.05) marital status (x2= 0.13)

number of children (x2= 0.04) and health source information (x2= 0.33).

The demographic variables age, education, occupation, income,
religion, type of family, marital status, number of children and health

source information had no association with attitude regarding cervical
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cancer. There fore, there was no significant association between attitude

and demographic variables except for age.

This study findings are contradictory with the study findings of
Mrs.Jayanthi (2008) where results of the study revealed significant
association between the Knowledge ,attitude, practice and demographic
variables such as age, occupation, family income, marital life and
number of children of respondents on prevention and early detection of

cervical cancer (P >0.05)
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CHAPTER-VI
SUMMARY, CONCLUSION, IMPLICATION, RECOMMENDATIONS

AND LIMITATION

This chapter is divided in to five aspects.
% Summary of the study

% Conclusion

% Implications for nursing

% Recommendation

+ Limitation

SUMMARY OF THE STUDY :-

The study was done to assess the effectiveness of structured
teaching programme on knowledge and attitude regarding of cervical

cancer conducted in Nanchiyampalayam, dharapuram.

The conceptual framework of the study was based on the
modified health belief Model 1975. The design used for the study was
one group pretest and post test, pre-experimental design. Non-
probability, purposive sampling technique was used to select 100
samples of the study. The instrument used for the study was structured

interview schedule and an attitude five point Likert’s scale, which was
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used before and after structured teaching programme. The data, were

analyzed employing descriptive and inferential statistics

The investigator gave brief introduction and pretest was
conducted for 45 minutes. Based on this, structured teaching
programme on cervical cancer was given immediately after the pretest,
using compact disc and laptop. Post test was done on the 7 th day using
same instrument. The data were analyzed and interpreted using
descriptive and inferential statistics.

The finding are followed as,

- Most of the (36%) adult females were in the age group of 30-

35yrs.

- Most of the (35%) adult females studied primary education.

- Almost(39% )of the adult females was house wives.

- Most of the (35%) adult females were in the income group

between Rs. 1000 - 1500 /-

- Highest percentage (48%) of the adult females were Hindus.

- Majority (57%) of the adult females were nuclear family.

- Majority (82%) of the adult females were married.

- Majority (45%) of the adult females were having two child.

- The highest percentage (33%) of adult females got health

sources information from relative and friends.
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- During pre test, majority of adult females70 (70%), had
inadequate. The highest percentage of adult females 55 (55%)
had adequate knowledge after the structured teaching
programme.

- During pre test, majority of adult females58 (58%), had
Unfavoruable attitude. The highest percentage of adult
females 53 (55%) had favoruable after the structured teaching
programme

- High degree of positive correlation was found between post
test knowledge and attitude scores (0.92).

- No significant association was found between the post test
knowledge scores with their demographic variables except for
type of family.

- No Significant association was found between post test
attitude scores with their demographic variables except for
age.

The study revealed that the knowledge and attitude scores

regarding cervical cancer was significantly higher after administration

of structured teaching programme.

Findings showed that the structured teaching programme was

effective in increasing the knowledge, and attitude among adult females
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regarding cervical cancer. Thus structured teaching programme played
an important role in improving the knowledge, and attitude among

adult females.

CONCLUSION

The study findings revealed that there was a significant
improvement in the knowledge and attitude of adult females followed
by structured teaching programme. Based on the statistical findings it is
evident that provision of such kind of structure teaching programme
will motivate the adult females and help them to acquire knowledge
(z value=14.42) and develop positive attitude (z value=23.35) regarding

cervical cancer.

NURSING IMPLICATIONS
Nursing service
% The structured teaching can be used to improve the knowledge
and attitude on cervical cancer among adult females
% Health promotion is a vital function of the nurse and nurse can
use this structured teaching programme on three levels of
prevention (ie. Primary, Secondary and Tertiary)
% Nursing personnel working in maternal child health clinic,

primary health centre, sub centre should be given in service
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education to update and improve their knowledge regarding
cervical cancer.
% The result of the study will help the nurses to enlighten their

knowledge on importance of health education.

Nursing education
% Students can utilize the structured teaching programme to give
health education to adult females.
% Teaching can motivate the students to do mini project among
adult females in various aspects.
% Students can conduct mass education programme in community
by using A.V.aids like Hand out,poster,television,laptop and

compact disc.

Nursing administration

% Nursing administrator can formulate policies that will includes
all nursing staff to be actively involved in health education
programme in their respective community areas.

% Nursing administrators can utilize the structured teaching
programme while conducting inservice education programme for
directing and motivating staff towards of cervical cancer

% Nurse administrators have more responsibility as supervisor on

creating awareness among adult females regarding prevention of
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complication by facilitating free distribution of booklets,
handouts, charts regularly to adult females health clinics in urban

and rural.

Nursing research
% This study can be effectively utilized by the emerging researchers
for their reference purpose.

% A similar study could be replicated by taking larger samples.

RECOMMENDATIONS

» An information booklet can be prepared as a teaching aid in the

D)

community.

% A similar study can be done with control group.

% A longitudinal study can be done using post test after one month,
six months and one year to see retention of knowledge.

% A similar study can be done in urban and rural areas so findings
can be compared.

% Similar study can be replicated on a large sample.

LIMITATION

< It was time consuming for the investigator for interview and

structured teaching programme, since the level of understanding

among adults females varied.
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APPENDIX-G

Structured teaching programme regarding cervical cancer among adult females.

Topic : Cervical cancer

group Adult females

Place Nanchiyampalayam
Duration 40 Mts

Method of teaching Lecture cum discussion
Teaching aid ; compact disc with laptop

Medium of Instruction Tamil



Central Objective :-
The adult females will acquire knowledge regarding cervical cancer and develop positive attitude and skill in
managing cervical cancer specific objectives.
Specific Objectives
At the end of structured teaching program adult females will be able to

% explain the anatomy and physiology

% discuss the cancer
% define cervical cancer
% describe the causative agent of cervical cancer

% enumerate the risk factors

%  listdown the sign and symptoms

% explain the stages of cervical cancer

%  diagnostic procedures of cervical cancer
%  surgical procedures of cervical cancer

% explain the prevention of cervical cancer

K¢ enumerate the prognosis
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INTRODUCTION :-

Cervical cancer trends to occur in midlife. Most cases are found in
women younger than 50 yrs. It rarely develops in women younger than 20
yrs. Cervical cancer is the most common form of cancer among women in
India, with an estimated 1,00,000 new cares developing annually in the
country. A women’s cervix is lined with cells, change which can affect
deeper cell lagers or spread to other organs and cause damage. Health
cells that make up the body’s tissues grow, and are replaced as needed.
This keeps the body in good repair. Below this orifice is a larger opening.
The vaginal orifice or introitus. On each side of the vestibular gland a bean
sized structure that empties is mucous secretion through a small duct. The
opening of the duct lies within the labia minora, external to the hymen.
The area between the vagina and rectum is called the perineum
ANATOMY AND PHYSIOLOGY OF FEMALE REPRODUCTIVE

SYSTEM :-
The female reproductive system consists of external and internal
structures




Specific
Objective

Content

A.V.
Aids

Teacher and
learner’s
Activities

explain the
anatomy
and

physiology

EXTERNAL GENITALIA :-

The external genitalia (the vulva) include two thick folds of tissue
called the labia majora and two smaller lips of delicate tissue called the
labia minors, which lip within the labia majora, Upper portions of the
labia minors units, forming a partial covering for the clitoris, a highly
sensitive organ composed of erectile tissue. The external opening of the
female urethra is about 3cm long.Below this orifice is a larger opening the
vaginal orifice.

INTERNAL REPRODUCTIVE STRUCTURES :-

The internal structures consist of the vagina, uterus, Ovaries and
fallopian or uterine tube
UTERUS :-

The uterus a pear shaped muscular organ is about 7.5cm long and 5 cm
wide at its upper part. Its wall are about 1.25cm 1.5 inch thick the size of

the uterus varies depending on party.

Lecture cum

discussion
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Specific Content A.V. and
Objective Aids learner’s
Activities
The uterus has two parts, the cervix, which projects into the vagina, and a
larger upper part, the fundus or body which covered posteriorly and
partly anteriorly by peritoneum..
CANCER :-
Cancer is a collective term describing a large group of disease Lecture
discuss
characterized by un controlled growth and spread of abnormal cells cum
the
NATURAL HISTORY :- discussion
cancer

Cancer cervix seems to follow a progressive course from epithelial
dysplasia to carcinoma in situ to invasive carcinoma. There is good
evidence that carcinoma is situ persist for a long time more than 8 years on
an average. The proportion of cases progressing to invasia carcinoma from
pre invasive stage is not known it may average 15 - 20 years or longer. The
duration of the pre invasive stage is also not known. There is evidence that
some in situ cases will spontaneously reached, the disease spreads by

direct extension into the lymph nodes and pelvic organs.
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Normal
epithelium <« Dysplasia <« cancer in situ <« Invasive cancer
lecture
Definition cum
define It refers to the malignant tumor and visible lesions in the cervix discussion
cervical | CAUSATIVE AGENT
cancer There is evidence pointing to human papilloma virus (HPV)
RISK FACTORES
Age lecture
enumerate Cancer cervix affect relatively young women with incidence increasing cum
the risk | rapidly from the age 25 to 45, then leveling of, and finally falling again discussion
factors GENITAL WARTS :-

Past and or present occurrence of clinical genital warts has been

found to be an important risk factor
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MARITAL STATUS :-

Cases are less likely to be single move likely to be widowed,
divorced or separated and having multiple sexual partners. The fact that
cancer of the cervix is very common is prostitutes and practically
unknown among virgins suggests that the disease could be linked with
sexual inter course.

EARLY MARRIAGE :-

Early marriage early coitus, early childbearing, and repeated child
birth have been associated with increasing risk.
ORAL CONTRACEPTIVE PILLS :-

There is renewed cancer about the possible relationship between pill
use and the development of invasive cervical cancer. A recent WHO
study finds an increased risk with increased duration of pill use and with

re use of oral contraceptives high in estrogen.
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Objective Aids learner’s
Activities
SOCIO ECONOMIC CLASS :-
List down Cancer cervix is more common in the lower socio economic groups
the signs reflecting probably poor genital hygiene. Lecture
and % Sexual Activity cum
symptom »  Multiple sex partners discussion

7
0‘0

HIV infection
Smoking
Exposure to human papillomaviru
Exposure to diethylstilbestrol (DES) in uteri
Nutritional deficiencies
> (folate, beta- carotene and vitamin C levels are lower in
women with cervical cancer than in women without it)

»  Chronic cervical infection.
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SIGNS AND SYMPTOMS:

The early stages of cervical cancer may be completely
asymptomatic.

(i) Vaginal bleeding:

Vaginal bleeding contact bleeding or (rarely) a vaginal mass may
indicate the presence of malignancy. Also moderate pain during sexual
intercourse are vaginal discharge are symptoms or cervical cancer. In
advanced disease, metastases may be
present in the abdomen, lungs or elsewhere.

symptoms of advanced cervical cancer

> Loss of appetite

> Weight loss Fatigue
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» Pelvic pain Lecture
> Back pain _ cum
explain > Legpain % discussion
the > Heavy bleeding from the vagina ﬂ 1 % S
prevention >  White discharge with blood stained / .\-i\-» -
> Inter menstrual bleeding
> Bleeding after intercourse
. STAGES OF CERVICAL CANCER
1) Stage 0 :-
The abnormal cells are found only in the first layer of cells lining the
uterus.
2) Stagel:-

Cancer involves the cervix but is still confined to the uterus. This
stage has six levels depending upon the size of the cancer.
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3) Stage2:-

Cancer has spread to nearby areas but is still inside the pelvic area.
This stage has two levels depending upon whether the cancer has spread
to the upper two thirds of the vagina (or) into the pelvis.
4) Stage 3 :-

Cancer has spread throughout the pelvic area. This stage has two levels
depending on the whether there is the cancer has spread to the lower
third of the vagina. More broadly into the pelvis.

5) Stage 4 :-

Cancer has spread to other parts of the body. This stage has two
levels depending on the which organs the cancer has spread to bladder,

rectum (or) more distant organs.

DIAGNOSTIC PROCEDURE
Early diagnosis :-

The diagnosis of cervical cancer usually begins in your doctor’s
office during a routine pelvic exam and pap test.

Xi
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) Schiller’s iodine test :-

The colposcopist may use another test using an iodine solution.
Normal tissue cervix stains dark brown when iodine is applied on the
hand pre-cancer not stain with iodine.

ii) Acetic acid colposcopy :-

Doctor applies a vinegar solution to the cervix and vagina with a

cotton ball or swab.

The vinegar makes abnormal tissue turn white so your doctor can
identify areas that may need further evaluation
Later diagnosis :-

1. Loop Electro Surgical Excision Procedure (LEEP) A procedure
which uses an electric wire loop to obtain a piece of tissue.
2. Colposcopy : A procedure, to exam the cervix for abnormalities.

If abnormal tissue is found, a biopsy is usually performed.
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3. Endocervical Curettage (ECC) L A procedure which uses a narrow
instrument called a currette to scrape the lining of the endocervical
canal. This type of biopsy is usually completed along with the
colposcopic biopsy.

4. Cone biopsy : A biopsy in which a large cone shaped piece of tissue is
removed from the cervix by using the loop electro surgical exersion
procedure (or) the

Treating Cervical Cancer :-

If the cancer is only on the surface Early Treatment of the cervix the
doctor will attempt to destroy the cancerous cells.

J Cryotherapy

J Electro coagulation

J Carbon dioxide laser procedure
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Later Treatment :-

If the tumor has spread into deeper layers of the cervix. But has not
spread beyond the cervix the doctor may perform surgery to remove the
tumor but leave the uterus and ovaries. In other cares you may need to
have a hysterectomy.

Hysterectomy :-

A hysterectomy is surgical removal of the uterus including the
cervix some times the fallopian tubes and ovaries are removed as well.
The doctor may choose to remove lymphnodes near the uterus to

determine whether the cancer has spread.
ABDOMINAL HYSTERECTOMY :

A cut is made in the layer abdomen to expose the tissue and blood
vessels that surround the uterus and cervix. There tissue are cut and the
blood vessels are tied off to remove the uterus stitches are placed in there
deep structures, which will eventually dissolve and do not need to be
removed. The uterus is loosed to prevent infection and to keep the
intestine from dropping downward.
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LAVH( laparoscopically assisted vaginal hysterectomy) :-

A laparoscope is inserted through a small cut near the navel. This
small, telescope like device, about the width of a pencil, with a light on
one end and a magnifying lens on the other, helps the doctor see the
pelvic organs. The abdomen is inflated with a harmless gas to improve
your doctors visibility and provide room to work. Images from the
laparoscope are viewed on a special monifor.

Other small ( %2 - %2 inch wide) unit are made in the abdomen,
through which the doctor inserts instruments to help move organs and
remove the uterus. A cut is also made where the uterus joins the vagina.
The bladder and rectum are gently pushed off the uterus. Which is
removed through the cut made in the vagina. The vagina is closed to
prevent infection and to keep the intestines from dropping downward

The cuts are all closed with stitches which will likely leave small scars.
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With each procedure a vaginal packing dressing is placed in the vagina.
This will be removed after a day or 2

VAGINAL HYSTERECTOMY :-

The vagina is stretched and kept open by special instruments, no
external incision is made. The doctor does, however, make an internal
incision at the top of the vagina around the cervix. The uterus and cervix
are cut free from their supporting ligaments and surrounding tissue, and
connecting blood vessels are tied off. The uterus and cervix are removed
through the vagina, which is then closed to prevent infection and to keep

the intestines from dropping downward.
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PREVENTION :-

Awareness :-

According to the US national cancer institute’s 2005.
Information national trends survey only 40% of American women
surveyed had heard of human papillonavirus (HPV) infection and only
20% had heard of its like to cervical cancer. In 2008 an estimated 3,870
women in the US will die of cervical cancer, and around 11,000 new cases
are expected to be diagnosed.

Screening :-
The widespread information of the papanicolano test or pap smear
for cervical cancer screening has been credited with schematically

reducing and mortality rate.
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CONDOMS :-

Condoms may also be useful in treating potentially precancerous
changes in the cervix. Exposure to semen appears to increase the risk of
precancerous changes, and use of condoms helps to cause these changes to
regress and helps clear HPV o.

NUTRITION :- Higher levels of vegetable consumption were associated
with or 54% decreases risk of HPV persistence. Consumption of papaya at
least once a week was inversely associated with persistent HPV infection.
VITAMINS A :- There is weakly evidence to suggest a significant
deficiency of retinol can increases changes of cervical dysplasia
independently of HPV infection. A small care control.

FOLIC ACID :- Improving folate status in subjects at risk of getting
infected or already infect with high risk. HPV may have a beneficial

import in the prevention of cervical cancer
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Primary prevention until the causative are more clearly
explain | ynderstood there is no prospect of primary prevention of the disease. If
the may be that with improved personal hygiene and birth control, cancer Lecture
prognosis | yteri will show the same decline in developing countries as already. cum
Experienced in most of Europe and north America secondary prevention. discussion

This rests on early detections of cases through screening and treatment by
radical scenery and radio therapy. The 5 year survival rate is virtually
100% for carcinoma is situ, 79% for local invasive driears cancer cervix is
difficult to care once symptoms develop and is total if left untreated
prognosis is strongly dependent upon the stage of disease at detections
and treatment. Vaginal as to logy may suggest malignancy but a biopsy
will settle the diagnosis where it has been implemented. Even then the
invasive carcinoma is defected. It is so early that a 85 - 100% 5 year

survival role could be achieved.
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PROGNOSIS :-
Prognosis depends on the stage of the cancer with treatment the
5 years relative survival rate for the earliest stage of invasive cancer
is 92% and he overall 5
years survival rate is about 72 % these statistics may be improved
rate is applied to women newly diagnosed bearing in mind that
these outcomes may be partly based on the state of treatment five
years ago when the women studied were first diagnosed
With treatment 80 - 90% of women stage cancer and 50 - 65% those
with stage II cancer are alive 5 years after diagnosis only 25 - 35% of
women with stage III cancer and 15% or fewer of those with stage IV

cancer are alive after 5 years.
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The type of therapy given.
Stage 0 - 100% Stage III - 30%
stage I - 85% Stage IV 5 -10%
Stage II - 50%
CONCLUSION :-

Although significant advances in primary and secondary
cervical cancer prevention have been achieved, their true realization
and ultimate impact on global disease outcomes will be affected by a
number of complex and interrelated factors. Cervical cancer
screening programs must continue, and the relative roles of HPV
vaccination in young women and HPV testing in older women
(alone or in conjunction with cytology) will be determined over the

next decades.
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APPENDIX - H

DEMOGRAPHIC DATA:
PART -1
SECTION - A

Code No .

. Age

a) 30-35yrs
b) 36 -40 yrs
c) 41 -45yrs
d) 46 - 50 yrs

. Education

a) No formal education
b) Primary Education
c) Secondary Education
d) Higher Education

e) graduate

. Occupation of the women
a) Coolie

b) House wife

c) Farmer

d) Other

. Family income

a) Rs 1000 -1500/-

b) Rs 1501-2000/-

c) Rs2001-2500 /-

d) Above 2500 Rs
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. Religion
a) Hindu
b) Christian
¢) Muslim
. Type of Family
a) Joint family
b) Nuclear family
. Marital status
a) Married
b) Un married
c) Widow
d) Divorce
Number of children
a) No child
b) 01
c) 02
d) 03 and above
. Source of health information
a) Radio programs
b) Television programs
c) News paper/ magazines/ books
d) Family members/ relatives/ friends

e) Health personnel
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PART - 11
STRUCTURED INTERVIEW SCEDULE

. What are the internal parts of the female reproductive system?
a) Uterus, ovaries and fallopian tubes

b) Kidney, Uterus and bladder

c) Abdomen, liver, and pancreas

d) Colon, rectum and Stomach

. Where is cervix situated?

a) part of the ovary

b) Part of the colon

c) Lower most part of the uterus

d) Part of the vagina

. What is the normal duration of menstrual cycle?
a) Oncein 28 days

b) Once in 45 days

c) Oncein 60 days

d) Once in 15 days

. What do you mean by cancer?

a) A communicable disease

b) A hereditary disease

c) Anincurable disease

d) Abnormal growth of cells which will destroy cells
. Who can get cancer?

a) Anybody at any age group

b) Only men

c) Only women

d) Only Children
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6. What is the common cancer that affect females?
a) ovarian cancer

b) Cervical cancer

c) bone cancer

d) lung cancer

7. What is the causative agent that is associated with cervical cancer?
a) Bacteria
b) Virus

c) Fungus

d) Parasite
8. Which age group of cervical cancer is more common?
a) 16-24 year
b) 25-29year
c) 30-50year

d) above 50year

9. Which one of the following will increase the risk for cervical cancer?
a) Obesity
b) After tubectomy

c)Using copper “T’

d) Repeated child bearing

10. Which one of the following is not a causative factor associated with
cervical cancer?

a) Early Sexual activity

b)Consanguineous marriage

c) Early marriage

d) Multiple sexual partner
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11. How will you identify the diseased cervix ?
a) Vomiting blood
b) Blood in the stool

c) Abnormal vaginal bleeding

d) Blood in the urine
12. Which one of the following is not a common symptom of cervical
cancer?

a) Lump in the breast

b) Abnormal vaginal bleeding

c) Back ache

d) Weight loss

13. Which one of the following drugs can cause cervical cancer ?
a) Oral contraceptive pills
b) Steroids

c) Thyroid hormones

d) Calcium tablets
14. How cervical cancer can be detected at an the early stage?
a) Scanning

b) Acetic acid colposcopy

c) Blood test

d) Urine test

15. How cervical cancer can be detected at later stage ?
a) History collection
b) Physical examination

c) Loop electric surgical excision procedure

d) X - ray
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16. Who require pap smear test?
a) Only married women
b) Only women at risk

¢) Only menopausal women

d) All women after 35 years of age
17. What is the time taken to do a pap smear test?
a) Less than 5 min
b) Less than 10 min
c) Less than 15 min

d) Less than 20 min

18. From where do you seek the pap test?
a) Private clinics
b) Maternity hospitals

) Sub centers

d) Primary health center

19. How often pap smear test to be done?
a) Only once in a life time
b) Once in ten years

c) Once in five years

d) Once in four years
20. What measures will you take when you notice abnormal vaginal
bleeding ?

a) Take home remedies

b) Go for prayers

c) Go to hospital

d) Visit traditional healers

XXXVI



21. How the diagnosis of cervical cancer will be confirmed?
a) Endoscopy
b)Laparoscopy
c) Cervical Biopsy
d) Abdominal scan

22. What is the treatment for early stage cervical cancer?
a) Hysterectomy
b) Cryotherapy
c) Tubectomy

d) Radiation therapy

23. What is the treatment for Stage I and II Stage of cervical cancer?
a) Removal of uterus, ovaries.

b) Partial removal of uterus

c)Dilation and curettage

d) Only radiation therapy
24. Which one of the following is not useful in prevention of cervical
cancer?

a) Avoid multiple sexual partners

b) Regular exercise

c) Avoid early coitus

d) Regular pap test
25. Which one of the following is a measure to control cervical cancer?

a) Sterilization

b) Oral contraceptive pills

c) Timely treatment

d) Dietary restrictions
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PART - III
Attitude scale (5 point likert scale)

Sl Strongly Strongly
Item Agree | Uncertain Disagree
No agree Disagree
1. | Cervical cancer is the

curse of god

2. | Cervical cancer can be
cured by performing
religious rites.

3. | Multiple sexual partners
is risk for cervical cancer

4. | Early sexual coitus is
unsafe

5. | Treatment of cervical
cancer is very expensive

6. | Cervical cancer can
spread to bladder and
rectum

7. | Cervical cancer is a
hereditary disease

8. | Cervical cancer women
are need to be isolated

9. | Cervical cancer is not a
shameful disease

10 | Every sexually active

women should undergo

pap test regularly
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APPENDIX -1

PART - 11

KNOWLEDGE SCORING REGARDING CERVICAL CANCER

OPTIONS

Questions

S. No

10.
11.
12.
13.
14.
15.
16.

17.
18.
19.
20.

21.

22.

23.

24,
25.
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PART - III

5-POINT LIKERT’ S SCALE SCORING REGARDING CERVICAL
CANCER

18(') S:‘;rnegely Agree | Uncertain | Disagree 3;?;;;5:2
1. 1 2 3 4 5
2. 1 2 3 4 5
3. 5 4 3 2 1
4. 5 4 3 2 1
5. 5 4 3 2 1
6. 5 4 3 2 1
7. 1 2 3 4 5
8. 1 2 3 4 5
9. 5 4 3 2 1
10. 5 4 3 2 1
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