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ABSTRACT 

 
 An experimental study to evaluate the effectiveness of Chronic Obstructive 

pulmonary Disease Prevention Program on the Knowledge, Attitude, Practice and 

Pulmonary Function among adult males in selected rural community. The abstract for the 

same is presented in IMRAD i.e., Introduction, Method, Results And Discussion format 

of writing. 

 

INTRODUCTION 

       COPD is a chronic, non-communicable disease which poses a continuous burden 

on health care infrastructure without any sudden increase in the “incidence rate”. It is not 

limited to a shorter time period. Also, it does not present with an acute threat to life in 

large numbers. Yet it is classified as an “epidemic” largely because the burden which it 

poses is huge and widespread. Moreover, the burden became noticeable relatively 

recently leading to a huge burden of disease-attributable economic losses, disease 

morbidity and premature mortality.
  

 

        The prevalence rates of COPD in India were from 2 to 22% in men and from      

1.2 to 19% in women. It is distinctly more common amongst men and smokers. Since 

tobacco smoking is the most known and established risk factor for COPD. 

  

To curtail and prevent COPD there demands a comprehensive health system 

consisting of a trained workforce with appropriate skills, affordable technologies, 

reliable supply of medicines, referral systems and empowerment of people for self-care, 

all over a sustained period of time. 

 



Considering the above stated factors the investigator perceived the need for 

assessing the knowledge, attitude, practice, pulmonary function and aimed to determine 

the effectiveness of Chronic Obstructive Pulmonary Disease Prevention program.  These 

evidences will be utilized to frame primary and secondary level of health care practices 

for effective COPD management. 

 

Objectives of the study: 

1. To assess and compare the pretest and post test level of knowledge, attitude, 

practice  and pulmonary function  among adult males in experimental group and 

control group.  

2. To evaluate the effectiveness of chronic obstructive pulmonary disease 

prevention program on the knowledge, attitude, practice and pulmonary function 

among adult males in experimental group and control group. 

3. To correlate the knowledge, attitude, practice and pulmonary function among 

adult males in the experimental group and control group. 

4. To associate cumulative mean differed knowledge, attitude, practice, pulmonary 

function and selected variables of male adults in the experimental group and 

control group 

 

The Null hypotheses formulated for the study were:  

NH1: There is no difference in the pretest and posttest level of knowledge, attitude, 

practice and pulmonary function among adult males within and between 

experimental group and control group at p<0.05 level of significance. 

 



NH2: There is no co-relation between knowledge, attitude, practice and pulmonary 

function among adult males in experimental group and control group at p<0.05 

level of significance. 

NH3:  There is no association between mean differed level of knowledge, attitude, 

practice, pulmonary function and selected variables of adult males in the 

experimental group and control group at p<0.05 level of significance. 

 

The research process for this study was guided by the conceptual framework based 

on an Integrated model of  Betty Neuman’s  Systems Model and Transtheoretical model 

of change.  

 

METHODOLOGY  

A true experimental research design was undertaken for the study. The 

independent variable for the study was Chronic Obstructive pulmonary Disease 

Prevention Program and the dependent variables were the knowledge, attitude, practice, 

pulmonary function of the adult males.  The study was conducted at adopted villages of 

Omayal Achi community Health Centre.  The samples for the study were the adult males 

and the sample size initially for the study were 230(115 each for experimental and 

control group). However due to attrition (irregular follow-up), at the completion of data 

collection, there were 110 adult males each in experimental and control group. Multi 

stage random sampling technique was utilized to select the samples and computer 

generated randomization method was done to allocate samples to the experimental and 

control group. 

 



The data collection instrument were structured knowledge questionnaire, rating 

scale, fagerstorm questionnaire, spirometry to assess the knowledge, attitude, practice 

and pulmonary function respectively. The combination of nursing interventions included 

health Education, behavioral strategies, referral for NRT, breathing exercise, counseling 

on smoking cessation were implemented by the investigator for a period of 12 weeks. 

The collected data were entered into Excel sheet and analyzed through Statistical 

Package for Social Science / PC+ Ver.17.  

 

RESULTS & DISCUSSION 

The analysis revealed that the experimental group overall  knowledge mean  gain 

score  was 15.59 % in experimental  group and 8.23 % in control group, attitude mean  

gain score  was 74.93% in experimental  group and  52.55 % in control group, practice   

(nicotine dependence)  mean  score  reduced  by  1.15 % in experimental  group and  still 

it was high as 2.25 % in the  control group. There was a mean improvement in the 

pulmonary function (FEV1)    in the experimental group and there was no improvement in 

the control group. There was a moderate positive correlation observed between 

knowledge  vs. attitude, moderate negative  correlation between  knowledge  vs. practice, 

knowledge vs. pulmonary function, attitude vs. pulmonary function, a fair negative  

correlation exists between attitude vs  practice, also a fair positive  correlation  was 

observed  between  practice vs. pulmonary function in the experimental group.   

 

  Also  in the experimental group  there was a significant  association  observed 

for knowledge with age, marital status, chronicity of abuse, for attitude with age, 

education, income, for  practice with marital status, education, number of cigarette 



smoked per day, for pulmonary function with age, marital status, chronicity of abuse  at 

p<0.05 level . Hence the null hypothesis earlier framed was rejected by the investigator. 

 

Thus the Health Education, behavioral strategies, breathing exercise, counseling 

on smoking cessation, as interventions in the  Chronic Obstructive Pulmonary Disease 

Prevention Program  had a significant impact on the on knowledge, attitude, practice and 

pulmonary function among adult males in the experimental group, thereby concluding 

that the Chronic Obstructive Pulmonary Disease Prevention Program  was effective in 

improving the knowledge, attitude, practice and pulmonary function among adult males.  

 

CONCLUSION 

The study concluded that the Chronic Obstructive Pulmonary Disease Prevention 

Program had a significant impact on the knowledge, attitude, practice and pulmonary 

function among adult males. Hence, the study recommended the utilization of Chronic 

Obstructive pulmonary Disease Prevention program among Nurse Educators, Nurse 

Administrators, Nurse Researchers and Health care professionals to prevent Chronic 

Obstructive pulmonary Disease at all levels among adult males. 

 

Keywords: Chronic Obstructive pulmonary Disease Prevention Program, Knowledge, 

Attitude, Practice, Pulmonary Function 
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CHAPTER – 1  

INTRODUCTION 

 

Communities in India are undergoing dynamic changes in every sphere of their 

life. The impact of globalization, industrialization, migration, media influence is palpable  

in the urban as well as the rural community. The transition from traditional to modern 

lifestyle have given rise to new problems. This changes has altered the health of  people 

with a significant decline in communicable, nutritional and infectious disease. However 

this has resulted in the increased burden of Non Communicable Disease. 

 

Non Communicable Diseases (NCDs), also known as lifestyle diseases, are not 

passed from person to person. They are of long duration and generally progress slowly. 

The four main types of non communicable diseases are cardiovascular diseases (like 

heart attacks and stroke), cancers, chronic respiratory diseases (such as chronic 

obstructed pulmonary disease and asthma) and diabetes. 

 

Non communicable diseases (NCDs), are the leading causes of death in all 

regions except Africa, but current projections indicate that by 2020 the largest increases 

in NCD deaths will occur in Africa. In African nations deaths from NCDs are projected 

to exceed the combined deaths of communicable, nutritional, maternal and perinatal 

deaths as the most common causes of death by 2030
1
.  
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Non-Communicable Diseases (NCDs) are generally slow in progression. NCDs 

accounts for 53 percent of deaths in India. Based on available evidence cardiovascular 

diseases (24%), chronic respiratory diseases (11%), cancer (6%) and diabetes (2%) are 

the leading cause of mortality in India. Treatment cost is almost double for NCDs as 

compared to other conditions and illnesses. Burden of NCDs and resultant mortality is 

expected to increase unless massive efforts are made to prevent and control NCDs and 

their risk factors
1
. 

 

Non Communicable Diseases (NCDs) kill more than thirty six million people 

each year. It is the major cause of mortality and disability across the world. Population 

growth and increased longevity are leading to a rapid increase in the total number of 

middle aged and older adults, with a corresponding increase in the number of deaths 

caused by NCDs.  

 

In the developed nations, determined government policies and action, improved 

standards of medical care and advances in medical technology have helped to cut the 

death rate of NCDs.  On the other hand, an increasing number of people from developing 

countries are also suffering from NCDs. By 2030, four fifths of all NCD related 

mortality is projected to take place in developing nations. NCD mortality exceeds the 

communicable diseases and injury conditions combined together.
 1    

 

Majority (80%) of all NCD deaths (29 million) occur in low and middle-income 

group countries, of which a higher proportion (48%) is estimated to occur in people 

under the age of 70, compared with an estimated 26% in high income countries and a 
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global average of 44%. Such premature death rates from NCDs are a major consideration 

in determining their impact.   

 

In India, Chronic Respiratory Diseases (CRD) are the third leading cause of 

mortality. This is largely because, with India’s economic growth and urbanization over 

the past decades, a larger section of the population has moved towards unhealthy 

lifestyles with tobacco use, decreasing physical activity, increasing stress level and 

excessive intake of saturated oils. The average life span has increased due to 

improvements in medical care; however the rapidly ageing population are more prone to 

chronic respiratory disease and hence fuelling the growth of CRDs over the next few 

decades. Prevalence and morbidity data greatly underestimate the total burden of CRDs, 

because the disease is usually not diagnosed until it is clinically apparent and moderately 

advanced.  

 

Among the CRDs, Chronic Obstructive Pulmonary Disease (COPD) prevalence 

is rapidly increasing and is one of the leading causes of death and disability. There is a 

strong correlation between smoking and increase in COPD. The rural population being 

marginalized and vulnerable communities in India, face considerable disparity as 

compared to urban population in terms of health facilities and education.  Prevalence of 

COPD has been found to increase in rural population due to their unawareness on the     

ill-effects of smoking in their lung health. . 

 

 Chronic obstructive pulmonary disease in India is on the rise. If rising trends are 

to be halted and reversed, current approaches to addressing needs to be changed. The 

following are the suggested strategies to control the COPD (i) to educate the high risk 
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clients on harmful consequences of smoking and promote the healthy lifestyle (ii) early 

detection of persons with risk factors and cost–effective interventions for reducing risk; 

and (iii) early detection of persons with clinical disease and cost-effective secondary 

prevention measures to prevent complications.
2 

 

1.1 BACKGROUND OF THE STUDY 

According to World Health Organization (WHO) Report 2012, the global 

population is projected to grow by 20% from 6.7 billion to 8.1 billion, during 2008 and 

2030. The crude death rate is expected to remain more or less stable at around 8.4 deaths 

per thousand. However, a major shift is currently underway in the overall disease burden 

in the world.   In 2008, five out of the top ten causes for mortality worldwide, excluding 

injuries, were non-communicable disease. This is expected to go up to seven out of ten 

by the year 2030. As populations age, annual NCD deaths are projected to rise 

substantially, to 52 million in 2030.  By then, about 76% of the deaths in the world will 

be due to NCDs.
1  

 

 Global Status Report (GSR – Compiled Report on Non-Communicable Diseases 

by WHO, 2010) projects that mortality due to NCDs exceeds that of communicable, 

maternal, perinatal and nutritional conditions combined. In South East Asian Regions 

(SEAR) deaths from NCDs are estimated to be 13 times higher and 8 times higher in 

Western Pacific Region
2 
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Figure 1.1.1: Shifting disease burden – from communicable diseases to NCDs 

SOURCE: International Heart Protection Summit (2011) 

The figure 1.1.1 projects the disease burden reported by International Heart 

Protection Summit (IHPS) and revealed that 39% had communicable diseases and 36% 

were affected by NCDs in the year 1970. The communicable diseases accounted for 27% 

of disease burden, in contrast, 63% disease burden was due to NCDs in the year 2008, 

whereas a majority of 76% is expected to have NCDs by 2030
3
. 

   

NCDs were once associated with the developed and affluent nations while the 

developing nations were afflicted by infectious and parasitic diseases. However, over the 

past few decades there has been a change in the landscape of non-communicable disease 

across the world.  The IHPS reported that by the year 2030 the developing nations are 

expected to have a majority 82.4% of all the NCDs as compared to the developed 

countries where only 17.6% of the diseases will be NCDs
3
.  
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    Figure 1.1.2: Disease Burden 1990                  Figure 1.1.3: Disease Burden 2020 

Source: WHO NCDs profile India, 2011.   

The figure 1.1.2 given above depicts the disease burden during 1990, where 

communicable disease was 56% and non communicable disease burden was only 29%. 

Whereas within 30 years of duration the pattern is expected to be reversed as depicted in 

the figure 1.1.3 that is non communicable diseases will contribute to 57% and 

communicable diseases is projected to decline to 24% by 2020
3
  

 

Figure 1.1.4: Mortality from major communicable and non-communicable diseases 

(2030) 

SOURCE: International Heart Protection Summit (2010) 
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The above figure 1.1.4 depicts the mortality trend of communicable and    non-

communicable diseases and projects CRD as the major cause of deaths  next to  

cardiovascular disease and cancer.
3
 

 

Figure 1.1.5: Total deaths by broad cause group, by WHO Region, World Bank 

income group and by sex, 2008  

Source: WHO NCDs profile, WHO region,2008.   

The above figure 1.1.5 depicts the total death by broad cause group in WHO 

region and it reveals that NCDs are higher in males in lower middle income countries 

compared to other countries.
2 

 

WHO projection shows that NCDs will be responsible for a significantly 

increased total number of deaths in the next decade. Behavioural   risk factors, including 

tobacco use, physical inactivity, and unhealthy diet, are responsible for the rising 

mortality and morbidity. Premature death is a major consideration when evaluating the 

impact of NCDs on a given population, with approximately 44% of all NCD deaths 

occurring before the age of 70. In low and middle income countries, a higher proportion 
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(48%) of all NCD deaths are estimated to occur in people under the age of 70, compared 

with high-income countries (26%).
2  

 

Fig.1.1.6: Proportional mortality of NCDs 

Source: WHO NCDs profile India, 2011.   

 

The above figure 1.1.6 reveals the proportionate mortality of NCDs with a total 

of 53% and respiratory disease contributes to 11% of the mortality.
 

 

The difference is even more marked for NCD deaths in younger age ranges.        

In low and middle-income countries, 29% of NCD deaths occur among people under the 

age of 60, compared to 13% in high-income countries. 

 

In 2008, the overall NCD age-standardized death rates in low and middle-income 

countries were 756 per 1,00,000 for males and 565 per 1,00,000 for females respectively  

which is 65% and 85% higher than for men and women in high-income countries.  The 

leading causes of NCD deaths in 2008 were cardiovascular diseases, 17 million deaths or 



9 

 

48%of NCD deaths, cancers is 7.6 million, or 21% of NCD deaths and respiratory 

diseases, including asthma and chronic obstructive pulmonary disease is 4.2 million.
2 

  

According to World Health Report 2011, chronic respiratory diseases dominates 

all other diseases accounting for 2% to more than a 10% of lost Disability Adjusted Life 

Years (DALYS) on a worldwide basis. Its incidence increases dramatically with age. 

Mortality of chronic respiratory disease is low before age 45. Over age 45 death rate 

increases from 50 to 200/10,000 individuals and are consistent across age groups in men 

and women. The chronic obstructive pulmonary disease and asthma is the most common 

chronic respiratory disease among adults. 
4 

 

Table 1.1.1: Proportionate mortality rate of non communicable disease in India. 

Diseases Males Females 

All NCDs 781.7 571.0 

Cancers 78.8 71.8 

Chronic respiratory disease 178.4 125.5 

Cardiovascular  disease and diabetes 386.3 283.0 

Source: WHO   Report of NCDs, 2008 

 

The above table 1.1.1depicts the proportionate mortality rate of NCDs in India   

with a total of 781.7 for males and 571.0 for females. The proportionate mortality rate 

for chronic respiratory disease is 178.4 for males and 125.5 for females.
3 

 

The various risk factors involved in the development of COPD are smoking both 

active and passive, indoor pollution, outdoor pollution, genetics etc. Among all factors 
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tobacco smoke is by far the most important risk factor for COPD.  COPD is more 

prevalent in males than in females. However this is a consequence of the marked 

difference in smoking exposure between males and females. Smoking tobacco, by far the 

most commonly used form globally, contains over 4000 chemicals, of which 50 are 

known to be carcinogenic.
5 

 

In  all  regions, men smoked more than women, with the largest disparities for 

daily cigarette smoking being in the Western  Pacific Region, where men smoked 15 

times more than women, followed by the South-East Asia Region where men smoked 10 

times more than women. The smallest disparity between men and women was in the 

Region of the Americas, where men smoke about 1.5 times more than women.
5
  

 

There are currently about 1 billion smokers in the world. Manufactured cigarettes 

represent the major form of smoked tobacco. Current smokers are estimated to consume 

about 6 trillion cigarettes annually. In addition to cigarettes, other forms of tobacco are 

also consumed, particularly in Asia, Africa and the Middle East and to a lesser extent in 

Europe and the Americas. Data on these additional forms of smoked tobacco are not 

readily available, but are nonetheless substantial.
5
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Fig.1.1.7: Age-standardized prevalence of daily tobacco smoking in adults aged 15+ 

years by WHO Region and World Bank Income Group, comparable estimates, 2008 

Source: World Bank, 2008 

 

The above figure1.1.7 depicts the prevalence of daily tobacco smoking among the 

six WHO regions in 2008 .The highest overall prevalence for smoking is estimated at 

nearly 29% in the European Region, while the lowest is the African Region (8%). The 

highest prevalence of smoking among men was in the Western Pacific Region (46%) and 

among women in the European Region (20%).
6 

 

 

Risks to health from tobacco use result not only from direct consumption of 

tobacco but also from exposure to second-hand smoke. Almost 6 million people die from 

tobacco use and exposure each year, accounting for 6% of all female and 12% of all male 

deaths in the world. Of these deaths, just over 600 000 are attributable to second-hand 

smoke exposure among non-smokers and more than 5 million to direct tobacco use (both 

smoking and smokeless). By 2020, annual tobacco-related deaths are projected to 

increase to 7.5 million, accounting for 10% of all deaths in that year. Smoking is 

estimated to cause about 71% of all lung cancer deaths, 42% of chronic respiratory 
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disease and nearly 10% of cardiovascular disease. Smoking is also an important risk 

factor for communicable diseases such as tuberculosis and lower respiratory infections.
6
 

 

Table 1.1.2: Proportion of all deaths attributable to tobacco (%) 

WHO Region Men (%) Women (%) All Adults (%) 

African 5 1 3 

American 17 15 16 

Eastern Mediterranean 12 2 7 

European 25 7 16 

South East Asian 14 5 10 

Western pacific 14 11 13 

Global 16 7 12 

Source: WHO Global Report, 2011. 

The above table 1.1.2 reveals the death attributed to tobacco with a global rate of 

12% among adults. The death rate is higher in the American and European region 

followed by Western Pacific and Southeast Asian Region.
6 

 

         There are approximately 120 million smokers in India, about 37 percent of all 

men and 5 percent of all women between the ages of 30 and 69. The government is 

taking several steps to control tobacco use, including making special efforts to inform 

people who are poor or illiterate about the dangers of smoking.
6  

 

        According to the WHO(2010) more than 50 percent of the tobacco-related deaths 

in India occur among illiterate men or women, and 80 percent of those people in rural 
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India. Currently, 1.3 billion people worldwide smoke or use other products, and nearly 5 

million die as a result.
2  

 

 

 

 

 

 

 

 

 

 

Fig.1.1.8:  Projection of smoking prevalence (%) among males adults in India 

Source: World Bank, 2010-Indicators
 

   

       The above figure 1.1.8 depicts the projection of smoking prevalence in India 

Which was 28% in 2005 and 26.25 in 2008-2009.
6
 

 

India has a confounding variety of tobacco use, as a result of which it faces 

diverse epidemics that differ by geographies,  The Global Adult  Tobacco Survey 

(GATS) estimated that more than one-third (35% or 274.9 million) of adults in India use 

tobacco in some form or the other. Nearly 21% adults use only smokeless tobacco, 9% 

only smoke and nearly 5% smoke as well as use smokeless tobacco. The prevalence of 

overall tobacco use among adult males is 48%. In absolute terms about 111.2 million 

adults (99.9 million males and 11.3 million females) currently smoke tobacco in some 
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form. It is estimated that nearly 553 billion bidis (a type of filterless hand rolled 

cigarette) and nearly 105 billion cigarettes are consumed annually in India.
7  

 

Table 1.1.3: Percentage of respondents classified by smoking status across sex and 

place of residence, Tamil Nadu, 2007 – 08 

 

Source: ICMR survey Tamilnadu 2007-2008 

 

    The above table 1.1.3 reveals the smoking status of the respondents in 

percentage.   A total of 13.7% of respondents are current smokers, 12.5% of respondents 

are current daily smokers, 2.8% of respondents are past daily smokers.
8
 

  

        Around 2006-2008  Indian Council of Medical Research commissioned a      

multi-center survey  based on validated symptom questionnaire methodology targeting 

urban and rural residents. The. Prevalence of COPD was documented to be around 4.1%  

with 5% males  and 3.2% females. Smokers had 3 times more risk to develop COPD as 

compared to non-smokers and bidi smokers were at higher risk of developing COPD  

which is 8.2% than their Cigarette smoking counterparts  of only 5.9%.
8 
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According to Global Alliance against chronic respiratory disease by WHO, 2008 

chronic respiratory diseases account for Four Million deaths annually and many of the 

preventable chronic respiratory disease are increasing in prevalence. The burden of 

preventable chronic respiratory disease has major adverse effects on the quality of life 

and disability of affected individuals.
2 

 

COPD being a progressive disease can be prevented and controlled with a 

coordinated effort of the individual and society. As an individual the exposure to noxious 

tobacco  smoking should be stopped and can result in improvement in lung function. 

 

Whether the current epidemic of COPD in India, is just a tip of an iceberg or a 

volcano, waiting to erupt will largely depend on these societal responses. The societal 

efforts include the strategies undertaken by the national and international organization to 

control COPD by implementing legislations and policies to control the sale and use of 

tobacco. 

 

Healthcare is on the concurrent list as per the Indian constitution which means 

both Central and State Governments have a joint responsibility of providing healthcare to 

the people. COPD has been included in the Non Communicable Diseases list of priority 

health problems in both the Urban and Rural health missions. Effective implementation 

of the stated program objectives will decide whether India wins this battle against COPD 

or not.
8  
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The    priorities of WHO Global Action plan 2013-2020
9 

are: 

1. Reduction in the prevalence of modifiable risk factors of CRD,  

2. Strengthening research on primary and secondary prevention interventions of 

CRD. 

3. Reduction in the need for costly interventions  

4. Improved productivity and quality of life and reduction in tertiary hospital care 

costs. 

5. Reduction in premature mortality (due to CRD). 

6. Establishment and promotion of partnership with professional, scientific, and 

educational institutions to promote and implement the initiative. 

 

          In order to reduce the risk the first step is to quantify the health risk and to assess 

their distribution. A strengthened preventive service is needed to reduce the morbidity 

and mortality of chronic obstructive pulmonary disease. 

 

1.2 SIGNIFICANCE AND NEED FOR THE STUDY 

Chronic respiratory disease afflicts hundreds of millions of adult worldwide.    

The most serious of these diseases, chronic obstructive pulmonary diseases,(COPD) 

lacks a headline grabbing name but leaves  sufferers gasping for breath until it eventually 

takes their lives. COPD accounted for more than 3 million deaths (5%) worldwide in 

2007.
5 

 

 COPD poses a continuous burden on health care infrastructure without any 

sudden increase in the “incidence rate”. It is not limited to a shorter time period. Also, it 

does not present with an acute threat to life in large numbers. Yet it is classified as an 



17 

 

“epidemic” largely because the burden which it poses is huge and widespread. Moreover, 

the burden become noticeable relatively recently leading to a huge burden of disease 

attributable economic losses, disease morbidity and premature mortality.
10  

 

       COPD dominates all other chronic respiratory diseases in accounting for almost 4 

percent of Disability Adjusted Life Years (DALYS) lost among adults worldwide.              

A DALY combines the number of years lived with a disability and the number of years 

lost to premature deaths. The incidence of COPD increase with age, and death rates 

begin to rise dramatically over age 45. Among men over age 70, COPD accounts for 

nearly 9 percent of total DALYs.
10  

 

Table.1.1.4  Estimated number of patients of COPD 1996-2016 in India 

Year 

Males Females Total 

Urban Rural Urban Rural Urban Rural 

1996 2.34 6.38 1.12 3.16 3.46 9.54 

2001 2.66 7.26 1.32 3.70 3.98 10.96 

2006 3.02 8.23 1.51 4.26 4.53 12.49 

2011 3.43 9.35 1.72 4.83 5.15 14.19 19.34 

2016 3.94 10.76 1.97 5.54 5.91 16.30 22.91 

 

Source: The National Commission on Macroeconomics and Health 2005 

 

The above table 1.1.4 reveals that the number of patients of COPD will increase 

by 22.21  in 2016 compared to 19.34 in 2011. 

 

      The incidence of COPD in India has been studied in several small surveys which 

have enormously varied in their methodology, results and scope of interpretation.         
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The prevalence rates were from 2 to 22 percent in men and from 1.2 to 19 percent in 

women. It is distinctly more common amongst men and smokers as tobacco smoking is 

the most known and established risk factor for COPD.
8 

 

 

Fig 1.1.9 Estimated COPD DALYs by WHO Region 2002 

Source: Prevalence, mortality-WHO report 2002 

The above figure 1.1.9 depicts the COPD DALY by WHO region. 

 

Mortality is just one aspect of a debilitating disease like COPD. The Health 

Related Quality of Life is severely affected by the disease as well. The sub-optimal 

living along with premature mortality is expressed as Disability Adjusted Life Years or 

DALYs. World wide it is estimated that nearly 28,000 (Thousands) DALYs were lost 

due to COPD in 2002. A large chunk of this loss came from Western Pacific Region of 

WHO dominated by China (9,500,000 DALYs) and from South Asia region of WHO 

dominated by India (6,740,000 DALYs). These two nations are harboring 33% 

humanity; and contribute to a 50% colossal loss of life years. The COPD which was 

ranked 12th in 1990 in terms of DALYs lost will rank 5th in 2020 in the hierarchy of all 

diseases.
4 
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      The survey data from multiple sources (Survey of Causes of Death, Annual 

reports of Registrar General of India, Census of India 2001, NFHSI I and II and other 

community studies) points COPD as the most common cause of death in both men and 

women in rural India.
11

 

  

            According to WHO estimates 2007 about 210 million people suffer from COPD 

worldwide with 3 million deaths. The progression of the disease is unquestionably linked 

to smoking, number of cigarettes smoked and the years of smoking. The most common 

symptoms of COPD are breathlessness and chronic cough. As the day worsens, everyday 

physical activities become arduous or impossible. Ideally interventions should occur well 

before the early stage of disease. Primary prevention strategies will have by far the 

greatest effect on curbing chronic obstructive pulmonary disease in adults.
5  

 

Mahmud T. et.al., (2012)
12

 conducted a analytical cross sectional study to 

compare the frequency of undiagnosed chronic obstructive pulmonary disease (COPD) 

in tobacco smokers.  The study was conducted among 124 males to detect undiagnosed 

COPD through spirometry. The result revealed that majority were former smokers and 

were in the age ranged between 42 to 78 years and among Forty-seven (37.9%) who  

were found to have COPD, 24(37.5%) were cigarette smokers, 12(40%) were hookah 

smokers, while 11(36.7%) were from cigarette and hookah smokers. The study 

concluded that frequency of undiagnosed COPD is high in smokers.
 

 

Zachariades AG et.al., (2012)
13

 conducted a prevalence study on COPD through 

spirometry. The study was performed in 1,233 randomly selected individuals. The data 

was collected using a questionnaire and spirometry. The COPD diagnosis and severity 
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were based on criteria developed by the Global Initiative for Chronic Obstructive Lung 

Diseases. The result revealed that the overall prevalence of spirometry diagnosed COPD 

subjects was 4.9%, mild COPD was found in 33.3% of COPD individuals, moderate in 

45%, severe and very severe COPD was found in 20% and 7%,respectively. The study 

found that COPD prevalence increases with age, increased tobacco consumption .The 

results suggested that COPD is an important health problem and Programs that raise 

public awareness focusing on prevention, early detection and treatment are needed.
 
 

 

Bano R. et.al., (2011)
14

conducted a study to compare the pulmonary function 

tests among smokers and non-smokers in a rural area. The pulmonary function tests were 

assessed on computerized spirometer in 400 male subjects comprising of 200 smokers 

and 200 non smokers.  The result revealed that the pulmonary function parameters were 

significantly reduced in smokers, more commonly in those aged 50 years and above. The 

study concluded that Obstructive pulmonary impairment was commonest among 

smokers and if it is detected at an early stage it is possible to minimize subsequent 

morbidity. 

 

     Yawn B. et.al., (2009)
15

 conducted a multi- centric cross sectional study to assess 

the prevalence of COPD. The data on the prevalence was collected using spiromery 

among clients with smoking history. The study revealed the prevalence of COPD in 20% 

of clients with the age above 52 years. The study concluded that airway obstruction 

increases with age and smoking history. The study also confirmed the effectiveness of 

spirometry in diagnosing COPD for clients with smoking history. 
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Jindal SK, et.al., (2006)
16 

conducted a study  on tobacco smoking prevalence 

and respiratory morbidity projected that the prevalence rate of Chronic respiratory 

diseases in adult was around 7%. Chronic obstructive respiratory disease is a 

heterogeneous disease with various clinical presentation. It is a preventable and treatable 

state characterized by airflow limitation that is not fully reversible. The airflow limitation 

is usually associated with an abnormal inflammation of the lungs in response, to noxious 

agents including cigarette smoke bio mass fuels and occupational agents. Chronic 

obstructive respiratory disease is a major public health problem in subjects over Forty 

Years of age and will remain a challenge for the future. 

  

Tinkelman DG. et.al., (2007)
17

 conducted a study on COPD screening in 

primary care.   The study subjects aged 40 or older with no prior diagnosis of chronic 

obstructive respiratory disease were recruited from primary care practices. The 818 

subjects underwent Spirometric examination, of whom 155 (18.9%) had a study 

diagnosis of COPD. The Global Initiative for Chronic Obstructive Lung    Disease 

(GOLD) severity criteria used in the study revealed that COPD was mild in 57.4%, 

moderate in 36.8% and severe in 5.8%.The study concluded that aggressive smoking 

cessation efforts and may lead to a reduction in the burden of COPD symptoms and 

reduce the impact of the disease on health-related quality of  life in these patients. 

 

A cross-sectional study was performed by Kumar et.al., (2004)
18

 in one 

industrial (study) and one non-industrial (reference) town in Punjab State, northern India. 

Ambient air quality samples were collected and analyzed each week for 2 yrs. 

Individuals more than 15 yrs old were interviewed and whose lung functions were 

measured spirometrically. The prevalence of chronic respiratory symptoms (cough, 
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phlegm, breathlessness, or wheezing) was 27.9 and20.3% in the study and reference 

towns, respectively (p < 0.05). That of obstructive ventilatory defect was 24.9 and 11.8% 

(p<0.05), respectively. Logistic regression analysis showed that residence in the study 

town was independently associated with chronic respiratory symptoms (odds ratio [OR] 

1.5; 95% confidence interval [CI] = 1.2, 1.8; p < 0.001) and spirometric ventilatory 

defect (OR = 2.4; 95% CI = 2.0, 2.9; p < 0.001) after controlling for other demographic 

effects. 

  

Raute LJ., (2011)
19

  conducted a study   to examine beliefs about the harms of 

tobacco use, knowledge of health effects, and intentions to quit among tobacco users in 

two states, Maharashtra and Bihar. A  face-to-face cross sectional survey of 248 adults 

reporting exclusive current use of tobacco were analyzed with respect to the knowledge 

of health effects, beliefs about harmfulness, and intentions to quit  tobacco use. The 

result revealed that 36% of tobacco users from Maharashtra and two thirds 62% from 

Bihar had a 'bad' opinion about tobacco use and only 38% of tobacco users reported 

having intentions to quit, and only 11% had intentions to quit within the next 6 months. 

The study concluded that increased educational efforts about the detrimental health 

effects from smokeless tobacco use may result in higher levels of knowledge about the 

harms of smokeless tobacco and this in turn could increase quit intentions and 

subsequent quitting among users.  

 

Hirayama F, Lee AH, Hiramatsu T., (2010)
20

  investigated the relationship 

between life-long physical activity involvement and the COPD risk. A total of 278 

eligible patients (244 men and 34 women) age 50 to 75 years were referred by 

respiratory physicians, while 335 controls (267 men and 68women) were recruited from 
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the community. All participants underwent spirometric measurements of lung function. 

Information on demographic and lifestyle characteristics was obtained by face-to-face 

interview using a structured questionnaire. Older adults who remained physically active 

had better lung function than others inactive over the life course. The COPD patients 

were found to be less active than their healthy counterparts. Significant reductions in risk 

of COPD and breathlessness were evident by being active life-long, with adjusted odds 

ratio 0.59 (95% CI 0.36-0.97) and 0.56 (95% CI 0.36-0.88), respectively. The study 

suggested an inverse association between life-long physical activity and the risk of 

COPD and breathlessness. Promotion of physical activity to prevent this major disease 

should be encouraged. 
 

 

 

Fig.1.1.10: Economic burden of COPD In India.2005 

Source: Murthy KJR et al, NCMH background papers, 2005 

The above figure1.1.10 depicts the economic burden of COPD which is rising in 

peak every five years. 

COPD is a costly disease than other disease and the economic consequence of 

COPD is severe. The direct costs of COPD are the value of resources devoted to the 

diagnosis and medical management of the disease. Indirect costs reflect the monetary 



24 

 

consequences of disability, missed work, premature mortality and care giver or family 

cost resulting from the illness. Hence a strategy that reduces the disease burden and the 

economic crisis is the need of the hour.
10

 

 

The most important, pressing and cost effective strategy is a comprehensive 

program to control tobacco use. Such a strategy would have health benefits beyond 

reducing the incidence and progression of COPD. Unless government initiates controls 

on cigarette smoking, little progress will be seen in stemming the rapidly growing burden 

of COPD.
10 

 

 There is an urgent need to consider the goals of treatment both prevention of 

exacerbations and improvement of quality of life (health status) of patients with COPD.  

Prevention, both primary and secondary, remains the most cost-effective measure in the 

management of COPD, and deserves more emphasis, particularly on the part of health 

care professionals. Primary prevention involves reducing public exposure to cigarette 

and other forms of smoke, and reduction of atmospheric pollution. Secondary prevention 

to limit exposure and resultant progression in those with established disease is essential. 

Several forms of treatment reduce exacerbations and the most effective of these is 

smoking cessation. 
10 

 

If current smoking pattern continue, the 21
st
 Century is likely to see 1 billion 

tobacco deaths, most of them in low income countries. Most tobacco users will want to 

quit but will be unable to because tobacco is highly addictive. The tobacco control 

program will substantially reduce illness, disability, and death and are highly cost 

effective.
7 
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The WHO framework on Tobacco control
21 

includes the following 

components: 

1. Providing universal access to therapies that help people quit smoking. 

2. Restricting smoking in public spaces and workplaces. 

3. Banning tobacco advertising and promotion. 

4. Placing health warning on packages of tobacco. and 

5. Educating the public about the risks of tobacco addiction. 

 

The WHO Global Action Plan Expected Outcome 2013-2020
9 

recommends
 
to 

converge the Health care services and resources by collaborating with the Non 

Governmental Organizations (NGO) to render the comprehensive health care services 

and thus reduce the burden of chronic diseases like COPD. 

 

Health promotion and prevention programmes should focus on the major risk 

factors for chronic respiratory disease. As a step towards primordial prevention the risk 

factors should be screened promptly. And primary prevention measures should be 

implemented based on the commonality of risk factors. For primary and secondary 

prevention to be effective other sectors within a community must be actively engaged. 

And the population must be fully educated about healthy life style such as healthy 

nutritional habits, regular exercises avoidance of tobacco, airway irritants and 

allergens.The secondary prevention strategy should focus on early diagnosis and 

treatment to prevent further complication.  

 

 Omayal Achi Community Health Centre (OACHC) at Arakkampakkam is one 

such NGO run by MR Omayal Achi MR Arunachalam Trust. OACHC provides health 
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care services to 43 adopted villages housing 49,000 populations. The Health Centre 

renders various services from paediatric to geriatric care every day. The Health Centre 

also conducts a special screening programs for high risk individuals like adult smokers 

and assess for various diseases. It has screened more than 10 villages and implemented 

smoking cessation programs. 

 

An unpublished  post graduate study  conducted by  Abirami (2010)
22

 On 

Prevalence of  COPD  by spirometry  in the adopted village of Omayal Achi Community 

Health Centre (OACHC) revealed that 64 samples out of 398 adults in selected villages 

are  affected with COPD and  all of them are found to be male smokers. The investigator 

being specialized in Community Health Nursing and having experience in working with 

the chronic disease clients in the adopted villages of Omayal Achi Community Health 

Centre (OACHC) was motivated by the above studies to undertake the present study 

which aimed to ensure that the clients with smoking habit  should be prevented from the 

serious consequences of COPD. Hence, appropriate interventions were chosen, 

converged and executed as part of Chronic obstructive pulmonary disease prevention 

program to improve the quality of life of male adult smokers. 

  

 The investigator devised these interventions into a Chronic obstructive 

pulmonary disease prevention program which is an efficient integrated nursing care 

package to motivate, educate, counsel  to quit smoking, practice healthy lifestyle so as to  

curb COPD at the earliest. Community health nursing personnel are the frontline health 

care providers and work directly with individuals, family and community and also play a 

vital role in rendering the preventive health care services at all levels.   
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 Considering the above stated factors the investigator perceived the need for 

assessing the effectiveness of Chronic obstructive pulmonary disease prevention program 

on the knowledge, attitude, practice, pulmonary function among the adult males.    

 

The present study will reflect the efficiency and effectiveness of Chronic 

obstructive pulmonary disease prevention program and guide the primary health care 

professionals to improve the intervention strategies, thus it will avert the serious impact 

on health status among male adult smokers and enhance their quality of life and life 

expectancy. 

 

 .  
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1.3     CONCEPTUAL FRAMEWORK 

1.3.1 CONCEPTUAL FRAMEWORK BASED ON BETTY NEUMANS SYSTEMS 

MODEL (2002) – GENERAL CONCEPTS 

 The theoretical framework of this study was based and designed on an integrated 

concepts of Betty Neuman’s “Systems Model
23,24

 in Nursing practice” and the 

transtheoretical model of change.
24,25

 

 

The major concepts of the Betty Neumans Systems model are: 

Wholistic Client approach 

 Neuman (2002) views wholism as both a philosophical and a biological concept. 

Wholism includes relationship that arises from wholeness, dynamic freedom, and creativity 

as the system responds to stressors from the internal and external environments. Each 

component must be considered not as alone but as part of the whole and will influence one’s 

perception of the whole
23

. 

 

Wholistic concept 

Clients are viewed as Wholes whose parts are in dynamic interaction. The key 

components are the client/client system composed of the  physiological, psychological, socio 

cultural, development, and spiritual variables. 

 

Open system 

 The system is open and its elements are exchanging information energy within its 

complex organisation. stress and reaction to stress are basic components of an open system.   

Betty Neuman’s “systems model is based on stress and the reaction/potential reaction to 
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stress, with a philosophical basis in wholeness, wellness, client perception and motivation, 

energy, and environmental interaction (Neuman, 2002c).   

 

The key components are the client/client system composed of the  physiological, 

psychological, socio cultural, development, and spiritual variables that internal and external 

environments and the three prevention-as-intervention level (primary, secondary, and 

tertiary) with purpose of achieving optimal wellness (Neuman & Reed, 2007). The client in 

the NSM is viewed as an open system in which repeated cycles of input, process, output, and 

feedback constitute dynamic organizational pattern. Using the systems perspective, the client 

may be an individual, a group, a family, a community, or any aggregate. In their development 

toward growth and survival, open systems continuously become more differentiated and 

elaborate or complex. As they become more complex, the internal conditions or regulation 

become more intricate. 

. 

 The ideal is to achieve optimal system stability. Neuman agrees with Heslin (1986) 

that when a system achieves stability, revitalization occurs.  As an open system, the client 

system has a propensity to seek or maintain a balance among the various factors, both within 

and outside the system, that seek to disrupt (Neuman, 2002).  Neuman labels these forces as 

stressors and views them as capable of having either positive or negative effects.. Reactions 

to the stressors may be possible or actual, with identifiable responses and symptoms. 

 

Basic structure 

 The basic structure, or central core, is made up of those basic survival factors 

common to the species (Neuman, 2002). These factors include the system variables 

(physiological, psychological, socio cultural, developmental, and spiritual), genetic features, 
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and strengths and weaknesses of the components of the system. If the client system is a 

human being, the basic structure contains such features as the ability to maintain body 

temperature within a normal range, genetic characteristics such as hair colour and response to 

stimuli, and the functioning of various body systems and their interrelationship. There are 

also the baseline characteristics associated with each of the five variables, such as physical 

strength, cognitive ability, cultural perspective, developmental stage, and value systems.  

 

Process or function 

The exchange of matter, energy, and information with the environment and the 

interaction of the parts and subparts of the system of man. A living system tends to move 

towards wholeness, stability, wellness, and negentropy. 

 

Stability 

 Neuman (2002) identifies system stability as occurring when the energy exchanges 

with the environment occur without disrupting the characteristics of the system. Since the 

system is an open system, stability is dynamic. A change in one direction is countered by a 

compensating movement in the opposite direction. When the system is disturbed from its 

normal, or stable, state, there is a rapid surge in the amount of energy needed to deal with the 

disorganization that results from the disturbance. In stability, the system is able to cope with 

stressors to attain, retain, or maintain optimal health and integrity. 

 

Client Variables 

 Neuman originally identified the recipient or nursing care as individual and patient 

(Neuman, 1974, 1980; Neuman & Young, 1972). In 1982 Neuman used both client, in the 

chapter title, and patient, in the discussion (Neuman, 1982). By 1989, Neumann used 
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client/client system consistently in recognition of the movement toward collaborative client-

caregiver relationships (Neuman, 2002). 

 

Content 

 Neuman (2002) views the individual client wholistically and considers the variables 

(physiological, psychological, socio-cultural, developmental, and spiritual) simultaneously 

and comprehensively. The physiological variable refers to the structure and internal and 

external functions of the body; the psychological variable to mental processes and 

relationships; the socio-cultural variables to system functions that relate to social and cultural 

expectations, activities, and influences; the developmental variable to the influence of 

spiritual beliefs. The spiritual variable was added in 1989. In the ideal situation, these 

variables function in harmony and stability in relation to internal and external environmental 

stressors. Each of the variables should be considered when assessing system reaction to 

stressors for each of the concentric circles in the model diagram. It is vital to avoid 

fragmentation if optimum stability of the client system is to be promoted through nursing 

care.  

 

Environment 

Neuman (2002) defines environment as internal and external forces affecting and 

being affected by the client at any time comprise the environment. Exchanges with the 

environment are reciprocal; both the client and the environment may be affected either 

positively or negatively by the other. The system may adjust to the environment or adjust the 

environment to itself. 

 



32 

 For example, individuals who experience sleep deprivation are more susceptible to 

viruses of the common cold from the environment than those who are well rested. 

 

 The internal environment exists within the client system and is intrapersonal. All 

forces and interactive influences that are exclusively within the boundaries of the client 

system make up this environment. The external environment exists outside the client system 

and is inter- and extra personal. Those forces and interactive influences that are outside the 

system boundaries are identified as external.  

 

Created environment 

 In 1989, Neuman first identified a third environment, the created environment, which 

is intra and extra personal. The created environment is developed unconsciously by the client 

and is symbolic of system wholeness. It represents the open-system exchange or energy with 

both the internal and external environments. It is dynamic and depicts the unconscious 

mobilization of all system variables but particularly the psychological and socio cultural 

variables. The purpose of this mobilization is the integration, integrity, and stability of the 

system. Based on Lazarus’s (1981) work, its function is seen as a protective coping shield 

that encompasses both the internal and external environments. Because it serves as an 

insulator, the crated environment may change the client system’s response to stressors.          

A major objective of the created environment is to provide a positive stimulus toward health 

for the client. Capers (1996) emphasizes that the created environment includes cultural 

factors that influence the state of wellness. The created environment is developed to be 

protective but may have a negative effect on the system if it uses energy needed to react to 

environmental stressors.  
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Stressors 

  Neuman (2002) defines stressors as stimuli that produce tensions and have the 

potential for causing system instability. She views stressors, within themselves, as neutral; it 

is the client/client system’s perception that determines the impact as positive or negative. The 

system may need to deal with one or more stressors at any given time. It is important to 

identify the type, nature, and intensity of the stressors; the time of the system’s encounter 

with the stressors; and the nature of the system’s reaction or potential reaction to that 

encounter, including the amount of energy needed. The reaction in one subsystem may, in 

turn, affect the original stressor. Outcomes may be positive with the potential for beneficial 

system changes that may be temporary or permanent. 

 

 Stressors are present both within or outside of the system. Neuman (2002c) classifies 

stressors as intra-, inter-, or extra personal in nature. 

1. Intrapersonal stressors are those that occurs within the client system boundary and 

correlate with the internal environment. An example for the client system is the 

conditioned response. 

2. Interpersonal stressors occur outside the client system boundary, are proximal to the 

system, and have an impact on the system boundaries but are at a greater distance 

from the system than are interpersonal stressors. An example is social policy. 

3. Extra personal stressors correlate with the external environment. The created 

environment includes intra-, inter-, and extra personal stressors. The negative 

variables are considered as stressors like abnormal anthropometric variables, type of 

family, poor family income, lower education status, smoking habit, influence to 

smoking. 

 



34 

Wellness 

Wellness exists when the parts of the client system interact in harmony, system needs 

are met. 

 

Illness 

Disharmony among the parts of the system is considered illness in varying degrees 

reflecting unmet needs. 

 

Normal Line of defence 

 Any stressor may invade the normal line of defense when the flexible line of defense 

offers inadequate protection. When the normal line of defense is invaded or penetrated, the 

client system reacts. The reaction will be apparent in symptoms of instability or illness and 

may reduce the system’s ability to withstand additional stressors. 

 

The normal line defense is the models outer solid circle. It represents a stability state 

for the individual, system or the condition following adjustment made to stressors and 

maintained overtime that is considered uniquely normal. This is a result or composite of 

several variables and behaviours such as the individuals usual coping patterns, lifestyle and 

developmental stage, it is basically the way in which an individual copes with stressors while 

functioning within the cultural pattern of birth and to which he attempts to conform.  

 

Flexible Line of defence  

The flexible line of defense is represented in the model diagram as the outer boundary 

and initial response, or protection, of the system to stressors.  (Neuman, 2002). 
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The outer broken ring is dynamic and can be rapidly altered over a short period of 

time. It is perceived as a protective buffer for preventing stressors from breaking through the 

solid line of defense. The relationship of the variables can affect the degree to which an 

individual is able to use their flexible line of defense against possible reaction to a stressor or  

stressors. It is important to strengthen this flexible line of defense to prevent a possible 

reaction. 

 

Lines of resistance  

The series of broken lines surrounding the basic core structure are called the flexible 

line of resistance. These rings represent resource factors that help the client defend against a 

stressor. An example is the body’s immune response system. If the lines of resistance are 

effective in their response, the system can reconstitute; if the lines of resistance are not 

effective, the resulting energy depletion may lead to death.  

 

Reaction 

  Neuman does  point out that reactions and outcomes may be positive or negative, and  

discusses system movement toward  negentropy  or entropy. 

 

Prevention-as-Intervention 

 Primary, secondary, and tertiary prevention-as-interventions are used to retain, attain, 

and maintain system balance. More than one prevention-as-intervention mode may be used 

simultaneously. 

 

Primary prevention  

 Primary prevention-as-intervention occurs before the system reacts to a stressor; it 

includes health promotion and maintenance of wellness. Primary prevention focuses on 
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strengthening the flexible line of defense through preventing stress and reducing risk factors. 

This intervention occurs when the risk or hazard is identified but before a reaction occurs.   

 

 

Secondary prevention  

 Secondary prevention-as-intervention occurs after the system reacts to a stressor and 

is provided in terms of existing symptoms. Secondary prevention focuses on strengthening 

the internal lines of resistance and thus protects the basic structure through appropriate 

treatment of symptoms. The intent is to regain optimal system stability and to conserve 

energy in doing so. If secondary prevention is unsuccessful and reconstitution does not occur, 

the basic structure will be unable to support the system the use of analgesics or of positioning 

to decrease pain. 

 

Tertiary prevention 

 Tertiary prevention-as-intervention occurs after the system has been treated through 

secondary prevention strategies. Its purpose is to maintain wellness or protect the client 

system reconstitution through supporting existing strengths and continuing to conserve 

energy. Tertiary prevention may begin at any point at any point after system stability has 

begun to be re-established (reconstitution has begun). Tertiary prevention tends to lead back 

to primary prevention.  

 

Reconstitution 

Reconstitution is the state of adaptation to stressors in the internal and external 

environment. Reconstitution begins at any point following initiation of treatment for 

invasion of stressors. Neuman defines reconstitution as the return to and maintenance of 

system stability. Reconstitution may expand the normal line of   defense  beyond its previous 
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level to a higher level of wellness, stabilize the system at a lower level of wellness, or return 

it to the level that existed before the illness. It depends on successful mobilization of client 

resources to prevent further reaction to the stressor and stressor and represents a dynamic 

state of adjustment. 

 

Nursing  

 Nursing as a unique profession that is concerned with all of the variables affecting an 

individual’s response to stress. This may be accomplished through accurate assessment of 

both the actual   and the potential effects of stressor invasion and assisting the client system 

to make those adjustments necessary for optimal wellness through primary, secondary, and 

tertiary prevention-as-intervention. In supporting system stability, the nurse provides the 

linkage between the client system, the environment, health, and nursing. 

  

Health  

 Neuman (2002c) identifies health as optimal system stability, harmony among the five 

variables, or the optimal state of wellness at a given time. Health is seen as a continuum from 

wellness to illness. Health is also described as dynamic, with changing levels occurring 

within a normal range for the client system over time. The levels vary because of basic 

structure factors and the client system’s response and adjustment to environmental stressors.  

Wellness may be determined by identifying the actual or potential effects of invading 

stressors on the system’s available energy levels. The client system move towards illness and 

death (entropy) when energy is needed than is available and toward wellness (negentropy) 

when more energy is available or can be generated, than is needed. 
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Person 

The neuman system model presents the client as a whole person that is as a dynamic 

composite of interrelationships among physiological, sociocultural, developmental and 

spiritual factors. The client is viewed as being in constant change or motion and is viewed as 

an open system in reciprocal interaction with the environment. 

 

Trans  theoretical model 

The trans theoretical model of behavior change assesses an individual's readiness to 

act on a new healthier behavior, and provides strategies, or processes of change to guide the 

individual through the stages of change to Action and Maintenance. 

 

The trans theoretical model is also known by the abbreviation and by the term "stages 

of change model. It is "arguably the dominant model of health behaviour change, having 

received unprecedented research attention, yet it has simultaneously attracted criticism 

 

James O. Prochaska of the University of Rhode Island and colleagues developed the 

transtheoretical model beginning in 1977. It is based on analysis and use of different theories 

of psychotherapy, hence the name "transtheoretical." 

 

Stages of change 

In the transtheoretical model, change is a "process involving progress through a series 

of stages:
24,25 
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• Precontemplation (Not Ready) - People are not intending to take action in the 

foreseeable future, and can be unaware that their behaviour is problematic" 

• Contemplation (Getting Ready) - People are beginning to recognize that their 

behaviour is problematic, and start to look at the pros and cons of their continued 

actions" 

• Preparation (Ready) - People are intending to take action in the immediate future, and 

may begin taking small steps toward behavior change" 

• Action – People have made specific overt modifications in modifying their problem 

behavior or in acquiring new healthy behaviors’" 

• Maintenance – People have been able to sustain action for a while and are working to 

prevent relapse" 

• Termination – Individuals have zero temptation and they are sure they will not return 

to their old unhealthy habit as a way of coping" 

 

In addition, the researchers conceptualized "relapse" (recycling) which is not a stage in 

itself but rather the "return from Action or Maintenance to an earlier stage."  

 

Stages of change 

Stage 1: Precontemplation (Not Ready)  

People at this stage do not intend to start the healthy behavior in the near future 

(within 6 months), and may be unaware of the need to change. People here learn more about 

healthy behavior: they are encouraged to think about the pros of changing their behavior and 

to feel emotions about the effects of their negative behavior on others. 
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Pre contemplators typically underestimate the pros of changing, overestimate the 

cons, and often are not aware of making such mistakes. 

 

One of the most effective steps that others can help with at this stage is to encourage 

them to become more mindful of their decision making and more conscious of the multiple 

benefits of changing an unhealthy behavior. 

 

Stage 2: Contemplation (Getting Ready) 

         At this stage, participants are intending to start the healthy behavior within the next 6 

months. While they are usually now more aware of the pros of changing, their cons are about 

equal to their Pros. This ambivalence about changing can cause them to keep putting off 

taking action. 

 

People here learn about the kind of person they could be if they changed their 

behavior and learn more from people who behave in healthy ways. Others can influence and 

help effectively at this stage by encouraging them to work at reducing the cons of changing 

their behavior. 

 

Stage 3: Preparation (Ready) 

          People at this stage are ready to start taking action within the next 30 days. They take 

small steps that they believe can help them make the healthy behavior a part of their lives. 

For example, they tell their friends and family that they want to change their behavior. 

 

People in this stage should be encouraged to seek support from friends they trust, tell 

people about their plan to change the way they act, and think about how they would feel if 
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they behaved in a healthier way. Their number one concern is: when they act, will they fail? 

They learn that the better prepared they are, the more likely they are to keep progressing. 

 

Stage 4: Action 

          People at this stage have changed their behavior within the last 6 months and need to 

work hard to keep moving ahead. These participants need to learn how to strengthen their 

commitments to change and to fight urges to slip back. 

 

People in this stage progress by being taught techniques for keeping up their 

commitments such as substituting activities related to the unhealthy behavior with positive 

ones, rewarding themselves for taking steps toward changing, and avoiding people and 

situations that tempt them to behave in unhealthy ways. 

 

Stage 5: Maintenance 

           People at this stage changed their behavior more than 6 months ago. It is important for 

people in this stage to be aware of situations that may tempt them to slip back into doing the 

unhealthy behavior—particularly stressful situations. 

 

It is recommended that people in this stage seek support from and talk with people 

whom they trust, spend time with people who behave in healthy ways, and remember to 

engage in healthy activities to cope with stress instead of relying on unhealthy behavior. 
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Fig.1.1.11(b): Transtheoretical Model of Change (1977)  
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1.3.2 APPLICATION OF BETTY NEUMANS SYSTEMS MODEL AND THE 

TRANTHEORETICAL MODEL OF CHANGE FOR THE PRESENT STUDY 

 The theoretical framework of this study was based and designed on integrated 

concepts of Betty Neuman’s “Systems Model in Nursing practice” and the Transtheoretical 

model of change. 

 

The major concepts of the Betty Neumans Systems model are: 

Wholistic Client approach 

  Wholism in this study refers to the wholistic health of the individual. It depends on 

the interaction of the individual system(pulmonary system) of the  adult males to maintain the 

wholistic health.   

 

Wholistic concept 

Adult males are viewed as Wholes whose parts are in dynamic interaction. The key 

components of the system composed of the knowledge, attitude, practice, pulmonary function 

which are dynamic interaction. 

 

Open system 

 In this study open system refers to the Adult males and how they react to stress. The 

key components of the adult males composed of their knowledge, attitude, practice, 

pulmonary function. These components are influenced by many factors that affect the 

systems stability. To maintain stability or balance of the system, the three levels of 

prevention-as- primary, secondary, and tertiary were intervened with purpose of achieving 

optimal wellness.  
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Basic structure 

 The basic structure, or central core, refers to the adult males pulmonary function .The 

pulmonary function of the adult males is based on their knowledge, attitude, practice. The 

adult males will prevent themselves from COPD at all levels by adequate knowledge, 

attitude, practice and maintains the pulmonary function.  

 

Process or function 

The function here refers to the effect of COPD prevention program on the knowledge, 

attitude, practice, pulmonary function. 

 

Stability 

  The heath of adult males is dynamic. The prevention of COPD and maintenance of 

pulmonary heath depends on their knowledge, attitude, practice and pulmonary function.  the   

COPD prevention program will bring a change in the knowledge, attitude, practice, 

pulmonary function . 

 

Lines of resistance 

 The lines of resistance protect the basic structure and become activated when the 

normal line of defense is invaded by environmental stressors. If the lines of resistance are 

effective in their response, the system can reconstitute, prevent COPD and protect the 

pulmonary function if the lines of resistance are not effective, results in poor pulmonary 

function. 

 

Normal Line of Defense 

 In terms of system stability, the normal line of defense represents stability over time. 

It is considered to be usual level of stability for the system or the normal wellness state and is 
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used as the baseline for determining deviation from wellness for the client system. For the 

system, the normal line of defense changes over time as a result of coping with a variety of 

stressors. The stability represented by the normal line of defense is actually a range of 

responses to the environment. 

 

 Any stressor may invade the normal line of defense when the flexible line of defense 

offers inadequate protection. When the normal line of defense is invaded or penetrated, the 

client system reacts. The reaction will be apparent in form of poor pulmonary function 

leading to COPD. 

 

Flexible Line of Defense 

 The flexible line of defense serves as a cushion as it expands away from or contracts 

closer to the normal line of defense. It protects the normal line of defense and acts as a buffer 

for the client system’s usual stable state. Ideally, the flexible line of defense prevents 

stressors from invading the system. As the distance between the flexible and normal lines of 

defense increases, so does the degree of protection available to the system.  

  

Environment 

Neuman (2002) defines environment as Internal and external forces affecting and 

being affected by the client at any time comprise the environment. Exchanges with the 

environment are reciprocal; both the client and the environment may be affected either 

positively or negatively by the other. The system may adjust to the environment or adjust the 

environment to itself. 
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The internal environment exists within the client system and is intrapersonal.. The 

external environment exists outside the client system and is inter- and extra personal. Those 

forces and interactive influences that are outside the system boundaries are identified as 

external.  

 

Created environment represents the interlink of the family, community and health care 

agencies. 

 

Stressors 

Stressors are stimuli that produce tensions and have the potential for causing system 

instability.  The system may need to deal with one or more stressors at any given time. It is 

important to identify the type, nature, and intensity of the stressors; the time of the system’s 

encounter with the stressors; and the nature of the system’s reaction or potential reaction to 

that encounter, including the amount of energy needed. The reaction in one subsystem may, 

in turn, affect the original stressor. Outcomes may be positive with the potential for beneficial 

system changes that may be temporary or permanent. 

 

 Stressors are present both within or outside of the system. Neuman (2002c) classifies 

stressors as intra-, inter-, or extra personal in nature. 

1. Intrapersonal stressors are those that occurs within the client system boundary 

and correlate with the internal environment.  Here it refers to the conditioned 

response of practice of nicotine dependence and its effect on pulmonary function. 

2. Interpersonal stressors occur outside the client system boundary. In this study 

interpersonal stressors are education, occupation, income, type of smoking. 

chronicity of abuse, number of smoke per day.    
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3. Extra personal stressors correlate with the external environment. In this study it 

refers to person influencing to smoking. 

 

Wellness 

Wellness exists when the parts of the client system interact in harmony, system needs 

are met. It is the optimal system stability and denoted as optimal pulmonary health and 

absence of COPD. 

 

Reaction 

  Neuman does point out that reactions and outcomes may be positive or negative, and  

discusses system movement toward  negentropy or entropy 

 

Prevention-as-Intervention 

 Primary, secondary and tertiary prevention-as-interventions are used to retain, attain, 

and maintain system balance. More than one prevention-as-intervention mode may be used 

simultaneously. 

 

Primary prevention  

 Primary prevention-as-intervention occurs before the system reacts to a stressor; it 

includes health promotion and maintenance of wellness. Primary prevention focuses on 

strengthening the flexible line of defense through preventing stress and reducing risk factors.  

 

This intervention occurs when the risk or hazard is identified but before a reaction 

occurs. Strategies that might be used include immunization, health education, exercise, and 

lifestyle changes. Neuman (2002) indicated that health promotion is an area of major concern 

to client and caregiver and that, in the ideal situation, health promotion, as a component of 
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primary prevention-as-intervention, should work with both secondary and tertiary prevention-

as-intervention to promote optimal wellness.  

  

In this study adult males are at risk for COPD because of smoking habit. Strategies 

that are used to prevent COPD include health education on prevention of COPD, breathing 

exercise.  

 

Secondary prevention  

 Secondary prevention focuses on strengthening the internal lines of resistance and 

thus protects the basic structure through appropriate treatment of symptoms. The intent is to 

regain optimal system stability and to conserve energy in doing so.  

 

In this study secondary prevention represents mobilization of internal and external 

resources to attain stability and adaptation, facilitate purposeful manipulation of stressors i.e. 

intervention of COPD prevention program. In which health education motivates and educates 

and involves the client / client system to achieve health care goals.  Individual Counselling 

for smoking cessation facilitates and supports the positive factors. Behavioural strategies 

helps to cope with smoking cessation and decrease  nicotine dependence ,breathing exercise  

promotes pulmonary function. 

. 

Tertiary prevention 

 Tertiary prevention-as-intervention occurs after the system has been treated through 

secondary prevention strategies. Its purpose is to maintain wellness or protect the client 

system reconstitution through supporting existing strengths and continuing to conserve 

energy. Tertiary prevention may begin at any point at any point after system stability has 
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begun to be re-established (reconstitution has begun). Tertiary prevention tends to lead back 

to primary prevention. An example of tertiary prevention is participation in  pulmonary 

rehabilitation program. 

 

Reconstitution 

Reconstitution is the state of adaptation to stressors in the internal and external 

environment. Reconstitution begins at any point following initiation of treatment for 

invasion of stressors. Neuman (2002) defines reconstitution as the return to and maintenance 

of system stability. Reconstitution may expand the normal line of defense beyond its previous 

level to a higher level of wellness, stabilize the system at a lower level of wellness, or return 

it to the level that existed before the illness. It depends on successful mobilization of client 

resources to prevent further reaction to the stressor and stressor and represents a dynamic 

state of adjustment. 

 

Nursing  

 Neuman (2002) also discusses nursing as part of the model. Nursing as a unique 

profession that is concerned with all of the variables affecting an individual’s response to 

stess. The major concern of nursing is to help the client system attain, maintain, or retain 

system stability. The goal of optimal wellness is achieved when the system has the greatest 

possible degree of stability at any given time. This may be accomplished through accurate 

assessment of both the actual   and the potential effects of stressor invasion and assisting the 

client system to make those adjustments necessary for optimal wellness through primary, 

secondary, and tertiary prevention-as-intervention. In supporting system stability, the nurse 

provides the linkage between the client system, the environment, health, and nursing. 
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In this study the investigator is a nurse who is instrumental in promoting the lung 

function among  adult males by converging the various nursing interventions as chronic 

obstructive pulmonary disease prevention program which focuses on three domains of human 

life  i.e. cognitive, affective and psychomotor domains as it conserve and reserve the 

resources of man, money, material and time factor. 

 

Health  

 Neuman (2002c) identifies health as optimal system stability, harmony among the five 

variables, or the optimal state of wellness at a given time. Health is seen as a continuum from 

wellness to illness. Health is also described as dynamic, with changing levels occurring 

within a normal range for the client system over time. In this study health refers to the 

optimal pulmonary health and absence of disease COPD. 

 

Trans theoretical model 

The trans theoretical model of behavior change assesses an individual's readiness to 

act on a new healthier behavior, and provides strategies, or processes of change to guide the 

individual through the stages of change to Action and Maintenance. The trans theoretical 

model of change is used make the individual undergo various stages of change in the process 

of smoking cessation. 

 

Stage 1: Precontemplation  

People at this stage do not intend to start the healthy behaviour in the near future and 

may be unaware of the need to change. People here learn more about healthy behaviour and  

they are encouraged to think about the pros of changing their behaviour and to feel emotions 

about the effects of their negative behaviour on others. 
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The  investigator follow the most effective step of creating awareness  and 

encouraging them to  about the multiple benefits of  smoking cessation by health education. 

 

Stage 2: Contemplation  

At this stage, participants are intending to start the healthy behaviour within the next 6 

months. People here learn about the kind of person they could be if they changed their 

behaviour and learn more from people who behave in healthy ways. The investigator 

influence the adult males by giving individual counselling and encouraging them to stop 

smoking. 

 

Stage 3: Preparation  

Adult males at this stage are ready to stop smoking. They tell their friends and family 

that they want to change their behaviour and they understood the consequence of smoking on 

their health. The investigator teach behavioural strategies to cope with smoking cessation. 

 

Stage 4: Action 

Adult males at this stage have changed their behaviour and try hard to keep moving 

ahead. Adult males follow behavioral techniques by substituting activities related to the 

smoking behaviour and to cope with situations that tempt them to smoke. 

 

Stage 5: Maintenance 

People at this stage changed their behaviour more than weeks to months. It is 

important for people in this stage to be aware of situations that may tempt them to slip back 

into smoking—particularly stressful situations. 
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Adult males in this stage seek support from and talk with people whom they trust, 

spend time with people who behave in healthy ways, and remember to engage in behavioural 

interventions and practice breathing exercise to promote coping of smoking cessation. The 

investigator will do follow-up, referral and maintain smoking cessation among adult males. 
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CHAPTER – 2 

AIMS AND OBJECTIVES 

 

2.1 TITLE 

Evaluate the effectiveness of the Chronic Obstructive Pulmonary Disease 

Prevention Program on the knowledge, Attitude, Practice among adult males in selected 

rural community, Thiruvallur District, Chennai.  

 

2.2 STATEMENT OF THE PROBLEM 

An experimental study to evaluate the effectiveness of Chronic Obstructive 

Pulmonary Disease Prevention Program on the Knowledge, Attitude, Practice and 

Pulmonary function among adult males in selected rural community, Thiruvallur District, 

Chennai.   

 

2.3 OBJECTIVES  

1. To assess and compare the pretest and post test level of knowledge, attitude, practice 

and pulmonary function among adult males in experimental group and control group.  

2. To evaluate the effectiveness of chronic obstructive pulmonary disease prevention 

program on the knowledge, attitude, practice and pulmonary function among adult 

males in experimental group and control group. 

3. To correlate the knowledge, attitude, practice and pulmonary function among adult 

males in the experimental group and control group. 

4. To associate cumulative mean differed knowledge, attitude, practice, pulmonary 

function and selected variables of adult males in the experimental group and control 

group. 
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2.4 NULL HYPOTHESES 

NH1: There is no difference in the  pretest and posttest level of knowledge, attitude, 

practice, pulmonary function among adult males within and between 

experimental group and control group at p<0.05 level of significance. 

NH2: There is no co-relation between knowledge, attitude, practice and pulmonary 

function among adult males in experimental group and control group at p<0.05 

level of significance. 

NH3:  There is no association between mean differed level of knowledge, attitude, 

practice, pulmonary function and selected variables of adult males in the  

experimental group and control group  at p<0.05 level of significance. 

 

2.5 OPERATIONAL DEFINITION 

2.5.1 Effectiveness  

It refers to the extent to which chronic obstructive pulmonary disease prevention 

program has improved the knowledge, attitude, practice, pulmonary function among 

adult males.  

 

2.5.2 Chronic obstructive pulmonary disease prevention program 

It refers to the systematically organized awareness program prepared by the 

investigator consisting of primary and secondary prevention strategies.  

The Primary prevention strategies consist of breathing exercise and health 

education on prevention of COPD.  

 

 The secondary prevention strategies consist of individual counseling on smoking 

cessation, smoking cessation therapy, behavioral methods to cope with withdrawal 

symptoms. The program includes 
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• Health Education 

         It refers to the overview of the chronic obstructive pulmonary disease, effect of 

smoking on lungs, benefit of quitting smoking, measures to promote lung health. This is 

executed by individual teaching method with the help of flash cards which lasts for 30 

minutes on the 1st day after pretest.  

 

• Breathing Exercise 

This consists of alternate nostril breathing exercises for the adult males which 

initially starts with one minute extending up to five minutes for thirty repetitions per 

minute for 12 weeks. 

 

• Individual Counselling 

This is given in the various phases of rapport and relationship building, assessment / 

problem definition, goal setting, initiating interventions and termination phase to help the 

Adult males in smoking cessation for a maximum of 3 sessions for each individual wherein 

each session lasts for 30-40 minutes for 1 week.  

 

•  Nicotine replacement therapy  

Adult males with high dependence are referred to smoking cessation centre for 

treatment.  

 

• Behavioral Strategies 

       This includes behavioral coping to substitute withdrawal symptoms like craving, 

depression, irritability, insomnia, decreased concentration with adaptive ones. 

These Interventions are taught with the help of a booklet.  
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• Follow up:  

Adherence to behavioral methods for 12 weeks is ensured by a registration card, 

self monitored checklist, volunteers from local village. 

 

2.5.3 Knowledge 

 It refers to the awareness of the adult males on prevention of chronic obstructive 

pulmonary disease as elicited by the response to the investigator developed structured 

questionnaire. The questionnaire is validated by experts. It consists of total 20 items on 

various aspects of chronic obstructive pulmonary disease like general concepts, causes, 

risk factors, clinical features, effect of smoking on lungs, diagnosis, management and 

prevention of COPD.  

 

2.5.4 Attitude 

 It refers to the opinion/perception expressed by the adult males on prevention of 

chronic obstructive pulmonary disease as elicited by the investigator developed rating 

scale. The rating scale is validated by experts and it consists of total 20 items which 

includes 10 positive and 10 negative items. 

 

2.5.5 Practice 

 It refers to the nicotine dependence of the adults as measured by Fagerstorm 

nicotine dependence questionnaire. It consists of 6 items with a maximum possible score 

of 10. 
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2.5.6 Pulmonary function 

 It refers to volume of air blow out by male adults in one second (fev1) as 

measured by the 3 trials using the PC assisted spirometer (RMS-Helios) through which 

normal pulmonary function, stage of COPD will be identified. The classification of 

COPD is based on GOLD stages as mild, moderate, severe, very severe COPD. 

 

2.5.7 Adult males 

 Adult males refers to men who smoke and in the age group of 20-55 years. 

 

2.6 ASSUMPTIONS  

1. Adult males may be the more vulnerable group for chronic obstructive pulmonary 

disease. 

2. The chronic obstructive pulmonary disease prevention program may be a 

effective strategy to prevent chronic obstructive pulmonary disease diseases. 

3. Intra Inter, extra personal factors may influence the adult males in adhering to the            

prevention strategies.  

4. The pulmonary health may depend on the degree of reaction, response and 

reconstitution with the stressors.  

5. Adult  males will undergo various stages of change for smoking cessation and restore 

pulmonary health. 

6. The health care interventions may support and supplement the reaction and help to 

achieve the adaptation thus it protects the basic structure of pulmonary health of 

adult males and prevent COPD.  

 

2.7 DELIMITATION 

The study is delimited to adult males who were identified as smokers during the 

household survey and residing in selected rural community.  



59 

 

CHAPTER – 3  

REVIEW OF LITERATURE  

 

      Literature review tends to be a multi-pronged endeavour to assess the available 

data within the context of an existing base of knowledge. The most important reason for 

review of literature is to retrieve the existing evidence on the problem being addressed 

and to device the need for the new study.   A research literature review is a written 

summary of the state of evidence on a research problem.    

 

      The review of literature is defined as a board, comprehensive, indepth, systematic 

and critical review of scholarly publication, unpublished scholarly print materials, audio 

visual materials and personal communications. Critical review of literature refers to a 

process in which the investigator or reader examines the strength and weakness of the 

appropriate scholarly publications/literature  

 

    The major steps in preparing a written research review include formatting a 

question, devising a search strategy, conducting a search, retrieving relevant sources, 

abstracting and encoding information, critiquing studies, analyzing the aggregated 

information, and preparing a written manuscript. Review of literature related to the 

present study were reviewed from books, published articles and medline search to 

broaden the understanding and gain insight into the selected problem under study. 

 

       The review of literature is presented in three parts. 

3.1 Part-1              

3.1.1  General Concepts Of Chronic Obstructive Pulmonary Disease. 
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3.2 Part-2 

            It consists of research studies related to  

3.2.1  Prevalence And Risk Factor Of Chronic Obstructive Pulmonary  Disease   

3.2.2  Knowledge, Attitude, Practice Regarding Chronic Obstructive Pulmonary 

Disease 

3.2.3  Various Smoking Cessation Interventions 

 

3.1 PART-1              

3.1.1 GENERAL CONCEPTS OF COPD 

Definition. 

Chronic obstructive pulmonary disease (COPD) is a preventable and treatable 

disease state characterized by airflow limitation that is not fully reversible. 

 

The airflow limitation is usually progressive and associated with an abnormal 

inflammatory response of the lungs to noxious particles of gases, primarily caused by 

cigarette smoking. The major risk factor for developing COPD is cigarette smoking 

accounts for 900,000 deaths annually in India.   

 

Carbon monoxide (CO) is a component of tobacco smoke. CO has a high affinity 

for hemoglobin and combines with it more readily than does ��, thereby reducing the 

smoker’s  ��- carrying capacity. The smoker inhales a lower percentage of  �� than 

normal, resulting in less �� available at the alveolar level. 
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Cigarette smokers have a higher prevalence of respiratory symptoms and lung 

function abnormalities, a greater annual rate of decline in FEV1, and a greater COPD 

mortality rate than nonsmokers. Pipe and cigar smokers have greater COPD morbidity 

and mortality rates than nonsmokers, although their rates are lower than those for 

cigarette smokers. Other types of tobacco smoking popular in various countries are also 

risk factors for COPD. 

 

The risk for COPD in smokers is dose-related. Age at starting to smoke, total 

pack-years smoked, and current smoking status are predictive of COPD mortality. Not 

all smokers develop clinically significant COPD, which suggests that genetic factors 

must modify each individual’s risk
26

.  

 

Pathophysiology 

 COPD is characterized by chronic inflammation found in the airways, lung 

parenchyma (gas-exchanging surfaces of the lung [respiratory bronchioles and alveoli]) 

and pulmonary vasculature. 

 

 The inflammatory process starts with inhalation of noxious particles and gases 

(e.g., cigarette smoke, air pollution).  

 

The predominant inflammatory cells, macrophages and lymphocytes (primarily 

CD8 cells), increase and release inflammatory mediators, including leukotrienes, 

interleukins, and tumor necrosis factor. These mediators cause damage to the lung tissue. 

Later,  neutrophils  infiltrate into the lungs and release more inflammatory mediators. 
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 The airways become inflamed, resulting in increased numbers of enlarged goblet 

cells. This results in excess mucus production (or chronic bronchitis). Peripheral airways 

(small bronchi and bronchioles with internal diameter <2mm) undergo cycles of injury 

and repair of the airway walls with resultant structural remodeling. Increased collagen 

and scar tissue formation in the wall cause fibrosis
27

. 

 

 

 

 

Fig.3.1.1: Effect of smoking on lungs leading to COPD. 

Source: Global initiative of Chronic lung disease.2007 

 

 

 

 

 

 



 

 

 

Fig.3.1.2: Pathology of smo

Source: Global initiative of 
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The pathologic changes may occur throughout the lungs in severe disease and the 

pulmonary capillary bed may also be destroyed. . 

 

 In COPD, as the supporting structures of the lung are destroyed, there is no pull 

or traction on the walls of the lungs
26

. 

 

Clinical manifestations 

 Clinical manifestations of COPD typically develop slowly around 50 years of age 

after 20 pack-years of cigarette smoking. 

 

A diagnosis of COPD should be considered in any patient who has symptoms of 

cough, sputum production, or dyspnea, an/or a history of exposure to risk factors for the 

disease. An intermittent cough, which is the earliest symptom, usually occurs in the 

morning with the expectoration of small amounts of sticky mucus resulting from bouts of 

coughing. Patients usually seek medical help when they have an acute respiratory 

infection, with dyspnea being the main concern. 

 

Dyspnea is often progressive, and usually occurs with exertion. In late stages of 

COPD, dyspnea may be present at rest. As more alveoli become over distended, 

increasing amounts of air are trapped. This causes a flattened diaphragm and an 

increased anterior-posterior diameter of the chest, forming the typical barrel chest. 

Effective abdominal breathing is decreased because of the flattened diaphragm from the 

over distended lungs. 
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Wheezing and chest tightness may be present, but may vary by time of the day or 

from day to day, especially in patients with more severe disease. 

 

The person with advanced COPD frequently experiences weight loss and 

anorexia. The exact cause for this is not well understood. One possibility is that the 

patient is in a hyper metabolic state with increased energy requirements. Even when the 

patient has adequate caloric intake, weight loss is still present. 

 

Diagnosis 

The diagnosis for COPD includes; 

• History and physical examination. 

• Spirometry test to assess the pulmonary function. 

• Chest x-ray. 

• Serum anti-trypsin levels.  

• Exercise testing  with oximetry. 

• Arterial  blood gas  analysis 

 

GOLD Criteria for COPD 

The GOLD staging system classifies people with COPD based on their degree of 

airflow limitation (obstruction). The airflow limitation is measured during pulmonary 

function tests (PFTs). 

 

When blowing out forcefully, people with normal lungs can exhale most of the 

air in their lungs in one second. Pulmonary function tests measure this and other values, 

and are used to diagnose COPD and its severity. 
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• The volume in a one-second forced exhalation is called the forced expiratory 

volume in one second (FEV1), measured in liters. 

• The total exhaled breath is called the forced vital capacity (FVC), also measured 

in liters. 

• In people with normal lung function, FEV1 is at least 70% of FVC
10.

 

 

Because of lung damage, people with COPD take longer to blow air out. This 

impairment is called obstruction or airflow limitation. An FEV1 less than 70% of FVC 

can make the diagnosis of COPD in someone with compatible symptoms and history. 

 

In GOLD COPD, classifications are then used to describe the severity of the 

obstruction or airflow limitation. The worse a person's airflow limitation is, the lower 

their FEV1. As COPD progresses, FEV1 tends to decline. GOLD COPD staging uses four 

categories of severity for COPD, based on the value of FEV1: 

 

Stage I Mild COPD FEV1/FVC<0.70 FEV1≥ 80% normal 

Stage II Moderate COPD FEV1/FVC<0.70 FEV1 50-79% normal 

Stage III Severe COPD FEV1/FVC<0.70 FEV1 30-49% normal 

Stage IV Very Severe COPD FEV1/FVC<0.70 FEV1 <30% normal, or 

<50% normal with chronic 

respiratory failure present* 

* Usually, this means requiring long-term oxygen therapy. 

 

The GOLD COPD criteria are an attempt by health experts to group people 

together based on the severity of their COPD. This process is called COPD staging. 



67 

 

Accurate staging, or knowing the severity of your COPD, could have various benefits, 

such as: 

• Helping people with COPD understand their disease better 

• Helping doctors make better treatment recommendations for people with COPD 

• Helping people with COPD plan for their future, and predict life expectancy 

 

The GOLD COPD staging system can be helpful toward these goals. But the 

system is not accurate or precise enough to predict symptoms or life expectancy in 

individual people living with COPD. 

 

GOLD COPD classifications only consider a person's degree of airflow 

obstruction. On average, people with severe airflow obstruction from COPD do have 

worse symptoms and a shorter life expectancy than people with mild obstruction. 

However, many other factors beside airflow obstruction influence breathing symptoms 

and life expectancy, such as: 

• Overweight and obesity 

• Smoking status 

• Other medical conditions, especially heart disease, physical fitness and exercise 

habits. 

 

COPD management 

An effective COPD management plan includes four components: (1) assess and 

monitor disease (2) reduce risk factors (3) manage stable COPD (4) manage 

exacerbations. 
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The goals of effective COPD management are to: 

• Prevent disease progression 

• Relieve symptoms 

• Improve exercise tolerance 

• Improve health status 

• Prevent and treat complications 

• Prevent and treat exacerbations 

• Reduce mortality 

 

These goals should be reached with a minimum of side effects from treatment, a 

particular challenge in patients with COPD where co morbidities are common. The 

extent to which these goals can be realized varies with each individual, and some 

treatments will produce benefits in more than one area.  

 

In selecting a treatment plan, the benefits and risks to the individual and the costs, 

direct and indirect, to the community must be considered. Patients should be identified 

before the end stage of the illness, when disability is substantial. However, the benefits 

of spirometric screening, of either the general population or smokers, are still unclear. 

Educating patients and physicians to recognize that cough, sputum production, and 

especially breathlessness are not trivial symptoms is an essential aspect of the public 

health care of this disease. 

 

Reduction of therapy once symptom control has been achieved is not normally 

possible in COPD. Further deterioration of lung function usually requires the progressive 

introduction of more treatments, both pharmacologic and non pharmacologic, to attempt 



69 

 

to limit the impact of these changes. Acute exacerbations of signs and symptoms, a 

hallmark of COPD, impair patients' quality of life and decrease their health status. 

Appropriate treatment and measures to prevent further exacerbations should be 

implemented as quickly as possible 

 

COPD Prevention 

Primary Prevention. 

Health education can play a role in improving skills, ability to prevent illness and 

promote health status. It is effective in accomplishing certain goals, including smoking 

cessation 

• Smoking cessation is the single most effective and cost-effective way to reduce 

the risk of developing COPD and stop its progression. Brief tobacco dependence 

treatment is effective and every tobacco user should be offered at least this 

treatment at every visit to a health care provider. 

Three types of counseling are especially effective: practical counseling, social 

support as part of treatment, and social support arranged outside of treatment. 

Even a brief (3-minute) period of counseling to urge a smoker to quit results in 

smoking cessation rates of 5-10%. 

• Reduction of total personal exposure to tobacco smoke, occupational dusts and 

chemicals, and indoor and outdoor air pollutants are important goals to prevent 

the onset and progression of COPD
27

. 

 
Secondary Prevention 

• Diagnosis of COPD is based on a history of exposure to risk factors and the 

presence of airflow limitation that is not fully reversible, with or without the 

presence of symptoms. 
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• Patients who have chronic cough and sputum production with a history of 

exposure to risk factors should be tested for airflow limitation, even if they do not 

have dyspnoea. 

• For the diagnosis and assessment of COPD, spirometry is the gold standard as it 

is the most reproducible, standardized, and objective way of measuring airflow 

limitation. FEV1/FVC < 70% and a post bronchodilator FEV1 < 80% predicted 

confirms the presence of airflow limitation that is not fully reversible. 

• Health care workers involved in the diagnosis and management of patients with 

COPD should have access to spirometry. 

• Measurement of arterial blood gas tensions should be considered in all patients 

with FEV1 < 40% predicted or clinical signs suggestive of respiratory failure or 

right heart failure. 

• Several effective  pharmacotherapies for tobacco dependence are available, and at 

least one of these medications should be added to counseling if necessary and in 

the absence of contraindications. 

• Progression of many occupationally induced respiratory disorders can be reduced 

or controlled through a variety of strategies aimed at reducing the burden of 

inhaled particles and gases. 

• The overall approach to managing stable COPD should be characterized by a 

stepwise increase in treatment, depending on the severity of the disease. 

• None of the existing medications for COPD has been shown to modify the long-

term decline in lung function that is the hallmark of this disease. Therefore, 

pharmacotherapy for COPD is used to decrease symptoms and complications. 

• All patients with COPD benefit from exercise training programs, improving with 

respect to both exercise tolerance and symptoms of dyspnoea and fatigue
10

. 
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3.2 PART-2 

3.2.1 STUDIES RELATED TO PREVALENCE AND RISK FACTOR FOR COPD. 

Chockalingam K. et al., (2013)28
 conducted a study to measure the prevalence 

of tobacco use in three  different areas around Chennai city, south India. A survey of 

7510 individuals aged above 15 years were included in the study and data  on tobacco 

use were collected using a questionnaire adapted from both Global Youth Tobacco 

Survey and Global Adults Tobacco Survey. The result revealed that the overall 

prevalence of tobacco use was significantly higher in the rural compared to semi-urban 

and urban areas. The study concluded that tobacco use prevalence was significantly 

higher in rural areas, slum dwellers, males and older age groups in this region of south 

India.  

  

Corsi DJ. et al., (2013)29
 examined tobacco use and smoking quit rates along 

gender and socioeconomic dimensions in rural Andhra Pradesh. The study weighed the 

prevalence of current smoking and tobacco chewing in men and women.  The study 

revealed that illiterate individuals and those with high SES had more use of tobacco 

smoking. The social gradients in cigarette smoking and level of consumption contrasted 

those for indigenous forms of tobacco like bidi smoking and chewing.  The study 

concluded that international prevention and cessation initiatives should be designed to 

stop the use of  indigenous forms of tobacco. 

 

Jayakrishnan R. et al., (2012)30
 conducted a study on the practice of nicotine 

dependence among smokers in a selected rural population. The purpose was to 

understand the nicotine dependence of smokers selected for an ongoing smoking 

cessation intervention programme in rural Kerala. The data were collected from resident 
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males in the age group of 18 to 60 years from 4 randomly allocated community 

development blocks of rural and trained accredited social health activist workers were 

utilised to collect data through face to face interview. The practice of Nicotine 

dependence was assessed by means of the six-item Fagerstrom Test for Nicotine 

Dependence (FTND). The result revealed that FTND scores increased with age and 

decreased with higher literacy and socioeconomic status. The study concluded that 

tobacco cessation strategies could be made more cost effective and productive if a 

baseline assessment of nicotine dependence is completed before any intervention. 

 

Jawed S, Ejaz S, Rehman R (2012)31
 conducted a study to  determine the effect 

of smoking on forced vital capacity, forced expiratory volume in 1 sec. and the ratio 

between the two. The study comprised 244 male students aged 19-25 years selected by 

simple random sampling. The data was collected using a questionnaire to assess the  

smoking status and respiratory disease symptoms and  Spirometry was performed to 

assess lung function.  The result revealed a statistically significant difference in the mean 

spirometric values of forced expiratory volume, forced expiratory capacity and their ratio 

between the smokers and the non-smokers. The study concluded that the deterioration of 

lung functions and habitual cough is directly related to the number of cigarettes smoked 

per day in young smokers. 

 

Mckay AJ, et al., (2012)
32

 conducted a meta analysis to assess the prevalence of 

COPD in India. The aim of the study was to provide a systematic review of studies to 

assess the prevalence of COPD. The data was collected using pretested proformas. And 

unit of study were data based searches journals and scanning of reference list. The 

analysis revealed that there were four studies that  gave  prevalence between 6.5% and 
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7.7% The study also revealed that smoking status and gender were relatively important 

predictors of  COPD.  

 

Hooper R, et al., (2012)
33 

conducted a study to assess the prevalence of COPD  

using high-quality spirometry in surveys of 14 populations aged above 40 yrs.  The result 

revealed that significant associations of COPD risk with age, body mass index in obese 

compared with normal weight, level of education completed, hospitalisation with a 

respiratory problem before age 10 yrs, passive cigarette smoke exposure, tuberculosis 

and a family history of COPD .The study revealed that smoking is the most important 

risk factor for COPD even though other risk factors are present.  The study concluded 

that more research is required to elucidate relevant risk factors to prevent the greatest 

impact of COPD. 

 

Clarke GD (2012)34
 conducted a study to assess the Prevalence of COPD among 

the Primary Care individuals.  The study participants above the age of 40yrs were given 

a questionnaire on smoking, respiratory symptoms and Spirometry was done on those 

who had smoked. The result revealed that of the 259 responders, 150(57.9%) had a 

history of smoking. In this group 117 (45.2%) had quit but 33(12.7%) were still 

smoking. The study found that from those with history of smoking 16% had COPD 

according to spirometry results and respiratory symptoms were more common with 

increasing obstruction. The study concluded that one in six who had a smoking history 

were found to have COPD and the majority were unaware of the diagnosis. 

 

Danielsson P (2012)35
 conducted a study to estimate chronic obstructive 

pulmonary disease (COPD) prevalence in Uppsala and the impact of risk factors on 
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disease prevalence using the standardized  methods of the Burden of Obstructive Lung 

Disease (BOLD) study initiative. The study included randomly selected 548 participants, 

aged 40 years or more and data collected using a questionnaire regarding smoking habits, 

respiratory symptoms, medical history, and exposure to airway irritants. Spirometry test 

was performed to diagnose COPD. The result revealed that COPD prevalence was 

16.2%. The result concluded that main risk factors for COPD increases with age and 

smoking. 

 

Raghavan N (2012)
36

 conducted a study to identify patients at risk for COPD 

using spirometry test. This study included participants above 40 years of age using 

random digit dialing. Of the 731, individuals approached, 532 were included: 51 (9.6%) 

had COPD, the majority (92%) of whom fit GOLD I or II severity criteria. Items that 

correlated significantly with a COPD diagnosis included the CAT total score (p = 0.01) 

and its breathlessness (p < 0.0001) and phlegm (p = 0.001) components. The final 

logistic model included: age (<55 or ≥55 years), smoking status (current, former, never) 

and the CAT breathlessness score (ordinal scale 0-5). The study concluded CAT help to 

identify patients at risk for COPD. 

 

Mohamed Hoesein FA et al., (2012)37
 conducted a study to assess lung function 

decline related to baseline airflow obstruction severity in male heavy smokers. In total, 

2,003 male smokers with a mean (SD) age of 59.8 (5.3) years underwent pulmonary 

function testing at baseline and after 3 year follow-up. Participants were classified by 

entry FEV(1)/FVC as follows Group 1 >70%; Group 2, <70% but >LLN; and group 3, 

<LLN.  The result revealed that differences in lung function decline was highest among  

group 1 considering the pack years, smoking status, presence/absence of mucus 
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production,  height, age, observation time and the baseline values.  The study concluded 

that diagnosing COPD is based on the presence of more severe airflow obstruction 

means that, at the time of such a diagnosis, subjects passed the phase of strong lung 

function decline.  

 

Jayakrishnan R. et al., (2011)
38

 conducted a study to assess the prevalence of 

tobacco use among adolescent students in a rural district in Kerala state and to 

understand the extent of awareness about the prominent legislative measures against 

tobacco and tobacco hazards. The data on awareness regarding health hazards due to 

tobacco  use and legislation against tobacco consumption were collected from 1473  

students of 15 randomly selected high schools using a cross-sectional study design.  The 

result revealed an overall prevalence of current tobacco users' was 8% and significant 

association was found between age and tobacco use. The finding concluded that tobacco 

consumption increases with age and the urgent need to educate the public on the hazards 

of tobacco and to conduct tobacco cessation programmes. 

 

Vozoris NT, Tanbrook MB (2011)39
 conducted a study to assess the smoking 

prevalence, behaviours and cessation among individuals with COPD. The data is 

collected from adults using Canadian community health survey based self-report and 

fagerstorm test for nicotine dependence. Among 134,072 individuals surveyed 32.8% 

individuals were diagnosed with COPD. The study also revealed that 22.1% individuals 

with COPD were found to be smokers. The study concluded that smokers were at higher 

risk for COPD. 
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Grzetic-Romcevic T, Sono S (2011)40
 conducted a study to determine the 

importance of spirometric testing for early detection of COPD. The study was conducted 

among 770 subjects who completed a questionnaire and had spirometry. The study 

identified that 16.2% of subjects had impaired lung function of these 10.2% had an 

obstructive patterns of ventilator impairment and 6% had restrictive pattern. COPD was 

mild in 52% of subjects, moderate in 34% and severe in 14%. The study concluded that 

spirometry testing is effective in detecting patients with COPD.  

 

Deveci F (2011)
41 

conducted a study to investigate the prevalence of Chronic 

Obstructive Pulmonary Disease (COPD) in the urban and rural areas of the Elazig 

Region of Turkey. The study included a total of 1270 individuals over 18 years of age. 

The data was collected using questionnaire to identify demographics, symptoms and 

possible risk factors and the description and staging of COPD were in accordance with 

GOLD. The result revealed that the prevalence of COPD among 18 years old was 4.5%  

and the prevalence  among 45 years old was 11.5% .The majority of the COPD cases 

were at stages I and II . The prevalence of COPD was higher among current and former 

smokers than non-smokers .The study concluded that prevalence of COPD was highest 

among the elderly and smokers, and constituted primarily stages I and II of the disease. 

 

Clotet J (2012)42
 conducted a study to show the effectiveness of screening in the 

detection of new cases of COPD in smokers of high-risk, and to describe the 

characteristics associated   with COPD, as well  to  determine the predisposition to quit. 

A cross-sectional and multicentre study was conducted among 497 active smokers from 

40 to 70 years and spirometry was performed on all patients. The result revealed that 

majority of patients were men aged above 51 years, smoked an average of 32 packs/year 
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and majority of the cases had a moderate level of severity. The result revealed that 

decision to quit  was made by 38.8%.The study concluded  spirometry in high-risk 

smokers  provides opportunity for brief anti-smoking  counselling, to establish 

individualized  treatment and follow-up plans. 

 

De Marco R (2011)
43

 conducted a cohort study to investigate the risk factors for 

COPD among young adults. The study examined 4,636 subjects using European 

community respiratory health survey. The result revealed that about half on the adults 

had smoked less than 20 pack years, and it accounted for 29 to 39% of new cases of 

COPD. The study concluded that smoking prevention should be given the highest 

priority to reduce COPD occurrence. 

 

Ulrik CS (2011)44
 conducted a study to assess the impact of spirometry to 

facilitate early detection of COPD. A total of 3.095 (51% females) subjects were 

included: mean age 58 years, BMI 26.3, and 31.5 pack-years. The result revealed that 

prevalence of airway obstruction increased with age and decreased with increasing BMI, 

and was higher in men and current smokers.  The result showed that 79% of the subjects 

with airway obstruction had mild to moderate COPD.  The study concluded that early 

detection of COPD appears to be feasible through offering spirometry to adults with 

tobacco or occupational exposure and at least respiratory symptom. 

 

Ohar JA (2010)45
 conducted a study to assess the prevalence of COPD.  The 

3,955 subjects were screened for a work-related medical evaluation and report of 

symptoms, smoking history, and spirometric test.  The result revealed that Forty-four 

percent of smokers had airways obstruction (AO). Among them  36% reported a 



78 

 

diagnosis of or treatment for COPD, respiratory symptoms were reported by 92% of 

smokers with AO, 86% smokers with restriction, 76% smokers with normal spirometry, 

and 73% of nonsmokers.. The study concluded that COPD is underdiagnosed and 

Symptoms are frequent in subjects with AO and increase their risk for COPD.  

 

José RJ, Roberts J, Bakerly ND (2010)
46

 conducted a study to evaluate the 

effectiveness of a social marketing model on case-finding for COPD in a population with 

high smoking rates and COPD prevalence. A two-week marketing campaign was 

conducted using high visibility posters, leaflets distributed with the local newspaper, and 

the creation of a free automated COPD information line.  The result revealed that ten 

people came forward to have spirometry performed and all had non-obstructive results. 

The result revealed that posters and leaflets from this campaign were visible and led to 

individuals coming forward for spirometry, none of whom had COPD. The study 

concluded that this form of healthcare marketing was costly but effective for COPD 

case-finding. 

 

Thompson WH, Hilaire S (2010)47
 conducted a study to determine the 

prevalence of COPD and tobacco use in veterans. The study aimed at the impact of 

smoking, age, gender on the prevalence of COPD. The COPD was screened using 

spirometry test among 28,983 clients. The study revealed that 8.8% of clients and 14.1% 

of smokers were reported to have COPD. The study concluded that smoking with 

advancement in age and male gender were identified as significant risk factor for COPD. 
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Shavelle RM. et al., (2009)48
 conducted a study to assess the risk factors and 

prevalence of COPD and the life expectancy. The study used the spirometry test to assess 

the Pulmonary function and identified patients as having stage 0, 1, 2, 3 or 4 COPD 

using GOLD classification. The result revealed that COPD is associated with only a 

modest reduction in life expectancy for never smokers, but with a very large reduction 

for current and former smokers.  The study concluded that persons with COPD have an 

increased risk of mortality compared to those who do not, with consequent reduction in 

life expectancy.  

 

Mahesh et al., (2009)49
 conducted a study to validate structured questionnaire for 

COPD and prevalence of COPD in Mysore, India. The aim of the study was to assess the 

prevalence of COPD. In the first stage structured questionnaire was validated from 

experts. And the structured questionnaire, nicotine dependence scale (fagerstorms) 

GOLD standard was used to assess the prevalence. A total of 900 adults were surveyed 

and result revealed that prevalence of COPD among men is 11.1% compared to women 

4.5%. The prevalence of COPD was 14.7% in smokers, 19.3% had mild to moderate 

nicotine dependency and 12.8% were highly dependent. 

 

Borrell E, et al., (2009)50
 conducted a study to assess the Incidence and risk 

factors of exacerbations among COPD patients in primary health care. The study 

included a total of 685 smokers or ex-smokers and were randomly selected among the 

population assigned to 21 primary care centres.  The diagnosis of COPD and its severity 

was confirmed by spirometry. The result revealed that 354 patients were confirmed 

COPD of varying severity were followed for one year through monthly telephone calls 

and daily reporting of symptoms with the aim of detecting all the exacerbations which 
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occur. These patients were evaluated again at the end of the study and the incidence of 

exacerbations and associated relative risks were estimated by negative binomial 

regression.  The results concluded that knowledge about natural history of the initial 

phases of the COPD and the impact and incidence of the exacerbations on the patients 

with mild-moderate forms of the disease. 

 

Daniel AB, Nagaraj K, Kamath R. (2008)51
 aimed to determine the prevalence 

and patterns of tobacco use in a rural community with a high literacy rate and to examine 

the socioeconomic and demographic correlates of tobacco consumption in the area.         

A cross-sectional survey using personal interviews was carried out on 832 individuals 

above 15 years of age. The result revealed that prevalence of tobacco use was 17.5%, 

being common among older persons, the lower socioeconomic group and those who 

were less educated. The study concluded that improvement in the educational and 

socioeconomic status of rural community may lead to a decline in the use of tobacco. 

 

Parker DR, Goldman RE, Eaton CB. (2008)
52

 examined chronic obstructive 

pulmonary disease (COPD) knowledge and attitudes among patients at risk for or with 

COPD. The study revealed that Participants were largely unaware of COPD. The study 

result revealed that primary care patients expressed a desire to obtain additional 

information regarding their lung condition and information to help motivate them to quit 

smoking.  The study revealed that providing patients with their lung age at the point of 

diagnosis may be an optimum time to promote behavioral change to quit smoking. 

 

Castillo D, et al., (2007)53
 conducted a study to evaluate the feasibility of a 

community pharmacy program for COPD case finding in high-risk customers by means 
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of spirometry. A Pilot cross-sectional descriptive study in 13 urban community 

pharmacies was carried out.  The study samples were Customers above 40 years old with 

respiratory symptoms and/or a history of smoking and COPD screening test done using 

spirometry. The result revealed that out of 161 customers studied, 100 (62%) scored 3 or 

more items  in the COPD screening questionnaire, and after spirometry, 21 (24%) had an 

FEV(1)/FVC ratio<0.7The study concluded that  COPD case finding by spirometry in 

high-risk customers of urban community pharmacies is feasible. 

 

Nathell L (2007)
54

  conducted a study  to compare the diagnosis of COPD among 

smokers according to different international guidelines and to compare the outcome 

when using slow and forced vital capacity .The samples include smokers  who smoked 

more than 8 cigarettes per day were invited to perform a spirometry. The result revealed 

that among 3,887 spirometries performed 10.2% fulfilled the NICE COPD-criteria, 

14.0% the GOLD COPD-criteria and 21.7% the ERS COPD criteria. The diagnosis 

according to NICE and GOLD guidelines is based on FVC and in the ERS guidelines the 

best value of either SVC or FVC is used. The study concluded that the diagnosis of  

COPD is highly depending on which guidelines  was used for defining the disease and if 

FVC and not the best of SVC and FVC is used when defining COPD the diagnosis  will 

be missed in a substantial number of patients. 

 

Stav D, Raz M (2007)
55

 conducted a study to assess the prevalence of chronic 

obstructive pulmonary disease among smokers aged 45 and above in Israel. The study 

included people aged 45 up to 75 with a history of at least 20 pack-years cigarette 

smoking, including quitters, were screened for COPD by spirometry. The result revealed 

that out  of 1150 people recruited 92% underwent and performed acceptable spirometry; 
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22% of these subjects had airflow limitation and were diagnosed with  COPD according 

to the GOLD classification. The study concluded that one-fifth of the smokers aged 45 

and up developed COPD. There is a significant gap between the disease distribution and 

its awareness in the population at risk and the need for a national screening program and 

early diagnosis of COPD in people at risk is emphasized. 

 

Nizankowska et al., (2007)56
 conducted a study to assess the prevalence of 

COPD and some of its risk factors in adults aged 40 years and older in the Malopolska 

region in Southern Poland. The study samples numbering Six hundred and three subjects 

provided questionnaire and spirometry data. The result revealed that estimated 

population prevalence of COPD was 22.1%, whereas 10.9% had COPD in GOLD Stage 

greater or equal to 2. The study concluded that high prevalence of COPD and 

emphasized the need to increase efforts to improve COPD awareness and limit tobacco 

smoking habit. 

 

VandenBerg JW (2007)
57

 conducted a study on the use of spirometry for 

detection of COPD. The study included forced expiratory volume in one second (FEV1) 

to forced vital capacity (FVC) (FEV1/FVC < 0.70) as recommended by the Global 

Initiative for Chronic Obstructive Lung Disease (GOLD) to detect airflow limitation, 

required for a diagnosis of COPD, The study concluded that detection of COPD is vital 

and motivation to smoking cessation is important in halting the progression of COPD.   

 

Godoy I et al., (2007)
58

 conducted a study on Smoking cessation program as a 

tool for the early diagnosis of chronic obstructive pulmonary disease.  The objective of 

this study was to determine whether using spirometry to evaluate smokers enrolled in 
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smoking cessation programs facilitates early diagnosis of COPD.   The diagnostic criteria 

for COPD were met by 57 (36.1%) of the 158 individuals evaluated, and 14 individuals 

(8.9%) were considered to be at risk for the development of the disease. Of those 57 

individuals meeting the criteria for a diagnosis of COPD, 39 (68.4%) were receiving 

their first diagnosis of COPD, whereas 18 (31.6%) were receiving confirmation of a prior 

diagnosis. The study concluded that spirometry in the initial evaluation of smokers 

enrolling in smoking cessation program might be a useful tool for early diagnosis of 

COPD. 

 

Firlei N (2007)59
 surveyed to determine the prevalence of COPD following the 

GOLD classification.  The age- and sex-specific prevalence of COPD was extrapolated 

using demographic data of the Austrian population for the years 2005, 2010, 2015 and 

2020. Undiagnosed COPD was considered present, whenever irreversible airways 

obstruction was measured (FEV1/FVC < 0.7), but a doctor's diagnosis of COPD, 

emphysema or chronic bronchitis has not been made. For 2005 1.047.150 Austrians aged 

40 years and older were estimated in GOLD stage I-IV. 431.080 persons over 40 years 

were affected by COPD in GOLD stage II-IV needing therapy. The percentage of 

undiagnosed COPD was 88.5%. For the years 2010, 2015 and 2020 GOLD stage I-IV 

COPD was projected to rise by 7.8%, 16.1% and 24%, respectively. 

 

Mannino DM, Reichert MM, Davis KJ (2006)
60

 conducted a study to assess the 

lung function decline and outcomes in an adult population. The objective was to 

determine risk factors for and outcomes of rapid lung function decline in a cohort of 

adults .The result revealed that  of  those in the baseline cohort, 13,756 (88.5%) had 

spirometry at the Year 3 visit and  the strongest risk factors for not having a follow-up 
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spirometry was  participants with GOLD stage 3 or 4 disease were also more likely to be 

in the most rapidly declining lung function quartile. The study concluded that rapid lung 

function decline was independently associated with a modest increased risk of COPD 

hospitalizations and deaths. 

 

Shahab L, et al., (2006)
61

 conducted a study on the prevalence, diagnosis and 

relation to tobacco dependence of chronic obstructive pulmonary disease in a nationally 

representative population sample.  The study included 8215 adults over the age of 35 and 

Information was obtained on self-reported and smoking status, cigarette dependence, 

motivation to stop smoking, COPD defined by spirometry using joint American Thoracic 

Society and  European Respiratory Society criteria, and self-reports of diagnosis with  

respiratory disorders. The result revealed that spirometry defined COPD was present in 

13.3% of participants and over 80% of whom reported no respiratory diagnosis.   The 

study concluded that COPD is common among adults and is predominantly undiagnosed. 

 

  Geijer RM et al., (2006)
62 

conducted a study to assess the incidence and 

determinants of moderate COPD in male smokers aged 40-65 yrs. The study design is a 

Prospective cohort study and 399 Smokers aged 40-65 years underwent spirometry. The 

study revealed that 292 samples were diagnosed with normal spirometry and 107 

samples with mild COPD after a follow-up of 5.2 years, 33 participants developed 

moderate COPD. This showed an estimated cumulative incidence of 8.3% and a mean 

annual incidence of 1.6%. The study concluded that incidence of moderate COPD over 5 

years was relatively high and age, childhood smoking, cough, and one or more GP 

contacts for lower respiratory tract problems were independently associated with 

moderate incidence of  COPD. 
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Coultas D (2005)63
 conducted a randomized trial of two types of nurse-assisted 

home care for patients with COPD. The purpose of this study was to investigate the 

effectiveness of increasing access to selected components of pulmonary rehabilitation by 

providing nurse-assisted home care that was composed of patient education, efforts to 

improve patient self-management skills, and enhanced follow-up.  The patients were 

randomly assigned to usual care (UC), nurse-assisted medical management (MM), or 

nurse-assisted collaborative management (CM). The findings of the investigation suggest 

that interventions to enhance patient education, self-management skills, and follow-up 

among patients with COPD do not result in clinically meaningful improvements in health 

status or self-reported health-care utilization. 

 

Khan MM (2002)64
 conducted a comparative study on effects of cigarette and 

bidi smoking on respiratory function tests. The aim was to assess the effects of cigarette 

and bidi smoking on pulmonary function tests have been studied in 90 healthy males 

from North India. The Forced vital capacity (FVC), peak expiratory flow rate (PEFR), 

forced expiratory volume in 1 sec (FEV) were determined in 30 nonsmokers, 30 cigarette 

smokers and 30 bidi  smokers.  The result revealed that pulmonary function parameters 

were found to be lower among smokers as compared to nonsmokers The study concluded 

that the decrease in the pulmonary function tests was greater in cigarette smokers as 

compared to bidi smokers. 

 

3.2.2 STUDIES RELATED TO KNOWLEDGE, ATTITUDE, PRACTICE ON 

PREVENTION OF COPD. 

Owusu –Dabo  E, Lewis S, MC. Neill A, Gilmore A, Britton F(2011)65
 

conducted a study to assess awareness of tobacco health effects and use of smoking 
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cessation therapy, attitude to smoke free policy A total of 6258 household  over ill 

participated in study. The two stage cluster randomized sampling was used in the study. 

The study revealed that majority 88% of participants had high knowledge on health risk 

of smoking and 97% gave strong support for comprehensive smoke free legislation.  The 

study concluded that awareness of health risks and support for smoke-free policy were 

high and smoke free legislation will reduce the smoking prevalence.  

 

Vasankari T, et al., (2011)66
 conducted a study to find the  use of spirometry and 

recording of smoking habits of COPD patients increased in primary health care during 

national COPD programme. The main goals of the programme were to diagnose COPD 

as early as possible and to encourage people to quit smoking. The role of primary health 

care was emphasized in the programme. Patients with respiratory symptoms were 

divided into two groups: COPD patients and others. Patient records were thoroughly 

investigated and data retrieved from them. The result revealed that there was a significant 

increase in the study group from 8.0% to 38.9% in the use of spirometry (p < 0.001). 

This increase was significant both in the COPD group (from 32.0% to 79.6%, p < 0.001) 

and "others" (from 5.6% to 32.8%, p < 0.001). The study concluded that there is  a 

significant increase in the use of spirometry and  knowledge of smoking habits in COPD 

patients. 

 

Goto R, Takahashi Y, Ida T (2011)
67

 examine attitude changes in intending to 

quit attempts according to the reinforcement of tobacco control policies and to clarify the 

attitudes toward the smoking policies. The study investigated attitudes toward increased 

cigarette price and amendments to the laws regulating the tobacco industry. The result 

revealed that smoking continuation rate decreased for highly dependent smokers and 
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increased for low and moderately dependent smokers. The study concluded that increases 

in tobacco price consistently persuaded smokers of all dependence levels to attempt to 

quit smoking, whereas factors such as risk information and a smoking ban were effective 

only for low-dependence smokers.  

 

FU SS, et al., (2010)
68

 conducted a study to evaluate the predators of smoking 

cessation among population based sample of American Indians. The study included a 

cohort of 291 smokers. The data was collected from the follow up survey data and 

administrative records to assess outcome. The result revealed that 33% of respondents 

accepted for complete home smoking ban and adoption of 7 day abstinence from 

smoking. The study concluded that NRT awareness and adoption of complete home 

smoking enhances individuals to quit smoking. 

 

Parker DR-Goldman RE, Eaton CB (2008)69
 conducted a Qualitative study to 

examine the knowledge, attitude on COPD among patients at risk for or with COPD. 

Participants perceived lung cancer as the primary lung disease and were largely unaware 

of COPD. The study revealed that primary care patients expressed a desire to obtain 

additional information regarding COPD. The participants also expressed help and 

motivation to quit smoking. 

 

Effing T. et al., (2007)
70

 conducted a study to assess the efficiency of COPD self 

management education programes on health outcomes. The study included 15 group 

compassion from 14 trials. The study showed a significant reduction in the probability of 

at least one hospital admission among patients receiving self management education than 

those compared to usual care. 



88 

 

Miravitlles M. et al., (2006)71
 conducted a study to assess the chronic respiratory 

symptoms, spirometry and knowledge of COPD among adults. The study was conducted 

among 6758 subjects older than 40 years. A telephonic survey was carried out to collect 

data. The result revealed that 24% reported at least one chronic respiratory symptom 

19.2% were active smokers and 40% had never tried to quit. The study also reported 

there was lack of knowledge regarding COPD and urgent need for education on COPD. 

 

Kara M (2005)72 
conducted a study to prepare nurses for the global pandemic of 

chronic obstructive pulmonary disease.  The purpose of the study is  to raise awareness 

of the global pandemic of chronic obstructive pulmonary disease (COPD), its multiple 

underlying causes, and how to fight it, with particular attention to needs in nursing 

education. The findings of the study revealed that main underlying causes of COPD are 

both individual and environmental factors, and the disease usually results from an 

interaction between these two factors. The prevalence of COPD is highest in countries 

where cigarette smoking has been, or still is, very common, and it is lowest in countries 

where smoking is less common, or total tobacco consumption per person is low.  The 

study concluded that main implication for nurses and nursing curricula is to expand the 

focus from the individual to include population-based intervention programmes. 

 

Galefoss F(2004)73
 conducted a randomised controlled trial to explore the effects 

and health economic consequence of patient education for COPD.  The study included 

62 patients with mild to moderate COPD and are randomly allocated in intervention and 

control group. The study revealed that patient education reduced the hospital visits for 

patients during 12 month follow up in experimental group than in control group.  
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Efraimsson EO, Hillervik C, Ehrenberg A (2006)74
 conducted a study  to 

assess the effects of COPD self-care management education at a nurse-led primary health 

care clinic  on quality of life (QoL), knowledge about COPD and smoking cessation in 

patients with COPD. This study had an experimental design   with patients randomized 

into two groups, both groups received standard care but patients in the intervention group 

were also offered two visits to a nurse specialized in COPD care. Data were collected 

using two questionnaires, one pertaining to knowledge about COPD and smoking habits 

and St. George's Respiratory Questionnaire, to assess QoL. The result revealed that 

improvement was noted in the intervention group on QoL, quit smoking and patients' 

knowledge about COPD. The evidence suggests that a structured programme  with self-

care   education is needed to motivate patients for life-style changes. 

 

3.2.3 STUDIES RELATED TO VARIOUS SMOKING CESSATION 

INTERVENTIONS 

Iliceto P, et al., (2013)75
 examined the role of gender, age, working status, 

education, cigarettes per day on smoking cessation. The study conducted cognitive-

behavioral group counseling therapy (GCT) over 6 weeks after Fagerström test on 1282 

adult smokers. The result indicated that subjects who attended the program continuously 

had more quit rates than adults who are not regular. The study concluded that steady 

attendance of the cognitive behavioral program as well as the addition of pharmacologic 

interventions to counseling, remarkably increased the probability of the smoking 

cessation behavior to be determined.  

 

Warnier MJ, et al., (2013)76
 conducted a systematic review on the effectiveness 

of behavioral and pharmacological smoking cessation strategies in COPD patients. The 
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methodological quality of included trials was assessed using the Delphi list by two 

reviewers independently.  The result revealed that pharmacological therapy combined 

with behavioral counseling was more effective than each strategy separately. This 

systematic review makes clear that in COPD patients, pharmacological therapy 

combined with behavioral counseling is more effective than each strategy separately.  

 

Merchant G, et al., (2013)77
 evaluated the coping with the urge to smoke among 

smokers.  The study included 123 Nicotine-dependent smokers and were placed in a 

tempting setting in a laboratory, and the effectiveness of various coping strategies for 

resisting the urge to smoke were evaluated in real time. The result revealed that there was 

a small positive relationship between cognitive-specific strategies, such as using positive 

self-talk, and latency whereas there was a small negative relationship between 

behavioral-general strategies, such as looking out the window, and latency. The study 

concluded that counseling approaches that include teaching cognitive-specific strategies 

may help individuals cope with the urge to smoke. 

 

Efraimsson EO, et al., (2012)78
 conducted a study to find the effect of using 

motivational interviewing in smoking cessation at nurse-led chronic obstructive 

pulmonary disease clinics. The study included two videotaped consultations, with each 

of 13 smokers.  The nurses' smoking cessation communication was analyzed using the 

Motivational Interviewing Treatment Integrity scale, five parameters were judged on a 

five-point Likert-scale. The result revealed that Evocation', 'collaboration', 'autonomy-

support' and 'empathy' averaged between 1·31 and 2·23 whereas 'direction' scored five in 

all consultations.  There were no important individual or group-level differences in any 

of the ratings between the first and the third consultations. The study concluded the need 
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to employ behaviours that are important in motivational interviewing in smoking 

cessation communication. 

 

Carson KV, et al., (2012)
79 

conducted a study to train health professionals in 

smoking cessation. The objective of the study is to determine the effectiveness of 

training health care professionals in the delivery of smoking cessation interventions to 

their patients, and to assess the additional effects of training characteristics such as 

intervention, content, delivery method and intensity. The Cochrane Tobacco Addiction 

Group's Specialised Register, electronic databases and the bibliographies of identified 

studies were searched and raw data was requested from study authors where needed. The 

meta analysis included 14 studies for point prevalence of smoking produced a 

statistically and clinically significant effect in favour of the intervention. Meta-analysis 

of eight studies reported continuous abstinence was also statistically significant. The 

study concluded health care professionals who had received training were more likely to 

perform tasks of smoking cessation than untrained controls, 

 

 Aveyard P, Begh R, Parsons A (2012)80
 conducted a study to assess the effect 

of  brief opportunistic smoking cessation interventions: a systematic review and meta-

analysis to compare advice to quit and offer of assistance.  This study aimed to assess the 

effects of opportunistic brief physician advice to stop smoking and offer of assistance on 

incidence of attempts to stop and quit success in smokers not selected by motivation to 

quit. Study quality was assessed by method of randomization, allocation concealment 

and follow-up blind to allocation. The study revealed that in a direct comparison, 

offering assistance generated more quit attempts than giving advice to quit on medical 

grounds for behavioral support and for offering medication. There was evidence that 
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medical advice increased the success of quit attempts and in conclusive evidence that 

offering assistance increased their success. 

 

Lundh L, Hylander I, Tornkvist L (2012)
81 

investigated   patients with chronic 

obstructive pulmonary disease (COPD) and to develop a theoretical model that describes 

their perspectives on these difficulties. Grounded theory method was used from the 

selection of participants to the analyses of semi-structured interviews with 14 patients 

with COPD. The analysis resulted in a theoretical model that illustrates the process of 

'Patients with COPD trying to quit smoking'. The study revealed that better 

understanding can help nurses individualize counseling and patients' own awareness of 

these states and strategies may facilitate their efforts to quit. The information in the 

model can also be used as a supplement to methods such as motivational interviewing 

(MI). 

 

Rigotti NA, Clair C, Munafò MR, Stead LF (2012)82
 conducted a study to 

determine the effectiveness of interventions for smoking cessation.  The study extracted 

data from fifty trials that met the inclusion criteria. The study revealed that high intensity 

behavioral interventions that begin during a hospital stay and include at least one month 

of supportive contact after discharge promote smoking cessation among hospitalized 

patients. The effect of these interventions was independent of the patient's admitting 

diagnosis and was found in rehabilitation settings as well as acute care hospitals.  The 

study concluded that there was no evidence of effect for interventions of lower intensity 

or shorter duration.  
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Pelegrino NR, et al., (2012)83
 conducted a study on the effects of Active 

Smoking on Airway and Systemic Inflammation Profiles in Patients with Chronic 

Obstructive Pulmonary Disease.  In this study, 17 current smokers with COPD, 35 ex-

smokers with COPD and 20 current smokers without COPD were evaluated.  The result 

revealed that Serum TNF-α concentration was higher in all current smokers than in ex-

smokers with COPD. In current smokers without COPD, serum CRP level was lower 

than in ex-smokers with COPD and significantly lower than in current smokers with 

COPD. Sputum TNF-α concentration was higher in current and ex-smokers with COPD 

than in current smokers without COPD.  The study concluded that smoking is associated 

with higher systemic inflammation in patients with COPD.  

. 

 Totveres K (2012)84
 conducted a study to assess the survival of patients with 

end-stage chronic obstructive pulmonary disease in relation to smoking habits. The study 

objectives were to determine the correlation between the smoking habits and mortality in 

the patients with chronic obstructive lung   diseases, to evaluate the two-year and five-

year survival depending on the smoking habits, to compare and correlate the smoking 

habits and a decrease in the lung function. The study assessed the pulmonary function 

using spirometry at least once a year and the values were compared.  The study revealed 

a statistically significant difference in the two-year and five-year survival in end-stage   

chronic obstructive pulmonary disease depending on the smoking habits.  

 

Jawed S, Ejaz S, Rehman R (2012)85
 conducted a study to  determine the effect 

of smoking on forced vital capacity, forced expiratory volume in 1 sec. and the ratio 

between the two. The study comprised 244 male students aged 19-25 years selected by 

simple random sampling.  The Spirometry was performed to assess lung function.  The 
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result revealed that there was statistically significant difference in the mean spirometric 

values of forced expiratory volume, forced expiratory capacity and their ratio between 

the smokers and the non-smokers. The study concluded that the deterioration of lung 

functions and habitual cough was directly related to the number of cigarettes smoked per 

day in young smokers. 

 

Von Leupoldt A, et al., (2012)86
 conducted a study on behavioral medicine 

approaches to chronic obstructive pulmonary disease. The findings of the study revealed 

that psychosocial factors and behavioral medicine are effective approaches in COPD.  

The study concluded the beneficial effects of some behavioral medicine interventions 

have been demonstrated in COPD and future research efforts are necessary to study the 

effects of distinct components of these interventions,  

 

Pantaewan P, et al., (2012)87
 evaluated a smoking cessation program based on 

an ecological model. The study included three levels of behavioral change intervention 

of intrapersonal level, interpersonal level and organizational level. The program applied 

processes of change in the Trans theoretical Model for intervention at the intrapersonal 

level; social support from the family at the interpersonal level; strengthening policies and 

activities to support quitting, including providing a smoke-free workplace at the 

organizational level. Eighty-nine participants were purposively selected underwent the 

behavioral change intervention. A self-administered questionnaire was used to collect 

data. The study concluded that   Sixty-three percent of participants significantly reduced 

the number of cigarettes smoked, and 4.5% quit smoking. There was significant 

improvement in self-efficacy for improving smoking behavior (p=0.002) and making an 

effort to quit. 
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Carreras Castellet JM (2012)88
 conducted a study to identify the predictors of 

successful outcome in a telephone smoking cessation program.  The smoking cessation 

program was carried out by phone over a period of 3 months and follow-up for 6 months 

for 743 smokers. The result revealed that among 43% male and 57% female, the 

continuous abstinence rate at 24 weeks was 37.3%.  The result revealed that treatment 

outcomes of this smoking cessation program were influenced by the nicotine 

dependence, psychiatric disorders and social support. 

 

Arguder E, et al., (2012)
89

 conducted a study to determine factors that increasing 

tendency to smoking cessation. The study included two hundred-forty five cigarette 

smokers this study.  The result revealed that there were 53.9% male, 46.1% female in the 

study.  The Median age was 45 in females, 42 in males, the state of education was 35.9% 

primary school, 31.4% high school, 7.3% academy, 25.3% university graduates. 97.1% 

in all participants have used only cigarette smoking from tobacco products.  The study 

revealed that reasons for smoking cessation were 44% the fear of deterioration of health, 

16.3% to be better model for their children, 9.8% to have disease at the time and 6.9% 

breathlessness for smoking cessation. The study concluded that the most of cases want to 

quit smoking because of smoking harm to their health. 

 

Zwar NA, Richmond RL, Forlonge G, Hasan I, (2011)90
 evaluated the 

Effectiveness of nurse delivered smoking cessation intervention among 498 male and 

adult smokers. The design used was pre-test & post test design. The data was collected 

by patient self report. The intervention given was 4 counseling visits and free nicotine 

patches for 6 months. The study concluded that point prevalence abstinence rate was 
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22% and continuous abstinence was 16%. The study concluded that role of nurse is well 

accepted & supported in primary care settings. 

 

 HilberFink SR, et al., (2011)
91

 conducted a study to evaluate  two counseling 

program to quit smoking for smokers with COPD the study followed cluster randomized 

controlled trial among 667 patients. The intervention group received counseling, and 

NRT and usual care was given to control group. The result reveled that self- reported 

higher success rate 14.5% among Intervention group compared to 7.4% success among 

usual care. The study concluded that the intervention protocol can be used for COPD 

patients in general practice. 

 

Gonseth S et al.,(2010)92
 conducted a pilot study to combine individual-based 

smoking cessation counseling, pharmacotherapy, and dental hygiene intervention. The 

study assessed the feasibility and acceptability of integrating dentists in a medical 

smoking cessation intervention. Smokers willing to quit underwent an 8-week smoking 

cessation intervention combining individual-based counseling and nicotine replacement 

therapy and/or bupropion, provided by a general internist. The study explored a new 

multi-disciplinary approach to smoking cessation, in terms of acceptability and 

feasibility. 

 

Yasin SM. Retneswari M, Moy FM, Koh D, Isahak M (2011)
93

 conducted a 

prospective cohort study among smokers on level of quit regardless of motivation stage 

in a worksite smoking cessation program. The study actively recruited 185 participants in 

smoking cessation program and pre test and post test data collected using stage of change 

questionnaire. The result revealed that 24 smokers sustained abstinence while others had 
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relapsed. The study concluded that helping smokers in the lower motivation group 

enhance quit and prevent relapse.  

 

Zakrisson AB, et al., (2011)
94

 conducted a study to investigate the effects of a 

nurse – led multi disciplinary program of pulmonary rehabilitation in PHC on functional 

capacity QOL and exacerbations among patients with COPD. A Quasi experimental 

design was undertaken in patients with COPD. 49 in intervention group and 54 control 

group. The data was collected using the clinical COPD questionnaire, 6 minute walk test 

and quality of life. The study result revealed that there is no difference in functional 

capacity in functional & control group and exacerbations decreased in the intervention 

group than control group. The study concluded that NMP in primary care produced a 

significant reduction in exacerbations. 

 

Coronini-Cronberg S (2011)95
 conducted a study to assess the effectiveness of 

smoking cessation interventions for COPD patients: a review of the evidence.  The 

purpose was to review the effectiveness of smoking cessation interventions offered to 

chronic obstructive pulmonary disease (COPD) patients, and identify barriers to quitting 

experienced by them, so that a more effective service can be developed for this group.. 

Three qualitative and 13 quantitative papers were finally selected and effective 

interventions, barriers to smoking cessation were identified.  The result revealed that 

annual spirometry with a brief smoking cessation intervention, followed by a personal 

letter from a doctor, had a significantly higher year abstinence rate at three years among 

COPD patient smokers, compared to smokers with normal lung function. The study 

concluded that identified barriers to cessation were patient misinformation, levels of 

motivation, health beliefs, and poor communication with health professionals.  
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Bano R. et al., (2011)96
 conducted a study compare the pulmonary function tests 

among smokers and non-smokers in a rural area. The pulmonary function tests were 

assessed on computerized spirometer in 400 male subjects comprising of 200 smokers 

and 200 non smokers. The result revealed that all the pulmonary function parameters 

were significantly reduced in smokers, more commonly in those aged 50 years and 

above. The study concluded that obstructive pulmonary impairment was commonest 

among smokers and by spirometry a spectrum of lung disorders may be detected at an 

early stage and subsequent morbidity can be minimized. 

 

Chen G, et al., (2011)97
 investigated the effect of exercise therapy on activity of 

daily living (ADL) .The study included lung function in  sixty-two patients with chronic 

obstructive pulmonary disease (COPD)and given spiratory training on the basis of 

respiratory pathophysiology and aerobic exercise for 1 year. The result revealed that the 

ADL score and 6-min walking distance increased compared with that before the 

respiratory training. The study concluded that individual exercise therapy can relieve 

dyspnea, and improve the exercise tolerance and quality of life in COPD patients. 

 

Zakerimoghadam M, et al., (2011)
98

 conducted a study to assess the effect of 

breathing exercises on fatigue level of the patients with COPD. This quasi-experimental 

research was conducted on 60 COPD patients randomized into experimental and control 

groups.  The data were collected by questionnaires, fatigue severity scale (FSS) and 

respiratory exercise usage checklist. The result revealed that average fatigue severity 

before and after using the respiratory exercises in the experience group was significantly 

different. The study concluded that   respiratory exercise is effective in reducing the 

fatigue in the patients with COPD. 
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Asfar T, et al., (2011)99
 conducted a systematic review of randomized, controlled 

trials that tested smoking-reduction interventions. The study was conducted to assess the 

efficacy of these strategies in promoting future smoking abstinence. The primary 

outcome was the 7-day point-prevalence smoking abstinence at longest follow-up. Ten 

trials were included; six tested pharmacologic interventions, one evaluated a behavioral 

intervention, and three evaluated combined interventions. The result revealed that 

smoking-reduction interventions significantly increased long-term abstinence from 

smoking. The study concluded that further research to evaluate the efficacy of smoking 

reduction should have cessation as an endpoint, focus on clarity and consistency in 

patient selection, and identify the mechanism through which nicotine replacement 

therapy assisted smoking reduction in increasing abstinence rates. 

 

Michie S.et al., (2011)100
 conducted a study to develop a reliable taxonomy of 

behavior change techniques (BCTs) used within individual behavioral support for 

smoking cessation. The result revealed that Forty-three BCTs were identified which 

could be classified into four Functions as directly addressing motivation (providing 

rewards contingent on Abstinence), maximizing self-regulatory capacity or skills 

(facilitating barrier identification and problem solving), promoting adjuvant activities 

(advising on stop-smoking medication), supporting other BCTs (building general 

rapport). The study concluded that it is possible to develop a reliable taxonomy of BCTs 

used in behavioral support for smoking cessation 

 

 Arima S, et al., (2010)
101

 conducted a study to examine the status of smoking 

cessation support by nurses in hospitals. A survey was conducted among 1,206 nurses 

using questionnaires to assess knowledge, attitude, self-efficiency for smoking cessation 
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support. The result suggested that 88.4% hospital nurses advised patient to quit, 67.5% 

nurses motivated patients to quit and 53.3% arranged program to prevent slip back into 

habit. The study concluded with necessity to train nurses in smoking cessation support. 

 

Suzuki S (2010)102
 conducted a study to evaluate the Behavioral Risk Factor 

Surveillance System (BRFSS) as a method for surveillance of COPD.  Data was obtained 

from 348 COPD respondents using BRFSS. Self-rated health (SRH) HRQoL indicator 

used in this analysis.  The result revealed that adults with COPD reported significantly 

had worse SRH than adults who did not have COPD. Among respondents with COPD, 

the predisposing characteristics associated with impaired HRQoL were obesity, 

education, and asthma  the health practices and service utilization. The study concluded 

that COPD population experienced increased risk of impaired SRH compared with the 

non-COPD population. 

 

Strassman R (2009)103
 conducted a network metaanalysis of randomized trials to 

rank order the effectiveness of smoking cessation interventions for COPD patients. The 

data collector from 10 databases to identity randomized trials of smoking cessation  

counseling  with or without NRT. The result showed that from analysis of 7,372 COPD 

patients from six out of eight identified trials SCC in combination with NRT had greatest 

effect on prolonged abstinence versus usual care VS SCC alone. The study concluded 

that SCC combined with NRT is more effective in treatment of COPD. 

 

Osterlund et al., (2009)
104

 conducted a study to assess the Communication and 

self-management education at nurse-led COPD clinics in primary health care. The aim of 

the study was to explore the structure, content in communication and self-management 
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education in patients' first consultations at nurse-led chronic obstructive pulmonary 

disease (COPD) clinics in primary health care. The result revealed that nurses rarely 

planned the consultations on an individual basis and rarely used motivational dialogue in 

self-management education and in smoking cessation. The findings could be used to help 

nurses to reflect on to improve the structure of the visit, self-management education, 

smoking cessation and patient communication. 

 

Yamanaka Y, et al., (2009)105
 assessed the effects of an unsupervised exercise 

training program at home on exercise function and health related quality of life 

(HRQOL) in patients with chronic obstructive pulmonary disease (COPD).The study 

included Forty-two patients with COPD were assigned to the exercise group (n=32) or 

the no-exercise group (n=10). The exercise group received a video recording of 

respiratory exercises to help them perform this program at home for six months. The no-

exercise group did not receive any exercise program. The outcome measures were forced 

expiratory volume in one second, vital capacity, MRC dyspnea scale, 6 min walking 

distance, shuttle walking distance. The study suggested that unsupervised exercise 

training program at home consisting of respiratory exercise improved of exercise 

tolerance and HRQOL in patients with COPD. 

 

Lemmens V, Oenema A, Knut IK, Brug J (2008)106 
examined the Effectiveness 

of smoking cessation interventions among adults: a systematic review of reviews. The 

objective of this study was to identify the most effective intervention strategies and 

policies for smoking cessation among adults. The meta analysis included twenty-three 

studies  and the  intervention strategies and policies were ranked according to their effect 

size. The study revealed that behavioral therapy ,intensive physician advice, nicotine 
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replacement therapy, individual counseling, telephone counseling, nursing interventions  

and tailored self-help interventions  were used in all these studies. The study concluded 

that smoking cessation is the single most important intervention to prevent disease 

progression.  

 

Sundblad BM, Larsson K, Nathell L. (2008)
107

 conducted a study to identify 

smoking abstinence in COPD patients. The aim was to study the outcome of a smoking 

cessation program after 1 and 3 years in two groups. The smoking cessation program in 

the study included a 2-week period of Nicotine replacement therapy and physical 

exercise and education was given in group sessions.  The result revealed that in the 

intervention group, 52% were smoke free after 1 year and 38% after 3 years. The 

corresponding quit rates in the control group were 7% after 1 year and 10% after 3 years. 

The study concluded that comprehensive smoking cessation program with hospitalization 

and a long follow-up period resulted in high quit rates even after 3 years.  

 

Garcia-Aymerich (2007)
108

 conducted a study to assess the effects of an 

integrated care intervention on risk factors of COPD readmission. The integrated care 

intervention including education, coordination among levels of care, and improved 

accessibility, reduced hospital readmissions in chronic obstructive pulmonary disease 

after 1 year. This study analyzed the effectiveness of this intervention in terms of clinical 

and functional status, quality of life, lifestyle, and self-management. A total of 113 

exacerbated COPD patients were recruited after hospital and randomly assigned to 

integrated care or usual care. The result revealed there was no difference in the evolution 

of dyspnea, lung function, quality of life scores, lifestyle factors, or medical treatment. 
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The study suggested that these factors may play a role in the prevention of severe COPD 

exacerbations. 

 

Van den Berg JW (2007)
109 

conducted a study on the use of spirometry for 

detection of COPD. The study included forced expiratory volume in one second (FEV1) 

to forced vital capacity (FVC) as recommended by the Global Initiative for Chronic 

Obstructive Lung Disease (GOLD) to detect airflow limitation, required for a diagnosis 

of COPD. The study concluded that smoking cessation is important in halting the 

progression of COPD.   

 

Tsuji M, et al., (2007)
110

 conducted a study to identify factors associated with 

successful smoking cessation program. The subjects included 39 adolescent smokers in 

are group of 16 years. The pretest was data is collected from the participants using a 

questionnaire on demographic characteristics. The cessation program given was seven 

nicotine patches (nicotine 52.5 mg/day) free of cost for months. The result revealed that 

after month follow – up the subject treated with nicotine patches abstained from smoking 

than those nontreated. The study also concluded that parental consent will increase the 

participation in smoking cessation. 

 

Taylor SJ. et al., (2005)111
 conducted a study to assess the effectiveness of 

innovations in nurse led chronic disease management for patients with chronic 

obstructive pulmonary disease. The aim is to determine the effectiveness of innovations 

in management of chronic disease involving nurses for patients with chronic obstructive 

pulmonary disease A systematic review of randomized controlled trials using 24 

electronic databases were included studies described inpatient, outpatient, and 
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community based interventions for chronic disease management that were led, 

coordinated, or delivered by nurses. The study identified nine relevant randomized 

controlled trials. There was evidence that the long term interventions had not improved 

patients' health related quality of life, psychological wellbeing, disability, or pulmonary 

function.  

 

DeJong SR, Veltman RH (2004)112
 conducted a study to assess the effectiveness 

of a nurse led community-based COPD screening and intervention program. The purpose 

of this study was to evaluate the effectiveness of a screening program in identifying 

undiagnosed individuals with chronic obstructive pulmonary disease (COPD).  The 

Transtheoretical Model describes how individuals move through various stages of 

change and how they can be helped in transitioning from one stage to another.  The  

results indicated  that out of  243 subjects were screened for pulmonary function 86% of 

participants were at risk for developing COPD  and 23% were found to have Mild to 

moderate stage obstructive disease  and out of  61 subjects contacted after the screening, 

47%  indicated they had stopped smoking,  The result supported the use of a community-

screening program to identify and help modify risk factors for COPD.  

 

Khan MM (2002)
113

 conducted a comparative study of effects of cigarette and 

bidi smoking on respiratory function tests. The effects of cigarette and bidi smoking on 

pulmonary function tests have been studied in 90 healthy males. The study determined 

the Forced vital capacity (FVC), peak expiratory flow rate (PEFR), forced expiratory 

volume in 1 sec (FEV) in 30 nonsmokers, 30 cigarette smokers and 30 bidi smokers.  

The result revealed that pulmonary function parameters were found to be lower among 

smokers as compared to nonsmokers. The study concluded that the decrease in the 

pulmonary function tests was greater in cigarette smokers as compared to bidi smokers. 
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CHAPTER – 4 

MATERIALS AND METHODS 

 

Research Methodology is the conceptual structure within which the research is 

conducted. It constitutes the blue print for the collection, measurement and analysis of 

data. It is the overall plan for obtaining answers to the questions being studied and for 

handling some of the difficulties encountered during the research process.
114,115

               

In research methodology researcher specify which specific design was adopted and how 

the samples were chosen.  

 

Methodology of research indicates the general pattern for organizing the 

procedure to gather valid and reliable data for the problem under investigation. This 

chapter deals with the methodology adopted for the study. The present study was 

conducted to evaluate the effectiveness of the Chronic Obstructive pulmonary Disease 

Prevention Program on knowledge, Attitude, Practice among adult males in selected 

rural community, Thiruvallur District, Chennai. 

 

This Chapter includes Research Approach, Research Design, Variables, Setting, 

Population, Samples, Sampling Technique, Sample size, Criteria For Sample Selection, 

Description Of Instrument / Tool, Description Of Intervention Tool, Reliability, Validity 

Of The Tool, Ethical Considerations, Data Collection Procedure, Pilot Study And Plan 

For Data Analysis.  
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4.1 RESEARCH APPROACH 

In view of the nature of the problem and to accomplish the objective of the study, a 

Quantitative research approach was used. 

 

4.2 RESEARCH DESIGN 

Group Pretest (O1) Intervention Post Test (O2) 

Experimental 

group 

Pretest assessment 

of knowledge, 

attitude, practice, 

pulmonary function 

COPD prevention 

program 

Posttest assessment 

of knowledge, 

attitude, practice, 

pulmonary  function 

Control group 

Pretest assessment 

of knowledge, 

attitude, practice 

pulmonary function 

Wait list 

interventions 

Posttest assessment 

of knowledge, 

attitude, practice, 

pulmonary  function 

 

The effectiveness of Chronic Obstructive pulmonary Disease Prevention Program 

can be proved only if there is a comparison hence pretest-posttest design was adopted. 

 

4.3 VARIABLES OF STUDY 

4.3.1 Independent Variable  

 The independent variable of the study was Chronic obstructive pulmonary 

disease prevention program. 
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4.3.2 Dependent Variables  

The dependent variables of the study were Knowledge, Attitude, Practice, 

Pulmonary function. 

 

4.3.3 Extraneous Variables  

 The extraneous variables of the study were age, education, occupation, Income, 

type of smoking, number of   cigarette smoked per day, number of years of smoking, 

person influenced to smoke, use of smokeless tobacco. 

 

4.4 SETTING   

The study was conducted at adopted villages of  Omayal Achi Community Health 

Centre (OACHC), Arakambakkam. OACHC is an NGO of MR OMAYAL ACHI MR 

ARUNACHALAM TRUST. It was established in the year 1998 and rendering the basic 

health care services to the 43 adopted villages with 49,000 people. However, the Health 

Centre provides door-to-door services to 18 villages intensively. The centre provides clinic 

services like General Morbidity Screening, Ear, Nose, Throat (ENT), Eye, Antenatal and 

Gynacology, Dental, Siddha, Mental Health Wellness Clinic, Underfive Wellness Clinic and 

also conducts chronic disease clinics on every Wednesday. There are 43 adopted villages of 

OACHC, among which 18 are accessible, through  simple  random sampling the investigator 

has selected 6 villages namely Karalapakkam, Keezhkondaiyar, Arakampakkam, 

Pandeeswaram, Gowdipuram, Koduvalli. Three villages were selected each in 

experimental and control group.  

 

4.5 POPULATION 

Population is the entire aggregation of clients similar characteristics and on 

whom the researcher would generalize the study findings. The population encompasses 

the target population and accessible population. 
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4.5.1 Target Population  

This is the population that the investigator had chosen to study and make 

generalization. The target Population of the study comprised of adult males residing in 

all 43 villages adopted by OACHC. 

 

4.5.2 Accessible Population  

It refers to the aggregate of clients with whom the designated criteria’s are 

conformed and accessible to the investigator. The accessible population comprised of 

adult males residing in 18 villages adopted by OACHC. Thus from the accessible 

population the six villages were selected namely Arakkampakkam, Gowdipuram, 

Pandeeshwaram, Kilkondaiyar, Karalappakkam and Koduvalli. 

 The adult male smokers living in the six selected villages were selected through 

household survey. 

 

4.6  Sample and sample size 

 A sample is the basic element of the population about whom the information is 

collected to represent the concept of interest.  The samples of the study comprised adult 

males who fulfilled the inclusion criteria. 

 

4.6.1 Samples Size Estimation:  

The sample size estimated was 94 using the power analysis.  

 n =[P1 (100-P1) + P2 ((100 – P2)]   (Zα + Zβ)
2
  

             (P1-P2)
 2

 

P1  = 36 % 

P2 = 56 % 
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α = 1.96 

β = 0.84 

d = 20 

 

n = [36 × 64) + (56 × 44] (1.96 + 0.84)
 2 

   20
2
 

 = 94 per group 

Details Values 

Control 36% 

Experiment 56% 

Type I error 5% 

Type II error( 1-β=Power of study) 20% 

0ne or two tailed test Two tailed test 

Sample size estimated 94 

Sample size in each group after attrition 110 

 

The samples of the study comprised 220 adult males who fulfilled the inclusion 

criteria. 110 adult males in experimental group and 110 adult males in control group. 

 

4.7 SAMPLE SELECTION CRITERIA 

4.7.1   Inclusion Criteria  

1. Adult males identified as smokers. 

2. Adult males willing to participate in the study. 

3. Adult males who were permanent resident of village. 

4. Adult males who were in the age group of 20 – 55 years. 

5. Adult males  who gave consent to adhere to the behavioral intervention regimen 
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4.7.2 Exclusion Criteria 

1. Adult males with other chronic respiratory disease but not critically ill. 

2. Adult males who were  not co-operative.  

 

4.8     SAMPLING TECHNIQUE 

 Multi stage random (probability) sampling technique was used to select the 

samples. Initially the target population (43 villages) was identified and from which the 

accessible population (18 villages) were selected. Through simple random sampling  6 

villages were selected. By randomization 3 villages were selected each in experimental 

and control group.  

Target Population(43 villages) 

 

Accessible Population(18 villages) 

 

 Simple random sampling  by  random table method 

 

Selection of 6 villages 

 

Screening of six villages  to  identify adult male smokers   

 

Simple  random sampling by lottery method 

 

Experimental group  control group 

 

     Adult males are selected by computer 

 

        generated  randomisation method. 
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4.9 DEVELOPMENT AND DESCRIPTION OF THE TOOL 

a) Demographic data sheet:  It was used to collect information on age, education, 

occupation, income, type of smoking, number cigarette smoked per day, number of years 

of smoking, person influenced to smoke. 

 

b) Structured Questionnaire: It was used to assess the knowledge level on prevention 

of Chronic obstructive pulmonary Disease. Structured questionnaire consisted of several 

components as general concepts and causes (5), effect of smoking on lungs (5), 

diagnosis, clinical features (5), management and prevention (5) of COPD. Totally there 

were 20 questions and each question had only one right answer among the four choices. 

Each right answer was given only one mark. So the total score was 20 for the knowledge 

tool.   The score was interpreted as below 

Inadequate knowledge - ≤ 40% 

Moderate knowledge   - 41-70% 

Adequate knowledge   - 71-100% 

 

 

c) Rating scale: A five point rating scale was used to assess the attitude towards 

prevention of chronic obstructive pulmonary disease. The scale consisted of twenty 

items. Among the twenty items ten positive and ten negative items were present. The 

positive statement items were scored as Strongly Agree(5), Agree(4), Uncertain(3), 

Disagree(2) and Strongly Disagree(1) and the negative statement items were as Strongly 

Agree(1), Agree(2), Uncertain(3), Disagree(4) and Strongly Disagree(5). The total score 

for the attitude was 100.  
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The scoring was interpreted as below 

Unfavourable  Attitude    -   ≤ 40%       

Moderate Attitude             -   41-70%    

Favourable  Attitude         - 71-100%  

 

d) The Fagerstorm Questionnaire of nicotine dependence was used to assess the 

practice. It consists of 6 items with a maximum possible score of 10.
116,117,118

  

Score 

Level of nicotine 

Dependence 

First line of treatment 

0 to 2 Very low Psychological or behavioural intervention 

3 to 5 Medium Psychological or behavioural intervention 

6  to 7 

 

High NRT(2mg) along with Psychological or 

behavioural intervention 

Above 8 Very high NRT(4mg) along with Psychological or 

behavioural intervention 

 

e) Spirometry test: The pulmonary function was assessed using the spirometry test. The 

investigator was trained to assess the pulmonary function using the spirometer. 

Spirometer used was RMS-Helios and it was calibrated for its function. Three repeated 

measures of spirometry was done to assess the   pulmonary function using GOLD criteria 

The  interptetation of the pulmonary function was based on the GOLD classification of 

COPD as follows. 

 

 

 



113 

 

Stage I Mild COPD FEV1/FVC<0.70 FEV1≥ 80% normal 

Stage II Moderate COPD FEV1/FVC<0.70 FEV1 50-79% normal 

Stage III Severe COPD FEV1/FVC<0.70 FEV1 30-49% normal 

Stage IV Very Severe COPD FEV1/FVC<0.70 FEV1 <30% normal, or 

<50% normal with chronic 

respiratory failure present 

 

Preparation of the patient for spirometry 

   Patient was informed about spirometry to aid adequate preparation for the test 

and procedure was explained and informed consent was obtained. Before test the 

investigator ensured that the adult males had avoided 

• Smoking for 24 hour 

• Drinking alcohol for at least four hours 

• Vigorous exercise for at least 30 minutes 

• Wearing any tight clothing 

• Eating a large meal for at least two hours 

• Taking short-acting bronchodilators for four hours 

• Taking long-acting beta-2-agonist inhalers for 12 hours 

• Taking slow-release medicines that affect respiratory function, and theophylline-

based drugs for 24 hours  

 

Procedure for spirometry 

Before the test 

� Obtained consent and explained the procedure. 

� Advised to avoid eating a heavy meal 3hrs before the test. 
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� The adult males are asked to refrain from smoking for 4-6 hrs before the test. 

� Recorded basic information of age, height and weight so that the measurements 

can be calculated accurately. 

� Instructed to wear loose-fitting clothing over the chest and abdominal area. 

� Asked the adult males to empty bladder to optimize comfort. 

 

During the test 

� Allowed the adult males to sit upright in a chair or stand. 

� Provided a soft nose clip to wear during the procedure so that all breaths will go 

through mouth rather than nose. 

� Provided a sterile mouth piece attached to spirometer. 

� Instructed to take a deep breathe in and place the mouth piece. 

�  Instructed to blown out air hard and fast through mouth piece. 

� Continued blowing out air as much as they can. 

� The test is repeated after nebulisation with 200µg salbutamol. 

� Repeated for 3 times. 

 

After the procedure 

The investigator removed the nose clips and mouth piece. The adult males were 

asked to resume usual diet and activities.  All 3 trials were  recorded in the computer and  

according to the interpretation given by the PC supported spirometry  the best among 3 

trial was taken and the adult males were graded as normal or with COPD.COPD is also 

categorised  and recorded as per the GOLD classification  given in  the data collection 

sheet 
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4.10 INTERVENTIONS 

4.10 COPD prevention program   

The investigator administered COPD prevention program for a period of three 

months. The intervention includes the following. The Primary prevention strategies 

consisted of breathing exercise and health education on prevention of COPD.  

 

 The secondary prevention strategies consisted of individual counseling on 

smoking cessation, smoking cessation therapy, behavioral methods to cope with 

withdrawal symptoms. 

X1:  Health education (Cognitive Domain)  

X2:  Individual Counseling for smoking cessation (Affective Domain)  

X3:  Behavioral strategies, Nicotine Replacement Therapy( Psychomotor  Domain ) 

X4: Breathing exercise (Pulmonary function) 

X5: Follow up 

  

X1: Health education 

 After the pretest of the experimental group, on the same day the investigator gave 

the Health education where the investigator educated about general concepts of COPD, 

causes, diagnosis, prevention of COPD. Also the investigator insisted on the importance 

of  smoking cessation, methods to quit, breathing exercise, benefits of quitting by lecture 

and discussion with the help of flash card.   

 

X2: Individual Counselling 

The investigator conducted three counseling sessions for smoking to the adult 

males. Each counseling session lasts for 30-40 mts for a period of 1 week. The 
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counseling was held in the home of adult males. Both the investigator and adult males 

were seated facing each other.  

1. Established safe, trusting environment 

2.  The investigator introduced self to the adult males. 

3. Encouraged the adult males to verbalize the constraints and feelings 

4. Recapitulated  

5.  Established goal  

6. Selected  approaches 

7. Contract was made. 

8. Modality maintained. 

9. Clarification was done 

10. Termination  

  

X3: Behavioral Strategy and Nicotine Replacement Therapy 

Investigator used behavioral techniques to alter thinking about environmental 

stimuli and enhances self efficiency and coping skills to stop smoking. This helped the 

adult males to process their reasons for being addicted and find new coping strategies. 

 

This is taught with the help of a booklet. Adult males are instructed to follow the 

behavioral technique whenever they have the urge to smoke and to cope withdrawal. 

Following are the behavioral techniques used to cope with the withdrawal symptoms. 

(Also refer annexure-S) 

Craving: delay, distraction, drinking water and deep breathing 

Poor concentration: Taking breaks 

Irritability, restlessness: Physical exercise; occupying hands  
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Insomnia / drowsiness:  Relaxation exercises, avoid coffee  

Hunger:  Drink water, eat fruits; exercise  

 Feeling dull and depressed: Plan alterative activities with friends. 

Thoughts about using:  Focus on anticipated benefits 

 

Nicotine Replacement Therapy 

          Nicotine replacement therapy was given for adult males with high practice of 

nicotine dependence through referral to the tobacco cessation centre. 

 

X4: Breathing Exercise: The investigator demonstrated alternate nostril breathing 

exercises for the adult males initially starts with one minute extending up to five minutes 

thirty repetitions for one minute. The adult males re -demonstrated until they could do 

without mistakes then they were instructed to practice the same twice daily for a period 

of 12 weeks. 

The adult males were instructed  to perform the following steps.  

 

Step one :  Use right thumb to close off right nostril. 

Step two : Inhale slowly through left nostril 

Step three : Pause for a second 

Step four : Now close left nostril with ring finger and release thumb off right nostril 

Step five : Exhale through your right nostril 

Step six : Now, inhale through right nostril 

Step seven : Pause 

Step eight : Use thumb to close of right nostril 

Step nine : Breathe out through left nostril 
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Step ten: This is one round.  

 

Also the adult males were advised to Start slowly with 1 or 2 rounds and to 

increase gradually and Never by force. They were made to sit quietly for few moment 

after completion of exercise. 

 

X5: Follow Up 

Registration Card  

            Registration card was issued to the clients who participated in the study which 

contained the identification data and Bio physiological measurements (pulmonary 

function) at   two point (pretest and twelfth week) of data collection. Two cards with 

yellow and white colour was made and yellow was given to the client and the white 

colour card was retained with the investigator for follow up and reference. 

 

Self Monitored Check list to assess the compliance of behavioral strategies, smoking 

cessation, breathing exercise. 

          Self monitored checklist was prepared to assess the compliance of behavioral 

strategies,   smoking cessation, breathing exercise. 

 

It was like a A4 paper size printed green card which contained information on 

baseline data, pattern of reduction in smoking per day (Practice) adhering to the various 

behavior interventions, doing breathing exercise twice a day for a total period of 12 

weeks. 
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Each card is for a period of 4 weeks, totally 3 cards were given. This card is 

entered by the adult males supervised by family members and volunteers.  

 

Volunteers from local village  

           Volunteers from local village who had undergone Village Health Empowerment 

Training at OAHC and also members of Self Help Group were involved in the follow up 

activity along with the investigator. Volunteers motivated the samples for smoking 

cessation, adhering to behavioral strategies and doing breathing exercise. They also 

helped in monitoring and recording the self monitored checklist for those who are not 

educated. The investigator also used telecommunication for the purpose of follow up. 

 

4.11 CONTENT VALIDITY OF TOOL 

The tool was validated by various experts from nursing, preventive medicine, 

sociology, psychology, pulmonary medicine. The suggestions of experts were 

incorporated in the tool. The expert suggestions were incorporated in designing the final 

tool for the study in consultation with Guide, Co-guide, Advisory committee members 

and Statistician for its appropriateness.  

 

4.12 RELIABILITY OF THE TOOL 

 Reliability is the degree of consistency with which an instrument measures the 

target attribute which it is designed to measure. It is the major criterion for assessing the 

quality and adequacy of an instrument. (Denise F. Polit & Cheryl Tatano Beck, 2008). 

 

In order to establish reliability of the knowledge questionnaire and attitude scale 

test retest method was used and the reliability was found to be 0.88 and 0.87. Inter rater 
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method was used to test the reliability of the practice (Fagerstorm questionnaire) and  

pulmonary function (spirometer). And the reliability was found to be 0.9 hence the tool 

was found to be highly reliable.   

 

4.13 ETHICAL CONSIDERATION  

The investigator considered and followed the ethical principles preceding the 

investigation. The investigator adhered to the following actions in order to protect the 

ethical rights of the adult males. 

 

Human Rights  

1. Ethical committee approval was received from the International Centre for 

Collaborative Research in Primary Health Care (ICCRPHC), Omayal Achi College 

of Nursing.  

2. To execute the study a written consent from the Head of the Institution was obtained 

to conduct the study at OACHC.  

3. Content validity was received from the various experts in the field of community 

medicine, community health nursing, Respiratory physician, Psychologist.  

 

Beneficence and Non-Malefficience  

4. The investigator is certified to execute the counseling and behavioral strategies.  

5. Potential benefits and risk was explained to the adult males. 

 

Dignity  

6. Informed consent was obtained from the adult males related to the study purpose, 

type of data, nature of commitments, participations and procedure. 
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7. Pilot study was executed to check the feasibility and time requirement of the study. 

8. Adult males rights to withdraw/withhold the information was ensured before data 

collection. 

9. Investigator’s contact information was disseminated to all adult males who 

participated in the study. 

 

Confidentiality 

10. Confidentiality and anonymity pledge was ensured  

 

Justice  

11. The control group adult males were also given the same intervention as Wait List 

interventions.  

12. Level of satisfaction for each intervention was assessed in the experimental group  

 

4.14 PILOT STUDY 

The Investigator obtained formal consent from administrator of OACHC, village 

leader and adults. The purpose of this study and confidentiality was explained to the 

adult males. The Investigator selected 60 adult males from two villages as per the 

inclusion criteria for the Pilot study. They were divided through randomization 30 each 

in the control group and experimental group. For both the groups, knowledge, attitude, 

practice and pulmonary function were assessed. The Chronic Obstructive Pulmonary 

Disease prevention program was implemented only for the experimental group and post 

test was done for both groups.  
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The analysis revealed that the overall  knowledge mean  gain score  was 9.8% in 

experimental  group and 0.3% in control group, Attitude mean  gain score  was 10.6% in 

experimental  group and 0.1% in control group ,practice (nicotine dependence) mean  

score  reduced  by 10.0% in experimental  group and reduced only  0.9% in the  control 

group. Also there was a mean improvement in the pulmonary function of the 

experimental group. 

 

  As the participants had expressed their level of satisfaction towards the various 

interventions, in the vested interest of the investigator a level of satisfaction scale was 

devised towards each intervention to be utilized in the main study. The pilot study helped 

the investigator to make modifications in the tool and proceed for the main study. In the 

knowledge questionnaire the number of items was reduced to 20 from 25 as the 

questions were difficult to answer for the participants.  

 

 The pilot study aided the investigator to check the feasibility of conducting the 

main study, to determine the method of statistical analysis and to assess the time required 

for data collection and intervention.  

 

4.15 DATA COLLECTION PROCEDURE  

After receiving the ethical committee approval from ICCR, Omayal Achi College 

of Nursing, a formal written permission was obtained from the Head of the Institution, 

OACHC. The investigator conducted a survey in 18 villages and through simple    

random sampling using random table method 6 villages were selected. By simple 

randomization using lottery method the investigator divided the villages into 

experimental group and control group. 
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The investigator conducted a survey in the 6 villages and 370 adult male smokers 

were identified. Through computer generated randomization method 115 samples each in 

experimental and control group were selected.  But due to attrition the final sample size 

was 110 in each group. To obtain the true and free responses, the adult males were 

explained regarding the purpose and usefulness of the study.  

 

The investigator assured the clients about the anonymity and confidentiality. 

Later, the data was collected from the clients who fulfilled the eligibility criteria for the 

study. Eligible samples were identified with code numbers for experimental and control 

group separately to maintain the anonymity. Only investigator had accessed this facility. 

The data collection was primarily started with the control group and after 8 weeks the 

experimental group data collection was started for the purpose of controlling extraneous 

variables in the study.  

 

The data collection for each sample was started with an introduction of the 

investigator. The samples were made to sit comfortably in the well ventilated room. 

After the brief introduction about the purpose of the study and after obtaining the 

informed consent the demographic detail in Section A was collected.  

 

After gaining the confidence of the adult males  knowledge  was assessed using 

the  Structured knowledge questionnaire, attitude was assessed using the rating scale, 

practice(nicotine dependence) was assessed using Fagerstorm questionnaire and 

pulmonary function using a  Spirometer  for the control group and approximately the 

time duration was 45 minutes for each client. No intervention was given after the pretest 

for the control group.  
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In the same way knowledge, attitude, practice, pulmonary function was assessed 

for the experimental group also and the COPD prevention program was implemented, 

which consisted of the health education and breathing exercise as the primary prevention 

strategies and the individual counseling, behavioral strategies for smoking cessation and 

referral to de-addiction centre for pharmacological therapy were the secondary 

prevention strategies.  

 

 On the 1
st
 week health education, breathing exercise were taught. The adult 

males re-demonstrated breathing exercise till they could do correctly and then they 

continued doing breathing exercise for 12 weeks.  

 

This is followed by individual counseling on 2
nd 

week. The individual counseling 

was given for 30 minutes per day for a week. On the 3
rd 

week behavioral strategies were 

taught with the help of a booklet. The adult males were encouraged to follow the 

behavioral strategies to cope with withdrawal symptoms.  The adult males with high 

practice of nicotine dependence were referred for smoking cessation to the referral 

centre. 

 

After intervention the samples were followed up for the adherence which was 

ensured by a follow up card for 12 weeks. Then the post test knowledge, attitude, 

practice, pulmonary function was assessed.  
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Drop out analysis 

Group Shifted House 

Not Able To 

Follow Up 

Hospitalised Total 

Experimental 3 1 1 5 

Control 2 1 2 5 

Total 5 2 3 10 

 

Sample size initially - 115 in each group 

Sample size after attrition was - 110 in each group 

Attrition rate – 4.34% 
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Control Group (180)  Experimental Group (190) 

Pretest (C – O1) 

Wait list Intervention 

Post test (C – O2) 

Pretest (E – O1) 

COPD prevention 

program (X)  

Post test (E – O2) 

After 6 weeks 

After 12 weeks  

 

 

Target Population- All adult men(43 villages) 

Accessible Population 

18 villages adopted and under intensive care of Omayal Achi Community Health Centre  

 

Simple Random Sampling 

Selection of six villages(total enumeration 2628+) by Random Table Method from 18 villages 

Randomization 

Selection of three villages to each experimental and control by lottery method 

After attrition sample size was 110 for each experimental and control group 

Screening of all available adults (881) in the six villages to identify the adult men with smoking 

(370)  

Selection of 115 samples by Computer 

Random Table Numbers methods 

Selection of 115 samples by Computer 

Random Table Numbers methods  



127 

 

COPD PREVENTION PROGRAM: 

 PRACTICE 

(nicotine dependence) 

Very low 

dependence 

Score:0-2 

Medium 

Score:3-5 

 High 

Dependence 

Score:6-7 

Very high 

Dependence 

Score:8-10 

INTERVENTIONS 

(Community ) 

Investigator 

INTERVENTIONS 

(Adult males) 

Health education  

Breathing 

exercise 

( I
st
  week) 

Health education 

Breathing exercise 

( I
st
  week) 

Health education  

Breathing exercise  

(I
st
 week) 

Individual 

counseling 

 (II
nd 

week) 

Individual 

counseling 

 (II
nd

 week) 

Individual 

 counseling 

 (II
nd

 week) 

Behavioral 

strategy 

(III
rd 

week) 

Behavioral 

strategy 

 (III
rd 

week) 

Behavioral 

 strategy 

(III 
rd

 week) 

Referral for NRT 

 (IV
th

 week) 

(Follow up of interventions given directly, through telephonic conversation and in collaboration with 

local workers and health personnel of OACHC) for every 30 days) 

 

 

 

Figure 4.15.1: Schematic representation of data collection procedure 

 

Assessment of post-test level of Knowledge, Attitude, Practice and Pulmonary function after 12 

weeks. 



128 

 

4.16  PLAN FOR DATA ANALYSIS 

 The data was analyzed using descriptive and inferential statistics. 

 

Descriptive Statistics 

1. Demographic Variables was analyzed by using frequency and percentage. 

2. The knowledge, attitude, practice, pulmonary function was analyzed by mean, 

median and standard deviation. 

3. The relationship between knowledge, attitude, practice, pulmonary function was 

analyzed using correlation coefficient. 

 

Inferential Statistics 

1. The effectiveness of the chronic obstructive pulmonary disease prevention 

program  on knowledge, attitude, practice, pulmonary function was assessed by 

Paired ‘t’ test  

2. Unpaired ‘t’ test was used to find the effectiveness of chronic obstructive 

pulmonary disease prevention program on knowledge, attitude, practice, 

pulmonary function among adults in the experimental and control group. 

3. The association between mean knowledge, attitude, practice, pulmonary function 

and selected variables was analyzed using Chi - square test. 
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CHAPTER – 5 

ANALYSIS AND INTERPRETATION 

 

This Chapter deals with analysis and interpretation of data collected from the 

adult males to analyze the effectiveness of chronic Obstructive Pulmonary disease 

Prevention Program on the Knowledge, Attitude, Practice, Pulmonary function.  

 

Data analysis begins with description that applies to any study in which the data 

are numerical with same concepts. 

 

 Descriptive statistics allows the research to organize the data to examine the 

quantum of informations and inferential statistics used to determine the relationship and 

causality 

. 

The data were entered into excel sheet and analyzed through statistical package 

for social science /PC+ ver = 17 

The Findings of the study are organized and presented in following sections:- 

Section 5.1: Description of Background Variables of adult males in pretest for 

experimental and control group. 

Section 5.2: Assessment and Comparison of knowledge, attitude, practice, and 

pulmonary function of adult males in experimental and control group. 

Section 5.3: Effectiveness of chronic obstructive pulmonary disease prevention 

program on the knowledge, attitude, practice, and pulmonary function 

among adult males in the experimental group one control group. 
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Section 5.4: Correlation between the knowledge, attitude, practice, pulmonary 

function among adult males in the experimental and control group. 

Section 5.5: Association of knowledge attitude, practice, pulmonary function with 

back ground variables of adult males in the experimental group. 

 

Section 5.1: Description of Background Variables of adult males in experimental 

and Control group. 

5.1.1 Frequency and Percentage distribution of demographic variables among adult 

males in experimental and control group. 

 5.1.2 Frequency and Percentage distribution of smoking history among adult males in 

experimental and control group. 

 

Section 5.2: Assessment and comparison of Knowledge of adult males in 

experiment and control group. 

5.2.1:  Assessment of pretest level of knowledge among adult males in the experimental 

and control group 

5.2.2:  Assessment of the posttest level of knowledge among adult males in the 

experimental and control group. 

5.2.3 Comparison of pretest and posttest level knowledge among adult males within 

experimental and control group.  

5.2.4 Comparison of pretest and posttest level of knowledge among adult males 

between experimental and control group. 

5.2.5   Frequency and percentage distribution of pretest and posttest level of attitude 

among adult males in experimental and control group. 

5.2.6 Comparison of pretest and posttest level of attitude within experimental and 

control group 
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5.2.7 Comparison of pretest and posttest level of attitude among adult males between 

experimental and control group  

5.2.8   Frequency and percentage distribution of pretest and posttest level of practice 

(nicotine dependence) of experimental and control group 

5.2.9:  Comparison of pretest and posttest practice (nicotine dependence) score within 

experimental and control group 

5.2.10: Comparison of pretest and posttest practice (nicotine dependence) score between 

experimental and control group 

5.2.11: Comparison of pretest and posttest level of practice (nicotine dependence) within 

experimental and control group 

5.2.12: Comparison of pretest and post test level of practice (nicotine dependence) 

between experimental and control group 

5.2.13: Frequency and percentage distribution pretest and posttest level of   pulmonary 

function in experimental and control group. 

5.2.14: Comparison of level of pulmonary function within experimental and control 

group. 

5.2.15: Comparison of level of pulmonary function between experimental and control 

Group.  

 

Section 5.3: Effectiveness of chronic obstructive pulmonary disease   prevention 

program on the knowledge, attitude, practice and pulmonary function among adult 

males within and between the experimental and control group. 

5.3.1 Comparison of Pretest and posttest mean knowledge within experimental group.  

5.3.2 Comparison of pretest and posttest mean knowledge within control group.  

5.3.3 Comparison of pretest mean knowledge between experimental and control   

group.  
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5.3.4 Comparison of posttest mean knowledge between experimental and control 

group.  

5.3.5 Comparison of overall pretest and posttest mean knowledge scores within 

experimental and control group.  

5.3.6 Comparison of overall pretest and posttest mean knowledge between 

experimental and control group.  

5.3.7 Comparison of pretest and posttest mean attitude score within experimental and 

control group 

5.3.8 Comparison of pretest and post test mean attitude score between experimental 

and control group.  

5.3.9 Comparison of overall pretest and posttest mean practice (nicotine dependence) 

within experimental and control group 

5.3.10  Comparison of the pretest and posttest mean practice (nicotine dependence) score 

between experimental and control group. 

5.3.11  Comparison of overall pretest and posttest mean practice (nicotine dependence) 

between experimental and control group. 

5.3.12 Comparison of overall pretest and posttest mean pulmonary function (FEV1) 

within experimental and control group.  

5.3.13 Comparison of overall pretest and posttest mean pulmonary function (FEV1) 

between experimental and control group.  

5.3.14 Overall effectiveness of COPD Prevention programme on knowledge, attitude, 

practice and pulmonary function among male adults within experimental and 

control group in pretest and post test  
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Section 5.4: Assessment   of correlation between the posttest knowledge attitude, 

practice pulmonary function among experimental group and control group  

5.4.1 Assessment of correlation between post test knowledge, attitude, practice and 

pulmonary function among experimental group 

5.4.2 Assessment of correlation between  posttest  knowledge,  attitude,  practice  and 

pulmonary function among control group.  

 

Section 5.5: Association of selected demographic variables with mean differed 

knowledge, attitude, practice and pulmonary function among male adult in 

experimental group. 

5.5.1(a)  Association of selected demographic variable with mean differed knowledge of 

adult males in experimental group  

5.5.1(b)  Association of smoking history with mean differed knowledge of adult males in 

experimental group  

5.5.2(a) Association of selected demographic variable  with mean differed attitude of 

adult males in experimental group  

5.5.2(b) Association of smoking history with mean differed attitude of adult males in 

experimental group  

5.5.3(a) Association of selected demographic variable  with mean differed practice 

(nicotine dependence) of adult males in experimental group. 

5.5.3(b) Association of smoking history with mean differed practice (nicotine 

dependence) of adult males in experimental group 

5.5.4(a) Association of selected demographic of selected variable  with mean differed 

pulmonary function of adult males in experimental group.  

5.5.4(b) Association of smoking history  with mean differed pulmonary function of 

adult males in experimental group.  
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SECTION 5.1: DESCRIPTION OF BACKGROUND VARIABLES OF ADULT MALES 

IN PRETEST FOR EXPERIMENTAL AND CONTROL GROUP 

5.1.1:  Frequency and Percentage distribution of demographic variables among 

adult males in experimental and control group 

N=220 

Demographic Variables 

Group 

Chi square test 
Experimental 

n=110 

Control 

n=110 

No % No % 

Age in yrs 

  

  

  

20 -30  24 21.8 24 21.8 

χ
2
=0.53  

p=0.91 

31 -40  37 33.6 37 33.6 

41 -50  31 28.2 31 28.2 

>50  18 16.4 18 16.4 

Marital 

status 

  

Single 20 18.2 20 18.2 

χ
2
=0.29  

p=0.86 
Married 88 80.0 88 80.0 

Widow/Widower 2 1.8 2 1.8 

Education 

  

  

  

  

Graduate 5 4.5 6 5.5 

χ
2
=1.69  

p=0.79 

Intermediate 29 26.4 37 33.6 

High school 28 25.5 26 23.6 

Middle school 32 29.1 27 24.5 

Primary school 16 14.5 14 12.7 

Occupation 

  

  

Supervisor/ 

Clerical 
31 28.2 30 27.3 

χ
2
=0.60  

p=0.74 
Self Employed / 

Skilled 
27 24.5 32 29.1 

Unskilled/Landless 52 47.3 48 43.6 

Income 

  

  

  

< Rs.3300 20 18.2 23 20.9 

χ
2
=4.17  

p=0.24 

Rs.3301-7300 56 50.9 66 60.0 

Rs.7301-14500 30 27.3 18 16.4 

>Rs.14500 4 3.6 3 2.7 

* significant at P≤0.05  ** highly significant at P≤0.01  *** very high significant at   

P≤0.001   
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From the above table 5.1.1, with regard to age of adult males 37(33.6%) belonged 

to 31-40 yrs, 31(28.2%) belonged to 41-50 yrs, 24(21.8%) belonged to 20-30 yrs and 

18(16.4%) belonged to age group of above 50 yrs in experimental group. In Control 

group also 37(33.6%) belonged to 31-40 yrs 31(28.2%) belonged to 41-50 yrs 234 

(21.8%) belonged to 20-30 yrs and 18(16.4%) were above 50 yrs.  

 

  In Experimental group 88(85%) adult males were married, 20(18.2%) were single 

and 2(18%) were widower.  In Control group also 88(88%) adult males were married, 

20(18.2%) were single and 2(18%) were widower.  

 

With regard to educational status 29(26.4%) had completed intermediate school, 

28(25.5%) has completed high school, 32(29.1%) had completed middle school, 

16(14.5%) had completed primary school and 5(4.5%) were graduates in Experimental 

group. In the control group 37(33.6%) had completed intermediate school, 27(24.5%) 

had completed middle school, 26(23.6%) had high school education, 14(12.7%) had 

primary school education and 6(5.5%) were graduates.  

 

In the experimental group with regard to occupation 52(47.3%) of adult males 

were Landless Labors, 27(24.5%) were self employed.  31(28.2%) were doing Clerical 

Work.  In the  control group 48(43.6%) of adult males were Landless Labors, 32(29.1%) 

were self employed.  30(27.3%) were doing Clerical Work.   

 

 In relation to the income of the adult males in experimental groups 56(50.9%) 

were in the income group of Rs 3301-7300, 30(27.3%) were in the income of Rs 7301-

14500, 20(18.2%) were in the income of this then Rs 3300 and only 4(3.6%) were in the 
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income group of above Rs 14,500 Per month. In the control group 66(60.0%) adult males 

were in income group of Rs.3301-7300, 23(20.9%) were in the income group of less than 

Rs.3300 18(16.4%) were in the income group of Rs 7301-14500 and 3(2.7%) were in the 

income group of above Rs.14500 per month. 

 

The above table revealed that there was no statistically significant difference 

between the experimental and control group demographic variables of the adult males. 

 

 Thus the homogeneity of selected demographic variables of adult males in 

experimental and control group was maintained.  
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Fig.5.1.1(e): Percentage distribution of monthly income of adult males in 

experimental and control group 

 

 

 

 

 

 

 

 

 

 

18.2%

50.9%

27.3%

3.6%

20.9%

60.0%

16.4%

2.7%

0%

10%

20%

30%

40%

50%

60%

70%

< Rs.3300 Rs.3301-7300 Rs.7301-14500 >Rs.14500

%
 o

f 
 a

d
u

lt
  
m

a
le

 

Experiment

Control



142 

 

5.1.2: Frequency and Percentage distribution of smoking history among adult 

males in  experimental and control group 

N=220 

Smoke history 

Group 

Chi square 

test 

Experimental 

n=110 

Control 

n=110 

No % No % 

Type of smoking 

  

  

  

Cigarette 43 39.1 40 36.4 

χ
2
=4.17  

p=0.24 

Cigar 5 4.5 8 7.3 

Beedi  58 52.7 59 53.6 

Others 4 3.6 3 2.7 

No. of cigarettes per day 

  

  

  

  

0 -5 45 40.9 51 46.4 

χ
2
=4.17 

 p=0.24 

6 -10 33 30.0 31 28.2 

11 -15 11 10.0 10 9.1 

16 -20 9 8.2 8 7.3 

>20 12 10.9 10 9.1 

Who influenced you to 

smoke 

  

  

  

Friends 19 17.3 17 15.5 

χ
2
=4.17 

p=0.24 

Relatives 23 20.9 19 17.3 

Parents 10 9.1 18 16.4 

Mass 

media 
58 52.7 56 50.9 

Chronicity of abuse in yrs 

  

  

  

0 -5  29 26.4 23 20.9 

χ
2
=4.17  

p=0.24 

6 -10  64 58.2 73 66.4 

11 -15  11 10.0 10 9.1 

>15  6 5.5 4 3.6 

Do you use smokeless 

tobacco  

Yes 52 47.3 51 46.4 χ
2
=4.17  

p=0.24 No 58 52.7 59 53.6 

if yes, specify 

  

Kutka 44 84.6 41 80.4 χ
2
=4.17  

p=0.24 Maava 8 15.4 10 19.6 

* significant at P≤0.05  ** highly significant at P≤0.01  *** very high significant at   

P≤0.001   
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From the table 5.1.2 with regard to type of smoking 58(52.7%) had the habit of 

beedi smoking, 43(39.1%) had habit smoking cigarette 5(4.5%) had habit of smoking 

cigar. Similarly in control group 59(53.6%) had the habit of smoking beedi, 40(36.4%) 

had habit of smoking cigarette and 8(7.3%) had the habit of smoking cigar. 

With regard to number of  cigarette  Per day in the experimental group 45(40.9%) 

smoke less than 5 per day 33(30%) smoke 6-10 per day and 11(10%) smoke 11-15 per 

day and 09 (8.2%) smoke 16-20 per day and 12(10.9%) smoke more than 20 per day. 

In control group 51(46.4%) smoke 0-5 per day, 31(28.2%) smoke 6-10 per day 

10(9.1%) smoke 11-15 per day and more than 20 per day. 

 With regard to person influenced to smoke in the experimental group 58(52.7%) 

were influenced by mass media, 23(20.9%) were influenced by relatives, 19(17.3%) 

were influenced by friends and 10(9.1%) were influenced by parents. Similarly in 

Control group 56(50.9%) were influenced by mass media 19(17.3%) were influenced by 

relatives, 18(16.4%) were influenced by parents and 17(15.5%) were influenced by 

friends. 

With relevance to chronicity of abuse in adult males in the experimental group 

64(58.2%) were abused for 6-10 yrs, 29(26.4%) for 0-5 years, 6(5.5%) for more than 15 

years. Similarly in control group 73(66.4%) abused for 6-10years, 23(20.9%) for 0-5 

year 10(9.1%) abused for 11-15 years and 4(3.6%) for more than 15 years. 

Thus the above table infers there is no statistical difference with respect to 

smoking history between experimental and control group. Thus the homogeneity of 

selected variables of adult males in experimental and control group was maintained.  
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Fig.5.1.2(e): Percentage distribution of  use of smokeless tobacco of adult males in 

experimental and control group 
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SECTION 2: ASSESSMENT AND COMPARISON OF KNOWLEDGE OF 

ADULT MALES IN EXPERIMENTAL AND CONTROL GROUP 

5.2.1:  Assessment of pretest level of knowledge among adult males in the 

experimental and control group 

N=220 

 

S.No. 
Knowledge on 

No. of 

Questions 

Min 

- 

Max 

score 

Experimental 

n=110 

Control 

n=110 

Mean 

score 
SD % 

Mean 

score 
SD % 

1 General concepts 

of COPD 
5 0 -5 2.74 0.77 54.8 2.70 0.67 54.0 

2 Effects of smoking 5 0 -5 1.66 0.92 33.2 1.62 0.62 32.4 

3 Clinical features, 

diagnosis 
5 0 -5 1.79 0.79 35.8 1.77 0.62 35.4 

4 Prevention of 

COPD 
5 0 -5 2.06 1.25 41.2 2.00 0.84 40.0 

 Total 20 0 -20 8.25 2.54 41.3 8.09 1.44 40.5 

 

The above table 5.2.1. shows the pretest knowledge level of adult males in the  

experimental and control group. In experimental group the mean score for general 

concept of COPD was 2.74 with S.D of 0.77, the mean score for effect of smoking was 

1.66 with S.D of 0.92, the mean score for clinical features, diagnosis was 1.79 with S.D 

of 0.79, the mean score for prevention of COPD was 2.06 with S.D of 1.25 the overall 

mean score was 8.25 with S.D of 2.54. 

 In control group the mean score for general concept was 2.70 with S.D of 0.67, 

mean score for effect of smoking  was 1.62 with S.D of 0.62, the mean score for  clinical 

features,  diagnosis  was 1.77 with S.D mean score for prevention of COPD was 2.00 

with S.D of 0.84, the overall mean score was 8.09 with S.D of 1.44. 
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5.2.2:  Assessment of the posttest level of knowledge among adult males in the 

experimental and control group 

N=220 

S.No. knowledge on 
No. of 

Questions 

Min 

– 

Max 

score 

Experimental 

n=110 

Control 

n=110 

Mean 

score 
SD % 

Mean 

score 
SD % 

1 General concepts 

of COPD 
5 0 -5 4.19 0.97 83.8 2.74 0.67 54.8 

2 Effects of 

smoking 
5 0 -5 3.86 1.07 77.2 1.65 0.61 33.0 

3 Clinical features, 

diagnosis 
5 0 -5 3.68 1.10 73.6 1.81 0.60 36.2 

4 Prevention of 

COPD 
5 0 -5 3.85 1.15 77.0 2.03 0.82 40.6 

 Total 20 0 -20 15.59 2.54 78.0 8.23 1.39 41.2 

 

The above table 5.2.2 depicts the post test knowledge level of adult males in 

experimental and experimental group. 

In the experimental group the post test mean score on general concepts of COPD 

was 4.19 with a S.D of 0.97, for the Effects of smoking the mean score was 3.86 with a 

S.D of 1.07 for the clinical features, diagnosis , the mean score was 3.68 with a S.D 1.10 

the mean score for the prevention of COPD was 3.85 with S.D was 1.15 the overall post 

test mean score was 15.59 with S.D of 2.54. 

In control group the post test mean score on general concepts of COPD was 2.74 

with S.D of 0.67 the mean score for the effects of smoking  was 1.65 with S.D of 0.61 

for the clinical features, diagnosis, the mean score was 1.8% with S.D of 0.60 the mean 

score for the prevention of COPD was 2.03 with S.D of  0.82 the overall post test mean 

score for the control group was 8.23 with S.D of 1.39. 
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5.2.3: Comparison of pretest and posttest level knowledge among adult males  

within experimental and control group  

N=220 

Group 
Level  of 

knowledge 

Test 

Chi-square test Pretest Posttest 

No % No % 

Experiment 

(n=110) 

Inadequate 54 49.1 0 0.0 χ
2
=150.86,  P=0.001*** 

DF=1 

Significant 

Moderate 56 50.9 25 22.7 

Adequate 0 00.0 85 77.3 

Control 

(n=110) 

Inadequate 57 51.8 56 50.9 

χ
2
=0.02, P=0.89, DF=1 

Not significant 

Moderate 53 48.2 54 49.1 

Adequate 0 00.0 0 00.0 

* significant at P≤0.05  ** highly significant at P≤0.01  *** very high significant at   

P≤0.001   

  Table 5.2.3 depicts the comparison of pretest and post test  level of knowledge  

within the experimental and control group. 

 In the pretest of experimental group 54(49.1%) had inadequate knowledge and 

56(50.9%) had moderate knowledge, similarly in posttest 85(77.3%) had adequate 

knowledge and 25(22.7%) had moderate knowledge. 

In the pretest of control group 57(51.8%) had inadequate knowledge, 53(48.2%)   

had moderate adequate knowledge, in the posttest 56(50.9%) had inadequate knowledge 

and 54(49.1%) had moderate knowledge. 

    The chi-square test also revealed that there was a significant difference in the 

pretest and post test of the experimental group. However there was no significant 

difference   in the pretest and posttest of the control group. 
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5.2.4: Comparison of pretest and posttest level of knowledge among adult males 

between experimental and control group 

N=220 

* significant at P≤0.05  ** highly significant at P≤0.01  *** very high significant at   

P≤0.001   

 

Table 5.2.4 depicts the comparison of pretest and post test level of knowledge 

between experimental and control group. In the pretest of experimental group 54(49.1%) 

had inadequate knowledge and 56(50.9%) had moderate knowledge, similarly in control 

group 57(51.8%) had inadequate knowledge and 53(48.2%) had moderate knowledge. 

 

In the posttest of experimental group 85(77.3%) had adequate knowledge 

whereas none had adequate knowledge in control group, also 25(22.7%) had moderate 

knowledge in experimental group and 54 (49.1%) had moderate knowledge in control 

group. 

    

The chi-square test also revealed that there was no significant difference in the 

pretest of the experimental and control group. However in the post test there was a 

significant difference between the experimental and control group. 

Test 
Level  of 

knowledge 

Group 

Chi-square test 
Experimental 

n=110 

Control 

n=110 

No % No % 

Pretest Inadequate 54 49.1 57 51.8 
χ

2
=0.16, P=0.68, DF=1 

Not significant 
Moderate 56 50.9 53 48.2 

Adequate 0 00.0 00 00.0 

Posttest Inadequate 0 00.0 56 50.9 χ
2
=151.64, P=0.001*** 

DF=2 

Significant 

Moderate 25 22.7 54 49.1 

Adequate 85 77.3 00 00.0 
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5.2.5:   Frequency and percentage distribution of pretest and posttest level of 

attitude among adult males in experimental and control group 

N=220 

 

Table 5.2.5 depicts the frequency and percentage distribution level of attitude of 

adult males in experimental and control group. 

 

In the pretest 71(64.5%) had   favorable attitude and 39(35.5%) had unfavorable 

attitude in experimental group whereas 75(68.2%) had favorable attitude and 35(31.8%) 

had unfavorable attitude in control group. 

 

At the post test 106(96.4%) had favorable attitude in experimental group and 

77(70.0%) had favorable attitude in the control group. Only 4(3.6%) had unfavorable 

attitude in experimental group and 33(30.0%) had unfavorable attitude in the control 

group.  

 

 

Test Attitude 

Group 

Experimental 

n=110 

Control 

n=110 

No % No % 

Pretest Unfavorable 39 35.5 35 31.8 

Favorable 71 64.5 75 68.2 

Posttest Unfavorable 4 3.6 33 30.0 

Favorable 106 96.4 77 70.0 
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5.2.6: Comparison of pretest and posttest level of attitude within experimental and 

control group  

N=220 

* significant at P≤0.05  ** highly significant at P≤0.01  *** very high significant at   

P≤0.001   

The table 5.2.6 reveals the comparison of pretest and post test level of attitude 

within experimental and control group  

 

         In the pretest 71(64.5%) had favorable attitude and 39(35.5%) had unfavorable 

attitude in experimental group whereas   in the post test 106(96.4%) had favorable 

attitude and Only 4(3.6%) had unfavorable attitude in experimental group. 

 

           In the pretest of control group 75(68.2%) had favorable attitude and 35(31.8%) 

had unfavorable attitude. In the post test 77(70.0%) had favorable attitude in the control 

group and 33(30.0%) had unfavorable attitude in the control group. 

  

  The chi-square test also revealed that there was a significant difference in the 

pretest and post test of the experimental group. However there was no significant 

difference in the pretest and post test of the control group. 

 

Group Attitude 

Test 

Chi-square test Pretest Posttest 

No % No % 

Experimental 

(n=110) 

Unfavorable 39 35.5 4 03.6 χ
2
=35.40,  P=0.001***, DF=1 

Favorable 71 64.5 106 96.4 Significant 

Control 

(n=110) 

Unfavorable 35 31.8 33 30.0 χ
2
=0.09, P=0.77, DF=1 

Not significant Favorable 75 68.2 77 70.0 
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5.2.7: Comparison of pretest and posttest level of attitude among adult males 

between experimental and control group  

N=220 

* significant at P≤0.05  ** highly significant at P≤0.01  *** very high significant at   

P≤0.001   

Table 5.2.7 compares the pretest and post test level of attitude between 

experimental and control group  

In the pretest 71(64.5%) had   favorable attitude and 39(35.5%) had unfavorable 

attitude in experimental group whereas 75(68.2%) had favorable attitude and 35(31.8%) 

had unfavorable attitude in control group. 

At the posttest 106(96.4%) had favorable attitude in experimental group and 

77(70.0%) had favorable attitude in the control group. Only 4(3.6%) had unfavorable 

attitude in experimental group and 33(30.0%) had unfavorable attitude in the control 

group.   

 The chi-square test also revealed that there was no significant difference in the 

pretest of the experimental and control group. However there was a significant difference   

in the posttest of the experimental  and control group. 

 

Test Attitude 

Group 

Chi-square test 
Experimental 

n=110 

Control 

n=110 

No % No % 

Pretest Unfavorable 39 35.5 35 31.8 χ
2
=0.32,  P=0.56, DF=1 

Favorable 71 64.5 75 68.2 Not significant 

Posttest Unfavorable 4 03.6 33 30.0 χ
2
=27.32, P=0.001***, DF=1 

significant Favorable 106 96.4 77 70.0 
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5.2.8:  Frequency and percentage distribution of pretest and posttest level of 

practice (nicotine dependence) of experimental and control group 

N=220 

Test Practice 

Group 

Experimental 

n=110 

Control 

n=110 

No % No % 

Pretest Very low 59 53.6 57 51.8 

Medium 43 39.1 44 40.0 

High 8 7.3 9 8.2 

Very high 0 0.0 0 0.0 

Posttest Very low 90 85.5 60 54.5 

Medium 20 14.5 42 38.2 

High 0 0.0 8 7.3 

Very high 0 0.0 0 0.0 

 

  The above table 5.2.8 reveals the frequency and percentage distribution  pretest 

and post test level of  practice of  experimental and control group. 

 

In the pretest 59(53.6%) had very low practice in the experimental group and 

57(51.8%) had very low practice in the control group. 43(39.1) had medium practice in 

the experimental group and 44(40.0) in the control group. Only 8(7.3%) and 9(8.2%) had 

high practice in the experimental and control group respectively. 

 

 In the posttest 90(85.5%) had very low practice in the experimental group and 

60(54.5%) had very low practice in the control group.20 (14.5) had medium practice in 

the experimental group and 42(38.2) in the control group. No one had high practice in 

the experimental group and only 8(7.3%) had high practice in the control group. 



157 

 

5.2.9:  Comparison of pretest and posttest practice (nicotine dependence) score 

within experimental and control group  

N=220 

* significant at P≤0.05  ** highly significant at P≤0.01  *** very high significant at   

P≤0.001   

The above table 5.2.9  reveals the frequency and percentage distribution  pretest 

and post test level of  practice of  experimental and control group. 

In the pretest 59( 53.6%) had very low practice,43(39.1%) had medium practice 

8(7.3%)  no one had very high practice. whereas   in the  6
th

 week 76 (69.1%) had very 

low practice,30(27.3%) had medium practice,4(3.6%) had high practice and in the 12
th

 

week 90( 85.5%) had very low practice,20(14.5%) had medium practice  and no one had  

high and very high practice in experimental  group. 

In the pretest 57(51.8%) had very low practice,44(40%) had medium practice 

9(8.2%)  had high practice. whereas in the 6
th

 week 58(52.7%) had very low practice, 

44(40 %) had medium practice, 8(7.3 %) had high practice and in the 12
th

 week 

60(54.5%) had very low practice, 42(38.2%) had medium practice  and 8(7.3%) had  

high practice in control  group.   

     . 

Group level 
Baseline 6

th
 week 

12
th

 

week Chi square test 

No % No % No % 

Experimental  

(n=110) 

Very low 59 53.6 76 69.1 90 85.5 
χ

2
=23.01  P=0.001*** 

DF=4 

Significant 

Medium 43 39.1 30 27.3 20 14.5 

High 8 7.3 4 3.6 0 0.0 

Very high 0 0.0 0 0.0 0 0.0 

Control 

(n=110) 

Very low 57 51.8 58 52.7 60 54.5 

χ
2
=0.22 P=0.99 DF=4 

Not significant 

Medium 44 40.0 44 40.0 42 38.2 

High 9 8.2 8 7.3 8 7.3 

Very high 0 0.0 0 0.0 0 0.0 
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5.2.10: Comparison of pretest and posttest practice (nicotine dependence) score 

between experimental and control group  

N=220 

 

* significant at P≤0.05  ** highly significant at P≤0.01  *** very high significant at   

P≤0.001   

 

The above table 5.2.10  reveals the frequency and percentage distribution of 

pretest and post test level of practice of experimental and control group. 

 

In the experimental group pretest 59(53.6%) had very low practice, 43(39.1%) 

had medium practice and 8(7.3%) high practice. Also in the control group pretest 

57(51.8%) had very low practice, 44(40%) had medium practice, 9(8.2%) had high 

practice.  

Test Level 

Group 

Chi-square test 
Experimental 

n=110 

Control 

n=110 

No % No % 

Pretest Very low 59 53.6 57 51.8 

χ
2
=0.11, P=0.95, DF=2 

Medium 43 39.1 44 40.0 

High 8 7.3 9 8.2 

Very high 0 0.0 0 0.0 

6
th

 week Very low 76 69.1 58 52.7 

χ
2
=6.40, P=0.04*, DF=2 

Medium 30 27.3 44 40.0 

High 4 3.6 8 7.3 

Very high 0 0.0 0 0.0 

12
th

 week Very low 90 85.5 60 54.5 

χ
2
=21.80, P=0.001***, DF=2 

significant 

Medium 20 14.5 42 38.2 

High 0 0.0 8 7.3 

Very high 0 0.0 0 0.0 
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In the experimental group 6
th

 week 76(69.1%) had very low practice, 30(27.3%) 

had medium practice, 4(3.6%) had high practice whereas in the control group 58(52.7%) 

had very low practice, 44(40 %) had medium practice, 8 (7.3 %) had high practice. 

 

In the 12
th

 week of experimental group 90(85.5%) had very low practice, 

20(14.5%) had medium practice  and no one had  high and very high practice in 

experimental  group and in the control group 12
th

 week 60( 54.5%) had very low 

practice, 42(38.2%) had medium practice  and8(7.3%) had  high practice. 

  

  The chi-square test also revealed that there was a significant difference in the 

pretest and post test of the experimental group. However there was no significant 

difference in the pretest and post test of the control group. 
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5.2.11: Comparison of pretest and posttest level of practice (nicotine dependence) 

within experimental and control group  

N=220 

* significant at P≤0.05  ** highly significant at P≤0.01  *** very high significant at   

P≤0.001   

The above table 5.2.11 depicts the comparison of pretest and post test level of  

practice  within the experimental and control group. 

In the pretest 59(53.6%) had very low practice, 43(39.1) had medium practice, 

only 8(7.3%) had high practice in the experimental group. In the posttest 90(85.5%) had 

very low practice, 20(14.5) had medium practice, No one had high practice in the 

experimental group. 

In the pretest 57(51.8%) had very low practice, 44(40.0) had medium practice, 

9(8.2%) had high practice in control group. In the posttest 60(54.5%) had very low 

practice in the control group, 42(38.2) had medium practice and 8(7.3%) had high 

practice in the control group.. 

The chi-square test also revealed that there was a significant difference in the pre 

test and post test of the experimental group. However there was no significant difference   

in the pretest and post test of the control group. 

Group Level 

Test 

Chi-square test Pretest Posttest 

No % No % 

Experimental  

(n=110) 

Very low 59 53.6 90 85.5 

χ
2
=22.86,  P=0.001***, DF=2 

Significant 

Medium 43 39.1 20 14.5 

High 8 7.3 0 0.0 

Very high 0 0.0 0 0.0 

Control 

(n=110) 

Very low 57 51.8 60 54.5 

χ
2
=0.18, P=0.91, DF=2 

Not significant 

Medium 44 40.0 42 38.2 

High 9 8.2 8 7.3 

Very high 0 0.0 0 0.0 
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5.2.12:  Comparison of pretest and post test level of practice (nicotine dependence) 

between experimental and control group  

N=220 

Test level 

Group 

Chi-square test 
Experimental 

n=110 

Control 

n=110 

No % No % 

Pretest 

Very low 59 53.6 57 51.8 

χ
2
=0.11, P=0.95, DF=1 

Medium 43 39.1 44 40.0 

High 8 7.3 9 8.2 

Very high 0 0.0 0 0.0 

Posttest 

Very low 90 85.5 60 54.5 

χ
2
=21.80, P=0.001***, DF=1 

Significant 

Medium 20 14.5 42 38.2 

High 0 0.0 8 7.3 

Very high 0 0.0 0 0.0 

 

 * significant at P≤0.05  ** highly significant at P≤0.01  *** very high significant 

at   P≤0.001   

The above table 5.2.12 reveals the comparison of pretest and post test level of 

practice between experimental and control group. 

In the pretest 59(53.6%) had very low practice in the experimental group and 

57(51.8%) had very low practice in the control group. 43(39.1) had medium practice in 

the experimental group and 44(40.0) in the control group. Only 8(7.3%) and 9(8.2%) had 

high practice in the experimental and control group respectively. 

In the posttest 90(85.5%) had very low practice in the experimental group and 

60(54.5%) had very low practice in the control group. 20(14.5) had medium practice in 

the experimental group and 42(38.2) in the control group. No one had high practice in 

the experimental group and only 8(7.3%) had high practice control group. 

.The chi-square test also revealed that there was no significant difference in the 

pre test of the experimental and control group. However there was a significant 

difference in the posttest of the experimental and control group. 
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5.2.13:  Frequency and percentage distribution pretest and posttest level of   

pulmonary function in experimental and control group 

N=220 

Test Pulmonary function 

Group 

Experimental 

n=110 

Control 

n=110 

No % No % 

Pretest Normal 60 54.5 66 60.0 

Mild 33 30.0 30 27.3 

Moderate 17 15.5 14 12.7 

Severe 0 0.0 0 0.0 

Posttest Normal 82 74.5 67 60.9 

Mild 23 20.9 30 27.3 

Moderate 5 4.5 13 11.8 

Severe 0 0.0 0 0.0 

 

The table 5.2.13 reveals the  frequency and percentage distribution of pretest and 

post test  level of  pulmonary function in experimental and control group.   

     

In the pretest of the experimental group 60(54.5%) were normal, 33(30.0%) had 

mild COPD, 17(15.5%) had moderate COPD. In the pretest of the control group 

66(60.0%) were normal, 30(27.3%) had mild COPD, 14(12.7%) had moderate COPD. 

 

In the posttest of the experimental group 82(74.5%) were normal, 23(20.9%) had 

mild COPD, 5(4.5%) had moderate COPD. In the posttest of the control group 

67(60.9%) were normal, 30(27.3%) had mild COPD, 13(11.8%) had moderate COPD. 
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5.2.14:  Comparison of level of pulmonary function within experimental and control 

group 

N=220 

* significant at P≤0.05  ** highly significant at P≤0.01  *** very high significant at   

P≤0.001   

 

  Table 5.2.14 shows the comparison between level of pulmonary function among 

experimental group and control group.  

In the experimental group 60(54.5%) in the pretest and 82(74.5%) in the post test 

were normal 33(30.0%) in the pretest and 23(20.9%) in the post test had mild COPD, 

17(15.5%) in the pretest and only 5(4.5%) in the post test had moderate COPD. 

 In the control group 66(60.0%) were normal in the pretest and 67(60.9%) were 

normal in the posttest. 30(27.3%) had mild COPD in both pretest and posttest. 14(12.7%) 

had moderate  COPD in the pretest and 13(11.8%) had moderate COPD in the posttest. 

 

 The chi-square test value χ
2
=11.73 also revealed that there was a significant 

difference in the  pretest and posttest of the experimental group. But there was no 

significant difference in the pretest and posttest of the control group. 

 

Group Level 

Test 

Chi square test Pretest Posttest 

No % No % 

Experimental  

(n=110) 

Normal 60 54.5 82 74.5 χ
2
=11.73  

P=0.001***  

DF=2 

Significant 

Mild 33 30.0 23 20.9 

Moderate 17 15.5 5 4.5 

Severe 0 00.0 0 0.0 

Control 

(n=110) 

Normal 66 60.0 67 60.9 χ
2
=0.04  

P=0.98  

DF=2 

Not significant 

Mild 30 27.3 30 27.2 

Moderate 14 12.7 13 11.8 

Severe 0 00.0 0 0.0 
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 5.2.15:   Comparison of level of pulmonary function between experimental and 

control Group  

N=220 

* significant at P≤0.05  ** highly significant at P≤0.01  *** very high significant at   

P≤0.001   

 

Table 5.2.15 shows the comparison between level of pulmonary function among 

experimental group and control group.  

In the pretest of the experimental group 60(54.5%) were normal and in the 

control group 66(60.0%) were normal, 33(30 %) had mild COPD in the experimental 

group and 30(27.3%) in the control group, 17(15.5%) and 14(12.7%) had moderate 

COPD in the experimental and control group respectively. 

In the posttest 82(74.5%) in the experimental group and 67(60.9%) in the control 

group were normal, 23(20.9%) had mild COPD in the experimental  and 30(27.2%) had  

mild COPD in the control group, 5(4.5%)  and  13(11.8%)  had moderate  COPD in the 

experimental and control group respectively. The chi-square test also revealed  that there 

was a significant difference  in the post test of the experimental and control group. 

 

 

Test Level 

Group 

Chi square test 
Experimental 

n=110 

Control 

n=110 

No % No % 

Pretest Normal 60 54.5 66 60.0 
χ

2
=0.71  

P=0.70  

DF=1 

Mild 33 30.0 30 27.3 

Moderate 17 15.5 14 12.7 

Severe 0 00.0 0 00.0 

Posttest Normal 82 74.5 67 60.9 χ
2
=5.99  

P=0.05*  

DF=1 

Significant 

Mild 23 20.9 30 27.2 

Moderate 5 04.5 13 11.8 

Severe 0 00.0 0 00.0 
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SECTION 5.3: EFFECTIVENESS OF CHRONIC OBSTRUCTIVE 

PULMONARY DISEASE   PREVENTION PROGRAM ON THE KNOWLEDGE, 

ATTITUDE, PRACTICE AND PULMONARY FUNCTION AMONG ADULT 

MALES WITHIN AND BETWEEN THE EXPERIMENTAL AND CONTROL 

GROUP 

5.3.1: Comparison of pretest and posttest mean knowledge within experimental 

group  

N=110 

Components 

Knowledge score Student 

dependent 

t-test 

Pretest Posttest 

Mean SD Mean SD 

General concepts of 

COPD 
2.74 0.77 4.19 0.97 

t=12.42,  P=0.001***  

significant 

Effects of smoking 1.66 0.92 3.86 1.07 
t=16.11  P=0.001***   

significant 

Clinical features, 

diagnosis 
1.79 0.79 3.68 1.10 

t=16.33,  P=0.001***  

significant 

Prevention of COPD 2.06 1.25 3.85 1.15 
t=12.34,  P=0.001***  

significant 

OVERALL 8.25 2.54 15.59 2.54 
t=20.96,  P=0.001***  

significant 

* significant at P≤0.05  ** highly significant at P≤0.01  *** very high significant at   

P≤0.001   

 

Table 5.3.1 reveals the comparison of pretest and posttest mean knowledge     

score in the experimental group. In the experimental group the pretest  mean score for 

general concepts of COPD was 2.74 with S.D of 0.77 where as in posttest mean score 

was 4.19 with S.D of 0.97 and the ‘t’ value was t=12.42 at P=0.001. The pretest mean 
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score for Effects of smoking was 1.66 with S.D of 0.92 and the posttest mean score was 

3.86 with S.D of 1.07.and t value t=16.11 at P=0.001. 

 

For clinical features, diagnosis the pretest mean score was 1.79 with S.D of 0.79 

and posttest mean score was 3.68 with S.D of 1.10, t value was t=16.33 at P=0.001. The 

pretest mean score for prevention of COPD was 2.06 with S.D of 1.25 and posttest mean 

score was 3.85 with S.D of 1.15, t value was t=12.34 at P=0.001. 

 

The overall pretest mean test score was 8.25 with S.D of 2.54 where as the 

posttest mean score was 15.59 with S.D of 2.54 the Student dependent t-test ‘t’=20.96 

revealed there was a statistically significant difference in pretest and posttest at 0.001 

level within experimental group. 
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5.3.2: Comparison of pretest and posttest mean knowledge within control group  

N=110 

Components 

Knowledge score 
Student 

dependent 

t-test 

Pretest Posttest 

Mean SD Mean SD 

General concepts of COPD 2.70 0.67 2.74 0.67 t=1.81,  P=0.07   

Effects of smoking 1.62 0.62 1.65 0.61 t=1.76  P=0.08    

Clinical features, diagnosis 1.77 0.62 1.81 0.60 t=1.80,  P=0.07   

Prevention of COPD 2.00 0.84 2.03 0.82 t=1.74,  P=0.08   

OVERALL 8.09 1.44 8.23 1.39 t=1.87,  P=0.06   

* significant at P≤0.05  ** highly significant at P≤0.01  *** very high significant at   

P≤0.001   

Tables 5.3.2 compares the pretest and posttest mean knowledge score in control 

group. In the control group there was no difference between pretest and posttest for 

general concepts of COPD, effects of smoking, clinical features, diagnosis and 

prevention of COPD. 

 

The students dependent ‘t’ test also revealed that there was no statistical 

significant difference in pretest and posttest within the control group 
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5.3.3: Comparison of pretest mean knowledge between experimental and control   

group.  

N=220 

Components 

Knowledge score 

Student’s 

independent  t-test 

Experimental 

n=110 

Control 

n=110 

Mean SD Mean SD 

General concepts of COPD 2.74 0.77 2.70 0.67 t=0.37,  P=0.71   

Effects of smoking 1.66 0.92 1.62 0.62 t=0.42,  P=0.66   

Clinical features, diagnosis 1.79 0.79 1.77 0.62 t=0.19,  P=0.84   

Prevention of COPD 2.06 1.25 2.00 0.84 t=0.44,  P=0.66   

OVERALL 8.25 2.54 8.09 1.44 t=0.58,  P=0.56   

* significant at P≤0.05  ** highly significant at P≤0.01  *** very high significant at   

P≤0.001   

The above table 5.3.3 compares the pretest mean knowledge score between the 

experimental and control group.  

 In the experimental group the pretest mean knowledge score for general concept 

of COPD, was 2.74 with S.D of 0.77 the mean score for effects of smoking was 1.66 

with S.D of 0.92, the mean score for clinical features, diagnosis was 1.79 with S.D of 

0.79 for Prevention of COPD the mean score was 2.06 with S.D of 1.25.The overall  

pretest mean for the experimental  group  was 8.25 with S.D of 2.54.  

In the control group the pretest mean knowledge score for general concept of 

COPD, was 2.70 with S.D of 0.67 the mean score for effects of smoking was 1.62 with 

S.D of 0.62, the mean score for clinical features, diagnosis was 1.77 with S.D of 0.62 and 

for Prevention of COPD the mean score was 2.00 with S.D of 0.84. The overall pretest 

mean for the control group was 8.09 with S.D of 1.44.    

The student independent’ t’ test reveals that there was no difference in the pretest 

mean knowledge score between the experimental and the control group. 
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5.3.4: Comparison of posttest mean knowledge between experimental and control 

group  

N=220 

Components 

Knowledge score 

Student’s 

Independent  t-test 

Experimental 

n=110 

Control 

n=110 

Mean SD Mean SD 

General concepts of COPD 4.19 0.97 2.74 0.67 t=12.90,  P=0.001***   

Effects of smoking 3.86 1.07 1.65 0.61 t=18.78  P=0.001***    

Clinical features, diagnosis 3.68 1.10 1.81 0.60 t=15.68,  P=0.001***   

Prevention of COPD 3.85 1.15 2.03 0.82 t=13.59,  P=0.001***   

OVERALL 15.59 2.54 8.23 1.39 t=26.70,  P=0.001***   

* significant at P≤0.05  ** highly significant at P≤0.01  *** very high significant at   

P≤0.001   

 

Table 5.3.4 elicits the comparison of post test mean knowledge between 

experimental and control group. 

In the experimental group the posttest mean knowledge score for general concept 

of COPD was 4.19 with S.D of 0.97   and for the control group it was 2.74 with S.D of 

0.67 the mean score for effects of smoking was 3.86 with S.D of 1.07 in the 

experimental group, and it was 1.65 with S.D of 0.61 for the control group. 

The mean for clinical features, diagnosis was 3.68 with S.D of 1.10 in the 

experimental group whereas the mean was 1.81 with S.D of 0.60   in the control group. 

For Prevention of COPD the mean score was 3.85 with S.D of 1.15 in the experimental 

group and the mean score was 2.03 with S.D of 0.82 in the control group. 
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The overall posttest mean for the experimental group was 15.59 with S.D of 2.54   

and for the control group it was 8.23 with S.D of 1.39.    

The student independent ‘t’ test t=26.70,  revealed  that there was  a significant  

difference in the posttest mean knowledge score between the  experimental and the 

control group at  P=0.001 level. 
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5.3.5: Comparison of overall pretest and posttest mean knowledge scores within 

experimental and control group  

N=220 

Group 

Pretest Posttest Student’s 

Dependent  t-test Mean SD Mean SD 

Experimental 

(n=110) 

8.25 2.54 15.59 2.53 
t=20.96, P=0.001***,  

df =109  

Control 

(n=110) 

8.09 1.44 8.23 1.39 

t=1.43, P=0.16, df =109, 

 

* significant at P≤0.05  ** highly significant at P≤0.01  *** very high significant at   

P≤0.001   

Table 5.3.5 shows the comparison of overall pretest and posttest mean knowledge 

scores within experimental and control group.  

 

The pretest mean for the experimental group was 8.25 with a S.D of 2.54 whereas 

the posttest mean was 15.59 with a S.D of 2.53. 

 

The pretest mean for the control group was 8.09 with a S.D of 1.44 whereas the 

post test mean was 8.23 with a S.D of 1.39.The student dependent t-test revealed that 

there was a significant difference in the pretest and posttest of experimental group 

whereas no difference was found in the control group. 
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5.3.6: Comparison of overall pretest and posttest mean knowledge between 

experimental and control group  

N=220 

Test 

Experimental 

n=110 

Control 

n=110 

Student’s 

independent  t-test 

Mean SD Mean SD 

Pretest 8.25 2.54 8.09 1.44 t=0.58, P=0.56, df=218 

Posttest 15.59 2.53 8.23 1.39 
t=26.70, P=0.001*** 

df=218 

 * significant at P≤0.05  ** highly significant at P≤0.01  *** very high significant at   

P≤0.001   

 

Table 5.3.6 depicts the comparison of overall pretest and posttest mean 

knowledge between experimental and control group. 

  

The pretest mean for the experimental group was 8.25 with a S.D of 2.54 and for 

the control group it was 8.09 with a S.D of 1.44.The posttest mean was 15.59 with a S.D 

of 2.53 for the experimental group. 

 

Whereas the posttest mean for the control group was only 8.23 with a S.D of 

1.39.The student s independent t-test revealed that there was no significant difference in 

the  pretest of experimental  and control group whereas significant difference was found 

in the posttest of the experimental and  control group. 
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5.3.7: Comparison of pretest and posttest mean attitude score within experimental 

and control group  

N=220 

Group 

Pretest Posttest Student’s 

Dependent  t-test Mean SD Mean SD 

Experimental 

(n=110) 

52.34 6.35 74.93 5.48 t=36.24, P=0.001*** 

Control 

(n=110) 

51.87 3.44 52.55 4.03 t=1.66, P=0.10, DF=109 

* significant at P≤0.05  ** highly significant at P≤0.01  *** very high significant at        

P≤ 0.001   

 

Table 5.3.7 compares the pretest and posttest mean attitude score within 

experimental and control group 

 

The pretest mean attitude score for the experimental group was 52.34 with a S.D 

of 6.35 whereas the post test mean was 74.93 with a S.D of 5.48. 

 

The pretest mean attitude score  for the control group was 51.87 with a S.D of 

3.44 whereas the post test mean was 52.55.with a S.D of 4.03.The student dependent       

t-test revealed that there was a significant difference in the pretest and post test of 

experimental group whereas no difference was found in the control group. 
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5.3.8: Comparison of pretest and post test mean attitude score between 

experimental and control group  

N=220 

Test 

Experimental 

n=110 

Control 

n=110 

Student’s 

independent  t-test 

Mean SD Mean SD 

Pretest 52.34 6.34 51.87 3.44 

t=0.67, P=0.50,  

df=218 

Posttest 74.93 5.48 52.55 4.03 
t=34.47, P=0.001*** 

df=218 

* significant at P≤0.05  ** highly significant at P≤0.01  *** very high significant at   

P≤0.001   

 Table 5.3.8 compares the pretest and post test mean attitude score between 

experimental and control group. 

The pretest mean attitude score for the experimental group was 52.34 with a S.D 

of 6.34 and for the control group  it was 51.87 with a S.D of 3.44.The post test mean was 

74.93 with a S.D of 5.48  for the experimental group whereas the post test mean  for the 

control group was only 52.55 with a S.D of 4.03. 

The student’s independent t-test value for the pretest t=0.67 revealed that there 

was no significant difference in the pretest of experimental and control group whereas 

the post test ‘t’ value t= 34.47 revealed there was a significant difference in the posttest 

of the experimental and control group at P=0.001 level. 
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5.3.9:  Comparison of overall pretest and posttest mean practice (nicotine 

dependence) within experimental and control group 

N=220 

Group 

Pretest Posttest Student’s 

Dependent  t-test Mean SD Mean SD 

Experimental 

(n=110) 

2.31 1.53 1.15 1.06 
t=8.71, P=0.001*** 

df=109  

Control 

(n=110) 

2.38 1.55 2.25 1.51 

t=1.76, P=0.09,  

df=109 

* significant at P≤0.05  ** highly significant at P≤0.01  *** very high significant at   

P≤0.001   

 

Above table 5.3.9 compares the overall pretest and posttest mean practice   within 

experimental and control group. 

 

The pretest mean practice score for the experimental group was 2.31 with a S.D 

of 1.53 whereas the post test mean was 1.15 with a S.D of 1.06 

 

The pretest mean practice score for the control group was 2.38 with a S.D of 1.55  

whereas the post test mean was 2.25.with a S.D of 1.51. 

 

The student dependent t-test ‘t’ value=8.71 revealed that there was a significant 

difference in the pretest and post test of experimental group at P= 0.001 whereas no 

difference was found in the pretest and post test  of the control group. 
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5.3.10: Comparison of the pretest and posttest mean practice (nicotine dependence) 

score between experimental and control group 

N=220 

Test 

Experimental 

n=110 

Control 

n=110 
Student’s 

independent  t-test 
Mean SD Mean SD 

Pretest 2.31 1.53 2.38 1.55 t=0.34P=0.72 DF=218 

6
th

 week 1.65 1.35 2.32 1.52 
t=3.46P=0.001*** 

DF=218 

12
th

 week 1.15 1.06 2.25 1.51 
t=6.23 P=0.001*** 

DF=218 

 

* significant at P≤0.05  ** highly significant at P≤0.01  *** very high significant at   

P≤0.001   

 

The above table 5.3.10 compares the pretest and post test mean practice score   

between experimental and  control group 

The overall pretest mean for the experimental group was 2.31 with S.D of 1.53 

and for the control group was 2.38 with S.D of 1.56 with a student independent t-test 

value t=0.34 at p=0.72. At 6
th

 week, experimental group mean was 1.65 with S.D of 1.35 

and for control group it was 2.32 with S.D of 1.52 with a student independent t-test value 

t=3.46 at p=0.001.  

 

At 12
th

 week, pretest  mean for the experimental group was 1.15 with S.D of 1.06  

and for control group it was 2.25 with S.D of 1.51 with a student independent t-test value 

t=6.23 at p=0.001.  
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5.3.11: Comparison of overall pretest and posttest mean practice (nicotine 

dependence) between experimental and control group 

N=220 

Test 

Experimental 

n=110 

Control 

n=110 

Student’s 

independent  t-test 

Mean SD Mean SD 

Pretest  2.31 1.53 2.38 1.55 

t=0.34, P=0.72,  

df=218  

Posttest 1.15 1.06 2.25 1.51 
t=6.23, P=0.001*** 

df=218 

* significant at P≤0.05  ** highly significant at P≤0.01  *** very high significant at   P≤ 

0.001   

 

 Table 5.3.11 compares the  overall  pretest and posttest mean  practice  between 

experimental and control group 

 

The pretest mean practice score for the experimental group was 2.31with a S.D of  

1.53 and  for the control group  it was 2.38 with a S.D of 1.55.The post test mean was 

1.15 with a S.D of  1.06 for the experimental group   whereas the post test mean  for the 

control group was  2.25 with a S.D of 1.51 

 

The students independent t-test value for the pretest t=0.34 revealed that there 

was no significant difference in the pretest of experimental and control group whereas 

the post test t value t=6.23 revealed there was significant difference in the posttest of the 

experimental and control group at P=0.001 level. 



178 

 

5.3.12:  Comparison of overall pretest and posttest mean pulmonary function 

(FEV1) within experimental and control group  

 N=220 

Group 
Pretest Posttest Student’s 

Dependent  t-test Mean SD Mean SD 

Experimental 

(n=110) 
84 12.2 92 11.4 

t=6.45 

P=0.001***DF=109, 

significant 

Control 

(n=110) 
83 11.4 84 11.9 

t=0.93 P=0.40 DF=109 

not significant 

* significant at P≤0.05  ** highly significant at P≤0.01  *** very high significant at   P≤ 

0.001   

 

The above table 5.3.12  reveals the mean FEV1  of the pulmonary function test  

within the experimental group and control group. 

 

In the experimental group pretest mean  FEV1 was 84 with S.D. of 12.2  and in 

the posttest at 12
th

 week, the mean FEV1 was 92 with S.D of 11.4 .  The student 

dependent t-test value t =6.45 at p=0.001 showed there was a significant difference in the 

pretest and posttest of the experimental group. 

 

In the control group pretest mean FEV1 was 83 with S.D of 11.4.similarly in the 

post test it was 84 with S.D of 11.9.  The student dependent t-test value  t=0.93 at p=0.40 

showed there was no significant difference in the pretest  and posttest  of the control 

group. 
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5.3.13:   Comparison of overall pretest and posttest mean pulmonary function 

(FEV1) between experimental and control group  

N=220 

Test 

Experimental 

n=110 

Control 

n=110 
Student’s 

independent  t-test 
Mean SD Mean SD 

Pretest  
84 12.2 83 11.8 

t=0.43 P=0.66 

not significant 

12
th

 week 
92 11.4 84 11.9 

t=5.28  P=0.001*** 

significant 

* significant at P≤0.05  ** highly significant at P≤0.01  *** very high significant at        

P≤ 0.001   

 

The above table 5.3.13 reveals the mean FEV1 of the pulmonary function test. In 

the experimental group pretest mean was 84 with S.D. of 12.2 and in the control group it 

was 83 with S.D of 11.8.  The student independent t-test value =0.43 at p=0.66 showed 

there was no significant difference in the pretest of the experimental and control group. 

In the posttest at 12
th

 week in the experimental group with the mean FEV1was 92 

with S.D of 11.4 whereas in the control group it was 84 with S.D of 11.9. The student 

independent ‘t’-test value =5.28 at p=0.001 showed there was a significant difference in 

the posttest of the experimental and control group. 
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5.3.14:  Overall effectiveness of COPD Prevention programme on knowledge, 

attitude, practice and pulmonary function among male adults within experimental 

and control group in pretest and post test  

N=220 

Variable Group Test 
Max 

score 

Mean 

score 

Mean Difference 

with 95% 

Confidence 

interval 

Percentage  

Difference  with 

95% Confidence 

interval 

Knowledge  Experimental 

 

Pretest 20 8.25 
7.34(6.6%– 8.1%) 

36.7% 

(33.0% –40.5%) Posttest 20 15.59 

Control Pretest 20 8.09 
0.14(0.07– 0.21) 

0.7% 

(0.35% –1.1%) Posttest 20 8.23 

Attitude Experimental Pretest 100 52.34 
22.59(21.4– 23.8) 

22.6% 

(21.4% –23.8%) Posttest 100 74.93 

Control Pretest 100 51.87 
0.67(0.13– 1.48) 

0.7% 

(0.13% –1.5%) Posttest 100 52.55 

Practice Experimental Pretest 10 2.31 
1.15(0.9– 1.4) 

14.4% 

(11.2% –17.5%) Posttest 10 1.15 

Control Pretest 10 2.38 
0.13(0.05– 0.20) 

1.6% 

(0.62% –2.5%) Posttest 10 2.25 

Pulmonary 

function 

test 

Experimental Pretest - 84 
8.00(6.26-9.73) 9.5%(7.4% -11.6%) 

Posttest - 92 

Control Pretest - 83 
1.00(-.80. -2.8) 1.2(-0.09 – 3.4%) 

Posttest - 84 

* significant at P≤0.05  ** highly significant at P≤0.01  *** very high significant at   P≤ 

0.001   

 

The above table5.3.14 exhibits the effectiveness of COPD Prevention programme 

on knowledge, attitude, practice and pulmonary function among male adults within 

experimental and control group in pretest and post test. 
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With regard to knowledge  of the experimental group the pretest mean was 8.25 

and post test mean was 15.59 with a mean difference of 7.34 and 36.7% confidence 

interval whereas in the control group there  was no difference in the pretest and post test. 

 

 In relation to attitude of the experimental group the pretest mean was 52.34 and 

post test mean was 74.93 with a mean difference of 22.59 and 22.6% confidence interval 

whereas in the control group there was no significant difference in the pretest and post 

test. 

 

The pretest mean practice score for the experimental group was 2.31 and the post 

test score was 1.15 with a mean difference of 1.15 and 14.4 % confidence interval. In 

contrast there was no significant difference in the pretest and post test of the control 

group. 

 

With regard to pulmonary function of the experimental group the pretest mean 

was  84 and post test mean was  92 with a mean difference of 8 and  9.5 % confidence 

interval whereas in the control group there  was no difference in the pretest and post test. 

 

Thus the above table revealed the effectiveness of COPD Prevention programme 

on  knowledge, attitude, practice and pulmonary function among male adults within 

experimental and control group in pretest and post test . 

 

 

 

 



182 

 

 

 

 

 

 

 

 

 

 

 

 

Fig 5.3.14(a): Boxplot compares pretest and posttest knowledge score 
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Fig 5.3.14(b): Boxplot  compares pretest and posttest attitude score 
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Fig.5.3.14(c): Boxplot compares pretest and posttest practice (nicotine dependence)  

score 
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SECTION 5.4: ASSESSMENT OF CORRELATION BETWEEN THE POSTTEST 

KNOWLEDGE ATTITUDE, PRACTICE PULMONARY FUNCTION AMONG 

EXPERIMENTAL GROUP AND CONTROL GROUP  

5.4.1: Assessment of correlation between post test knowledge, attitude, practice 

and pulmonary function among experimental group  

N=110 

Test Correlation between 

Karl Pearson 

Correlation 

coefficient 

Interpretation 

Posttest 

Knowledge Vs Attitude r= 0.59 

p=0.001*** 

Moderate,  positive correlation 

Knowledge Vs Practice r=-0.52  

p=0.001*** 

Moderate,  negative correlation 

Knowledge Vs Pulmonary 

function 

r=-0.50  

p= 0.001*** 

Moderate,  negative correlation 

Attitude Vs Practice r=-0.26  

p=0.01** 

Fair,  negative correlation 

Attitude Vs  Pulmonary 

function 

r=-0.43  

p=0.01*** 

Moderate,  negative correlation 

Practice Vs Pulmonary function r=0.35  

p=0.01 

Fair, positive correlation 

* significant at P≤0.05  ** highly significant at P≤0.01  *** very high significant at   P≤ 

0.001   

 

The above table 5.4.1 reveals the correlation between posttest knowledge, 

attitude, practice and pulmonary function. The correlation between post test knowledge 

and attitude depicts that there was a moderate positive correlation with a Correlation 

coefficient value r=0.59 at p=0.001 level of significance. This indicates that when 

knowledge increases, attitude becomes favourable. 
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The correlation between post test knowledge and practice revealed that there was 

a moderate negative correlation with a Correlation coefficient value r= -0.52 at p=0.001 

level of significance which indicates that when knowledge increases, the practice 

(nicotine dependence) decreases.   

 

With regard to correlation between post test knowledge and pulmonary function, 

there was a moderate negative correlation with a Correlation coefficient value r= -0.50 at 

p=0.001 level of significance which indicates that when knowledge increases, the   level 

of COPD decreases. 

 

Also there was a fair negative correlation between attitude and practice with a 

Correlation coefficient value r= -0.26 at p=0.01 level of significance which indicates that 

when attitude is favourable, the practice (nicotine dependence) decreases. 

 

There was a moderate negative correlation between attitude and pulmonary 

function with a Correlation coefficient value r= -0.43 at p=0.01 level of significance 

which indicates that when attitude becomes favourable, the level of COPD decreases. 

 

Also there was a fair positive correlation between practice and pulmonary 

function with a r value  r=0.35 at p=0.01 level of significance which indicates that when 

practice (nicotine dependence) decreases, the level of COPD  also decrease. 
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5.4.2:  Assessment of correlation between posttest knowledge, attitude, practice and 

pulmonary function among control group 

N=110 

Test Correlation between 

Karl Pearson 

Correlation 

coefficient 

Interpretation 

Posttest 

Knowledge Vs Attitude r=0.23 p=0.06 Fair,  positive correlation 

Knowledge Vs Practice r=-0.15 p=0.22 Poor,  negative correlation 

Knowledge Vs Pulmonary function r=-0.13 p= 0.18 Poor,  negative correlation 

Attitude Vs Practice r=-0.08 p=0.22 Poor,  negative correlation 

Attitude Vs  Pulmonary function r=-0.07 p=0.21 Poor,  negative correlation 

Practice Vs Pulmonary function r=0.06 p=0.11 Poor,  positive correlation 

 * significant at P≤0.05  ** highly significant at P≤0.01  *** very high significant 

at   P≤ 0.001   

 

The above table 5.4.2 reveals the correlation between posttest knowledge, 

attitude, practice and pulmonary function among control group. 

 

In the control group with regard to correlation between knowledge and attitude 

there was a fair positive correlation. And there was a poor negative correlation between 

knowledge vs. practice, pulmonary function, attitude vs. practice, pulmonary function.   

 

With relevance to correlation between practice and pulmonary function there was 

a poor positive correlation. 
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SECTION 5.5: ASSOCIATION OF SELECTED DEMOGRAPHIC VARIABLES 

WITH MEAN DIFFERED KNOWLEDGE, ATTITUDE, PRACTICE AND 

PULMONARY FUNCTION AMONG MALE ADULT IN EXPERIMENTAL 

GROUP 

5.5.1(a): Association of selected demographic variable with mean differed 

knowledge among adult males in experimental group    N=110 

Demographic variables 

Level of knowledge gain 

Total 
Chi square 

test 

Below 

average 

(<36%) 

Above 

average 

(>36%) 

No % No % 

Age in yrs 

  

  

  

20 -30  17 70.8 7 29.2 24 

χ
2
=8.77 

p=0.03* 

31 -40  20 54.1 17 45.9 37 

41 -50  13 41.9 18 58.1 31 

>50  5 27.7 13 72.3 18 

Marital 

status  

  

Single 14 70.0 6 30.0 20 
χ

2
=6.33 

p=0.04* 
Married 39 44.3 49 55.7 88 

Widow/Widower 2 100.0 0 0.0 2 

Education 

  

  

  

  

Graduate 3 60.0 2 40.0 5 

χ
2
=7.13  

p=0.13 

Intermediate 19 65.5 10 34.5 29 

High school 13 46.4 15 53.6 28 

Middle school 16 50.0 16 50.0 32 

Primary school 4 25.0 12 75.0 16 

Occupation 

  

  

Supervisor/ Clerical 11 35.5 20 64.5 31 

χ
2
=11.63 

p=0.01 

Self Employed / 

Skilled 
21 77.8 6 22.2 27 

Unskilled/Landless 23 44.2 29 55.8 52 

Income 

  

  

  

< Rs.3300 7 35.0 13 65.0 20 

χ
2
=4.00  

p=0.26 

Rs.3301-7300 27 48.2 29 51.8 56 

Rs.7301-14500 19 63.3 11 36.7 30 

>Rs.14500 2 50.0 2 50.0 4 

* significant at P≤0.05  ** highly significant at P≤0.01  *** very high significant at   

≤0.001   

 

Above table depicts the association of selected demographic variable with mean   

differed knowledge of adult males in experimental group. There was a statistically 

significant association of knowledge with demographic variable such as age and marital 

status. And there was no statistically significant association with demographic variables 

such as education, occupation and income.  



 

 

 

 

 

 

 

 

 

 

Fig.5.5.1(a): Association o
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5.5.1(b):   Association of smoking history with mean differed knowledge among 

adult males in experimental group  

N=110 

Demographic variables 

Level of knowledge gain 

Total 
Chi square 

test 

Below 

average 

(<36%) 

Above 

average 

(>36%) 

No % No % 

Type of smoking 

  

  

  

Cigarette 16 37.2 27 62.8 43 

χ
2
=4.73  

p=0.19 

Beedi 3 60.0 2 40.0 5 

Cigar 34 58.6 24 41.4 58 

Others 2 50.0 2 50.0 4 

No. of cigarettes per 

day  

  

  

0 -5 24 53.3 21 46.7 45 

χ
2
=7.07  

p=0.13 

6 -10 18 54.5 15 45.5 33 

11 -15 7 63.6 4 36.4 11 

16 -20 1 11.1 8 88.9 9 

>20 5 41.7 7 58.3 12 

Who influenced you 

to smoke 

Friends 8 42.1 11 57.9 19 

χ
2
=6.83  

p=0.07 

Relatives 17 73.9 6 26.1 23 

Parents 5 50.0 5 50.0 10 

Mass 

media 
25 43.1 33 56.9 58 

Chronicity of abuse in 

yrs 

  

  

0 -5  13 44.8 16 55.2 29 

χ
2
=7.51 

p=0.05* 

6 -10  38 59.4 26 40.6 64 

11 -15  3 27.2 8 72.8 11 

>15  1 16.7 5 83.3 6 

Do you use smokeless 

tobacco 

Yes 22 42.3 30 57.7 52 χ
2
=2.33 

p=0.11 No 33 56.9 25 43.1 58 

if yes, specify  Kutka 21 47.7 23 52.3 44 χ
2
=3.44 

p=0.06 Maava 1 12.5 7 87.5 8 

* significant at P≤0.05  ** highly significant at P≤0.01  *** very high significant at   

≤0.001   

 

Above table 5.5.1(b) depicts the association of selected demographic variable 

with mean   differed knowledge of adult males in experimental group. There was a 

statistically significant association of knowledge with demographic variable such as 

chronicity of abuse. And there was no statistically significant association with 

demographic variables such as type of smoking, no of cigarette per day, person 

influencing to smoke and use of smokeless tobacco. 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

Fig.5.5.1(b): Association
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5.5.2(a):   Association of selected demographic variable with mean differed attitude  

among  adult males in experimental group 

N=110 

Demographic variables 

Level of attitude gain 

Total 
Chi-square  

Test 

Below 

average 

(<22%) 

Above 

average 

(>22%) 

No % No % 

Age in yrs 

  

  

  

20 -30  18 66.7 6 33.3 24 

χ
2
=6.33 

p=0.04* 

31 -40  20 54.1 17 45.9 37 

41 -50  12 38.7 19 61.3 31 

>50  5 27.7 13 72.3 18 

Marital 

status 

  

Single 12 60.0 8 40.0 20 
χ

2
=0.98 

p=0.61 
Married 42 47.7 46 52.3 88 

Widow/Widower 1 50.0 1 50.0 2 

Education 

  

  

  

  

Graduate 0 0.0 5 100.0 5 

χ
2
=15.11 

p=0.01** 

Intermediate 10 34.4 19 65.6 29 

High school 12 42.8 16 57.2 28 

Middle school 22 68.7 10 31.3 32 

Primary school 11 68.7 5 31.3 16 

Occupation 

  

  

Supervisor/ Clerical 11 35.5 20 64.5 31 

χ
2
=4.50  

p=0.11 

Self Employed / 

Skilled 
17 63.0 10 37.0 27 

Unskilled/Landless 27 51.9 25 48.1 52 

Income 

  

  

  

< Rs.3300 14 70.0 6 30.0 20 

χ
2
=7.73  

p=0.05* 

Rs.3301-7300 28 50.0 28 50.0 56 

Rs.7301-14500 13 43.3 17 56.7 30 

>Rs.14500 1 25.0 3 75.0 4 

* significant at P≤0.05  ** highly significant at P≤0.01  *** very high significant at   

P≤0.001   

 

Above table 5.5.2(a) depicts the association of selected demographic variable 

with mean   differed attitude of adult males in experimental group. There was a 

statistically significant association of attitude with demographic variable such as age, 

education, income. And there was no statistically significant association with 

demographic variables such as marital status and occupation. 

 



 

 

 

 

 

 

 

 

 

 

 

 

Fig.5.5.2(a)(i): Assoc
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Fig.5.5.2(a)(ii): Associat
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5.5.2(b):  Association of smoking history with mean differed attitude  among adult 

males in experimental group 

N=110 

Demographic variables 

Level of attitude gain 

Total 
Chi-square  

Test 

Below 

average 

(<22%) 

Above 

average 

(>22%) 

No % No % 

Type of smoking  

  

Cigarette 16 37.2 27 62.8 43 

χ
2
=7.39  

p=0.06 

Cigar  2 40.0 3 60.0 5 

Beedi 36 62.1 22 37.9 58 

Others 1 25.0 3 75.0 4 

No. of cigarettes 

per day  

 

  

0 -5 25 55.6 20 44.4 45 

χ
2
=1.12  

p=0.89 

6 -10 16 48.5 17 51.5 33 

11 -15 5 45.5% 6 54.5 11 

16 -20 4 44.4% 5 55.6 9 

>20 5 41.7 7 58.3 12 

Who influenced 

you to smoke  

Friends 12 63.2 7 36.8 19 

χ
2
=2.03  

p=0.56 

Relatives 12 52.2 11 47.8 23 

Parents 4 40.0 6 60.0 10 

Mass 

media 
27 46.6 31 53.4 58 

Chronicity of abuse 

in yrs 

  

  

0 -5  14 48.3 15 51.7 29 

χ
2
=0.85 

p=0.83 

6 -10  31 48.4 33 51.6 64 

11 -15  6 54.5 5 45.5 11 

>15  4 66.7 2 33.3 6 

Do you use 

smokeless tobacco  

Yes 22 42.3 30 57.7 52 χ
2
=2.33  

p=0.11 No 33 56.9 25 43.1 58 

if yes, specify Kutka 20 45.5 24 54.5 44 χ
2
=1.16 

 p=0.28 Maava 2 25.0 6 75.0 8 

* significant at P≤0.05  ** highly significant at P≤0.01  *** very high significant at   

P≤0.001   

 

Above table 5.5.2(b)   depicts the association of selected demographic variable 

with mean   differed attitude of adult males in experimental group. There was no 

statistically significant association with demographic variables such as type of smoking, 

no. of cigarette per day, chronicity of abuse, person influencing to smoke and use of 

smokeless tobacco. 
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5.5.3(a):  Association of selected demographic variable with mean differed practice 

(nicotine dependence) among  adult males in experimental group    

N=110 

Demographic variables 

Practice 

Total 

Chi-

square  

Test 

Below 

average 

(<14%) 

Above 

average 

(>14%) 

No % No % 

Age in yrs 

  

  

  

20 -30  14 58.3 10 41.7 24 

χ
2
=3.03 

p=0.39 

31 -40  21 56.8 16 43.2 37 

41 -50  13 41.9 18 58.1 31 

>50  7 38.9 11 61.1 18 

Marital 

status  

  

Single 15 75.0 5 25.0 20 
χ

2
=6.13 

p=0.04* 
Married 39 44.3 49 55.7 88 

Widow/Widower 1 50.0 1 50.0 2 

Education 

  

  

  

  

Graduate 1 20.0 4 80.0 5 

χ
2
=12.62 

p=0.01** 

Intermediate 10 34.4 19 65.6 29 

High school 11 39.2 17 60.8 28 

Middle school 22 68.8 10 31.2 32 

Primary school 11 68.8 5 31.2 16 

Occupation 

  

  

Supervisor/ Clerical 16 51.6 15 48.4 31 

χ
2
=0.67  

p=0.71 

Self Employed / 

Skilled 
15 55.6 12 44.4 27 

Unskilled/Landless 24 46.2 28 53.8 52 

Income 

  

  

  

< Rs.3300 6 30.0 14 70.0 20 

χ
2
=4.33  

p=0.22 

Rs.3301-7300 32 57.1 24 42.9 56 

Rs.7301-14500 15 50.0 15 50.0 30 

>Rs.14500 2 50.0 2 50.0 4 

* significant at P≤0.05  ** highly significant at P≤0.01  *** very high significant at   

P≤0.001   

 

Above table 5.5.3(a) depicts the association of selected demographic variable 

with mean   differed practice of adult males in experimental group. There was a 

statistically significant association of attitude with demographic variable such as marital 

status, education. And there was no statistically significant association with demographic 

variables such as age, occupation and income.  
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5.5.3(b):  Association of  smoking history with mean differed practice (nicotine 

dependence) of adult males in experimental group    

N=110 

Demographic variables 

Practice 

Total 
Chi-square  

Test 

Below 

average 

(<14%) 

Above 

average 

(>14%) 

No % No % 

Type of smoking 

  

  

Cigarette 14 32.6 29 67.4 43 

χ2=7.39 

p=0.06 

Beedi 3 60.0 2 40.0 5 

Cigar 37 63.8 21 36.2 58 

Others 1 25.0 3 75.0 4 

No. of cigarettes per 

day  

0 -5 18 40.0 27 60.0 45 

χ
2
=9.70 

p=0.04* 

6 -10 14 42.4 19 57.6 33 

11 -15 7 63.6 4 36.4 11 

16 -20 6 66.7 3 33.3 9 

>20 10 83.3 2 16.7 12 

Who influenced you to 

smoke  

Friends 14 73.7 5 26.3 19 

χ
2
=7.18 

p=0.06 

Relatives 12 52.2 11 47.8 23 

Parents 6 60.0 4 40.0 10 

Mass 

media 
23 39.7 35 60.3 58 

Chronicity of abuse in 

yrs 

0 -5  13 44.8 16 55.2 29 

χ
2
=1.13 

p=0.77 

6 -10  33 51.6 31 48.4 64 

11 -15  5 45.5 6 54.5 11 

>15  4 66.7 2 33.3 6 

Do you use smokeless 

tobacco 

Yes 24 46.2 28 53.8 52 χ
2
=0.58 

p=0.44 No 31 53.4 27 46.6 58 

if yes, specify  Kutka 21 47.7 23 52.3 44 χ
2
=0.28 

p=0.59 Maava 3 37.5 5 62.5 8 

* significant at P≤0.05  ** highly significant at P≤0.01  *** very high significant at   

P≤0.001   

 

Above table 5.5.3(b) depicts the association of selected demographic variable 

with mean   differed practice of adult males in experimental group. There was a 

statistically significant association of practice with demographic variable of number of 

cigarette per day. And there was no statistically significant association with demographic 

variables such as chronicity of abuse, type of smoking, person influencing to smoke and 

use of smokeless tobacco. 
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5.5.4(a): Association of selected demographic variable with mean differed 

pulmonary function of adult males in experimental group 

N=110 

Demographic variables 

Level of pulmonary function 

Total 
Chi-square  

Test 

Below 

average 

(<9.5%) 

Above 

average 

(>9.5%) 

No % No % 

Age in yrs 

  

  

  

20 -30  9 37.5 15 62.5 24 

χ
2
=9.36 

p=0.02* 

31 -40  14 37.8 23 62.2 37 

41 -50  22 70.9 9 29.1 31 

>50  10 55.6 8 44.4 18 

Marital status 

  

Single 14 70.0 6 30.0 20 
χ

2
=6.33 

p=0.03* 
Married 39 44.3 49 55.7 88 

Widow/Widower 2 100.0 0 0.0 2 

Education 

  

  

Graduate 1 20.0 4 80.0 5 

χ
2
=4.14 

p=0.38 

Intermediate 16 55.2 13 44.8 29 

High school 17 60.7 11 39.3 28 

Middle school 14 43.8 18 56.3 32 

Primary school 7 43.8 9 56.3 16 

Occupation  Supervisor/ 

Clerical 
15 48.4 16 51.6 31 

χ
2
=1.26 p=0.53 

Self Employed / 

Skilled 
16 59.3 11 40.7 27 

Unskilled/ 

Landless 
24 46.2 28 53.8 52 

Income 

  

< Rs.3300 9 45.0 11 55.0 20 

χ
2
=0.27  

p=0.96 

Rs.3301-7300 29 51.8 27 48.2 56 

Rs.7301-14500 15 50.0 15 50.0 30 

>Rs.14500 2 50.0 2 50.0 4 

* significant at P≤0.05  ** highly significant at P≤0.01  *** very high significant at   

P≤0.001   

 

Above table 5.5.4(a)   depicts the association of selected demographic variable 

with mean   differed pulmonary function of adult males in experimental group. There 

was a statistically significant association of pulmonary function with demographic 

variable such as age and marital status. And there was no statistically significant 

association with demographic variables such as education, income and occupation. 

 



 

 

 

 

 

 

 

 

 

 

 

Fig.5.5.4(a): Associati

 

 

 

 

 

 

 

 

 

 

 

 

 

 

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

20 -30 yrs

37.5%

62.5

%
  o

f 
  a

d
u

lt
 m

a
le

s

tion of pulmonary function  and age of adult m

experimental group 

30 yrs 31 -40 yrs 41 -50 yrs

37.8%

70.9%

55.6

62.5% 62.2%

29.1%

Below average

Above average

201 

 

males  in             

>50 yrs

55.6%

44.4%

 average(< 9.5% )

e average(>9.5%)



202 

 

5.5.4(b):   Association of smoking history with mean differed pulmonary function of 

adult males in experimental group 

N=110 

Demographic variables 

Level of pulmonary function 

Total 
Chi-square  

Test 

Below 

average 

(<9.5%) 

Above 

average 

(>9.5%) 

No % No % 

Type of 

smoking 

Cigarette 20 46.5 23 53.5 43 

χ
2
=8.39  

p=0.10 

Beedi 1 20.0 4 80.0 5 

Cigar 34 58.6 24 41.4 58 

Others   4 100.0 4 

No. of 

cigarettes per 

day 

0-5 21 46.7 24 53.3 45 

χ
2
=4.88  

p=0.29 

6-10 19 57.6 14 42.4 33 

11-15 7 63.6 4 36.4 11 

16-20 5 55.6 4 44.4 9 

>20 3 25.0 9 75.0 12 

Who 

influenced 

you to smoke 

  

Friends 11 57.9 8 42.1 19 

χ
2
=4.32  

p=0.24 

Relatives 15 65.2 8 34.8 23 

Parents 5 50.0 5 50.0 10 

Mass media 24 41.4 34 58.6 58 

Chronicity of 

abuse in yrs 

  

0 -5  10 34.5 19 65.5 29 

χ
2
=12.06 

p=0..001*** 

6 -10  36 56.3 28 43.8 64 

11 -15  3 27.3 8 72.7 11 

>15  6 100.0 0 0.0 6 

Do you use 

smokeless 

tobacco 

Yes 24 46.2 28 53.8 52 
χ

2
=0.58  

p=0.44 
No 

31 53.4 27 46.6 58 

if yes, 

specify 

Kutka 22 50.0 22 50.0 44 χ
2
=1.70  

p=0.19 Maava 2 25.0 6 75.0 8 

* significant at P≤0.05  ** highly significant at P≤0.01  *** very high significant at   

P≤0.001   

 

Above table 5.5.4(b) depicts the association of selected demographic variable 

with mean   differed pulmonary function of adult males in experimental group. There 

was a statistically significant association of pulmonary function with demographic 

variable such as chronicity of abuse. And there was no statistically significant association 

with demographic variables such as chronicity of abuse, occupation, type of smoking, 

number of cigarette per day, person influencing to smoke and use of smokeless tobacco. 
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CHAPTER – 6  

DISCUSSION 

 

The present study was executed to evaluate the effectiveness of Chronic 

Obstructive Pulmonary Disease Prevention Program on Knowledge, Attitude, Practice 

and Pulmonary function among adult males in selected rural community, Thiruvallur 

District, Chennai.  

 

The findings of the study have proved that there was a significant improvement in 

the  Knowledge, Attitude, Practice And Pulmonary Function among adult males in the 

experimental group after the administration of Chronic Obstructive Pulmonary Disease 

Prevention Program. The findings  of the study are discussed objective wise and 

presented below: 

 

Findings related to demographic variables 

 In both experimental and control group, majority 33.6% belonged to the age 

group of 31 – 40 years and 80% of them were married. Majority, 29.1% of adult males 

were educated upto middle school in experimental  and  in control group.  

 

 The majority of adult males in both the groups were unskilled/landless labours 

with a income of Rs.3301 to Rs.7300. Most of them, 52.7% in experimental group and 

53.6% in control group were beedi smokers, smoking 0 – 5 smokes per day. Majority of 

them were influenced by mass media and were smokers for a period of 6 –10 years. 
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The first objective was to assess and compare the pretest and post test level of 

knowledge, attitude, practice and pulmonary function in experimental group and 

control group 

 Data findings presented in table 5.2.3 showed the overall pretest and post test  

level of  knowledge among the adult  males in experimental and control group, the 

analysis revealed that in the pretest, majority 54(49%) of adult males had inadequate 

knowledge and similarly 57(51.8%) of adult males in the control group had inadequate 

thereby revealing the homogeneity of samples in the pretest. 

 

In the posttest majority 85(77.3%) of adult males in experimental group had 

adequate knowledge and 25(22.7%) had moderately adequate knowledge, whereas in 

control group  majority 56(50.9%) of adult males still  continued to have inadequate 

knowledge. 

 

 The data findings in table 5.3.5 revealed that the overall pretest mean  knowledge 

score for the experimental group was 8.25 and 8.09 for adult males in the control group.  

Whereas, the overall posttest mean knowledge score for the experimental group was 

15.59  whereas it was only 8.23 for the control group.   

 .   

 Data findings presented in table 5.2.7 showed the overall pretest and post test  

level of  attitude among the adult  males  in experimental and control group, the analysis 

revealed that in the pretest the 71(64.5%) of adult males had favourable attitude and 

similarly 75(68.2%) of adult males in the control group had favourable attitude thereby 

revealing the homogeneity of samples in the pretest. 
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In the post test majority, 106(96.4%) of adult males in experimental group had 

favourable attitude and only 4(3.6%) had unfavourable attitude whereas in control group 

only 77(70%) of adult males had favourable attitude and 33(30.0%) still had 

unfavourable attitude.  

 

Table 5.3.8 depicted the overall pre test and post test mean attitude of the 

experimental group and control group. The pretest mean attitude score of the 

experimental group was 52.34 with a S.D of 6.34 and for the control group it was 51.87 

with 3.44.The post test mean attitude of the experimental group was 74.93 with a S.D of  

5.48  whereas for the control group it was only 52.55 with S.D of 4.03.  

 

Data findings presented in table 5.2.12 showed the overall pretest and post test  

level of  practice among the adult  males  in experimental and control group, the analysis 

revealed that in the experimental group pretest, the majority  59(53.6%) of adult males, 

had very low practice (nicotine dependence), 43(39.1%) had medium practice (nicotine 

dependence), 08(7.3%) had high practice (nicotine dependence) and  similarly 57(51.8%) 

of adult males had very low practice (nicotine dependence), 44(40%) had medium 

practice (nicotine dependence), 09(8.2%) had high practice (nicotine dependence)  in the 

control group thereby revealing the homogeneity of samples in the pretest. 

 

In the post test of experimental group, majority 90(85.5%) of adult males had 

very low practice (nicotine dependence), 20(14.5%) had medium practice (nicotine 

dependence) and none had high practice (nicotine dependence). Whereas in the control 

group only 60(54.5%) of adult males had very low practice (nicotine dependence), 
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42(38.2%) had medium practice (nicotine dependence) and 8(7.3%) had high practice 

(nicotine dependence). 

 

 The data findings in the table 5.3.11 revealed that the overall pretest mean 

practice (nicotine dependence) score for the experimental group was 2.31 with S.D of 

1.53 and 2.38 with S.D of 1.56 for adult males in the control group.  Whereas, the overall 

posttest mean practice (nicotine dependence) score for the experimental group was 1.15 

with S.D of 1.07 however the practice (nicotine dependence) was still high 2.25 with S.D 

of 1.51 for the control group.   

   

Data findings presented in table 5.2.14 showed the overall pretest and post test  

level of pulmonary function among the adult  males  in experimental and control group, 

the analysis revealed that in the  experimental group pretest the majority of adult males 

60(54.5%) were normal, 33(30.0%) had mild COPD, 17(15.5%) had moderate COPD. 

Similarly in the pretest of the control group 66(60.0%) were normal, 30(27.3%) had mild 

COPD, 14(12.7%) had moderate COPD, thereby revealing the homogeneity of samples.  

 

In the posttest of the experimental group 82(74.5%) were normal, 23(20.9%) had 

mild COPD, 5(4.5%) had moderate COPD. But in the posttest of the control group, only 

67(60.9%) were normal, 30(27.3%) had mild COPD, 13(11.8%) had moderate COPD. 

 

The findings of the current study are supported by the following studies: 

 

 Miravitlles M. et al., (2006)71
 conducted a study to assess the chronic respiratory 

symptoms, spirometry and knowledge of COPD among adults. The study was conducted 

among 6758 subjects older than 40 years. A telephonic survey was carried out to collect 
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data. The result revealed that 24% reported at least one chronic respiratory symptom 

19.2% were active smokers and 40% had never tried to quit. The study also reported 

there was lack of knowledge regarding COPD and urgent need for education on COPD. 

 

Parker DR, Goldman RE, Eaton CB. (2008)52
 examined chronic obstructive 

pulmonary disease (COPD) knowledge and attitudes among patients at risk for or with 

COPD. The study revealed that Participants were largely unaware of COPD. The study 

result revealed that primary care patients expressed a desire to obtain additional 

information regarding their lung condition and information to help motivate them to quit 

smoking.  The study revealed that providing patients with their lung age at the point of 

diagnosis may be an optimum time to promote behavioral change to quit smoking. 

 

Raghavan N (2012)36
 conducted a study was to identify patients at risk for 

COPD using spirometry test. This study included participants above 40 years of age 

using random digit dialing. Of the 731, individuals approached, 532 were included: 51 

(9.6%) had COPD, the majority (92%) of whom fit GOLD I or II severity criteria. Items 

that correlated significantly with a COPD diagnosis included the CAT total score (p = 

0.01) and its breathlessness (p < 0.0001) and phlegm (p = 0.001) components. The final 

logistic model included: age (<55 or ≥55 years), smoking status (current, former, never) 

and the CAT breathlessness score (ordinal scale 0-5). The study concluded CAT help to 

identify patients at risk for COPD. 
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The second objective was to evaluate the effectiveness of the chronic obstructive 

pulmonary disease prevention program on the knowledge, attitude, practice and 

pulmonary function in experimental group and control group.   

With regard to the effectiveness of chronic obstructive pulmonary disease 

prevention program on the knowledge, within the experimental and control group the 

findings represented in the table 5.3.1 revealed that the for the  adult males in the 

experimental group the pretest mean knowledge score was 8.25 with S.D  of 2.54 and 

post test  mean score  was  15.59 with S.D 2.54.  

 

Table 5.3.2 revealed that in the control group the pretest mean score was 8.09 

with S.D 1.44 and post test mean scores was 8.23 with S.D of 1.39.  

 

The  student  dependent ‘t’ test  value of the experimental group was t=20.96 at 

P=0.001 level, which meant that there was a high statistical significant difference in the 

pre and post test mean scores of the adult males after the chronic obstructive pulmonary 

disease prevention program within the experimental group.  While the student dependent 

‘t’  test score of the control group was  t=1.87 at P=0.06 level, which meant that there 

was no statistical significant difference in the pre and post test mean scores of the adult 

males  within the control group.  

 

Hence the above description revealed that chronic obstructive pulmonary disease 

prevention program was effective in improving the knowledge level of adult males 

within the experimental group.  
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With regard to effectiveness of chronic obstructive pulmonary disease prevention 

program  on the knowledge level of adult males  between the experimental and control 

group the findings represented in the table 5.3.3 revealed that the pretest experimental 

group overall mean knowledge score was 8.25 with S.D 2.54 similarly in control group, 

it was 8.09 with S.D of 1.44. The student independent ‘t’ test value of t = 0.58 showed 

that there was no significant difference in the pretest between the experimental and 

control group at p<0.05 level.  

 

 Table 5.3.4 revealed that with respect to post test, the experimental group overall 

mean score was 15.59 with S.D 2.54 whereas in control group, it was 8.23 with S.D of 

1.39. The student independent ‘t’ test value was t = 26.70 which showed that there was a 

high statistical significant difference in the post test knowledge score between the 

experimental and control group at p=0.001 level. Thus infers that the health education, a 

component of chronic obstructive pulmonary disease prevention program was effective 

in improving the knowledge level of adult males   in the experimental group. 

 

With regard to the effectiveness of chronic obstructive pulmonary disease 

prevention program on the attitude, within the experimental and control group the 

findings represented in the table 5.3.7 revealed that the for the  adult males in the 

experimental group the pretest mean knowledge score was 52.34 with S.D  of 6.35 and 

post test  mean score  was  74.93 with S.D 5.48.  

 

  Whereas in the control group the pretest mean attitude score was 51.87 with S.D 

3.44 and post test  mean scores  was 52.55 with S.D of 4.03. 
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 Table 5.3.7 revealed the student dependent ‘t’ test  value of the experimental 

group was t=36.24 at P=0.001 level, which meant that there was a high statistical 

significant difference in the pre and post test mean attitude scores of the adult males after 

the chronic obstructive pulmonary disease prevention program within the experimental 

group while the student dependent ‘t’  test score of the control group was  t=1.66 at 

P=0.10 level, which meant that there was no statistical significant difference in the pre 

and post test mean attitude scores of the adult males  within the control group. 

 

  Hence the above description revealed that chronic obstructive pulmonary disease 

prevention program was effective in improving the attitude level of adult males within 

the experimental group.  

 

With regard to effectiveness of chronic obstructive pulmonary disease prevention 

program  on the  attitude level of adult males  between the experimental and control 

group the findings represented in the table 5.3.8 revealed that the pretest experimental 

group overall mean attitude score was 52.34 with S.D 6.34 similarly in control group, it 

was 51.87 with S.D of 3.44. The student independent ‘t’ ‘t’ test value of t =0.67 showed 

that there was no significant difference in the pretest between the experimental and 

control group at p=0.05 level.  

 

 With respect to post test, the experimental group overall mean score was 74.93 

with S.D 5.48 whereas in control group, it was 52.55 with S.D of 4.03. The student 

independent ‘t’ test value was t = 34.47 which showed that there was a high statistical 

significant difference in the post test  attitude score between the experimental and control 

group at p=0.001 level. Thus infers that the individual counselling, a component of 
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chronic obstructive pulmonary disease prevention program was effective in improving 

the attitude level of adult males   in the experimental group.   

 

With regard to the effectiveness of chronic obstructive pulmonary disease 

prevention program on the practice, within the experimental and control group the 

findings represented in the table 5.3.9 revealed that for the adult males in the 

experimental group the pretest mean practice score was 2.31 with S.D of 1.53 and post 

test mean score was 1.15 with S.D 1.06 

 

  Whereas in the control group the pretest mean practice score was 2.38 with S.D 

of 1.56 and post test mean practice scores was 2.25 with S.D of 1.51. 

 

  The  student dependent ‘t’ test  value of the experimental group was t=8.71 at 

P=0.001 level, which meant that there was a high statistical significant difference in the 

pre and post test mean  practice scores of the adult males after the chronic obstructive 

pulmonary disease prevention program within the experimental group, while the student 

dependent ‘t’  test score of the control group was  t=1.76 at P=0.09 level, which meant 

that there was no statistical significant difference in the pre and post test mean practice 

scores of the adult males  within the control group 

   

Hence the above description revealed that chronic obstructive pulmonary disease 

prevention program was effective in improving the practice level of adult males within 

the experimental group.  
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With regard to effectiveness of chronic obstructive pulmonary disease prevention 

program on the practice level of adult males  between the experimental and control group 

the findings represented in the table 5.3.11 revealed that the pretest experimental group 

overall mean practice score was 2.31 with S.D 1.53 similarly in control group, it was 

2.38 with S.D of 1.55. The student independent ‘t’ test value of t =0.34 showed that there 

was no significant difference in the pretest between the experimental and control group 

at p=0.72 level.  

 

 With respect to post test, the experimental group overall mean score was 1.15 

with S.D 1.06 whereas in control group, it was 2.25 with S.D of 1.51. The  student 

independent ‘t’ test value was t = 6.23 which showed that there was a high statistical 

significant difference in the post test practice  score between the experimental and 

control group at p=0.001 level. Thus infers that the individual counseling, behavioural 

strategies a component of chronic obstructive pulmonary disease prevention program 

was effective in improving the practice level of adult males   in the experimental group. 

    

With regard to effectiveness of chronic obstructive pulmonary disease prevention 

program on the pulmonary function of adult males  within the experimental and control 

group the findings represented in the table 5.3.12 revealed  that in the experimental 

group  pretest mean FEV1  was 84 with S.D. of 12.2. In the post test at 12
th

 week in the 

experimental group the mean FEV1 was 92 with S.D of 11.4.In the control group,  pretest  

mean FEV1 was 83 with S.D of 11.4 was  posttest mean FEV1  was  84 with S.D of 11.9.  

 

  For the experimental group the student dependent t-test value ‘t’ =6.45 at 

p=0.001 showed that there was a significant difference in the pretest and post test  within 
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the experimental group. For the control group the student dependent t-test value ‘t’= 0.93 

at p=0.40 showed that there was no significant difference in the  pretest and posttest  

within the control group. 

 

Thus infers that the individual counseling, behavioural strategies, smoking 

cessation, breathing exercise the various component of chronic obstructive pulmonary 

disease prevention program were effective in improving the pulmonary function level of 

adult males within the experimental group.   

 

With regard to the effectiveness of chronic obstructive pulmonary disease 

prevention program on the pulmonary function between the experimental and control 

group the findings represented in the table 5.3.13 revealed that the for the adult males in 

the experimental group the mean FEV1 of the pulmonary function test was 84 with S.D. 

of 12.2 and in the control group pretest mean FEV1 was 83 with S.D of 11.8. The student 

independent t-test value =0.43 at p=0.66 showed that there was no significant difference 

in the pretest of the experimental group and control group. 

 

In the experimental group post test at 12
th

 week the mean FEV1 was 92 with S.D 

of 11.4 and for the control group the post test mean FEV1 was 84 with S.D of 11.9.    

 

 The student independent t-test value =5.28 at p=0.001 showed that there was a 

significant difference in the post test of the experimental group and control group. This 

infers that chronic obstructive pulmonary disease prevention program was effective in 

improving the pulmonary function level of adult males in the experimental group 
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Hence, the NH1 stated earlier that There is no difference in the pretest and post 

test level of knowledge, attitude, practice, pulmonary function among adult males 

within and between experimental group and control group at p<0.05 level of 

significance was rejected. 

 

 The findings of the current study are supported by the following studies: 

Effing T. et al., (2007)70
 conducted a study to assess the efficiency of COPD self 

management education programes on health outcomes. The study included 15 group 

comparison from 14 trials. The study showed a significant reduction in the probability of 

at least one hospital admission among patients receiving self management education than 

those compared to usual care. 

 

Rigotti NA, Clair C, Munafò MR, Stead LF (2012)82
 conducted a study to 

determine the effectiveness of interventions for smoking cessation.  The study extracted 

data from fifty trials that met the inclusion criteria. The study revealed that high intensity 

behavioral interventions that begin during a hospital stay and include at least one month 

of supportive contact after discharge promote smoking cessation among hospitalized 

patients. The effect of these interventions was independent of the patient's admitting 

diagnosis and was found in rehabilitation settings as well as acute care hospitals.  The 

study concluded that there was no evidence of effect for interventions of lower intensity 

or shorter duration.  

 

Hilberink SR, et al., (2011)
91

 conducted a study to evaluate  two counseling 

program to quit smoking for smokers with COPD the study followed cluster randomized 

controlled trial among 667 patients. The intervention group received counseling, and 
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NRT and usual care was given to control group. The result reveled that self- reported 

higher success rate 14.5% among Intervention group compared to 7.4% success  among 

usual  care. The study concluded that the intervention protocol can be used for COPD 

patients in general practice. 

 

DeJong SR, Veltman RH (2004)
112

 conducted a study to assess the effectiveness 

of a  nurse led community-based COPD screening and intervention program. The 

purpose of this study was to evaluate the effectiveness of a screening program in 

identifying undiagnosed individuals with chronic obstructive pulmonary disease 

(COPD).   The Transtheoretical Model describes how individuals move through various 

stages of change and how they can be helped in transitioning from one stage to another.  

The  Results indicated  that out of  243 subjects were screened for pulmonary function 

86% of participants were at risk for developing COPD  and 23% were found to have 

Mild to moderate stage obstructive disease  and out of  61 subjects contacted after the 

screening, 47%  indicated they had stopped smoking,  The result supported the use of a 

community-screening program to identify and help modify risk factors for COPD.  

 

Warnier MJ (2012)
76

 conducted a study to assess the effectiveness of cessation 

strategies in patients with chronic obstructive pulmonary disease. This systematic review 

evaluates the effectiveness of behavioural and pharmacological smoking cessation 

strategies in COPD patients. Randomized controlled trials was used to evaluate the effect 

of smoking cessation interventions for COPD patients. Methodological quality of 

included trials was assessed with the Delphi List by two reviewers independently.  The 

result revealed that Pharmacological therapy combined with behavioural counselling was 

more effective than each strategy separately.  
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Zakerimoghadam M, et al., (2011)98
 conducted a study to assess the effect of 

breathing exercises on fatigue level of the patients with COPD. This quasi-experimental 

research was conducted on 60 COPD patients randomized into experimental and control 

groups.  The data were collected by questionnaires, fatigue severity scale (FSS) and 

respiratory exercise usage checklist. The result revealed that average fatigue severity 

before and after using the respiratory exercises in the experience group was significantly 

different. The study concluded that   respiratory exercise is effective in reducing the 

fatigue in the patients with COPD. 

 

The current study followed the conceptual framework based on an integrated 

model of Betty Neuman’s systems model and Transtheoretical model of change. The 

Betty Neuman’s model emphasize that the systems stability is maintained by the 

primary, secondary, tertiary levels of prevention. The investigator implemented the 

primary and secondary level intervention like health education. breathing exercise. 

individual counseling for smoking cessation, referral for NRT through  the COPD 

prevention program effectively. The transtheoretical model explains the stages of 

behavior change. This model helped the investigator to apply the stages of change in 

process of smoking cessation.  Thus the conceptual framework aided the investigator to 

implement the COPD prevention program effectively. 

 

The third objective was to correlate the knowledge, attitude, practice and 

pulmonary function in the study group and control group.    

  With regard to the correlation between posttest knowledge, attitude, practice and  

pulmonary function of the experimental group table 5.4.1 revealed  that there was a 

moderate positive correlation between post test knowledge and attitude with a 
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Correlation coefficient value r=0.59 at p=0.001 ,the correlation between post test 

knowledge and  practice  revealed  a moderate  negative correlation with a Correlation 

coefficient value r= -0.52 at p=0.001 level of significance. And correlation between post 

test knowledge and pulmonary function, revealed a moderate negative correlation with a 

Correlation coefficient value r= -0.50 at p=0.001 level of significance. 

 

 Also there was a fair negative correlation between attitude and practice with a 

Correlation coefficient value r= -0.26 at p=0.01 level of significance. A fair negative 

correlation exists between post test attitude and pulmonary function with a Correlation 

coefficient value r= -0.43 at p=0.01 level of significance. Also there was a fair positive 

correlation between Practice and Pulmonary function with ‘r’ value r=0.35 at p=0.01 

level of significance. 

 

 With regard to the correlation of posttest  knowledge, attitude, practice and 

pulmonary  function of the control group, table 5.4.2 revealed a fair positive correlation 

between post test knowledge and attitude  with a Correlation coefficient value r=0.23 at 

p=0.06 .There was a poor negative between  knowledge and  practice with a Correlation 

coefficient value r= -0.15 p=0.22, knowledge and pulmonary function with a Correlation 

coefficient value r= -0.13 at p=0.18, Attitude  and Practice with a Correlation coefficient 

value r= -0.08 at p=0.22, Attitude  and pulmonary function with a Correlation coefficient 

value r= -0.07 at p=0.21 level of significance. There was a poor positive correlation 

between Practice and Pulmonary with a Correlation coefficient value r=0.06 at p=0.11 

level of significance. 
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Hence, the NH2 stated earlier that There is no correlation between knowledge, 

attitude, practice, pulmonary function of adult males at p<0.05 level of significance 

was rejected. 

The findings of the current study are supported by the following studies: 

FU SS, et al., (2010)68
 conducted a study to evaluate the predators of smoking 

cessation among population based sample of American Indians. The study included a 

cohort of 291 smokers. The data was collected from the follow up survey data and 

administrative records to assess outcome. The result revealed that 33% of respondents 

accepted for complete home smoking ban and adoption of 7 day abstinence from 

smoking. The study concluded that NRT awareness and adoption of complete home 

smoking enhances individuals to quit smoking 

 

Parker DR-Goldman RE, Eaton CB (2008)69
 conducted a Qualitative study to 

examine the knowledge, attitude on COPD among patients at risk for or with COPD. 

Participants perceived lung cancer as the primary lung disease and were largely unaware 

of COPD. The study revealed that primary care patients expressed a desire to obtain 

additional information regarding COPD. The participants also expressed help and 

motivation to quit smoking. 

 

The fourth objective was to associate cumulative mean differed knowledge, attitude, 

practice, pulmonary function and selected variables of male adults in the  

experimental group and control group.  

Table 5.5.1(a) and 5.5.1(b) depicted the association of selected demographic 

variable with mean   differed knowledge of adult males in experimental group. There 

was a statistically significant association of knowledge with demographic variable such 
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as age, marital status, chronicity of abuse. And there was no statistically significant 

association with demographic variables such as education, occupation, income, type of 

smoking, no of cigarette per day, person influencing to smoke, use of smokeless tobacco. 

 

Table 5.5.2(a) and 5.5.2(b) depicted the association of selected demographic 

variable with mean   differed attitude of adult males in experimental group. There was a 

statistically significant association of attitude with demographic variable such as age, 

education, income. And there was no statistically significant association with 

demographic variables such as marital status, chronicity of abuse, education, occupation, 

income, type of smoking, no. of cigarette per day, person influencing to smoke, use of 

smokeless tobacco. 

 

The table 5.5.3(a) and 5.5.3(b) depicted the association of selected demographic 

variable with mean   differed practice of adult males in experimental group. There was a 

statistically significant association of attitude with demographic variable such as marital 

status, education, number of cigarette per day. And there was no statistically significant 

association with demographic variables such as age, income, chronicity of abuse, 

occupation, income, type of smoking, person influencing to smoke, use of smokeless 

tobacco. 

 

The table 5.5.4(a) and 5.5.4(b) depicted the association of selected demographic 

variable with mean   differed pulmonary function of adult males in experimental group. 

There was a statistically significant association of pulmonary function with demographic 

variable such as age, marital status, chronicity of abuse. And there was no statistically 

significant association with demographic variables such as education, income, chronicity 
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of abuse, occupation, type of smoking, number of cigarette per day, person influencing to 

smoke, use of smokeless tobacco. 

 

Hence, the NH3 stated earlier that There is no association between mean 

differed level of knowledge, attitude, practice, pulmonary function and selected 

variables of adult males in the  experimental group and control group  at p<.05 

level of significance  was rejected. 

 

The findings of the current study are supported by the following studies: 

Geijer RM et al., (2006)62
 conducted a study to Incidence and determinants of 

moderate COPD in male smokers aged 40-65 yrs. The study design is a Prospective 

cohort study and 399 Smokers aged 40-65 years underwent spirometry. The study 

revealed that 292 samples were diagnosed with normal spirometry  and 107 samples with  

mild COPD   after a follow-up of 5.2 years, 33 participants developed moderate  COPD 

.This showed an estimated cumulative incidence of 8.3% and a mean annual incidence of 

1.6%.   The study concluded that   incidence of moderate COPD over 5 years was 

relatively high and age, childhood smoking, cough, and one or more GP contacts for 

lower respiratory tract problems were independently associated with moderate incidence 

of  COPD. 

 

Jindal SK (2006)
16

 conducted a study to assess the prevalence, quit rates and 

respiratory morbidity related to smoking. The study aimed to reveal the population 

prevalence of tobacco smoking .The study population included adults of over 15 years of 

age selected by two stage stratified random sample. A total of 73,605 samples were 

studied among them 11,496 were ever smokers which comprises 10,756 males and 740 
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females. The mean number of smoking cigarettes/ beedis per day was 14 and the mean 

age of start smoking is 20.5. The result revealed that 14% of subjects had respiratory 

morbidity. The study concluded that smoking is high among males. 

 

Bano R, et al., (2011)14
 conducted a study compare the pulmonary function tests 

among smokers and non-smokers in a rural area. The pulmonary function tests were 

assessed on computerized spirometer in 400 male subjects comprising of 200 smokers 

and 200 non smokers.  The result revealed that the pulmonary function parameters were 

significantly reduced in smokers, more commonly in those aged 50 years and above. The 

study concluded that Obstructive pulmonary impairment was commonest among 

smokers and if it is detected at an early stage can minimize subsequent morbidity 

 

Danielsson P. (2012)35
 conducted a study to estimate chronic obstructive 

pulmonary disease (COPD) prevalence in Uppsala and the impact of risk factors on 

disease prevalence using the standardised methods of the Burden of Obstructive Lung 

Disease (BOLD) study initiative. The study included randomly selected 548 participants, 

aged 40 years or more and data collected using a questionnaire regarding smoking habits, 

respiratory symptoms, medical history, and exposure to airway irritants. Spirometry test 

was performed to diagnose COPD. The result revealed that COPD prevalence was 

16.2%. The result concluded that main risk factors for COPD increases with age and 

smoking. 

 

Clotet J, (2012)
42

 conducted a study to show the effectiveness of screening in the 

detection of new cases of COPD in smokers of high-risk, and to describe the 

characteristics associated   with COPD, as well  to  determine the predisposition to quit. 
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A cross-sectional and multicentre study was conducted among 497 active smokers from 

40 to 70 years and spirometry was performed on all patients. The result revealed that 

majority of patients were men aged above 51 years, smoked an average of 32 packs/year 

and majority of the cases had a moderate level of severity.  The result revealed that 

decision to quit was made by 38.8%. The study concluded spirometry in high-risk 

smokers provides opportunity for brief anti-smoking counselling, to establish 

individualised treatment and follow-up plans. 

  

Daniel AB, Nagaraj K, Kamath R. (2008)
51

 aimed to determine the prevalence 

and patterns of tobacco use in a rural community with a high literacy rate and to examine 

the socioeconomic and demographic correlates of tobacco consumption in the area. A 

cross-sectional survey using personal interviews was carried out on 832 individuals 

above 15 years of age. The result revealed that prevalence of tobacco use was 17.5%, 

being common among older persons, the lower socioeconomic group and those who 

were less educated. The study concluded that improvement in the educational and 

socioeconomic status of rural community may lead to a decline in the use of tobacco. 

 

The conceptual framework of the study was based on an integrated model of 

Betty Neumans Systems theory and transtheoretical model of change. The Betty 

neumans systems theory emphasise the influence of intra, inter, extrapersonal stressors 

on the systems stability. The systems stability is maintained by modifying the stressors 

through various levels of interventions. The trans theoretical model of change aided the 

investigator to modify the inter, extra personal stressors through stages of change.  Thus 

the major concepts of both of these theories supported the evidence arrived by the 

investigator  and helped to achieve the objectives of this study. 



203 

This draws the conclusion for the study that COPD prevention program was an 

effective tool that can be used by the community health nurses, nurse educators, nurse 

administrators, nurse researchers and other health care professionals in improving the 

knowledge, attitude, practice, pulmonary function of the adult males. 
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CHAPTER – 7 

SUMMARY, CONCLUSION, IMPLICATIONS, 

RECOMMENDATIONS AND LIMITATIONS 

 

 

 The present study was aimed to Evaluate the effectiveness of the Chronic 

Obstructive Pulmonary Disease Prevention Program on the Knowledge, Attitude, Practice 

and Pulmonary function among adult males in selected rural community, Thiruvallur 

District, Chennai. 

 

7.1 SUMMARY 

 COPD is a global public health challenge with its high frequency among the 

smokers. It has been identified as the third leading cause for mortality and disability 

adjusted life years. 

 

 Smoking being the common risk factor if stopped at any stage of COPD decreases 

the progression of lung damage. Even a one minute counselling can motivate a smoker to 

quit eventually leading to improved lung function within 3 months. Virtually everywhere 

prevention is possible and no disease could be prevented unless the vulnerable people have 

adequate knowledge, favourable attitude, good practice towards disease prevention.  

 

  Healthy life is the core concept of our survival. The health of smokers will be 

curtailed and hampered by the disease if preventive measures are not taken. 
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  The adult male smokers either at risk or who have the disease need to be 

supported and assisted to lead healthy lifestyle and solve the health related problems. it is 

imperative for a community health nurse to empathizes the impact of smoking on their 

health .Hence the investigator felt the need to devise the various interventions to converge 

and integrate the resources to avert the serious complications. 

  

The statement of the problem was 

An experimental study to evaluate the effectiveness of the Chronic Obstructive 

Pulmonary Disease Prevention Program on the Knowledge, Attitude, Practice and 

Pulmonary function among adult males in selected rural community, Thiruvallur District, 

Chennai.   

 

The objectives of the study were 

1. To assess and compare the pretest and posttest level of knowledge, attitude, 

practice  and pulmonary function  among adult males in experimental group and 

control group.  

2. To evaluate the effectiveness of chronic obstructive pulmonary disease prevention 

program on the knowledge, attitude, practice and pulmonary function  among adult 

males in experimental group and control group. 

3. To correlate the knowledge, attitude, practice and pulmonary function among adult 

males  in the experimental group and control group. 

4. To associate cumulative mean differed knowledge, attitude, practice, pulmonary 

function and selected variables of male adults in the experimental group and 

control group 

. 



206 

The Null Hypotheses formulated were 

NH01: There is no difference in the pretest and posttest level of knowledge, attitude, 

practice and pulmonary function among adult males within and between 

experimental group and control group at p<0.05 level of significance. 

NH02: There is no co-relation between knowledge, attitude, practice and pulmonary 

function among adult males in experimental group and control group at p<0.05 

level of significance. 

NH03:  There is no association between mean differed level of knowledge, attitude, 

practice, pulmonary function and selected variables of adult males in the  

experimental group and control group  at p<0.05 level of significance 

 

The major assumptions were  

1. Adult males may be more vulnerable for chronic obstructive pulmonary disease. 

2. The chronic obstructive pulmonary disease prevention program may be a effective 

strategy to prevent chronic obstructive pulmonary disease diseases. 

3. Intra Inter, extra personal factors may influence the adult males in adhering to the            

prevention strategies.  

4. The pulmonary health may depend on the degree of reaction, response and 

reconstitution with the stressors.  

5. The  adult males will undergo various stages of change for smoking cessation and 

restore pulmonary health. 

6. The health care interventions may support and supplement the reaction and help to 

achieve the adaptation thus it protects the basic structure of pulmonary health of adult 

males and prevent COPD.  
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The conceptual framework for the present study was based on an integrated model    

that includes Betty Neuman’s System Model (2002) and the transtheoretical model of 

change (1977) which guided the investigator through systems approach to identify and 

prevent COPD at different levels. 

 

An experimental design was adapted for the study. The dependent variable was   

knowledge, attitude, practice and pulmonary function and the independent variable was 

chronic obstructive pulmonary disease prevention program. The study was conducted in 

villages adopted by Omayal Achi Community Health Centre (OACHC), Arakambakkam. 

OACHC is an NGO of   MR OMAYAL ACHI MR ARUNACHALAM TRUST.  

 

The tool consisted of a structured questionnaire, rating scale, fagerstorm nicotine 

dependence questionnaire to assess practice, spirometry test to assess the knowledge, 

attitude, practice, pulmonary function respectively. Various experts in the field of 

Community Health Nursing, Community Medicine validated the tool. 

 

In order to establish reliability of the knowledge questionnaire and attitude scale 

test retest method was used and the reliability was found to be 0.88 and 0.87. Inter rater 

method was used to test the reliability of the practice (Fagerstorm nicotine dependence 

questionnaire) and pulmonary function (spirometer). And the reliability was found to be 

0.9 hence the tool was found to be highly reliable.   

 

Multi Stage Random sampling technique was used to select the samples. Simple 

random sampling technique by random table method was used to select the 6 villages, 

among 18 accessible villages. By lottery method 3 villages were selected each for 
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experimental and control group. Computer generated randomization was used to 

categorize the samples to experimental and control group. Sample size was estimated by 

Power Analysis. The sample size was 110 each in experimental group and control group 

after 4.34% attrition. 

 

The adult males were administered with chronic obstructive pulmonary disease 

prevention program which is the combined nursing interventions of health education (for 

cognitive domain) on COPD prevention, counselling session for smoking cessation (for 

affective domain) behavioural strategies to cope smoking cessation (psycho motor), 

breathing exercise to improve pulmonary function, which was implemented by the 

investigator for a period of 12 weeks.  

 

The investigator considered and followed the ethical principles preceding the 

investigation. The investigator adhered to the human rights, beneficence and Non-

maleficience, dignity, confidentiality and justice. 

 

Mean, percentage and standard deviation was used to explain the background 

variables. Chi-square test was used to measure the association of background variables in 

the experimental and control group. Paired ‘t’ test was used to assess and compare the 

knowledge, attitude, practice, pulmonary function  within the experimental and control 

group. Unpaired ‘t’ test was used to assess the effectiveness of chronic obstructive 

pulmonary disease prevention program  between the experimental and control group. 
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The major findings of the study were 

The pre test mean knowledge score was 8.25 with S.D  of 2.54 and post test  mean 

score  was  15.59 with S.D 2.53.  Whereas in the control group the pre test mean score was 

8.09 with S.D of 1.44 and post test  mean scores  was 8.23 with S.D of 1.39. 

 

The overall pre test mean attitude of the experimental group was 52.34 with a S.D 

of 6.34  and for the control group it was 51.87 with S.D of 3.44.The post test  mean 

attitude of the  experimental group was 74.93 with a S.D of  5.48  whereas for the control 

group it was  only 52.55 with S.D of 4.04.  

 

The overall pre test mean practice score for the experimental group was 2.31 with 

S.D of 1.53 and 2.38 with S.D of 1.55 for adult males in the control group.  Whereas, the 

overall post test mean practice score for the experimental group was 1.15 with S.D of 1.06 

whereas the dependence was still high 2.25 with S.D of 1.51 for the control group.  

 

In the experimental group pre test the majority of adult males 60(54.5%) were 

normal,33(30.0%) had mild  COPD, 17(15.5%) had moderate  COPD. Similarly in the 

pretest of the control group 66(60.0%) were normal, 30(27.3%) had mild COPD, 

14(12.7%) had moderate COPD. In the post test of the experimental group 82(74.5%) 

were normal, 23(20.9%) had mild COPD, 5(4.5%) had moderate COPD. But in the 

posttest of the control group 67(60.9%) were normal, 30(27.3%) had mild COPD, 

13(11.8%) had moderate COPD. 

 

 

The experimental group overall mean knowledge score was 15.59 with S.D 2.54 

whereas in control group, it was 8.23 with S.D of 1.39. The student independent ‘t’ test 
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value was t = 26.70 which showed that there was a high statistical significant difference in 

the post test knowledge score between the experimental and control group at p=0.001 

level.  It is evident that the health education, a component of chronic obstructive 

pulmonary disease prevention program was effective in improving the knowledge level of 

adult males   in the experimental group. 

 

  The experimental group overall mean attitude score was 74.93 with S.D 5.48 

whereas in control group, it was 52.55 with S.D of 4.03. The student independent ‘t’ test 

value was t = 34.47 which showed that there was a high statistical significant difference in 

the post test  attitude score between the experimental and control group at p=0.001 level. It 

is evident that the individual counselling, a component of chronic obstructive pulmonary 

disease prevention program was effective in improving the attitude level of adult males   in 

the experimental group. 

 

The experimental group overall mean practice score was 1.15 with S.D 1.06 

whereas in control group, it was 2.25 with S.D of1.51. The  student independent ‘t’ test 

value was t = 6.23 which showed that there was a high statistical significant difference in 

the post test practice  score between the experimental and control group at p=0.001 level. 

It infers that the individual counseling, behavioural strategies a component of chronic 

obstructive pulmonary disease prevention program was effective in improving the practice 

level of adult males   in the experimental group. 

 

In the post test at 12
th

 week in the experimental group  the mean FEV1 was 92 with 

S.D of 11.4 whereas in the control group it was 84 with S.D of 11.9. The student 
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independent t-test value =5.28 at p=0.001 shows there is a significance difference in the 

posttest of the experimental and control group. 

 

It infers that the individual counseling, behavioural strategies, smoking cessation, 

breathing exercise the various component of chronic obstructive pulmonary disease 

prevention program were effective in improving the pulmonary function level of adult 

males   in the experimental group 

. 

7.2 CONCLUSION 

The study concluded that the chronic obstructive pulmonary disease prevention 

program was effective in improving the knowledge, attitude, practice and pulmonary 

function .The study recommended the utilization of chronic obstructive pulmonary disease 

prevention by community health nurses, nurse researchers, nurse administrators, nurse 

educators and health care professionals to improve the knowledge, attitude, practice, 

pulmonary function among adult males. 

 

7.3 NURSING IMPLICATIONS 

  The investigator has devised the following implications that may be vital for the   

Community Health Nurses, Community Health Administrators, Nurse Educators and 

Researchers. 

 

7.3.1 COMMUNITY HEALTH NURSES 

• COPD prevention should be focused as a vital component in the health care 

services of the Community Health Nurse. 
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• The Community Health Nurse can include the COPD prevention program as a part 

of her routine activity to improve the pulmonary function of smokers. 

• Community Health Nurse can integrate the various interventions into practice at 

any setting during the diagnosis of various stages of COPD clients. 

• Community Health Nurse can develop the best practice model for behavioural 

change of adult smokers. 

• Community Health Nurse needs to educate the chronic smokers regarding COPD 

prevention to lead a healthy life. 

• During home visit the Community Health Nurse can ensure the importance of 

behavioural strategies in quit smoking among family members and their 

cooperation to improve the quality of life.  

• Community Health Nurse should communicate, counsel and advice the adult males 

to strictly adhere to the smoking cessation strategies. 

• Community Health Nurse should conduct smoking cessation clinics in order to 

prevent all disease caused by smoking. 

•  Community Health Nurse can motivate the NGO’s to actively take part in 

community smoking cessation program. 

• The Practising nurse should disseminate the information about the consequences of 

smoking and its ill effect to the community. 

• Community Health Nurse can organize a multi disciplinary practice committee to 

appraise the current practice of prevention of COPD.  

• Community Health Nurse can disseminate the information regarding the impact of  

COPD prevention program  to the entire population. 
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• Insisting the adult males to give up smoking, follow the behavioural strategies to 

cope up smoking and by practicing the breathing exercise the pulmonary health 

will improve and complications will be prevented.  

 

7.3.2 COMUNITY HEALTH NURSE ADMINISTRATOR 

• Assessment and interventions to prevent COPD can be included as a quality 

indicator for community health care service. 

• Various nursing care interventions could be integrated together as comprehensive 

nursing care package to reserve the resources while caring for the chronic diseased 

clients. 

• Comprehensive nursing care algorithm may be devised, to improve the health of 

high risk clients. 

• Community health nurse administrator can promote the inter-sectoral                   

co-ordination between the Health department & social welfare department to 

prohibit the sale of tobacco products in the OACHC adopted villages. 

• Community health nurse administrator can enhance the community participation 

by forming NO SMOKE Activist club in the villages. 

• Community health nurse administrators can train the volunteers on smoking 

cessation.  

• Community health nurse administrators can organize a Continuing Nursing 

Education Program on various strategies for COPD prevention among the primary 

health care providers to practice in their field work. 

• While devising the community health programme, the nurse administrator can 

allocate the budget exclusively to focus on COPD prevention and smoking 

cessation. 
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• Embark & highlight in the public Health calendar as “World No Tobacco day” on 

May 31st and disseminate its importance to the Public by various community 

propagation activities. 

•  COPD prevention campaign programme may be organized on November 20
th

 

“World COPD Day” and can be telecasted in the television and radio. 

 

7.3.3 NURSING EDUCATION  

• Nurse educators has to devise a nursing syllabus and philosophy in which the 

importance of COPD prevention among smokers may be emphasized. 

• Organize seminars, workshop, and symposium on Lung health among nursing 

students. 

• Select and organize the learning experience for students wherein the knowledge 

will be enhanced about the assessment, diagnosis and interventions about the 

prevention and care of COPD at various levels. 

• Motivate the students to have more discussions on comprehensive nursing care 

package and its impact on HRQOL of COPD clients. 

• Incorporate the components of COPD prevention in to their learning protocol. 

• Organize the various teaching learning strategies to impose the importance of 

smoking cessation as a prime strategy in COPD prevention by mime, street play, 

socio-drama.  

• Bridge the gap between theory and practice relevant to the COPD prevention 

among  adult males  by creating awareness  and coordinating, supporting  their 

participation 

• Appraise the students in the context of COPD prevention, and its importance in 

improving the QOL.  
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• The students need to be taught about the assessment of pulmonary function so as to 

utilize it in their day to day practice. 

• The study also emphasizes the need for organization of crash courses on COPD. 

• Nurse educator must strengthen the concept of comprehensive nursing care 

package which includes all three domains of cognitive, affective and practice. 

• The concept of comprehensive nursing care package can be emphasized as part of 

the curriculum for better effectiveness of care and can be imparted to the students 

for application in to practice.  

• Post graduate Diploma course can be established in NGOs to create comprehensive 

nurse practitioners for managing the clients with NCDs. 

• Enhancement of counselling skills in education need to be incorporated to enable 

the students to effectively counsel the smokers. 

 

7.3.4 NURSING RESEARCH 

• This study lays the foundation to appraise the pulmonary health of male adult 

smokers in the community. 

• Create a website where the impact of COPD prevention program on knowledge, 

attitude, practice, pulmonary function  can be disseminated  

• This study finding can be utilized for secondary analysis and meta analysis to 

study about the pulmonary function of adult male smokers. 

• Practicing nurses and Post graduate students may utilize the findings for validating 

the need for COPD prevention program on adult male smokers. 
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7.4 RECOMENDATIONS  

 The study finding shows the effectiveness of Chronic Obstructive Pulmonary 

Disease Prevention Program on Knowledge, Attitude, Practice and Pulmonary function 

among adult males and therefore recommends the following: 

1. Chronic Obstructive Pulmonary Disease Prevention Program may be utilized in the 

chronic disease clinic of OACHC to improve the knowledge, attitude, practice and 

pulmonary function of adults. 

2. Chronic Obstructive Pulmonary Disease Prevention Program can be administered 

regularly to the  adult smokers at our parent hospital Sir Ivan Stedeford Hospital 

and it will be recommended to the other affiliated health care institutions 

3. Comparative study to assess the effectiveness of Chronic Obstructive Pulmonary 

Disease Prevention Program on knowledge, attitude, practice and pulmonary 

function among rural and urban adults may be undertaken. 

4. Comparative study to assess the effectiveness of Chronic Obstructive Pulmonary 

Disease Prevention Program on knowledge, attitude, practice and pulmonary 

function among rural and urban female adults may be undertaken. 

5. Qualitative study to assess the lived in experience  as  COPD clients,  

6. Comparative study to assess the effectiveness of Chronic Obstructive Pulmonary  

Disease Prevention Program on lifestyle modifications among rural and urban     

adults can be carried out. 

7. Comparative study to assess the factors determining COPD can be conducted 

among rural and urban adult smokers.  

8. IEC, counselling interventions can be administered to the family members of high 

risk clients  thus we can assess the indirect impact on knowledge, smoking 

behaviour. 
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9.  Individual focused interventions could be converged and tested for its 

effectiveness  on pulmonary health among adult male smokers  

10. Chronic Obstructive Pulmonary Disease Prevention Program effectiveness can be 

studied in large setting. 

11. A family focused nursing strategy to improve knowledge, attitude, practice and 

pulmonary function may also be carried out. 

12. A Kiosk Information Centre can be constructed in every village that help smokers 

to retrieve information about ill-effect of smoking, self assessment of nicotine 

dependence, agency to approach for smoking cessation. 

 

7.5 LIMITATIONS 

1. The investigator had constraints in collecting the related literature for effect of 

breathing exercise on lung health in the Indian context. 

2. Adult males with high nicotine dependence were referred to the smoking cessation 

centre for nicotine replacement therapy. 

3. There was an attrition rate of 4.34% in experimental group and control group due 

to inability to follow up, change of residence and hospitalization of adult males. 
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INFORMED CONSENT FORM 
 

 

Dear Participant, 

I Ms.Lakshmi. A., Ph.D study Scholar, would like to collect certain baseline 

details about you and would like to assess your lung function through a simple test.         

I request you to give your willingness to the intervention.  I request you to feel free to 

express your thoughts which will be kept confidential and used only for the study 

purpose.  If you have any doubts you can clarify and you are given the freedom of choice 

to participate in the study, even in the middle of study you are given full freedom to 

withdraw.  I assure you that this study will not harm you. 

 

 Express your willingness  to participate in the study titled “ An experimental 

study to  evaluate the effectiveness of  Chronic  Obstructive pulmonary Disease 

Prevention Program on knowledge ,Attitude ,Practice and pulmonary function  among 

adult males  in selected rural community, Thiruvallur District, Chennai.” and to provide 

necessary information and kindly  accept the interventions.   

 

 

          A.Lakshmi 
 

 

 

 

 

 

 

 

 

 

 

 

 

 



     

DATA COLLECTION INSTRUMENT 
 

 

ASSESSMENT TOOL 

 The assessment tool consists of the following sections; 

 

Section-1 

PART – A: It consists of details related to personal data and smoking history of adult   

males. 

PART – B: It consists of the structured knowledge questionnaire to assess the 

knowledge on prevention of COPD. 

 

Section – 2  

 It consists of a rating scale to assess the attitude regarding prevention of COPD. 

 

Section – 3  

 It consists of Fagerstorm questionnaire to assess the practice (nicotine 

dependence) regarding prevention of COPD.  

 

Section – 4  

 It consists of a spirometry test (GOLD classification) to assess the pulmonary 

function and classify COPD.  

 

 

 

 

 

 

 

 

 

 

 

 



     

STRUCTURED KNOWLEDGE QUESTIONNAIRRE 

 

Instruction to the participants; The participants are requested to respond 

accurately to the questions. The information provided will be used exclusively for he 

research purpose. And all the information will be kept confidential. Please place(  )tick 

mark on the space given. 

 

PART – A:  

Demographic data sheet. 

1) Age 

a. 20-30 

b. 31-40 

c. 41-50 

d. 51-55    

 

2) Marital status 

a. Single 

b. Married 

c. Divorced 

d. Widow/Widower     

 

3) Education (Kuppuswamy scale)         

a. Profession     

b. Graduate           

c.  Intermediate   

d.  High school certificate    

e.  Middle school certificate  

f.  Primary school certificate     

g.  Illiterate.     

 

 

 

 

 



     

4) Occupation. 

a. Professional / Executive / Business Head  

b. Supervisor/ Clerical / Medium level business head 

c. Self Employed / Skilled 

d. Unskilled/Landless labourers 

e. Homemaker  

f. Retired 

g. Unemployed able to work 

     

5) Income(HUDCO) 

a. 0-3300 

b. 3301-7300 

c. 7301-14500 

d. >14500  

 

Smoking History  

1) Type of  Smoking    

a. Cigarette    

b. Beedi   

c. Cigar 

d. Others.  

 

2) How many cigarettes do you smoke per day? 

a. 0-5 

b. 6-10 

c. 11-15   

d. 16-20    

e. >20    

                                                            

3) Who influenced you to smoke? 

a. Friends 

b. Relatives 

c. Parent 

d. Massmedia 



     

4) Chronicity of abuse 

a. 0-5 years 

b. 6-10 years 

c. 11-15 years 

d. >15 years 

 

5) Are you consuming any other tobacco product?  

a. No 

b. Yes, specify. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



     

PART – C:  

Structured Questionnaire to assess the knowledge on chronic obstructive 

pulmonary disease (COPD) 

1.  COPD is a disorder of the 

a. Liver 

b. Heart 

c. Lung 

d. Brain 

 

2.  COPD is a disease that is more common in  

a. Adolescence 

b. Adult men 

c. Adult women 

d. Elderly men & women 

 

3. The most common risk factor for COPD is 

 a) Alcoholism 

 b) Smoking 

 c) Fatty diet 

 d) Malnutrition 

 

4.The cigarette smoke causes 

a. Inflammation of lung 

b. Infection of lung 

c. Accumulation of fat in lungs 

d. Accumulation of air in lungs. 

 

5. Cigarette smoking results in 

a. Airflow obstruction 

b. Airflow limitation 

c. Blood flow limitation 

d. Blood flow obstruction 

 

 



     

 6. The cigarette smoke causes the following in alveoli of lung 

a. Hyperplasia of cells and increased mucus productions. 

b. Hyperplasia of cells and decreased mucus productions. 

c. Hypoplasia of cells and increased mucus production. 

d. Hypoplasia of cells and decreased mucus production 

 

7. The number of harmful chemicals present in tobacco is 

a. <100 

b. <1000 

c. 3000-4000 

d. 300-400 

 

 8.  Tobacco smoke contains 

a. Carbon dioxide, hydrogen, nicotine 

b. Nitrogen, nicotine, carbon dioxide 

c. Carbon monoxide, nicotine, tar 

d. Nitrous oxide, tar, nicotine 

 

 9. Smoking increases the risk for the following infections; 

a. Urinary infections 

b. Ear infection 

c. Respiratory infections 

d. Intestinal infections. 

 

10. The ultimate effect of smoking in the air sacs is 

a. Permanent damage 

b. Reversible damage 

c. Resistable damage 

d. Temporary damage. 

   

11. In an average cigarette contains 

a. 15 mg of nicotine  

b. 5 mg of nicotine 

c. 1 mg of nicotine 

d. 10 mg of nicotine 



     

12.The simple diagnostic tool for COPD is 

a. Chest X-ray 

b. EEG  

c. Spirometry 

d. ECG 

 

13. The common clinical features of COPD are 

a. Running nose, cough, headache 

b. Chronic cough, breathing difficulty, wheezing, chest tightness 

c. Fatigue, blood vomiting, anorexia, weight loss. 

d. Chest pain, Hypotension, diaphoresis 

 

14. The best measure to prevent COPD is to avoid 

a. Cigarette smoke 

b. Alcohol intake 

c. Fat rich diet 

d. Sedentary lifestyle 

 

15. The lung function improves after smoking cessation for the following number of 

weeks:  

a. 1week 

b. 4weeks 

c. 8 weeks 

d. 12 weeks 

 

16. The therapy used to relieve withdrawal symptoms of smoking cessation is 

a. Nicotine replacement therapy 

b. Narcotic therapy 

c. Nebulizer therapy 

d. Nutritional therapy 

 

17. To stop smoking an individual requires  initially  

a. Complement 

b. Motivation 



     

c. Treatment 

d. Diet 

 

18. The best measures to prevent exposure to COPD risk at work place is 

a. Smoke free work place 

b. Scheduling of work 

a. Good relationship with peers 

b. Avoid working in air conditioner 

 

19.  Passive smoking at home can be avoided by 

a. Smoke free policy in home 

b. Increase ventilations at home 

c. Increase number of rooms 

d. Increase cleanliness at home. 

 

20. The diet that should be taken to prevent COPD 

a. Balanced diet 

b. Low fat diet 

c. Low salt diet 

d. Non-vegetarian diet 

  

 

TOTAL SCORE: 20(100%) 

Adequate knowledge -  ≥71-100% 

Moderately adequate -  ≤41-70%  

Inadequate knowledge- ≤40%  

 

 

 

 

 

 

 

 



     

 

BLUE PRINT FOR THE STRUCTURED KNOWLEDGE QUESTIONNAIRRE 

 

 

 

DOMAINS Knowledge Comprehension Analysis 

 General Concepts Of COPD, Risk factors 

And Causes 

1,2,3 4, 5 --- 

 Effects of smoking on lungs 6, 7, 9, 10 8  

 Clinical Features, Diagnosis.` 11, 15 12, 13 14 

 Management , Prevention Of COPD 16 17, 18 14, 19, 20 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



     

SECTION – 2  

 

Rating Scale to assess the attitude regarding prevention of COPD. 

Sl. 

No. 
ITEM 

Strongly 

disagree 

1 

Disagree 

2 

Uncertain 

3 

Agree 

4 

Strongly 

agree 

5 

1 

2 

3 

4 

 

5 

 

6 

 

7 

8 

9 

10 

 

11 

12 

 

13 

 

14 

 

15 

 

16 

 

17 

 

Smoking makes my mood good. 

It is hard to ignore an urge to smoke. 

Smoking cigarette hurts my lung. 

Most of the people I spent time with 

are smokers. 

My family members are happy if I 

quit smoking. 

Smoking does not affect my 

breathing pattern. 

Smoking reduces the lung function. 

I frequently crave cigarette. 

By smoking ,I risk lung disease. 

The more I smoke, the more I risk 

my health. 

Its very difficult to give up smoking. 

I feel smoking cessation alone can  

prevent lung disease. 

The idea of not having any cigarette 

makes me stressed. 

I would like to smoke despite the 

risk to my health. 

I avoid smoking amidst my family 

members. 

I feel quitting smoke end up in 

health problems. 

My family problems can be avoided 

if I quit smoking. 

     



     

Sl. 

No. 
ITEM 

Strongly 

disagree 

1 

Disagree 

2 

Uncertain 

3 

Agree 

4 

Strongly 

agree 

5 

18 

 

19 

 

20 

 

Smoking takes off years of my 

healthy   life. 

Smoking is more important than my  

physical health 

I am solely responsible for my 

smoking habit. 

 

Total Score - 100 

Unfavourable attitude -  ≥71-100% 

Moderate attitude  -  ≤41-70%  

favourable attitude  - ≤40%  

 

The rating scale consists of 10 positives and 10 negative statements. 

 The rating is Strongly agree- 5, Agree- 4, Uncertain- 3, Disagree- 2, Strongly 

Disagree - 1 for positive statements  and the rating is reverse for negative statements. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



     

SECTION – 3  

 

Nicotine dependence rating scale to assess the practice.(Fagerstorm questionnaire)

       

How Soon after you wake up 

do you smoke your first 

cigarette? 

> 60 min 31-60 min 6-30 min < 5 min 3 

Do you find it difficult to 

refrain from smoking in 

places where it is forbidden 

(e.g., church, library, theater)? 

No Yes   1 

Which cigarette would you 

hate most to give up? Any 

First one 

in the 

morning 

  1 

How many cigarettes per day 

do you smoke? 
< 10 11-20 21-30 > 30 3 

Do you smoke more 

frequently during the first 

hours of waking than during 

the rest of the day? 

No Yes   1 

Do you still smoke if you are 

so ill that you are in bed most 

of the day? 

No Yes   1 

Classification of 

Dependence (Total Points) 
    10 

0-2 Very low     

3-5 

 
Medium     

6-7 High     

Above 8 Very high     

 

 

 



     

SECTION – 4   

 

Spirometry Test to assess the pulmonary function.(GOLD classification of COPD) 

          

Stage ITEM Trial 1 Trial 2 Trial 3 

I. Mild COPD FEV1/FVC < 70% FEV1 greater 

than or Equal to 80% predicted 

   

II. Moderate 

COPD                     

 

FEV1/FVC < 70%  

FEV1 greater than or equal to 50% 

to 79% predicted 

   

III. Severe COPD FEV1/FVC<70% 

FEVI greater than or equal to 30% 

to 49% predicted  

   

IV. Very Severe 

COPD 

FEV1/FVC<0.70 

FEV1 <30% normal, or <50% 

normal with chronic respiratory 

failure present 

   

 

      

 

 

 

 



¾¸ÅÄÈ¢ó¾ ´ôÒ¾ø ÀÊÅõ 

 

 

Á¾¢ôÀ¢üÌÃ¢ÂÅ§Ã Å½ì¸õ, 

  ¿¡ý ¦ºý¨É ÒÆÄ¢ø ¯ûÇ ¯¨ÁÂ¡û ¬îº¢ ¦ºÅ¢Ä¢Â÷ ¸øæÃ¢Â¢ø 

Ó¨ÉÅ÷ Àð¼ò¾¢ü¸¡¸ ÀÂ¢üº¢ ÀÂ¢Öõ Á¡½Å¢. ±ý ÀÊôÀ¢ý ´Õ ÀÌ¾¢Â¡¸ 

¿¡ûÀð¼ Ñ¨ÃÂ£Ãø «¨¼ôÒ §¿¡ö ¾ÎôÒ ÀüÈ¢Â ¬Ã¡öîº¢ §Áü¦¸¡ñÎû§Çý. 

¬¸§Å ¿£í¸û ¾Â×¼ý þó¾ ¬öÅ¢ø ¯í¸¨Ç ÀüÈ¢Â «ÊôÀ¨¼ 

Å¢ÅÃí¸¨ÇÔõ, Ñ¨ÃÂ£Ãø «¨¼ôÒ §¿¡ö ÀüÈ¢Â ¯í¸û «È¢×, ÁÉôÀ¡íÌ, 

¦ºÂø ¬¸¢ÂÅü¨È ÀüÈ¢Â Å¢É¡ì¸ÙìÌ ¯í¸û Å¢¨¼¨ÂÔõ, ´òÐ¨Æô¨ÀÔõ 

«Ç¢ìÌÁ¡Ú §¸ðÎì ¦¸¡û¸¢§Èý §ÁÖõ ¯í¸û ´òÐ¨Æô¨À Ñ¨ÃÂ£Ãø 

¦ºÂø ¾¢È¨ÉÂÈ¢Â ¦ºöÔõ §º¡¾¨ÉÂ¢Öõ ¾Ã Å¢¨Æ¸¢§Èý. 

 

 ¯í¸Ç¢ý §ÁÄ¡É ´òÐ¨Æô¨À ¿¡ûÀð¼ Ñ¨ÃÂ£Ãø «¨¼ôÒ §¿¡ö 

¾ÎôÀ¾ü¸¡¸ §Áü¦¸¡ûÙõ ¦ºÂøÀ¡Î¸Ç¢Öõ ¾ÕÁ¡Ú §ÅñÎ¸¢§Èý. 

 

 ¯í¸û À¾¢ø¸û Á¢¸×õ þÃ¸º¢ÂÁ¡¸ À¡Ð¸¡ì¸ôÀÎõ, ÁüÚõ ±ýÛ¨¼Â 

þó¾ ¬ö×ì¸¡¸ Á¡ò¾¢Ã§Á ÀÂýÀÎò¾ôÀÎõ ±É×õ ¯Ú¾¢ÂÇ¢ì¸¢§Èý. 

 

 ¯í¸ÙìÌ ²¾¡ÅÐ ºó§¾¸õ §¾¡ýÈ¢É¡ø ¾Âì¸Á¢ýÈ¢ ¦ÅÇ¢ôÀÎò¾×õ. 

«¾üÌÃ¢Â Å¢Çì¸ÁÇ¢ì¸ôÀÎõ. þ¾¢ø Àí§¸üÀÐ ÓüÈ¢Öõ ¯í¸Ù¨¼Â 

Å¢ÕôÀ§Á. ¬öÅ¢ý þ¨¼Â¢ø Ü¼ ¿£í¸û Å¢Ä¸ Å¢ÕõÀ¢É¡ø Å¢Ä¸¢ì¦¸¡ûÇÄ¡õ. 

 

 þó¾ ¬ö× ±ó¾ Å¢¾ ¾£íÌõ ¯í¸ÙìÌ ²üÀÎò¾¡Ð ±É 

¯Ú¾¢ÂÇ¢ì¸¢§Èý. 

 

«.ÄðÍÁ¢ 
¯¨ÁÂ¡û ¬îº¢ ¦ºÅ¢Ä¢Â÷ ¸øæÃ¢ 

 

¿¡ý þó¾ ¬öÅ¢ø Àí§¸ü¸ ÁÉôâ÷ÅÁ¡¸ ºõÁ¾¢ì¸¢§Èý.  

 

 

Àí§¸üÀ¡Ç÷ ¨¸¦Â¡ôÀõ 

 



Á¾¢ôÀ£ðÎì ¸ÕÅ¢ 

þó¾ Á¾¢ôÀ£ðÎì ¸ÕÅ¢ À¢ýÅÕõ ÀÌ¾¢¸¨Çì ¦¸¡ñ¼Ð 

 

À¢Ã¢× - 1: 

ÀÌ¾¢ «: «ÊôÀ¨¼ Å¢ÅÃõ 

ÀÌ¾¢ ¬: Ò¨¸À¢Êò¾ø ÀüÈ¢Â Å¢ÅÃõ 

ÀÌ¾¢ þ:  ¿¡ûÀð¼ Ñ¨ÃÂ£Ãø «¨¼ôÒ §¿¡ö ¾ÎôÒ ÀüÈ¢Â «È¢× «È¢Ôõ 

Å¢É¡ò¾¡û 

 

ÀÌ¾¢ - 2: 

 ¿¡ûÀð¼ Ñ¨ÃÂ£Ãø «¨¼ôÒ §¿¡ö ¾ÎôÒ ÀüÈ¢Â ±ñ½ÁÈ¢Ôõ 

«Ç×§¸¡û. 

 

ÀÌ¾¢ - 3: 

 ¿¡ûÀð¼ Ñ¨ÃÂ£Ãø ¾ÎôÒ §¿¡ö ¦ºÂøÀ¡Î ÀüÈ¢Â ¿¢§¸¡Êý «Ê¨ÁÂ¡¾ø 

ÀüÈ¢Â «ÇÅ¢Îõ «Ç× §¸¡û (·§À¸÷Š¼¡÷õ). 

 

ÀÌ¾¢ - 4: 

 Ñ¨ÃÂ£Ãø ¦ºÂøÀ¡Î «È¢Â ¦ºöÔõ Š¨À§Ã¡¦ÁðÃ¢ §º¡¾¨É. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



À¢Ã¢× - 1 

ÀÌ¾¢ - « 

«ÊôÀ¨¼ Å¢ÅÃõ 

 

1. ÅÂÐ 

 «. 20 – 30 

 ¬. 31 – 40 

 þ. 41 – 50  

 ®. 51 – 55  

  

2. ¾¢ÕÁ½ ¾Ì¾¢ 

 «. ¾¢ÕÁ½Á¡¸¡¾Å÷ 

 ¬. ¾¢ÕÁ½Á¡ÉÅ÷ 

 þ. Å¢Å¡¸Ãò¾¡ÉÅ÷ 

 ®. Å¢¾¨Å / Á¨ÉÅ¢¨Â þÆó¾Å÷ 

 

3. ¸øÅ¢ ¿¢¨Ä 

 «. ¦¾¡Æ¢ü¸øÅ¢ 

 ¬. Àð¼¾¡Ã¢ 

 þ. ¿Î¿¢¨Äì¸øÅ¢ 

 ®. §Áø¿¢¨Äì¸øÅ¢ 

 ¯. ¬ÃõÀì¸øÅ¢ 

 °. ÀÊì¸¡¾Å÷ 

 

4. ¦¾¡Æ¢ø 

 «. §Å¨ÄÂ¢øÄ¡¾Å÷ 

 ¬. ÍÂ¦¾¡Æ¢ø 

 þ. Å¢Åº¡Â¢ 

 ®. ÜÄ¢ ¦¾¡Æ¢Ä¡Ç¢ 

 ¯. «Ãº¡í¸ §Å¨Ä 

 

 

 



5. ÅÕÁ¡Éõ 

 «. å. 0 – 3300 

 ¬. å. 3301 – 7300 

 þ. å. 7301 – 14500 

 ®.  å. >14500 

 

ÀÌ¾¢ - ¬ 

Ò¨¸ôÀ¢ÊìÌõ ÀÆì¸õ: 

1. Ò¨¸À¢Êò¾ø Å¨¸ 

 «. À£Ê 

 ¬. ÍÕðÎ 

 þ. º¢¸¦Ãð 

 ®. ÁüÈ¨Å 

  

2. ±ò¾¨É Ó¨È ´Õ ¿¡¨ÇìÌ Ò¨¸ôÀ¢ÊôÀ£÷¸û? 

 «. 0-5 

 ¬. 6-10 

 þ. 11-15 

 ®. 16-20 

 ¯. >20 

 

3. ±ò¾¨É ÅÕ¼í¸Ç¡¸ Ò¨¸À¢Êì¸¢È£÷¸û? 

 «. 0-5 

 ¬. 6-10 

 þ. 11-15 

 ®. >15 

  

4. Â¡Ã¡ø Ò¨¸ôÀÆì¸ò¾¢üÌ ¬Ç¡É£÷¸û? 

 «. ÍÂÁ¡¸ 

 ¬. ¿ñÀ÷¸û 

 þ. ¯ÈÅ¢É÷¸û 

 ®. Å¢ÇõÀÃí¸û 

 

 



5. Ò¨¸Â¢øÄ¡ Ò¨¸Â¢¨Ä ¯À§Â¡¸¢ì¸¢È£÷¸Ç¡ ? 

 «) ¬õ 

 ¬) þø¨Ä 

 

6. ¬õ ±ýÈ¡ø, ±ýÉ _________________ 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



ÀÌ¾¢ - þ 

¿¡ûÀð¼ Ñ¨ÃÂ£Ãø «¨¼ôÒ §¿¡ö ¾ÎôÒ ÀüÈ¢Â 

«È¢×ò¾¢Èý «È¢Ôõ ¸ð¼¨Áì¸ôÀð¼ Å¢É¡ò¾¡û 

 

±ñ §¸ûÅ¢¸û I II 
1. Ò¨¸À¢Êò¾ø ±ó¾ ÍÅ¡º ¯Úô¨À À¡¾¢ì¸¢ÈÐ ? 

 «. ¸øÄ£Ãø 
 ¬. Ñ¨ÃÂ£Ãø 
 þ. þ¾Âõ 
 ®. ã¨Ç 

  

2. ¿¡ûÀð¼ Ñ¨ÃÂ£Ãø «¨¼ôÒ §¿¡ö ±ó¾ ÅÂ¾¢É¨Ã ¦À¡ÐÅ¡¸ 
¾¡ìÌ¸¢ÈÐ? 
 «. þÇõÀÕÅò¾¢É÷ 
 ¬. ¿ÎÅÂÐ ¬ñ¸¨Ç 
 þ. ¿ÎÅÂÐ ¦Àñ¸û 
 ®. Ó¾¢§Â¡÷¸û 

  

3. ¿¡ûÀð¼ Ñ¨ÃÂ£Ãø «¨¼ôÒ §¿¡ö ±ó¾ ¸¡Ã½¢Â¡ø ÅÕ¸¢ÈÐ? 
 «. ÁÐ «ÕóÐ¾ø 
 ¬. Ò¨¸À¢Êò¾ø 
 þ. ¦¸¡ØôÒ ¿¢¨Èó¾ ¯½×¸û 
 ®. ºòÐ Ì¨Èó¾ ¯É×¸û 

  

4. ¿¡ûÀð¼ Ñ¨ÃÂ£Ãø «¨¼ôÒ §¿¡Â¡ø ²üÀÎõ Å¢¨Ç× ±ýÉ? 
 «. Ñ¨ÃÂ£Ãø Å£ì¸õ 
 ¬. Ñ¨ÃÂ£Ãø ¦¾¡üÚ 
 þ. Ñ¨ÃÂ£ÃÄ¢ø ¦¸¡ØôÒ «¨¼ò¾ø 
 ®. Ñ¨ÃÂ£ÃÄ¢ø ¸¡üÚ «¨¼ò¾ø 

  

5. º¢¸¦Ãð Ò¨¸ôÀ¾¢ý ÓÊ× 
 «. ãîÍ Å¢ÎÅ¾¢ø ¾¨¼ 
 ¬. ãîÍ Å¢ÎÅ¾¢ø º¢ÃÁõ 
 þ. þÃò¾ ´ð¼ò¾¢ø ¾¨¼ 
 ®. þÃò¾ ´ð¼ò¾¢ø º¢ÃÁõ 

  

6. º¢¸¦Ãð Ò¨¸ôÀ¾¢ý ãÄõ Ñ¨ÃÂ£ÃÄ¢ø À¢ýÅÕõ Á¡üÈõ 
²üÀÎõ? 
 «. ¸¡üÚ¨À¸û Å¢Ã¢óÐ «¾¢¸ ºÇ¢ ¯üÀò¾¢ 
 ¬. ¸¡üÚ¨À¸û Å¢Ã¢óÐ, Ì¨Èó¾ ºÇ¢ ¯üÀò¾¢ 
 þ. ¸¡üÚ¨À¸û ÍÕí¸¢, «¾¢¸ ºÇ¢ ¯üÀò¾¢ 
 ®. ¸¡üÚ¨À¸û ÍÕí¸¢, Ì¨Èó¾ ºÇ¢ ¯üÀò¾¢ 

  

7. Ò¨¸Â¢¨ÄÂ¢ø ¯ûÇ ¾£íÌ Å¢¨ÇÅ¢ìÌõ þÃº¡ÂÉò¾¢ý 
±ñ½¢ì¨¸? 
 «. <100 
 ¬. <1000 

 þ. 3000 – 4000 
 ®. 300 – 400 

  

8. Ò¨¸Â¢¨ÄÂ¢ø ¯ûÇ Óì¸¢Â ¾£íÌ Å¢¨ÇÅ¢ìÌõ þÃº¡ÂÉõ 
 «. ¸¡÷Àý - ¨¼ - ¬ì¨…Î, ¨†ðÃƒý, ¨¿ðÃƒý 
 ¬. ¨¿ðÃƒý, ¸¡÷Àý - ¨¼ - ¬ì¨…Î 
 þ. ¸¡÷Àý §Á¡É ¬ì¨…Î, ¿¢ì§¸¡Êý, ¾¡÷ 

  



±ñ §¸ûÅ¢¸û I II 
 ®. ¨¿ðÃŠ ¬ì¨…Î, ¾¡÷, ¿¢ì§¸¡Êý 

9. Ò¨¸ôÀ¢ÊôÀ¾¡ø ¸£úÅÕõ ¦¾¡üÚ §¿¡ö ÅÕõ? 
 «. º¢Ú¿£÷ ¦¾¡üÚ 
 ¬. ¸¡Ð ¦¾¡üÚ 
 þ. Ñ¨ÃÂ£Ãø ¦¾¡üÚ 
 ®. Ì¼ø ¦¾¡üÚ 

  

10. Ò¨¸ôÀ¢ÊôÀ¾¡ø ¸¡üÚ¨ÀÂ¢ø ²üÀÎõ þÚ¾¢ Å¢¨Ç× 
 «. ¿¢Ãó¾Ã ÀØÐ 
 ¬. Á¡üÈìÜÊÂ ÀØÐ 
 þ. ¾Îì¸ìÜÊÂ ÀØÐ 
 ®. ¾ü¸¡Ä¢¸ ÀØÐ 

  

11. ´Õ º¢¸¦ÃðÊø ºÃ¡ºÃ¢Â¡¸ ¯ûÇ ¿¢ì§¸¡Êý «Ç× 
 «. 15 Á¢.¸¢ 
 ¬. 5 Á¢.¸¢ 
 þ. 1 Á¢.¸¢ 
 ®. 10 Á¢.¸¢ 

  

12. ¿¡ûÀð¼ Ñ¨ÃÂ£Ãø «¨¼ôÒ §¿¡¨Â ¸ñ¼È¢Ôõ ¸ÕÅ¢Â¢ý 
¦ÀÂ÷ ±ýÉ? 
 «. Á¡÷Ò ±ìŠ§Ã 
 ¬. ®.®.ƒ¢ 
 þ. Š¨À§Ã¡¦ÁðÃ¢ 
 ®. ®.º¢.ƒ¢ 

  

13. ¿¡ûÀð¼ Ñ¨ÃÂ£Ãø «¨¼ôÒ §¿¡Â¢ý «È¢ÌÈ¢¸û ±ýÉ? 
 «. ºÇ¢À¢Êò¾ø, þÕÁø, ¾¨ÄÅÄ¢ 
 ¬. ¿£Êò¾ þÕÁø, ãîÍ Å¢ÎÅ¾¢ø º¢ÃÁõ, ¦¿ïÍ ÅÄ¢ 
 þ. ÁÂì¸õ, þÃò¾ Å¡ó¾¢, ±¨¼ Ì¨È¾ø 
 ®. ¦¿ïÍ ÅÄ¢, Ì¨ÈÅ¡É þÃò¾ «Øò¾õ 

  

14. ¿¡ûÀð¼ Ñ¨ÃÂ£Ãø §¿¡¨Â ¾ÎôÀ¾ü¸¡É º¢Èó¾ ÅÆ¢ ±ýÉ? 
 «. Ò¨¸À¢ÊôÀ¨¾ ¾Å¢÷ôÀÐ 
 ¬. ÁÐ «ÕóÐ¾¨Ä ¾Å¢÷ôÀÐ 
 þ. ¦¸¡ØôÒ ¿¢¨Èó¾ ¯½¨Å ¾Å¢÷ôÀÐ 
 ®. «¨ºÅ ¯½¨Å ¾Å¢÷ôÀÐ 

  

15. Ò¨¸ À¢Êò¾¨Ä ¿¢Úò¾¢Â À¢ÈÌ À¢ýÅÕõ ±ùÅÇ× Å¡Ãí¸Ç¢ø 
Ñ¨ÃÂ£ÃÄ¢ý ¦ºÂøÀ¡Î Óý§ÉÚ¸¢ÈÐ? 
 «. 1 Å¡Ãõ 
 ¬. 4 Å¡Ãí¸û 
 þ. 8 Å¡Ãí¸û 
 ®. 12 Å¡Ãí¸û 

  

16. Ò¨¸ôÀ¢Êò¾¨Ä ¿¢Úò¾¢Â À¢ÈÌ ²üÀÎõ Å¢¨Ç×¸û 
Ì½ôÀÎò¾ ¦ºöÔõ ÁÕòÐÅ Ó¨È?  
 «. ¿¢ì§¸¡Êý Á¡üÚ º¢¸¢î¨º 
 ¬. ¿¡÷§¸¡Êì º¢¸¢î¨º 
 þ. ¦¿Ò¨Äº÷ º¢¸¢î¨º 
 ®. ºòÐ½× º¢¸¢î¨º 
 

  

17. ´Õ ¾É¢¿À÷ Ò¨¸ôÀ¢ÊôÀ¨¾ ¿¢Úò¾ Ó¾Ä¢ø §¾¨ÅÂ¡ÉÐ  
 «. ÀÃ¢Í 
 ¬. °ì¸õ 
 þ. º¢¸¢î¨º 
 ®. ¯½× 

  



±ñ §¸ûÅ¢¸û I II 
 

18. §Å¨Ä ¦ºöÔõ þ¼ò¾¢ø ¿¡ûÀð¼ Ñ¨ÃÂ£Ãø §¿¡Â¢ø 
«À¡Âò¾¢Ä¢ÕóÐ ¾Îì¸ §¾¨ÅÂ¡É ¦ºÂø? 
 «. Ò¨¸Â¢øÄ¡ §Å¨ÄÂ¢¼õ 
 ¬. §Å¨Ä ¾¢ð¼Á¢¼ø 
 þ. º¸ ¿øÄ ¯È× 
 ®. ¸¡üÚ À¾É¡ì¸¢Â¢ø §Å¨Ä ¦ºöÅ¨¾ ¾Å¢÷ò¾ø 

  

19. Å£ðÊø ¯¼ýÀ¡ðÎ Ò¨¸À¢Êò¾¨Ä ¾Å¢÷ì¸ ¦ºöÂ §ÅñÊÂÐ 
 «. Å£ðÊø Ò¨¸À¢Êì¸¡¾ ¦¸¡û¨¸Â¡¸ ¸¨¼ôÀ¢Êò¾ø 
 ¬. Å£ðÊø ¸¡ü§È¡ð¼õ «¾¢¸Ã¢ì¸×õ 
 þ. «¨È¸û ±ñ½¢ì¨¸ «¾¢¸Ã¢ì¸×õ 
 ®. Å£ðÊø Íò¾õ 

  

20. ¿¡ûÀð¼ Ñ¨ÃÂ£Ãø «¨¼ôÒ ÅÃ¡Áø ¾Îì¸ ±ÎòÐì ¦¸¡ûÇ 
§ÅñÊÂ ¯É× 
 «. ºÃ¢Å¢¸¢¾ ¯½× 
 ¬. Ì¨Èó¾ ¦¸¡ØôÒ ¯½× 
 þ. Ì¨Èó¾ ¯ôÒ ¯½× 
 ®. «¨ºÅ ¯½× 

  

 

¦Á¡ò¾ Á¾¢ô¦Àñ – 20(100%) 

§À¡ÐÁ¡É «È¢×  : ≥71 – 100% 

Á¢¾Á¡É «È¢×  : 41 – 70% 

Ì¨Èó¾ «È¢×  : ≤40% 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



À¢Ã¢× - 2 

¿¡ûÀð¼ Ñ¨ÃÂ£Ãø «¨¼ôÒ §¿¡ö ¾ÎôÒ ÀüÈ¢Â ÁÉôÀ¡íÌ «È¢Ôõ  

«Ç× §¸¡ø 

 

±ñ. ÜüÚ Ó.Á Á ³ Ó.² ² I II 

1. Ò¨¸À¢Êò¾ø ¯¼ÖìÌ §¸Î.        

2. Ò¨¸À¢ÊìÌõ ¿¢¨É¨Å Å¢ÎÅÐ Á¢¸×õ 

º¢ÃÁõ. 

       

3. Ò¨¸À¢Êò¾ø ±ý Ñ¨ÃÂ£Ã¨Ä À¡¾¢ìÌõ.        

4. ¦ÀÕõÀ¡Öõ §¿Ãõ ¿¡ý Ò¨¸À¢ÊìÌõ 

ÀÆì¸õ ¦¸¡ñ¼Å÷¸Ç¢¼õ ¸Æ¢ô§Àý. 

       

5. ¿¡ý Ò¨¸À¢Êò¾¨Ä ¨¸Å¢ð¼¡ø ±ý 

ÌÎõÀò¾¢É÷ Á¸¢úîº¢ «¨¼Å÷. 

       

6. Ò¨¸À¢Êò¾ø ±ý ÍÅ¡º ãîÍ Å¢Î¾¨Ä 

À¡¾¢ì¸Å¢ø¨Ä. 

       

7. Ò¨¸À¢Êò¾ø Ñ¨ÃÂ£ÃÄ¢ý ¦ºÂøÀ¡ð¨¼ 

Ì¨ÈìÌõ. 

       

8. ¿¡ý ÀÄ ºÁÂõ Ò¨¸À¢Êì¸ ²íÌ§Åý.        

9. Ò¨¸ôÀ¢ÊôÀ¾¡ø ¿¡ý Ñ¨ÃÂ£Ãø §¿¡öìÌ 

«Ç¡¸ìÜÎõ. 

       

10. ¿¡ý «¾¢¸õ Ò¨¸ôÀ¢ÊôÀ¾¡ø 

¬§Ã¡ì¸¢Âò¨¾ ¦¸ÎòÐ ¦¸¡û¸¢§Èý. 

       

11. Ò¨¸À¢Êò¾¨Ä Å¢Î¾ø Á¢¸×õ 

º¢ÃÁÁ¡ÉÐ. 

       

12. Ò¨¸À¢Êò¾¨Ä Å¢ÎÅÐ ÁðÎ§Á Ñ¨ÃÂ£Ãø 

§¿¡¨Â ¾Îì¸¡Ð. 

       

13. Ò¨¸À¢Êì¸¡Áø þÕôÀÐ Á¢Ìó¾ ÁÉ 

«Øò¾ò¨¾ ¦¸¡Îì¸¢ÈÐ. 

       

14. Ò¨¸À¢ÊôÀ¾¡ø ±ý ¬§Ã¡ì¸¢Âò¾¢üÌ 

¾£íÌ ±ýÈ¡Öõ ¿¡ý Ò¨¸À¢Êì¸ 

Å¢ÕõÒ¸¢§Èý. 

       

15. ±ý ÌÎõÀò¾¢É÷ Óý ¿¡ý 

Ò¨¸ôÀ¢ÊôÀ¾¢ø¨Ä. 

       



±ñ. ÜüÚ Ó.Á Á ³ Ó.² ² I II 

16. Ò¨¸À¢Êò¾¨Ä Å¢ð¼¡ø ¿¡ý 

¬§Ã¡ì¸¢ÂÁ¨¼§Åý. 

       

17. ¿¡ý Ò¨¸À¢Êò¾¨Ä ÀÂýÀÎò¾ 

àñÎõ ¿¢¸úîº¢¸Ç¢ø ¸ÄóÐ 

¦¸¡ûÅ¾¢ø¨Ä 

       

18. ±ý ¿ñÀ÷¸û Ò¨¸À¢Êì¸ «¨ÆìÌõ 

§À¡Ð ÁÚì¸ ÓÊÂÅ¢ø¨Ä. 

       

19. Ò¨¸ôÀ¢Êò¾ø ±ý Å¡ú¿¡¨Ç 

Ì¨Èì¸¢ÈÐ. 

       

20. Ò¨¸ À¢ÊìÌõ ÀÆì¸ò¾¢üÌ ¿¡§É 

¸¡Ã½õ. 

       

 

Á¾¢ô¦Àñ: 

ÜüÚ §¿÷Á¨È ÜüÚ ±¾¢÷Á¨È ÜüÚ 

Ó.Á – ÓØ¨ÁÂ¡¸ ÁÚì¸¢§Ã±ý 1 5 

Á – ÁÚì¸¢§Èý  2 4 

³ - ³ÂôÀ¡Î 3 3 

² - ²ü¸¢§Èý 4 2 

Ó.² - ÓØ¨ÁÂ¡¸ ²ü¸¢§Èý 5 1 

 

¦Á¡ò¾ Á¾¢ô¦Àñ – 100 

§À¡ÐÁ¡É «È¢×  : ≥71 – 100% 

Á¢¾Á¡É «È¢×  : 41 – 70% 

Ì¨Èó¾ «È¢×  : ≤40%  

 

 

 

 

 

 

 

 



À¢Ã¢× - 3 

¿¢ì§¸¡Êý «Ê¨Á ÀÆì¸ò¨¾ «È¢Ôõ «Ç×§¸¡û (·§À¸÷ŠÀ¡÷õ) 

 

±ñ. ¦À¡Õû 
>60 
¿¢Á¢¼õ 

31-60 
¿¢Á¢¼õ 

5 – 30 
¿¢Á¢¼õ 

<5 
¿¢Á¢¼
õ 

I II 

1 ¸¡¨ÄÂ¢ø ±Îò¾×¼ý ±ùÅÇ× 

§¿Ãò¾¢ø Ó¾ø º¢¸¦Ãð 

Ò¨¸ôÀ¢ÊôÀ£÷¸û? 

(0) (01) (02) (03)   

2 “Ò¨¸À¢Êì¸ Ü¼¡Ð” ±ýÚ 

«È¢Å¢ò¾ þ¼ò¾¢ø 

Ò¨¸À¢Ê¸¡ÁÄ¢ÕôÀÐ º¢ÃÁÁ¡¸ 

þÕì¸¢È¾¡? 

þø¨Ä 

(0) 

¬õ 

(1) 

    

3 ±ó¾ §¿ÃòÐ º¢¸¦Ãð¨¼ Å¢ÎÅÐ 

Á¢¸×õ º¢ÃÁõ? 

²¾¡ÅÐ 

(0) 

¸¡¨ÄÂ¢ø 
Ó¾ø 

Ó¾Ä¡ÅÐ 
(1) 

    

4 ´Õ ¿¡ÙìÌ ±ò¾¨É º¢¸¦Ãð 

Ò¨¸À¢ÊôÀ£÷¸û? 

<10 

(0) 

11-20 

(1) 

21-30 

(2) 

>30 

(3) 

  

5 ÁüÈ §¿Ãí¸¨Ç Å¢¼ ¸¡¨Ä 

±Øó¾×¼ý «¾¢¸Á¡¸ Ò¨¸ 

À¢Êô§Àý 

þø¨Ä 

(0) 

¬õ 

(1) 

    

6 §¿¡ÔüÚ þÕìÌõ §À¡Ð Ü¼ 

¿£í¸û Ò¨¸À¢ÊôÀ£÷¸Ç¡? 

þø¨Ä 

(0) 

¬õ 

(1) 

    

 

¦Á¡ò¾ Á¾¢ô¦Àñ : 10 

¿¢ì§¸¡Êý «Ê¨Á Å¨¸ôÀÎòÐ¾ø : 

0 – 2  - Á¢¸ Ì¨Èó¾ «Ê¨Á 

3 – 5  - Á¢¾Á¡É «Ê¨Á 

6 – 7  - «¾¢¸Á¡É «Ê¨Á 

8 – 10 - Á¢¸ «¾¢¸Á¡É «Ê¨Á 

 

 

 

 



À¢Ã¢× - 4  

Ñ¨ÃÂ£Ãø ¦ºÂøÀ¡Î ÀüÈ¢ «È¢Â ¯¾×õ  

Š¨À§Ã¡¦ÁðÃ¢ §º¡¾¨É 
 

 

¿¢¨Ä ¦À¡Õû 
§º¡¾¨É 

1 

§º¡¾¨É 

2 

§º¡¾¨É 

3 
I II 

1: FEV1/FVC<70% 

FEV1 80% ¸½¢ò¾¨¾ Å¢¼ 

«¾¢¸õ («) ºÁÁ¡ÉÐ þÕÁø 

ºÇ¢ þÕóÐ («) þøÄ¡Áø  

     

II:  

Á¢¾Á¡É 

FEV1/FVC<70% 

FEV1 50-79% ¸½¢ò¾¨¾ Å¢¼ 

«¾¢¸õ  

     

III:  

¸Î¨ÁÂ¡É 

FEV1/FVC<70% 

FEV1 30-49% ¸½¢ò¾¾¢üÌ 

Ì¨ÈÅ¡¸ 

     

IV: 

Á¢¸ 

¸Î¨ÁÂ¡É 

FEV1/FVC<70% 

FEV1<30% («) <50% 

Ñ¨ÃÂ£Ãø ¦ºÂÄ¢ÆôÒ* 

     

 

 

 

 

 



 

 

 



LESSON PLAN FOR HEALTH EDUCATION 

 

 

Topic     : Prevention of chronic obstructive pulmonary disease 

Group     : Male Adults. 

Place     : Keezhkondaiyar, Arakampakkan.  

Duration    : 40 mts. 

Method of Teaching   : Lecture, discussion 

A.V. Aids     : Flash cards, charts 

Pre-Requisite For the group : The group knows about the ill effects of smoking on their Respiratory function.  

 

 

 

 

 

 

 

 

 

 

 



GENERAL OBJECTIVE: 

 At the end of the teaching the male adults will acquire knowledge  regarding prevention of chronic obstructive pulmonary disease, 

develops desirable attitude towards its prevention  and follow in practice. 

 

SPECIFIC OBJECTIVES:  

The male adults will be able to 

•  brief the structure & functions of organs of respiration . 

• define chronic obstructive pulmonary disease. 

• enlist the causes of  chronic  obstructive pulmonary disease. 

• describe the pathophysiology of  COPD.   

• enumerate the clinical features of  COPD.   

• list the diagnostic test for COPD. 

• explain the strategy to  prevent  COPD.  

• mention the methods of quit smoking. 

• brief the importance of breathing exercise on lungs. 

• explain the benefits of quit smoking 

 

 

 

 

 



 

S.No. Time 
Specific 

objectives 
Content 

Teachers 

Learners 

Activity 

A.V 

Aids 
Evaluation 

1 3 mts Introduce 

The topic 

 “Health is wealth”. Lungs are the vital organs of 

respiration. The function of the lungs gets affected when 

an individual smokes leading to chronic obstructive 

pulmonary disease. To prevent this total disease, 

cessation of smoking is necessary.     

Teacher 

Introduces the 

topic. 

- - 

2 5 mts  Brief the structure 

and function of 

organs of 

respiration 

 The nose, Pharynx, larynx constitute the upper 

respiratory tract. The trachea, bronchus, the lungs 

constitute the lower respiratory tract. The respiratory tract 

is responsible for movement of air in and out of the 

airways. When a human being inhales, air travels down 

the trachea, through the bronchial tubes, and into the 

lungs. In the lungs, oxygen from the inhaled air is 

transferred into the blood and circulated throughout the 

body. Carbon dioxide (CO2) is transferred from returning 

blood back into gaseous form in the lungs and exhaled 

through the lower respiratory tract and then the upper, to 

complete the process of breathing. 

 

Teacher explains 

and the Learners 

Listen 

Chart 

 

 

What is the 

function of 

lungs? 

 



S.No. Time 
Specific 

objectives 
Content 

Teachers 

Learners 

Activity 

A.V 

Aids 
Evaluation 

3. 2 mts Define chronic 

obstructive 

pulmonary disease 

Definition. 

 Chronic obstructive pulmonary disease (COPD) is 

a preventable and treatable disease state characterized by 

airflow limitation that is not fully reversible. 

  

 

 

4. 4 mts List the causes and 

risk factors of 

COPD 

 The major risk factor for developing COPD is 

cigarette smoking. 

 Carbon monoxide (CO) is a component of  

tobacco smoke. CO has a high affinity for hemoglobin 

and combines with it more readily than does O�, thereby 

reducing the smoker’s  O�- carrying capacity. The smoker 

inhales a lower percentage of  O� than normal, resulting 

in less O� available at the alveolar level. 

Teacher   explains 

with the help of 

flash card. 

Learners listen 

 

Flash cards 

 

what are the 

risk factors 

for COPD? 

5. 7 mts Describe the 

Effect of smoking 

on lungs. 

Effect of smoking on lungs 

Inhalation of noxious particle and gases (cigarette smoke) 

 

Release  of inflammatory mediators 

 

mediators cause damage to the lung tissue. 

 

Teachers discuses 

the effect of 

smoking on lungs.  

Learner & ask 

doubts 

Chart 

 

 

 
 

What is the 

effect 

smoking on 

lungs? 



S.No. Time 
Specific 

objectives 
Content 

Teachers 

Learners 

Activity 

A.V 

Aids 
Evaluation 

Inflammation of  the airways 

 

Destruction of the lung parenchyma 

6. 2 mts Enumerate the 

clinical features of 

COPD 

Clinical manifestations  

• Intermittent Cough 

• Dyspnea  

• Wheezing 

• Chest Tightness 

• Weight Loss 

• Anorexia 

Teacher explains 

with 

the help of Flash 

card. 

Learners listen 

- What are the 

clinical 

features of 

COPD? 

 

7. 3 mts Mention the 

Diagnostic  test for 

COPD 

The diagnosis for COPD includes; 

• History and physical examination. 

• Spirometry test to assess the pulmonary function. 

• Chest x-ray. 

Teacher lists and 

learners clarify 

doubts 

-  

8. 5 mts Explain  the 

Strategy to prevent 

COPD. 

Smoking cessation 

• It is the single most effective and cost-effective-

intervention to reduce the risk of developing 

COPD and stop its progression. 

• Emphasize tobacco cessation strongly. 

Teacher discuss 

the 

management and 

learner listens. 

 

- 

 

 

 

 

- 



S.No. Time 
Specific 

objectives 
Content 

Teachers 

Learners 

Activity 

A.V 

Aids 
Evaluation 

• Educate the link of tobacco smoking with lung 

impairment. 

• Explain the positives of quitting 

• Educate on substituting maladaptive behavior like 

anger with the adaptive ones 

like exercising, removing 

oneself from the situation and utilizing skills to 

manage triggers. 

• Advise about nicotine replacement therapy. 

• Reinforce the availability of professional help in 

terms of behavioral support and NRT. 

• Emphasize that  smoking is an addiction and not a 

personal choice or lifestyle. 

 

 

 

Teacher explains 

with the help of 

flash cards. 

clarifies doubts. 

 

 

 

 

- 

9. 2 mts Mention the 

methods of quit 

smoking 

Methods 

 Quitting tobacco is a personal choice and very 

individualized. the following methods are used. 

Going cold turkey: 

It involves quitting all at once and spontaneously. 

 

   



S.No. Time 
Specific 

objectives 
Content 

Teachers 

Learners 

Activity 

A.V 

Aids 
Evaluation 

Tapering Off: 

 It involves gradually reducing smoking and then 

stopping completely.  

Medication: 

 Medication also helps in quit smoking. Medicines 

come in various forms like gums, patch, spray. 

10. 3 mts Brief the effect of 

breathing exercise 

on lung function. 

Breathing exercise  

 Breathing exercise strengthens the muscles of 

respiration and improves the gas exchange and 

oxygenation. A daily five minute practice of morning and 

night of alternate nostril breathing is great way to remove 

stale air and impurities from the bottom of lungs. 

   

11. 2 mts Enumerate the 

benefits of  quit 

smoking 

The Benefits Of Quit Smoking. 

 

Within Hours: 

• The pulse and blood pressure return to normal by 

20 mts. 

• Oxygen returns to normal within 8 hrs. 

• All carbon dioxide is eliminated and the lung start 

   



S.No. Time 
Specific 

objectives 
Content 

Teachers 

Learners 

Activity 

A.V 

Aids 
Evaluation 

to clear mucus by 24 hrs. 

• Nicotine in the blood gets eliminated by 48 hours. 

 

Within days: 

• Senses of taste and smell improves 

• Circulation improves. 

• Breathing becomes easier as bronchial tubes relax. 

 

Within months: 

 The lung function increases by 5-10% by 3-9 

months. 

 

Within years: 

 Overall life expectancy increases. 

12. 2 mts Conclude the topic  COPD is a preventable disease. Good lifestyle 

practices like smoking cessation, good nutrition, exercise, 

avoidance of environmental smoke and allergic 

substances will make a person live healthy. 
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¦À¡ÐÅ¡É ¦ºÂø §¿¡ì¸õ: 

 þó¾ À¡¼ò¾¢ð¼ò¾¢ý ÓÊÅ¢ø Ò¨¸ôÀÆì¸õ ¯ûÇ ¬ñ¸û ¿¡ûÀð¼ Ñ¨ÃÂ£Ãø «¨¼ôÒ §¿¡ö ¾ÎôÒ ÀüÈ¢ Å¢Çì¸Á¡¸ 

±ÎòÐ ÜÈ×õ «¨¾ôÀüÈ¢ ºÃ¢Â¡É «À¢ôÀ¢Ã¡Âõ ¦¸¡ûÇ×õ, ¾ÎìÌõ Ó¨È¸¨Ç ºÃ¢Â¡¸ ¸¨¼ôÀ¢Êì¸×õ ¦ºö¾ø.�

�

ÌÈ¢ôÀ¡É ¦ºÂø §¿¡ì¸õ:  

þó¾ À¡¼ò¾¢ð¼ò¾¢ý ÓÊÅ¢ø ¸£ú¸ñ¼ ¦ºÂø¸¨Ç ¬ñ¸û ¦ºöÂ ÓÊÔõ. 

• ÍÅ¡º «¨ÁôÒ ÀüÈ¢ Å¢ÅÃ¢ò¾ø. 

• Ñ¨ÃÂ£Ãø «¨¼ôÒ §¿¡ö ÀüÈ¢Â «÷ò¾õ. 

• Ñ¨ÃÂ£Ãø «¨¼ôÒ §¿¡ö ÅÕÅ¾ü¸¡É ¸¡Ã½í¸û ÁüÚõ ¬ÀòÐ ¸¡Ã½¢¸¨Ç ÜÚ¾ø. 

• Ò¨¸ôÀ¢ÊôÀ¾¡ø Ñ¨ÃÂ£ÃÄ¢ø ²üÀÎõ À¡¾¢ô¨À Å¢ÅÃ¢ò¾ø.   

• ¿¡ûÀð¼ Ñ¨ÃÂ£Ãø «¨¼ôÒ §¿¡ö¸¡É «È¢ÌÈ¢¸¨Ç ÀðÊÂÄ¢Î¾ø.   

• ¿¡ûÀð¼ Ñ¨ÃÂ£Ãø «¨¼ôÒ §¿¡ö ¸ñ¼È¢Ôõ ÀÃ¢§º¡¾¨É¨Â ÌÈ¢ôÀ¢Î¾ø. 

• ¿¡ûÀð¼ Ñ¨ÃÂ£Ãø «¨¼ôÒ §¿¡ö ¾ÎôÀ¾ü¸¡É ÅÆ¢Ó¨È¸¨Ç Å¢ÇìÌ¾ø.  

• Ò¨¸ôÀÆì¸õ ¨¸Å¢Î¾Öì¸¡É Ó¨È¸¨Ç Å¢ÇìÌ¾ø. 

• ÍÅ¡º ÀÂ¢üº¢Â¢É¡ø Ñ¨ÃÂ£ÃÄ¢ø ²üÀÎõ ÀÂý¸¨Ç ÍÕì¸¢ ÜÚ¾ø. 

• Ò¨¸ôÀÆì¸õ Å¢ÎÅ¾¡ø ²üÀÎõ ¿ý¨Á¸¨Ç ÀðÊÂÄ¢Î¾ø. 

 

 

 

 

 



 

Å.±ñ §¿Ãõ 
ÌÈ¢ôÀ¡É ¦ºÂø 

§¿¡ì¸õ 
¦À¡ÕÇ¼ì¸õ 

¸üÀ¢ôÀÅ÷ 
¸üÀÅ÷ ¦ºÂøÀ¡Î 

A.V 
Aids 

Á¾¢ôÀ¢Î¾ø 

1 3 

¿¢Á¢¼õ 

ÓýÛ¨Ã “§¿¡ÂüÈ Å¡ú§Å Ì¨ÈÅüÈ ¦ºøÅõ”. 

Ñ¨ÃÂ£Ãø ÍÅ¡ºò¾¢ü¸¡É Óì¸¢Â ¯ÚôÒ. ´Õ 

¿À÷ Ò¨¸ À¢ÊìÌõ §À¡Ð Ñ¨ÃÂ£Ãø 

§Å¨ÄôÀ¡Î À¡¾¢ì¸ôÀðÎ  ¿¡ûÀð¼ Ñ¨ÃÂ£Ãø 

«¨¼ôÒ §¿¡ö ÅÕ¸¢ÈÐ. þó§¿¡ö 

ÅÃ¡ÁÄ¢Õì¸ Ò¨¸ôÀÆì¸ò¨¾ ¨¸Å¢Î¾ø 

§¾¨ÅÂ¡ÉÐ. 

 

¸üÀ¢ôÀÅ÷ 

¾¨ÄôÀ¢¨É 

«È¢Ó¸ôÀÎòÐ¾ø 

- - 

2 5 
¿¢Á¢¼õ 

ÍÅ¡º «¨ÁôÀ¢ý 

¸ð¼¨ÁôÒ ÁüÚõ 

¦ºÂøÀ¡Î ÀüÈ¢ 

ÍÕì¸¢ Å¢ÇìÌ 

Ñ¨ÃÂ£Ãø ¸ð¼¨ÁôÒ ÁüÚõ ¦ºÂøÀ¡Î: 

 ãìÌ, ¦¾¡ñ¨¼, ÌÃø¸¨Ç 

§ÁøÍÅ¡º À¡¨¾ ¬¸¢ýÈÉ. §Áø ãîÍ 

ÌÆø, ãîÍ ÌÆ¡ö, Ñ¨ÃÂ£Ãø ¸£ú 

ÍÅ¡ºôÀ¡¨¾ ¬¸¢ýÈÉ. ´Õ ÁÉ¢¾ý 

ÍÅ¡º¢ìÌõ §À¡Ð ¸¡üÚ ãîÍÌÆ¡ö¸¨Ç 

ãÄõ ¸£§Æ, ÀÂ½õ ¦ºöÐ (Å¡Ô) 

þÃò¾ò¾¢ø ¸Äì¸¢ÈÐ. þ¾Âõ ãÄõ ¯¼ø 

ÓØÅÐõ Å¢¿¢§Â¡¸¢ì¸ôÀÎ¸¢ÈÐ. þÃò¾ò¾¢ø 

¯ûÇ ¸Ã¢Á¢ÄÅ¡Ô Ñ¨ÃÂ£Ã¨Ä «¨¼óÐ 

¦ÅÇ¢§ÂüÈô ÀÎ¸¢ÈÐ. 

¸üÀ¢ôÀÅ÷ 

Å¢ÅÃ¢ò¾ø ÁüÚõ 

¸üÀÅ÷ ¸ÅÉ¢ò¾ø 

 

Å¢Çì¸ôÀ¼õ 

 

 

Ñ¨ÃÂ£ÃÄ¢ý 

¦ºÂøÀ¡Î 

±ýÉ? 



Å.±ñ §¿Ãõ 
ÌÈ¢ôÀ¡É ¦ºÂø 

§¿¡ì¸õ 
¦À¡ÕÇ¼ì¸õ 

¸üÀ¢ôÀÅ÷ 
¸üÀÅ÷ ¦ºÂøÀ¡Î 

A.V 
Aids 

Á¾¢ôÀ¢Î¾ø 

3. 2 

¿¢Á¢¼õ  

¿¡ûÀð¼ 

Ñ¨ÃÂ£Ãø 

«¨¼ôÒ §¿¡ö 

±ýÈ¡ø ±ýÉ? 

Å¨ÃÂ¨È. 

 ¿¡ûÀð¼ Ñ¨ÃÂ£Ãø «¨¼ôÒ §¿¡ö 

±ýÀÐ ¾Îì¸ ÁüÚõ Ì½ôÀÎò¾ ÜÊÂ 

§¿¡ö. «¾É¡ø ²üÀÎõ ¸ü§È¡ð¼ Å¨ÃÂ¨È 

ÓØ¨ÁÂ¡¸ Á¡üÈ ÓÊÂ¡¾Ð. 

  

 

 

4. 4 

¿¢Á¢¼õ 

Ñ¨ÃÂ£Ãø 

«¨¼ôÒ §¿¡ö 

ÅÕÅ¾ü¸¡¸ 

¸¡Ã½õ ÁüÚõ 

¬ÀòÐ 

¸¡Ã½¢¸¨Ç 

ÜÚ? 

¸¡Ã½õ ÁüÚõ ¸¡Ã½¢¸û: 

 ¿¡ûÀð¼ Ñ¨ÃÂ£Ãø «¨¼ôÒ §¿¡ö¸¡¸ 

Óì¸¢Â ¬ÀòÐ ¸¡Ã½¢ Ò¨¸ôÀÆì¸Á¡Ìõ. 

 Ò¨¸Â¢¨ÄÂ¢ø ¦ÅÇ¢ÅÕõ ¿îÍÒ¨¸ 

¸¡÷Àý §Á¡É¡ì¨ºÎ. þÐ þÃò¾ò¾¢ø 

¯ûÇ †£§Á¡Ì§Ç¡À¢Û¼ý §º÷óÐ, ÍÅ¡º 

Å¡Ô (O2) ±ÎòÐ ¦ºøÖõ ¾ý¨Á¨Â 

Ì¨Èì¸¢ÈÐ. þ¾É¡ø Ò¨¸ôÀ¢ÊôÀÅ÷¸Ç¢ý 

Ñ¨ÃÂ£ÃÄ¢ø ¯ûÇ ¸¡üÚ ¨À¸ÙìÌ ÍÅ¡º 

Å¡Ô Ì¨È¸¢ÈÐ. 

¸üÀ¢ôÀÅ÷ À¢Ç¡‰ 

«ð¨¼Â¢ý 

Ð¨½Ô¼ý 

Å¢ÅÃ¢ì¸¢È¡÷. 

¸üÀÅ÷ 

¸ÅÉ¢ì¸¢È¡÷ 

À¢Ç¡‰ 

«ð¨¼¸û 

 

Ñ¨ÃÂ£Ãø 

«¨¼ôÒ §¿¡ö 

ÅÕÅ¾ü¸¡¸ 

¬ÀòÐ 

¸¡Ã½¢¸û 

±ýÉ? 

5. 7 

¿¢Á¢¼õ 

Ò¨¸ôÀ¢ÊôÀ¾¡ø 

Ñ¨ÃÂ£ÃÄ¢ø 

²üÀÎõ À¡¾¢ô¨À 

Å¢ÅÃ¢? 

Ò¨¸ôÀÆì¸ò¾¡ø ²üÀÎõ À¡¾¢ôÒ: 

¿îÍ ¦À¡Õð¸¨Ç ÍÅ¡º¢ò¾ø 

 

«Æüº¢ ¸¡Ã½¢¸¨Ç àñÎ¾ø 

 

«Æüº¢ àñÎ¸û Ñ¨ÃÂ£Ã¨Ä À¡¾¢ò¾ø 

¸üÀ¢ôÀÅ÷ 

Ò¨¸ôÀ¢ÊôÀ¾¢ý 

Àì¸Å¢¨Ç¨Å 

ÀüÈ¢ 

¸ÄóÐ¨ÃÂ¡Î¸¢È¡÷ 

ÁüÚõ ¸üÀÅ÷ 

Å¢Çì¸ôÀ¼õ 
 
 

 
 

Ò¨¸ÀÆì¸ò¾¡ø 

Ñ¨ÃÂ£ÃÄ¢ø 

²üÀÎõ À¡¾¢ôÒ 

±ýÉ? 



Å.±ñ §¿Ãõ 
ÌÈ¢ôÀ¡É ¦ºÂø 

§¿¡ì¸õ 
¦À¡ÕÇ¼ì¸õ 

¸üÀ¢ôÀÅ÷ 
¸üÀÅ÷ ¦ºÂøÀ¡Î 

A.V 
Aids 

Á¾¢ôÀ¢Î¾ø 

 

¸¡üÚôÀ¡¨¾¸û «Æüº¢Â¨¼¾ø 

 

Ñ¨ÃÂ£ÃÄ¢ø º¢¨¾× 

ºó§¾¸í¸¨Ç 

§¸ð¸¢È¡÷. 

6. 2 

¿¢Á¢¼õ 

 ¿¡ûÀð¼ 

Ñ¨ÃÂ£Ãø 

«¨¼ôÒ 

§¿¡Âì¸¡É 

«È¢ÌÈ¢¸¨Ç 

ÀðÊÂÇ¢Î¾ø? 

«È¢ÌÈ¢¸: 

• þ¨¼ôÀð¼ þÕÁø 

• ãîÍÅ¢Î¾Ä¢ø º¢ÃÁõ  

• ãîÍ ¾¢½Èø 

• ¦¿ïÍ þÚì¸õ 

• ±¨¼ þÆôÒ 

• Àº¢Â¢ý¨Á 

¸üÀ¢ôÀÅ÷ À¢Ç¡‰ 

«ð¨¼Â¢ý ãÄõ 

Å¢ÇìÌ¸¢È¡÷. 

¸üÀÅ÷ 

¸ÅÉ¢ì¸¢È¡÷. 

- ¿¡ûÀð¼ 

Ñ¨ÃÂ£Ãø 

«¨¼ôÒ 

§¿¡Âì¸¡É 

«È¢ÌÈ¢¸¨Ç 

±ý¦ÉýÉ? 

 

7. 3 

¿¢Á¢¼õ 

¿¡ûÀð¼ 

Ñ¨ÃÂ£Ãø 

«¨¼ôÒ §¿¡ö 

¸ñ¼È¢Ôõ 

ÀÃ¢§º¡¾¨É¨Â 

ÌÈ¢ôÀ¢Î 

ÀÃ¢§º¡¾¨É: 

• ÅÃÄ¡Ú. 

• ¯¼ø ÀÃ¢§º¡¾¨É. 

• ±ìŠ-§Ã. 

• Š¨À§Ã¡¦ÁðÃ¢ §º¡¾¨É 

¸üÀ¢ôÀÅ÷ 

ÀðÊÂÄ¢Î¸¢È¡÷ 

ÁüÚõ ¸üÀÅ÷ 

ºó§¾¸í¸¨Ç 

¿¢Å÷ò¾¢ 

¦ºöÐì¦¸¡û¸¢È¡÷ 

-  

8. 5 

¿¢Á¢¼õ 

¿¡ûÀð¼ 

Ñ¨ÃÂ£Ãø 

«¨¼ôÒ §¿¡ö 

Ò¨¸ÀÆì¸ò¨¾ ¨¸Å¢Î¾ø 

• Ò¨¸ôÀÆì¸õ ¨¸Å¢ÎÅÐ ´ý§È 

º¢ÈôÀ¡É, º¢ì¸ÉÁ¡É Ó¨È. 

¸üÀ¢ôÀÅ÷ 

ºÁ¡Ç¢ìÌõ 

Ó¨È¸û ÀüÈ¢ 

- 

 

 

- 



Å.±ñ §¿Ãõ 
ÌÈ¢ôÀ¡É ¦ºÂø 

§¿¡ì¸õ 
¦À¡ÕÇ¼ì¸õ 

¸üÀ¢ôÀÅ÷ 
¸üÀÅ÷ ¦ºÂøÀ¡Î 

A.V 
Aids 

Á¾¢ôÀ¢Î¾ø 

¾ÎôÀ¾ü¸¡É 

ÅÆ¢Ó¨È¸¨Ç 

Å¢ÇìÌ 

• þÐ Ñ¨ÃÂ£Ãø «¨¼ôÒ §¿¡¨Â 

¾Îì¸×õ «Ð §ÁÖõ ÓüÈ¡ÁÖõ 

¾ÎìÌõ. 

• Ò¨¸ôÀÆì¸õ ¨¸ Å¢ÎÅ¨¾  

«Øò¾Á¡¸ ÜÈ §ÅñÎõ. 

• Ò¨¸ôÀÆì¸ò¾¢üÌõ Ñ¨ÃÂ£Ãø «¨¼ôÒ 

§¿¡öìÌõ ¯ûÇ ¦¾¡¼÷¨À ¸üÀ¢ì¸ 

§ÅñÎõ. 

• Ò¨¸ôÀÆì¸õ ¨¸Å¢ÎÅ¾¡ø ²üÀÎõ 

¿ý¨Á¸¨Ç Å¢Çì¸×õ. 

• Ò¨¸ôÀÆì¸õ ¨¸Å¢ÎÅ¾¡ø ²üÀÎõ 

«¼ì¸ÓÊÂ¡¾ ¬¨º¸¨Ç (±.¸¡.) 

¯¼üÀÂ¢üº¢, Ýú¿¢¨ÄÂ¢ø þÕóÐ 

Å¢Ä¸¢Â¢Õò¾ø §À¡ýÈ þ½ì¸Á¡É 

¿¼ò¨¾¸Ç¡ø ®Î¦ºöÂ §ÅñÎõ. 

• ¿¢ì§¸¡ðÊý Á¡üÚ º¢¸¢î¨º ÀüÈ¢ 

«È¢×Úò¾×õ. 

• ¿¢ì§¸¡ðÊý Á¡üÈ£Î º¢¸¢î¨º ÁüÚõ 

¿¼ò¨¾ ¬¾Ã×ìÌ ¦¾¡Æ¢ø º¡÷ó¾ 

¯¾Å¢ ¸¢¨¼ìÌõ ±ýÀ¨¾ 

¸ÄóÐ¨ÃÂ¡Î¸¢È¡÷ 

ÁüÚõ ¸üÀÅ÷ 

¸ÅÉ¢ì¸¢È¡÷ 

 

 

 

 

¸üÀ¢ôÀ¡÷ À¢Ç¡‰ 

«ð¨¼ì¦¸¡ñÎ 

Å¢ÇìÌ¸¢È¡÷. 

ºó§¾¸í¸¨Ç 

¿¢Å÷ò¾¢ 

¦ºö¸¢È¡÷. 

 

 

 

 

 

 

- 



Å.±ñ §¿Ãõ 
ÌÈ¢ôÀ¡É ¦ºÂø 

§¿¡ì¸õ 
¦À¡ÕÇ¼ì¸õ 

¸üÀ¢ôÀÅ÷ 
¸üÀÅ÷ ¦ºÂøÀ¡Î 

A.V 
Aids 

Á¾¢ôÀ¢Î¾ø 

ÅÄ¢ÔÚò¾×õ. 

9. 2 

¿¢Á¢¼õ 

Ò¨¸ÀÆì¸õ 

¨¸Å¢Î¾Öì¸¡É 

Ó¨È¸¨Ç 

Å¢Ç¡ìÌ 

Ó¨È¸û 

 Ò¨¸ÀÆì¸õ ¨¸Å¢Î¾ø ¾É¢ÁÉ¢¾Ã¢ý 

Å¢ÕôÀò¾¢ü§¸üÀ À¢ý ÅÕõ ²§¾Ûõ ÅÆ¢¨Â 

À¢ýÀüÈÄ¡õ. 

ÌÇ¢÷ ÐÕì¸¢ Ó¨È: 

 þÐ ¯¼ÛìÌ¼ý ÓØÅÐÁ¡¸ Ò¨¸ 

ÀÆì¸ò¨¾ ¨¸Å¢Î¾ø. 

º¢Ú¸ º¢Ú¸ Å¢Î¾ø: 

 þõÓ¨ÈÂ¢ø ¦¸¡ïº ¦¸¡ïºÁ¡¸ 

Ò¨¸ôÀÆì¸ò¨¾ Ó¾Ä¢ø ¨¸Å¢ðÎ À¢ÈÌ 

ÓØÅÐÁ¡¸ ¨¸Å¢¼§ÅñÎõ.  

ÁÕó¾¢ý ãÄõ: 

 þõÓ¨ÈÂ¢ø ÁÕó¾¢ý ¯¾Å¢Â¡ø Ò¨¸ 

ÀÆì¸õ ¨¸Å¢¼ §ÅñÎõ. þÐ ÁÕòÐÅÃ¢ý 

¯¾Å¢Ô¼ý ¦ºöÂ §ÅñÎõ. 

   

10. 3 

¿¢Á¢¼õ 

ÍÅ¡º 

ÀÂ¢üº¢Â¢É¡ø 

Ñ¨ÃÂ£ÃÄ¢ø 

²üÀÎõ 

ãîÍ ÀÂ¢üº¢:  

 ãîÍ ÀÂ¢üº¢ ÍÅ¡ºõ Å¢¼ ¯¾×õ 

¾¨º¸¨Ç ÅÖôÀÎò¾¢ Å¡Ô ÀÃ¢Á¡üÈò¨¾Ôõ 

À¢Ã¡½Å¡Ô ¯ð¦¸¡ûÅ¨¾ §ÁõÀÎòÐ¸¢ÈÐ 

   



Å.±ñ §¿Ãõ 
ÌÈ¢ôÀ¡É ¦ºÂø 

§¿¡ì¸õ 
¦À¡ÕÇ¼ì¸õ 

¸üÀ¢ôÀÅ÷ 
¸üÀÅ÷ ¦ºÂøÀ¡Î 

A.V 
Aids 

Á¾¢ôÀ¢Î¾ø 

ÀÂý¸¨Ç 

ÍÕì¸¢ Å¢ÇìÌ 

¾¢ÉÓõ 5 ¿¢Á¢¼õ §Áü¦¸¡ûÙõ Á¡üÚ ¿¡º¢ 

ÍÅ¡º ÀÂ¢üº¢ Ñ¨ÃÂ£ÃÄ¢ø ¯ûÇ ¿îÍ ÁüÚõ 

«ØìÌ¸¨Ç «¸üÈ¢ Íò¾Á¡ìÌõ. 

11. 2 

¿¢Á¢¼õ 

Ò¨¸ôÀÆì¸ò¨¾ 

¨¸Å¢ÎÅ¾¡ø 

²üÀÎõ 

¿ý¨Á¸¨Ç 

ÀðÊÂÄ¢Î¸ 

¿ý¨Á¸û: 

 

º¢ÄÁ½¢ §¿Ãí¸û: 

• ¿¡ÊòÐÊôÒ ÁüÚõ þÃò¾ «Øò¾õ 

20 ¿¢Á¢¼í¸Ç¢ø þÂøÀ¡Ìõ. 

• ÒÃ¡½Å¡Ô ¯ð¦¸¡ûÙÅ¾¡ø 8 Á½¢ 

§¿Ãò¾¢ø þÂøÀ¡Ìõ. 

• ¸Ã¢ÂÁ¢ÄÅ¡Ô ¦ÅÇ¢§ÂÈ¢ Ñ¨ÃÂ£Ãø 24 

§¿Ãò¾¢ø §¸¡¨Æ¨Â ¦ÅÇ¢§ÂüÈõ. 

• þÃò¾ò¾¢ø ¯ûÇ ¿¢ì§¸¡ðÊý «Ç× 

48 Á½¢ §¿Ãò¾¢ø ¦ÅÇ¢§ÂÚõ, 

 

º¢Ä ¿¡ð¸Ç¢ø: 

• Í¨Å ÁüÚõ Ñ¸Õõ ¯½÷× §ÁõÀÎõ. 

• þÃò¾ µð¼õ «¾¢¸Ã¢ìÌõ  

• ãîÍ ÌÆ¡ö ¾Ç÷Å¨¼Ôõ 

 

   



Å.±ñ §¿Ãõ 
ÌÈ¢ôÀ¡É ¦ºÂø 

§¿¡ì¸õ 
¦À¡ÕÇ¼ì¸õ 

¸üÀ¢ôÀÅ÷ 
¸üÀÅ÷ ¦ºÂøÀ¡Î 

A.V 
Aids 

Á¾¢ôÀ¢Î¾ø 

 

º¢Ä Á¡¾í¸Ç¢ø: 

 Ñ¨ÃÂ£Ãø ¦ºÂøÀ¡Î 3 – 9 

Á¡¾í¸Ç¢ø «¾¢¸Ã¢ìÌõ. 

 

º¢Ä ÅÕ¼í¸Ç¢ø: 

 ¬Ôû «¾¢¸Ã¢ìÌõ. 

12. 2 

¿¢Á¢¼õ 

ÓÊ×¨Ã  ¿¡ûÀð¼ Ñ¨ÃÂ£Ãø «¨¼ôÒ §¿¡ö 

¾Îì¸ìÜÊÂ §¿¡Â¡Ìõ. ¿øÄ Å¡úì¨¸ 

¿¨¼Ó¨È ãÄõ þó§¿¡¨Â ¾ÎòÐ 

¬§Ã¡ì¸¢ÂÁ¡É Å¡úì¨¸¨Â Å¡ÆÄ¡õ. 

   

 



STRUCTURED COUNSELLING PROGRAM 

PLAN FOR COUNSELLING PROGRAM 

 

 

Subject : COPD prevention. 

Topic  : How to lead life without smoking behaviour 

Group  : Adult Males 

Place  : Home of Adult Males. 

Time     : 30 – 45 mts   for each sessions for each  adult males conducted for 

1 week 

 

Seating Arrangement: 

 Calm and quiet, private room which is well ventilated with 2 chairs facing each 

other with a table in between. No audio and video recording done. 

 

General Objective: 

 At the end of the programme the Adult males will demonstrate positive 

improvement in   their   quit smoking   behaviour. 

 

STEPS: 

1. Established a safe, trusting environment. 

2. Brief self introduction was given. 

3. Encouraged and helped the individual to put tick concerns into wards i.e., 

primary focus. The counselor actively listened to adult males expression of 

feelings and focused their constraints to lead the life of hypertension. 



4. Once the individual had completed the counselor recapitulated on what they 

narrated. Then reflected on their concern and interpreted it to the individual to 

confirm their expression. 

5. Within 2 – 3 sessions the problem was finally described as a statement then the 

counselor tried to transform the problem statements into goal setting. 

6. Once the goal was set the counselor along with the adult males explored the 

possible approaches which were devised to achieve the goal. The counselor 

motivated the clients to select the modalities to achieve the goal and assisted to 

devise the plan. 

7. After devising the plan, the client was motivated to make a contract to fulfill the 

plan with various modalities. 

8. To counselor assured for availability and encouraged the clients to try with 

various modalities to achieve the goal. 

9. Counselor made the clients to reflect their feeling and clarified their doubts. 

Counselor made a contract with clients to fulfill their goal. Gave encouragement 

and assurance to develop their confidence in achieving the set goal. 

10. Each session was initiated with confirming the previous goal achievements. 

 

 

 



BEHAVIORAL STRATEGIES 

 

Subject : Behavioral techniques used to cope withdrawal effects. 

Topic  : How to lead life without smoking behavior 

Group  : Adult Males 

Place  : Home of Adult Males. 

 

WITHDRAWAL EFFECTS 

Nicotine is the chemical in cigarettes that makes  a person addicted to smoking. 

Nicotine remains in the blood for 24-48 hrs and then it gets excreted. When the person 

stop smoking, the body has to adjust to no longer having nicotine in its system. This is 

called withdrawal. Withdrawal can be unpleasant, but can get through it.   Coping with 

withdrawal ahead of quit can help  to stay smoke free for good! 

 

1.Cravings  

Cravings will be strongest in the first week. Generally they are individual 

“cravings” that last 30-90 seconds but sometimes people also experience “rapid fire” 

cravings where they follow each other in rapid succession. As the days pass, the cravings 

will get farther and farther apart. 

 

Most cravings begin 6-12 hours after stopping, peak for 1-3 days, and may last 3-

4 weeks. Mild occasional cravings may last for 6 months 

 

 

 

 



Techniques to overcome: 

Deep Breathing  

Breathing for relaxation, Breathe slowly, from the bottom up. Sit relaxed with 

hand below rib cage, above stomach. Imagine lungs divided into 3 parts. Expand the 

bottom, middle, and top in one continuous motion. Inhale through the nose, exhale 

through the month. Exhale with a sigh (relaxing sound) of with a “whistle,” through 

pursed lips (good for clearing the lungs of stale, trapped air). Repeat 10 times.  

 

Drinking. 

At least 3 glasses of water in the day and 2 glasses to counter craving 

 

Distraction: 

Avoid situations/ activities that are normally associated with smoking (e.g. 

drinking alcohol.); Change surroundings or sit down and relax; review reasons for 

quitting; Talk with a friend about the urges and what you are doing about them. Take a 

nap or a shower and exercise 

 

2.Insomnia 

Trouble falling asleep or disturbed sleep and daytime drowsiness. Sleep 

disturbances begin within the first 24 hours, remain strong for the first 1-2 weeks, and 

disappear within a month 

 

Techniques to overcome: 

Avoid coffee, tea, caffeinated drinks after 6 pm. Drink fruit juices, and water. 

Read up on relaxation/meditation techniques and try one. Avoid changes in sleep routine: 

always get up at the same time every morning. 



Prepare for sleep-before bed, allow for 15-30minutes of “quiet time 

 

3.Depression 

Mild feelings of depression may occur usually within the first 24 hours, continue 

in the first 1-2 weeks, and go away within a month though a prior history of depression is 

associated with more severe withdrawal the incidence of major depression after quitting 

is low. 

 

Techniques to overcome: 

Identify your specific feelings at the time that you seem “depressed”. Are you 

actually feeling tired, lonely, bored or hungry? Add up how much money you have saved 

already by not purchasing cigarettes and imagine (in detail) how you will spend your 

savings in six months.    

 

4.Difficulty Concentrating  

Cigarettes provided relaxation breaks. Having quit, you still need to take a break. 

This may to be quite difficult because cigarettes gave you a reason to stop working for 

10-15 minutes and now you may have to manufacture a new reason. Over 50% of 

quitters report problems with concentration within 1 week of quitting. Difficulty in 

concentrating usually begins within the first 24 hours, peak for the first 1-2 weeks, and 

disappears within a month. 

 

Techniques to overcome:  

Take a break: gaze into a photo, look out a window, close your eyes and relax for 

ten minutes.. Do different tasks instead of focusing on any one activity for too long. If 



you can, put of work when you feel unable to do it. Do important tasks during the times 

when you feel alert. 

 

5.Anxiety, Irritability 

“Tension” and agitation – feelings of tightness in the muscles-especially around 

the neck and shoulders. These feelings will pass with time. Recent studies have found 

that 60-90% of quitters report feelings of increased anxiety within 1 week of quitting. If 

anxiety occurs, it will usually   begin within the first 24 hours, peak in the first 1-2 weeks 

and disappear within a month. 

 

Techniques to overcome:  

Take breaks…… walk, stretch, and run. You may want to try squeezing a rubber 

ball or one of many “stress relief” items to help keep your hands busy. 

 

6. Increased Appetite and Weight Gain  

Stronger and more frequent hunger pangs are experienced, and the sense of taste 

also improves. Weight gain, most often due to eating more after quitting is a common but 

temporary   phenomenon. 75% of all people who quit tobacco do not gain weight and, of 

those who do, gain an average of 2-3 kgs! Increased hunger begins within the first 24 

hours, peaks in the first 1-2 weeks, and may last 1-6 months. 

 

Techniques to be advised to users to overcome  

Do more physical activities (e.g. take the stairs instead of a lift, park further away 

from the door to the office/shop etc.) 

 



Select non-food rewards-go see a new movie.  

Drink more water-especially before meats. 

Plan meals ahead of time and don’t skip meals.  

Weigh yourself every day. 

Eat plenty of fresh fruit – carry it with you to work, to school, everywhere! 

 

Reference: 

1. A smart tobacco guide. NIMHANS, Bangalore. 

2. A manual for tobacco control and cessation for health professionals. WHO-Tobacco 

cessation centre. Cancer Institute (WIA), Adyar, Chennai. 

3. Manual For Tobacco Control And Cessation For Health Professionals WHO-

Tobacco Cessation Centre, Cancer Institute(WIA), Adyar, Chennai. 

 

 



BREATHING EXERCISE 

 

Subject : Prevention of COPD 

Topic  : Alternate nostril breathing exercise 

Group : Adult Males 

Place  : Home of Adult Males. 

Duration       :        5 mts, twice  a day 

Period           :        12 Weeks. 

 

The investigator demonstrated alternate nostril breathing exercises for the 

adult males initially starting with one minute extending up to five minutes thirty 

repetitions for one minute. The adult males re -demonstrated until they could do 

without mistakes. Then they were instructed to practice the same twice daily for a 

period of 12 weeks. 

 

The adult males were instructed to perform the following steps.  

Step one : Use right thumb to close off right nostril. 

Step two   : Inhale slowly through left nostril 

Step three : Pause for a second 

Step four  : Now close left nostril with ring finger and release thumb off right 

nostril 

Step five : Exhale through your right nostril 

Step six : Now, inhale through right nostril 

Step seven : Pause 



Step eight : Use thumb to close of right nostril 

Step nine : Breathe out through left nostril 

Step ten : This is one round.  

 

Also the adult males were advised to Start slowly with 1 or 2 rounds and to 

increase gradually and never by force. They were made to sit quietly for few 

moment after completion of exercise. 

 


