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ABSTRACT

Effectiveness of technology enabled learning programme on knowledge on
prevention of selected breast diseases and practice on Breast Self-Examination

(BSE) among women in selected villages, Thiruvallur District.

Background: Benign Breast Diseases are the most common breast condition affecting women
of the reproductive age group and is known to affect a large portion of the women population.
Most women either lack knowledge or usually not perceive themselves as being susceptible or at
risk for the disease. Empowering women with information on screening methods like BSE helps
for early detection and decrease mortality.

Aim of the study: To assess the effectiveness of technology enabled learning programme on
knowledge on prevention of selected breast diseases and practice on Breast Self- Examination
(BSE) among women.

Subjects and methods: The study was conducted using experimental research design. 400
women at risk for breast disease residing in the selected villages adopted by Omayal Achi
Community Health Centre (OACHC) formed the samples. Data was collected using structured
knowledge questionnaire and observational checklist.

Results: The comparison of pre and post test level of knowledge and practice within
experimental group revealed a statistically very high significance at P<0.001. The calculated
student independent ‘t’ test for knowledge and practice showed a very high statistical
significance at P<0.001. Statistically significant correlation was observed between knowledge
and practice gain score. Statistically significant association of demographic variables like age in
years, education, family monthly income, family type, previous knowledge and clinical variables
like age at menarche, menstrual cycle, contraception, abortion and breast feeding was identified
in the experimental group.

Conclusion: The study concluded that the technology enabled learning programme was an
effective intervention strategy in improving the level of knowledge on prevention of selected
breast diseases and practice on BSE among women which in turn helps in early identification of

breast disease and thus reducing the rate of breast cancer.

Keywords: Breast diseases, breast self examination, technology enabled learning programme,

knowledge, practice




INTRODUCTION

Benign Breast Disease (BBD) is a neglected entity despite the fact that it
constitutes the majority of breast problems and accounts for 90% of the clinical
presentation related to breast. About half of the women population suffers from benign
breast diseases in their lifetime. The incidence of benign breast disease is of 1.5/1000 of
total hospital admissions, 6.4/1000 of surgical admissions and 8.1 /1000 of adult female
admissions. During the second decade of life the incidence begins to increase and peaks

in the fourth and fifth decade.

With no reliable statistics available for the country the incidence of BBD is
thought to exceed that of carcinoma breast by a factor of ten or more. Even though the
prevalence of BBD seems to be high not much literature is available on the patterns and
its prevalence in India. The incidence discussed in various studies were mainly based on

hospital based studies and clinic-pathological findings

Three most common presenting symptoms related to female breast were breast
pain, nipple discharge and palpable breast mass. Benign diseases are under reported and
cancer is one of the leading causes of mortality in women. In spite of their high
prevalence benign breast problems have been neglected and trivialized by both the
medical professionals and women with the problems. There are many reasons for the
problem to become unreported but the most important reasons are the stigma attached to
see a doctor and communicate about their breast related problem, fear of having cancer

and the general neglect that women show towards their health.



To concentrate on this fast growing health problem there was a need to know the
overall situation concerning incidence, prevalence, risk group, diagnosis and treatment.
Knowledge regarding risk factors in the development of breast disease helps in

developing targeted risk reduction strategies.

In developing countries like India and especially in rural areas, the treatment of
breast diseases poses a problem because of illiteracy, poverty, lack of accessibility to
good healthcare and most important of all superstition. Despite the fact that a range of
awareness programmes have been undertaken in some cities, in general there is a lack of

uniform Information, Education and Communication (IEC) policy for cancer prevention.

Health seeking behaviour among rural population is not up to the expected level
with reference to breast diseases in particular to early detection of cancer breast and risk
reduction due to lack of proper knowledge and awareness about available screening

programmes like self breast examination, clinical breast examination, triple assessment.

The investigator identified that the rural woman had no specific information on
breast diseases and the impact of such diseases. Considering this the investigator
perceived the need to assess the knowledge and practice and determine the effectiveness
of technology enabled learning programme which focuses on prevention of selected

breast diseases and demonstration of BSE.

Objectives of the study:
1. To assess and compare the pre and post test level of knowledge on prevention of
selected breast diseases and practice on BSE among women in experimental and

control group.



2. To assess the effectiveness of technology enabled learning programme on
knowledge on prevention of selected breast diseases and practice on BSE among
women.

3. To correlate the mean differed knowledge scores with practice scores on BSE
among women in experimental and control group.

4. To associate the selected demographic variables with the mean differed
knowledge scores and practice scores in experimental and control group.

5. To compute odds ratio of knowledge and practice with presence of risk factors of

women.

The Null hypotheses formulated for the study are:

NH;: There is no significant difference in the pre and post test level of knowledge on
prevention of selected breast diseases and practice on BSE among women between
experimental and control group at p<0.05 level.

NH;: There is no significant relationship between the mean differed knowledge scores
on prevention of selected breast diseases with practice scores on BSE among
women in experimental and control group at p<0.05 level.

NHj: There is no significant association of selected demographic variables with the

mean differed knowledge scores and practice scores in experimental and control

group at p<0.05 level.

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

on Wiedenbachs prescriptive theory and Penders Health promotion model.



METHODOLOGY

Experimental research design was undertaken for the study. The independent
variable for the study was technology enabled learning programme and the dependent
variable was the knowledge on prevention of selected breast diseases and practice on
breast self examination. The study was conducted at selected villages adopted by
Omayal Achi Community Health Centre. The samples for the study were the women at
risk aged between 20-40 years of age residing in six selected villages and the sample size
was 400 (200 each for experimental and control group). Probability sampling was
undertaken wherein simple random sampling using lottery method was done to select 6
villages from the 18 beneficiary villages and of which through cluster randomization the
villages were grouped as experimental and control group. Women who were identified
with the risk in the 6 villages, who fulfilled the inclusion criteria and present during data

collection were chosen for the study.

The data collection instrument was structured knowledge questionnaire and
observational checklist. The data was collected by structured interview schedule. The
intervention package technology enabled learning programme which included:

e Knowledge - Video assisted group teaching on definition, causes, risk factors, signs
and symptoms, diagnosis, treatment, complications and prevention of selected breast
diseases.
e Practice - Video show on the steps for performing Breast Self Examination
» Demonstration on performing the steps of Breast Self Examination using breast
model

» Return demonstration on the steps of Breast Self Examination using breast model



» Pictorial booklet for reinforcement on prevention of selected breast diseases and

BSE.

The data collection was processed with identifying the women at risk followed by
knowledge assessment on prevention of selected breast diseases and practice on breast
self examination. On the same day technology enabled learning programme was
implemented. Post test was carried out at 1, 3™ and 6™ month interval. The obtained

data was analysed using descriptive and inferential statistics.

RESULTS AND DISCUSSION

The pre test mean knowledge score among the experimental and control group
was 7.62 and 7.81 respectively with scores representing very low awareness towards
prevention of selected breast diseases. In the post test conducted at 1%, 3 and 6™ month
after intervention the mean scores were 17.45, 18.43, 20.09 and 8.04, 8.28, 8.87 among

experimental and control group respectively.

The pre test mean practice score among the experimental and control group was
2.46 and 2.53 respectively with scores representing poor practice of BSE. In the post test
conducted at 1%, 3" and 6™ month after intervention the mean scores were 10.47, 11.30,

13.17 and 2.69, 2.83, 3.16 among experimental and control group respectively.

The comparison of pre and post test level of knowledge and practice within
experimental group revealed a statistically very high significant score of F=989.16 and
F=786.12 at P<0.001. The calculated student independent ‘t’ test value for knowledge
was 25.32, 31.45 ,41.26 and for practice 14.59,29.18,31.45 in the post test 1,2 and 3

respectively, showed a very high statistical significance at P<0.001.



There was a significant positive moderate correlation observed between the
women’s knowledge gain score and practice gain score among the experimental group at

p<0.001 level.

The overall analysis on effectiveness technology enabled learning programme
revealed that there was a high statistically significant difference at P<0.001 thus
indicating that the interventional package was effective in enhancing the knowledge and

thereby improving the practice of BSE among women.

The study has also revealed that the BSE education has helped the women to

identify their own breast problems like mastalgia, lump and nipple discharge.

CONCLUSION

The study concluded that the technology enabled learning programme was an
effective intervention strategy in improving the level of knowledge on prevention of
selected breast diseases and practice on BSE among women. Hence, the study
recommended the utilization of technology enabled learning programme by community
health nurses, nurse researchers, nurse administrators, nurse educators and health care
professionals to improve the knowledge on prevention of selected breast diseases and
practice on BSE among women in turn helps in early identification of breast disease and

thus reducing the rate of breast cancer.



CHAPTER -1

INTRODUCTION

Women’s breast has always been a vital part of fertility and also a symbol of
womanhood. Because of the presence of the breast or “mamma” human beings are
classified as mammalians. It is a modified sweat organ and has a considerable measure
of significance for its lactating capacity as well as for a cosmetic reason. It is one of the
organs which are affected by different endocrinological challenges and coaxed without

stopping for even a minute by different hormones.'

1.1 BACKGROUND OF THE STUDY

This dynamic organ under the influence of various hormones is subjected to
constant physiological variations (pubescence, pregnancy, lactation and menopause)
throughout reproductive life and beyond giving rise to various sorts of lesion and
lump.l'3 At the point when these typical changes outperform their cutoff and raise

concern for the women, they are named as Benign Breast Disease (BBD).

BBD constitute a heterogeneous group of lesions including developmental
abnormalities, incendiary lesions, epithelial and stromal proliferation, and neoplasms.

Benign breast lesions present with a lump in the breast, pain, and nipple discharge.

As indicated by the Aberration of the Normal Development and Involution
(ANDI) classification of BBD do not have the lucidity of differentiating between typical
physiological and pathological changes. Nashville grouping which was contrived by

Love S et al.,* is classified by 2 systems. Pathologically, BBDs are classified as non-



proliferative lesions, proliferative lesions Section without atypia and atypical
proliferative lesions. Clinically, it has been classified as physiologic swelling and
tenderness, nodularity, breast pain, palpable lumps, nipple discharge and infections or

inflammation.

Breast diseases are more prevalent among females as compared to males because
of the fact that estrogen consistently stimulates breast development during their
reproductive life. Benign breast diseases are more prevalent as compared to malignant
and inflammatory, as observed all through the world.” Around 200,000 cases of breast

diseases are diagnosed annually.®

Even though BBD is a neglected entity it constitutes the majority of breast
problems. It accounts for 90% of the clinical presentation related to breast.” 50% of the
women population suffers from benign breast diseases in their lifetime. The incidence of
benign breast disease is of 1.5/1000 of total hospital admissions, 6.4/1000 of surgical
admissions and 8.1 /1000 of adult female admissions. * During the second decade of life

the incidence begins to increase and peaks in the fourth and fifth decade.

Incidences of malignant conditions of the breast are significantly higher when
compared with benign conditions. Kumar et al * (2010) says that the BBD’s are 5
to 10 times more common than breast cancers in Indian rural population ; while
Aisha Memon et al (2007) referred that benign breast lesions are 10 times more

common than breast cancers in west.



In light of a 25 year review in Nigeria, age wise distribution of major BBDs is

potrayed in fig 1.1.1
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Fig 1.1.1 Age wise distribution of major BBDs
Source : A. N. Olu-Eddo, Ezekiel Enoghama Ugiagbe, Niger Med J. 2011. Oct-Dec'’
The Peak Age incidence of benign breast disease'” based on various studies is
depicted in table 1.1.1

Table 1.1.1: The Peak Age incidence of benign breast disease based on various

studies
S.No Studies by various authors Age incidence Percentage (%)
1. | Shuklaetal' 21-30 43
2. | Naveen et al 21-30 50
3. |Karkietal” 21-40 67
4. | Dahri etal™ 21-30 44
5. | Mourouguessine Vimal" 21-30 50

Source: Journal of Research in Medical and Dental Science April — June 2016"




According to a clinic-pathological study conducted in a referral hospital in
Madhya Pradesh, India by Savita Bharat Jain, Isha Jain, Jyoti Shrivastav and Bharat Jain
among patients presenting in Surgery OPD the age wise distribution of benign, malignant

and inflammatory lesions is depicted in Fig:1.1.2
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Fig 1.1.2: Age wise distribution of benign, malignant and inflammatory lesions
Source: International Journal of Current Microbiology and Applied Sciences (2015)"°
The distribution of breast diseases is depicted in Tablel.1.2 as per the survey
conducted among 2500 rural and urban women in Amritsar by Bhupinder Singh Walia,

Venita Kapur, Shreedevi K.N'’

Table 1.1.2: Frequency and percentage distribution of benign and malignant breast

disease among urban and rural women in Amritsar

No. of cases —Urban No. of cases-Rural
Breast diseases

F % F %
Benign 293 54.1 249 459
Malignant 57 58.8 40 41.2

Source: International Journal of Health Sciences & Research, April 2017"



Globally the spectrum of benign breast diseases is portrayed in table 1.1.3 as per

the clinicopathological findings.

Table 1.1.3 Percentage distribution of various benign breast diseases globally

Place ) ) ) . ] Nipple
Sample | Mastalgia | Fibroadenoma | Fibrocystic | Simple | _,
Author name | /Year of ] discharge
size % % changes % | cyst %
study %
Christopher Sub
et al'® Saharan
195 - 57.0 21.0 - -
Africa
2012
Phillipo L. Tanzania
346 14.7 60.0 19.0 02.4 02.0
Chalyae t al."” | 2009-2013
Hafiz Pakistan
Muhammad 2010-2012 254 24.5 73.2 14.4 - -
Aslam et.al”

With no reliable statistics available for the country the occurrence of BBD is

thought to surpass that of carcinoma breast by a factor of at least ten. Despite the fact that

the predominance of BBD seems to be high, minimal literature was available on the

patterns and its prevalence in India. The incidence of BBD discussed were mainly based

on hospital based studies and clinicopathological findings which is depicted in tablel.1.4

and 1.1.5




Table 1.1.4 Percentage distribution of various benign breast diseases in India

Place /Year of Sample Mastalgia Fibroadenoma Fibrocystic Simple Nipple
Author name
study size % % changes % cyst % discharge %
Bhupinder Singh et al'’ Amritsar
639 - 26.9 39.6 - 01.1
2016
Kanpurwala  Shaheen Mumbai
] . 210 - 77.6 04.3 - -
Hatim et al. Aug 2014-2016
B.V.Amruthavalli* Andhra Pradesh
175 26.0 43.2 31.8 - 17.5
2008-2011
OB Karki et.al" Nepal 2015 160 41.0 27.0 14.0 - 08.0
Vijayalakshmi et.al” Telangana
Jan2013- Dec 100 10.0 70.0 20.0 - 05.0
2015
Dhirendranath et.al** Assam
83 07.4 27.3 21.5 - -
2015
Shanker et.al” Karnataka
Sep 2013-Mar 50 37.0 48.0 18.0 01.0 05.0

2015




Table 1.1.5 Percentage distribution of various benign breast diseases in TamilNadu

Place /Year of | Sample | Mastalgia | Fibroadenoma Fibrocystic | Simple cyst Nipple
Author name . .
study size % % changes % % discharge %
Mourouguessine Vimal et Puduche
15 & T 74 11.0 55.4 27.0 - 12.0
al 2016
Selvakumaran S et al.*° Chidambaram
168 06.0 55.9 20.8 01.2 -
2008-2010
Kumar, et al.”’ Madurai
100 36.0 35.0 25.0 08.0 14.0
2015
B.V.Sreedevi” North Chennai
200 55.0 43.0 - - 07.0
2014
Kalyani et.al” Thiruvarur Jan-
129 - 37.2 19.3 - -
Dec 2015
Kavasseri et.al>® Puducherry
Sep2013- 1000 12.0 36.0 10.0 - -
Aug2015
Shanthakumar et.al’’ Vellore
May 2015- 128 - 45.0 19.0 - 01.0
Jun2016
Christina Mary Paul et.al’” Thiruniravur
400 38.0 08.5 47.5 - 0.80

PHC 2013




According to a study conducted by Dr. Christina Mary Priya Paul®® in sub-center
areas of Thiruninravur primary health center, and Poonamallee block of Thiruvallur

district the prevalence of BBD is depicted in Fig 1.1.3.
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Fig1.1.3: Prevalence of BBD in rural population Thiruvallur Dist

Source: Christina Mary Priya Paul, Global Research Analysis, 2013

The most commonly affected age group was 35-45 years; incidentally it is also an
age group of cancer. The etiology of BBD is poorly understood though it has been
extensively studied. The pattern of breast diseases and their etiology varies among
different countries and ethnic groups®®. Based on the literatures the risk factors of breast
disease include reproductive and menstrual history, exogenous hormone utilize, family
history of breast disease, demographic characteristics, dietary factors, smoking, alcohol,
lifestyle factors, and anthropometric measurements. It creates an impression that
endocrine factors are associated with BBD; however, the associations found are weak
and conflicting. Obesity has been distinguished as one of the main predictable hazard
factors for BBD. Conflicting outcomes have been found for most hazard factors

including exogenous hormone utilize, smoking, liquor and caffeine consumption.



Pain in the breast, discharge from the nipple and palpable breast mass are the
three most common presenting symptoms related to female breast, of all breast disorders,
mastalgia being the first common presentation whereas palpable breast lump is second

most common presentation.

Mastalgia or mastodynia is characterized by breast pain and tenderness with or
without nodularity. It is been categorized as either cyclical or non-cyclical pain. Cyclic
mastalgia normally affects women in the third decade and approximately 66% of women
presenting with breast pain to clinics have cyclic mastalgia. Cyclical mastalgia is
bilateral and the intensity of pain varies throughout the menstrual cycle but is typically
more severe premenstually. Noncyclic mastalgia pain is unilateral, not temporally related

to the menstrual cycle and typically occurs in women older than 40 years.

Breast pain, or mastalgia, is common and varies markedly in severity and clinical
significance. It affects an estimated 10-30% of women however minority of them, less
than 5%, may experience moderate or severe mastalgia that could heavily affected that

on quality of life.*

The prevalence of mastalgia is profoundly variable ranging from 41-79% and
seems to vary widely in various nations. In western societies mastalgia is a common
complaint that may affect 70% of women in their lifetime with no basic pathology

whereas in Asian cultures it is less common affecting as few as 5%.>*

The revealed predominance rate in view of concentrates among grown-up

populace in US was 68%>> and 11% for repetitive mastalgia while in UK and Canada it
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has been accounted for as 32% and 51.5% individually. In India the prevalence among
grown-up urban populace is by all accounts comparative with a revealed predominance

of 51-54%.3¢

Despite the fact that mastalgia causes a lot of morbidity like sleep disturbance the
routine activities can be managed effectively by simple reassurance and health education.
Benign breast diseases constituted 70-79% of breast lumps in states such as Uganda,

Trinidad and Nigeria and these were mostly fibroadenoma and fibrocystic change.'®

Fibroadenomas are benign breast lump where tissues and ducts around a milk
producing lobe grow and thickens over it. The lump will be firm, smooth, rubbery lump

with a definite shape, moves under skin when touched and non-tender.

Fibroadenoma may occur at any age and are common among young girls in their
teens and women in their thirties. It is the common cause of a benign breast lump in
premenopausal women and occurs in about 10% of all women and account for about half
of the 1.6 million breast biopsies doctors perform each year in US. (National Institute

of Health).

Globally, Jamal reported that fibroadenoma was present in 47% of the females
and the most widely recognized breast lesion in their population in Jeddah, Saudi
Arabia’’ Fibroadenoma in Nepal, was the least common lesion, present in 21.6% of the
female patients and is not a common breast lesion everywhere.”® The utilization of

contraceptive pills before age 20 is linked to the risk of fibroadenomas. Risk of breast
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cancer is increased among women with fibroadenomas which is about 11/2 to 2 times the

. . 36
risk of women with no breast changes.

The frequency of fibroadenomas tops at age 20-24. As indicated by the
epidemiologic audit, Virginia (2009) the occurrence of fibrocystic breast changes and

fibroadenoma was given in light of the age group as displayed in table 1.1.6

Tablel.1.6. Incidence of Fibrocystic changes and fibroadenoma per 100,000 women

across age group

Fibrocystic Fibroadenoma
S.No. Age group
changes/100,000women /100,000women
1. 15-24 100-150 100-150
2. 25-34 50-100 150-200
3. 35-44 0-100 350-400
4, 45-49 0-50 350-400

Source: Epidemiologic review, Virginia (2009)

Fibrocystic disease is a histological term that refers clinically to a large group of
syndrome presented as lump or lumpiness affecting an estimated 30-60% of women and
at least 50% of women of child bearing age (Fibrocystic breast disease an update and

review 2012).

The exact incidence of this condition is difficult to determine since there is no
clear definition or diagnostic criteria and often a diagnosis of exclusion. The peak
incidence of symptoms occurs in the third and fourth decades of life. Histological
evidence from autopsy studies found that fibrocystic changes occur in 54% of clinically

normal breasts.”’
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According to American Cancer Society 60% of women will have lumpy breasts
in their reproductive years and according to literature up to 90% of autopsied breasts
show evidence of fibrocystic breast disease. The prevalence rates of nodular breast were

found to be lower in the Indian rural population.32

The incidence of fibrocystic changes varies geographically. Authors like
Adesunkanmi AR and Agbakwuru EA and Ihekwaba FN found that the incidence of the

fibrocystic changes ranged from 29.5-42.2% for the benign breast lumps.*

After palpable mass and pain the third most common presenting symptom to the
breast clinic was nipple discharge. Approximately 50%-80% of women can express one
or more drop of fluid from the breast in their reproductive life. Approximately 55% of
patients presenting with nipple discharge have an associated mass out of which 19% are
malignant. Benign nipple discharge is usually bilateral, multiductal, and occurs with
breast manipulation. Discharge when it is unilateral, from a single duct, persistent,
spontaneous, clear, serous, serosanguinous or blood stained in character are more

suspicious and have the increased risk of cancer.”'

Galactorrhoea (milky discharge) can be cause by benign conditions or by certain
medications including oral contraceptives serotonin reuptake inhibitors, tricyclic

antidepressants, methyldopa and morphine.42

Breast cysts are common masses found among women in the premenopausal,
perimenopausal, and postmenopausal period. According to American College of

Radiology Imaging Network (ACRIN) in a prospective study of 2809 women at
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increased risk of breast cancer development, cysts were identified in 37.5 percent of all

women screened, with the peak incidence between 35 and 50 years of age.*

BBD when compared to malignancy is a neglected entity the in depth
understanding of its significance and right treatment is essential to avoid long term
follow-up. Triple assessment is currently considered as a gold standard approach for
diagnosing breast disease which includes clinical examination, imaging and
histopathological examination.”® Screening for breast disease includes mammography,
Clinical Breast Examination by a physician, and Breast Self Examination. Despite the
fact that mammography has been established as an effective technique for early
identification of breast pathologies, mammographic screening owing to its high cost

cannot be supported as a priority of an outsized population in India.*

Breast Self- Examination is a useful and essential screening strategy, especially
when used in combination with regular physical examination and mammography. Breast
Self- Examination involves regular monthly systematic examination of the breasts and
axillary area, both visually and by palpation, for any signs of abnormality. Breast self-
examination benefits women to become familiar with both the appearance and feel of

their breast and detect any changes in their breast as early as possible

The American cancer society established evidence based guidelines for breast
cancer screening in women**
e Mammogram for women ages 40years and above
e Clinical breast examination by a health professional at least every 3 years for

women 20-40 years
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High prevalence, impact on women's quality of life, and, for some histologic
types, its cancerous potential, benign breast disease deserves attention. Identification of
risk factors for benign breast disease could improve our understanding about the disease

and help to define preventive strategies.

1.2 SIGNIFICANCE AND NEED FOR THE STUDY

The most commonly encountered disease among women is breast diseases either
benign or malignant. Benign Breast Diseases are the most common breast condition
affecting women of the reproductive age group and is known to affect a large portion of
the women population. Benign diseases are under reported and cancer is one of the
leading causes of mortality in women. Despite their high prevalence benign breast
problems have been ignored and trivialized by both the medical professionals and
women with the problems. There are many explanations behind the issue to wind up
noticeably unreported however the most essential reasons are the shame appended to see
a specialist and convey about their breast related issue, dread of having disease and the

general disregard that women appear towards their wellbeing.

To focus on this quickly developing health problem there is a need to know the
overall situation concerning incidence, prevalence, risk group, diagnosis and treatment.
Knowledge regarding risk factors in the development of breast disease helps in

developing targeted risk reduction strategies.16
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The awareness regarding the risk factors for breast disease from various studies

among the general female population of India is depicted in Fig.1.1.4
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Fig.1.1.4: Awareness of breast disease risk factors from various studies in the
general female population of India.
Source: European journal of cancer, Sep 2015

Breast care and disease management is an exceptionally concentrated field. There
are a number of benign or non-cancerous breast conditions and diseases that if correctly
diagnosed are relatively easy to treat and keep under control. Breast cancer prevention
organization recommends that all women ought to routinely perform BSE as part of

taking care of them and thus lower the risk for breast cancer.

Breast health is a vital piece of our general wellbeing and prosperity. Breast
awareness is the goal of the breast health movement. Being breast healthy means being
breast aware; knowing about risk factors; understanding about the personal risk for the
disease; proactive approaches to help decrease the hazard; and being educated

. . . 46
about screening for the earlier detection of breast cancer.
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To promote breast health, consider doing regular breast self-exams. It should be
mandatory for every woman to examine her breasts on a monthly basis. Regular Breast
Self Examination helps us in identifying any variations in the breast and nipple.
However, in order to safely eliminate the possibility of breast cancer, it is imperative to

contact and consult physician immediately, making quick move could well spare life.

In developing countries like India and particularly in rural areas, the treatment of
breast diseases poses a problem due to ignorance, destitution, absence of availability to
great social insurance and most critical of all superstition.*” Regardless of the way that a
scope of mindfulness programs has been embraced in a few urban communities, in
general there is a lack of uniform Information, Education and Communication (IEC)

policy for cancer prevention.

To obtain single overall risk estimates information from published case-control
studies on BBD was pooled utilizing standard statistical methods. This investigation
demonstrated that higher financial status (pooled relative risk, RR = 1.24, 95%
confidence interval, CI = 1.13-1.37), later menopause (pooled RR = 1.87, 95%, CI =
1.67-2.11) and late age at first birth (pooled RR = 1.30, 95%, CI = 1.13-1.50) were

. . . . . . 48
associated with an increased risk of benign breast disease.

A study conducted at Medical College, Hospital, Mumbai to evaluate the
occurrence of various benign breast lesions among 500 females in child bearing age
group using a specially designed proforma for recording the findings of clinical
examination and further data was analyzed. The investigation uncovered that 35% of

them had fibroadenoma, 28.33% had fibroadenosis, 15% had breast abscess and 1.67%
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had sebaceous cyst, duct papilloma, lipoma and galactocele respectively. The study
inferred that fibroadenoma and fibroadenosis were the commonest lesions identified.
Consequently in a nation like ours education with respect to breast self examination and

appropriate follow up is exceedingly suggested so early treatment is sought.49

A cross sectional study was conducted to estimate the prevalence of certain
clinically recognizable benign breast problems like mastalgia, nodular breast,
fibroadenoma, mastitis and nipple discharge among the rural population served by
Thiruninravur Primary Health Center in Thiruvallur district. 400 women in the
reproductive age group after the completion of the interview schedule and
anthropometric measurement were subjected to clinical breast examination . The
outcomes uncovered that the overall prevalence was 59.5% with 95% CI of 54.7 — 64.3
of all the five benign breast problems. The prevalence of mastalgia, nodular breast,
fibroadenoma, mastitis and nipple discharge were 38%, 47.5%, 8.5%, 4.5% and 0.8%
respectively. The study concluded that simple reassurance and health education can help

reduce morbidity by lessening a considerable measure of mental stress.*”

A pre experimental study was conducted to assess the level of awareness
regarding breast disease among 864 Kashmiri females using a self designed
questionnaire. The results revealed that out of 864 participants, 703(81.37%) had poor
breast disease awareness and 103(11.92%) had average awareness. Only 58(6.71%) had
good awareness about breast disease. The study concluded that the level of awareness
regarding breast disease in Kashmiri females is very low and there is a need to spread

awareness about this disease among the general population.50
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A cross-sectional descriptive study was conducted to assess the practice of breast
self-examination and knowledge of breast disease among 2186 female university
students in Korea using breast Cancer and Heredity Knowledge Scale. The participants
displayed a medium-level score (total score: 5.33 £+ 2.70, range: 0-11) on knowledge
about breast disease. Predictors for breast self-examination were age (odds ratio = 1.15,
P <0.001), major (odds ratio = 1.80, P < 0.001), and knowledge of breast disease (odds
ratio = 1.16, P < 0.001). The study concluded that the results are valuable in developing
educational programs that can increase knowledge related to breast disease, as well as the

practice of breast self-examination, to support health promotion among young women.”!

A descriptive cross sectional study was conducted to examine the knowledge,
attitude and practice of Breast Self Examination among 406 secondary school female
teachers in Ilorin using a structured questionnaire designed by the researchers. The
results revealed that 95.6% respondents were aware of Breast Self Examination and the
major source of information was the electronic media. The attitude of teachers was
positive towards health information on Breast Self Examination, with a fairly high
degree of acceptability of the idea. Despite the positive attitude to Breast Self
Examination, its practice was low (54.8%). The study recommended that public
awareness on the importance of Breast Self Examination to be intensified using the mass
media and that health workers should promote Breast Self Examination during their

contacts with female patients / clients.>

A pre experimental study was conducted to assess the effectiveness of the health
education session on knowledge and awareness of women regarding breast disease and

practice of women on breast self examination, at selected urban slums, New Delhi. Data
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was collected using structured interview schedule30 women from urban slum. The
results revealed that the mean knowledge score before intervention was 3.60 and after
intervention was 10.66. The intervention program was effective (p value = 0.00) in
raising women's awareness about Breast disease, and of regular screening procedures.
The findings of this study identified a wide gap in knowledge about breast disease and its
risk factors among women. This indicates that in spite of massive efforts done globally
and nationally, for awareness of breast disease, knowledge has not reached at the

: 53
community level.

Community based descriptive cross sectional analysis was conducted to
determine the knowledge of women about breast disease and its risk factors at Field
practice and adjoining areas of urban health training center of Department of community
medicine, Government medical college and hospital, Chandigarh among 463 women
more than 30 yrs of age. Awareness about breast mass/lump was known to 47.2% of
respondents. The two main causes of breast disease according to respondents were late
initiation of breast feeding (15.3%) or not practicing breast feeding (16.9%). 55(5.9%)
were aware that late marriage being a risk factor and relation of obesity with breast
disease was known to only 89(9.1%). BSE the main preventive modality was known by
only (33%), of those who knew about correct methodology was only 1/4th of
respondents (25.9%). The study concluded that women do have knowledge deficits about

breast disease and various factors related to it.>*

Descriptive cross sectional study on knowledge of breast cancer awareness and
its risk factors was conducted among 258 rural women in Puducherry. The findings

revealed that there is lack of awareness and knowledge regarding common risk factors as



20

well as the signs and symptoms of breast cancer. By imparting greater health education
methods using suitable audio visual aids there is a need to promote the knowledge on
breast cancer. Breast cancer awareness education programme should be integrated into
existing health education programme within the community, hospital and government

level.

An experimental study was conducted to evaluate the short-term effectiveness of
breast self-examination teaching program on women’s knowledge about Breast Self
Examination, proficiency in performing Breast Self Examination, and motivation to
perform Breast Self Examination among 68 women attending the clinic in a regional
cancer centre using the Toronto Breast Self Examination Instrument. There were
statistically significant changes following the teaching program in the areas of
knowledge about the correct technique for performing Breast Self Examination,
proficiency performing Breast Self Examination, and confidence about finding changes
when performing Breast Self Examination. Even though group scores did improve
following the education no significant changes were observed in motivation to practice
Breast Self Examination. The video presentation and the review of Breast Self
Examination information pamphlets were found to be the most helpful components of

the Breast Self Examination teaching program.”®

A Narrative Review on BSE and Attitude of women towards Breast Self-
Examination. Between July-October 2012 literature search had been conducted to
explore the published articles regarding awareness of breast cancer and BSE in Asian
settings. The reviews included studies which assessed the knowledge regarding breast

cancer and attitude, practice and barriers to Breast Self Examination by using qualitative
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(one-to-one interview, concept mapping) or quantitative methods (cross-sectional
survey) or both. Breast cancer, breast cancer awareness, statistics of breast cancer, breast
self-examination, etc were the keywords used to initiate the search. The electronic
databases included were Science Direct, Sage, Life Science, Springer Link, BioMed
Central, Proquest and EBSCOhost. Only seventeen full text articles were included in
review since the search was limited to full paper articles published in English between
2000- 2012. The studies from Hong Kong, Australia, UK, Iran, Qatar, Nigeria, and
Malaysia were included in this review. The highlights of the review were awareness of
breast cancer by means of Breast Self Examination and attitude towards Breast Self
Examination. To enhance screening, practice Breast Self Examination and to create
awareness of breast cancer among women proactive educational measures by healthcare

. . . 57
professionals and mass media campaigns are therefore suggested.

Breast disease is silently killing women mainly those who are not aware or
continue to be ignorant about the disease and its screening methods for early detection.
Most women either lack knowledge or usually not perceive themselves as being
susceptible or at risk for the disease. In India, often women do not present for medical
care early enough due to various reasons such as illiteracy, lack of awareness and
financial constraints. Education plays a vital role in modifying the risk factors, making
the women to be aware about the condition and empowers women to take a proactive
approach to their health. Empowering women with information on screening methods

like BSE helps for early detection and decrease mortality.

The need for this study aroused out of the experience the investigator had during

her clinical exposure and after undertaking the gynecological assessment in a
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community. Health seeking behaviour among rural population is not up to the expected
level with reference to breast diseases, in particular to early detection of breast diseases
and its risk reduction, due to lack of proper knowledge and awareness about available
screening programmes like self breast examination, clinical breast examination, triple
assessment. Most of the studies done on BBD were hospital based and among urban
women. The investigator identified that the rural woman had no specific information on
breast diseases and the impact of such diseases. Hence the investigator felt the need for

undertaking a study on breast diseases at rural communities.

1.3 CONCEPTUAL FRAMEWORK
1.3.1 CONCEPTUAL FRAMEWORK -  GENERAL CONCEPTS
(WIEDENBACH’S PRESCRIPTIVE THEORY AND PENDERS HEALTH
PROMOTION MODEL)

According to Wiedenbach™ nursing is nurturing and caring for someone in a
motherly fashion that care is given in the immediate present and care can be given by a

caring person.

Nursing wisdom is acquired through meaningful experience. Nursing is a helping
service that is rendered with compassion, skill and understanding to those in need of
care, counselling and confidence in the area of health. Sensitivity alerts the nurse to an
awareness of inconsistencies in a situation that might signify a problem, it is a key factor
in assisting the nurse to identify patients need for help. The nurse’s beliefs and values
regarding reverence for the gift of life, worth of the individual and the aspirations of each

human being determine the quality of nursing care.
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Wiedenbach states that the characteristics essential for the professional nurse

include the following.

1. Clarity — of purpose

2. Mastery of skills and knowledge- essential for fulfilling the purpose.

3. Ability -to establish and sustain purposeful working relationship with professional
and non-professional individuals.

4. Interest- in advancing knowledge in the area of interest and in creating new
knowledge

5. Dedication- to furthering the good of mankind

The practice of nursing comprises of a wide variety of services.

a. Identification of the patient’s need for help

b. Ministration of the help needed

c. Validation that the help provided was indeed helpful to the patient.

THE CENTRAL PURPOSE
The Nurse’s central purpose in nursing defines the quality of health she desires to
affect or sustain in her patient and specifies what she recognizes to be her special

responsibilities in caring for the patient.

Wiedenbach identifies three essential components for nursing philosophy.
1. A reverence for the gift of life
2. A respect for the dignity, worth, autonomy and individuality in each human being

3. Aresolution to act dynamically in relation to one’s beliefs.
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THE PRESCRIPTION

A prescription is a directive to the activity. It specifies both the nature of the

action that will most likely lead to fulfillment of nurse’s central purpose and the thinking

process that determines it.

Prescription is a directive voluntary action.
Mutually understood and agreed upon action
Recipient directed action

Practitioner directed action

THE REALITIES

Realities consist of all factors physical, physiological, psychological, emotional

and spiritual that is at play in a situation. There are five realities.

1.

2.

Agent- who is the practicing nurse.

Recipient- is patient who is characterized by personal attributes, problems,
capacities, aspirations and most importantly the ability to cope with the concerns
or problems being experienced.

Goal- is the desired outcome the nurse wishes to achieve.

Means- comprises the activities and devices through which the practitioner is
enabled to attain her goal.

Framework-consists of human, environmental, professional and organizational
facilities that not only make up the context within which nursing is practiced but
also constitute its currently existing limits.

IDENTIFICATION OF THE PATIENT’S NEEDED HELP

The nurse observes the patient looking for an inconsistency between the expected

behavior and the apparent behavior. So she attempts to clarify what the
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inconsistency means. She also determines the cause of it and at last she validates

with the patient that her help is needed.

. MINISTRATION OF THE HELP NEEDED

In ministering to her patient the nurse may give advice or information, make
referral, apply a comfort measure or carry out a therapeutic procedure.
VALIDATION

After the help has been ministered the nurse validates that the action were indeed
helpful. Evidence must come from the patient that the purpose of the nursing

actions has been fulfilled.

Realities

Central
Purpose
in
Nursing

Realities

|

Prescription

Realities

Fig.1.3.1(a): Wiedenbach’s prescriptive theory
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PENDER’S HEALTH PROMOTION MODEL
The health promotion model®® guide nursing care in relation to assisting the

recipients of nursing care in choosing and carrying out behaviors to increase well being.

INDIVIDUAL CHARACTERISTICS AND EXPERIENCES
The combination of individual characteristics and experiences is unique to each
person and the importance of any characteristics, experience or combination of them

varies with the behavior.

Prior related behaviors are best predictor of future behavior. The indirect effects of
prior related behaviors are associated with perception of self efficacy, perceived benefits
and barriers and positive or negative activity related effect, which indicates that the nurse
can help the client more toward health. Promoting behavior by focusing on the benefits.

Personal Factors are described as biological, psychological, psychosocial, sociocultural.

BEHAVIOR SPECIFIC COGNITIONS AND AFFECT
Behavior specific cognitions and affect are viewed as of major motivational
importance and are considered the core for intervention since they are most amenable to

change through nursing intervention.

Perceived benefits of actions may be intrinsic (feeling better) or extrinsic(time to
socialize with practicing the target behavior). Perceived benefits may influence the
behavior both directly and indirectly. Prior personal experience with positive outcome or
observations of others with such outcomes, increases the motivational importance of the

target behavior and relates to the expectation of positive or negative outcomes.
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Perceived barriers to action

Perceived barriers may influence action directly by blocking that action or
directly by decreasing any commitment to act. A key in this construct is that the barriers
are perceived- they may be real as seen by others, or they may be imagined by the
person. It is the perception of the barrier that influences the decision making about
participating in the target behavior. Barriers may relate to degree of availability of
access or resources, costs in money and time, and degree of perceived difficulty.
Perceived barriers are more likely to lead to avoidance of a behavior. With low readiness
and perceptions that barriers are high, change in behavior is not likely; with high

readiness to act and perception of low levels of barriers, action is more likely.

Perceived self- efficacy

Perceived self efficacy or one’s judgement of one’s ability to carryout an
identified action, relates not to a person’s skills but to that person’s judgement about
what can be accomplished with those skills. It is the perception of whether the person
can achieve the desired behavior, not the perception of the potential consequences of the
behavior. The person who believes he or she can do it and do it satisfactorily will be
encouraged to engage in the target behavior. Four types of help form the perception of
self-efficacy: having engaged in the behavior and met one’s own standards or received
positive feedback from others, having observed others successfully perform the behavior
and be evaluated positively, being persuaded by others than one has the ability to
successfully engage in the target behavior, and physiologic states such as calmness,
anxiety and the fear that influence one’s judgement of competency. Health promotion
model proposes that perceived self- efficacy is influenced by activity- related affect. It

indicates that there is a reciprocal relationship between perceived self efficacy and
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activity related affect. As affect becomes more positive, self efficacy is viewed as
greater; the more positive the view of self- efficacy, the more positive the affect. Also, as

self-efficacy is perceived more positively, the perceptions of barriers decrease.

Activity related affect

Activity related affect may vary from mild to quite strong and will be cognitively
labeled, remembered and continued to be associated with thoughts about the particular
behavior. There are three components to this affect: the act related emotional arousal, the
self related self acting and the context related environment in which the behavior occurs.
Both repetition of the behavior and long term continuance of the behavior are influenced

by this affect. It is important to consider the affect before, during and after the action.

Interpersonal influences

Interpersonal influences are the person’s thoughts or beliefs about the behaviors,
attitudes and beliefs of others and may or may not accurately reflect those behaviors,
attitudes or beliefs. Sources of these influences include family, peers and health care
providers as primary sources and also include norms or expectation of significant others,
social support from others and modeling or learning from watching others. All three of
these influence a person’s likelihood of engaging in health promoting behaviors.
Individuals will vary in the degree to which of these influence their decision making and
action. Some people are more dependent upon the expectations and encouragement of
others; other people may decide to participate because they observe others enjoying

engaging in a health promoting activity.
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Situational influences
Situational influences include the options perceived as being available, demand
characteristics and environmental features. The options may include participating or not

participating in a variety of ways.

Commitment to plan of action
Commitment to plan of action initiates the behavior. The underlying cognitive
processes are a commitment to carry out a specific action at a given time and place and

with specified persons or alone.

Immediate competing demands and preferences

Immediate competing demands and preferences are alternative behaviors that
intrude into consciousness as possible course of action immediately prior to the intended
occurrence of a planned health promoting behavior. Competing demands are behaviors
over which the person has little control, such as work or family responsibilities and are
situation in which a failure to respond may have very negative consequences for the

person or significant others.

BEHAVIORAL OUTCOME

The desired behavioral outcome is health promoting behavior. The purpose of the
health promoting behavior is for the client to realize positive health outcomes such as
improved functional ability or improved quality of life. The intention is that by carrying
out the plan of action, health promoting behavior as identified in the plan of action will

lead to better health for the client. Health promoting behavior may involve increasing
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healthy behaviors already in place, replacing risky or unhealthy behaviors or both of

these.
INDIVIDUAL BEHAVIOR-SPECIFIC BEHAVIORAL
CHARACTERISTICS COGNITIONS QUTCOME
AND EXPERIENCES AND AFFECT
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Fig.1.3.1(b): PENDER’S HEALTH PROMOTION MODEL
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1.3.2 APPLICATION OF CONCEPTUAL FRAMEWORK

The nurse investigator in the Omayal Achi Community Health Centre context had
perceived the reverence for gift of women health and so makes an attempt to identify the
need for help as central purpose. According to Wiedenbach prescriptive theory the
investigator integrates the Pender’s Health Promotion theory to assess the individual
characteristics by identifying the women at risk of breast disease and also observe and
identify the prior related behaviors towards breast health along with performs the risk
assessment. The investigator also collects the details of biological, psychological and
socio-cultural factors along with demographic and clinical variables for both

experimental and control group women.

In Pender’s Health Promotion, the Interim aspect is behavior specific cognitions
and affect. So the nurse investigator perceives the benefits of breast health and explore
the barriers towards it, the nurse investigator also identify and perceive the self efficacy
towards breast health. Nurse investigator devices the activity related to breast health that
is Breast Self Examination. The nurse investigator also appraises the interpersonal
influences (family, peers, providers, norms, support, and models) and situational
influences (lifestyle, dietary practice, family factor, personal risk factor). The nurse
investigator fulfills the immediate competing demands (create awareness among women
on breast health, raise awareness on BSE, raise awareness early detection of breast
disease) and plans for commitment to a plan of action by devising the Technology
Enabled Learning Programme (video assisted teaching, video show on BSE, BSE

demonstration, return demonstration and reinforcement with pictorial booklet).
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According to Wiedenbach theory the ministering of help needed is accomplished
by administration of technology enabled learning programme. The investigator
intervenes the Technology Enabled Learning Programme package by educating the
group of women with video assisted teaching and the investigator demonstrates the BSE
using breast model. Investigator reinforces the intervention through pictorial booklet.
According to the Health Promotion Model expected behavioural outcome is adequate
knowledge and good practice. As the investigator ensures the refined behaviour the
women are aware of breast health and disease and also be able to identify the risk and
perform the periodic BSE. Thus the investigator aids towards reduction of risk for breast

disease, which ultimately contributes to the promotion of women’s health.
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FIG.1.3.2: APPLICATION OF CONCEPTUAL FRAMEWORK BASED ON CONCEPTS RELATING TO
WIEDENBACH PRESCRIPTIVE THEORY AND PENDER’S HEALTH PROMOTION MODEL
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CHAPTER -2

AIMS AND OBJECTIVES

2.1 TITLE
Effectiveness of technology enabled learning programme on knowledge on
prevention of selected breast diseases and practice on Breast Self- Examination (BSE)

among women in selected villages, Thiruvallur district.

2.2 STATEMENT OF THE PROBLEM

An experimental study to evaluate the effectiveness of technology enabled
learning programme on knowledge on prevention of selected breast diseases and practice
on Breast Self-Examination (BSE) among women in selected villages, Thiruvallur

District.

2.3 AIMS OF THE STUDY
e To identify the women at risk for breast diseases.
e To create awareness among women on selected breast diseases.
e To raise awareness among women on BSE as an early detection method for

breast diseases.

2.4 OBJECTIVES OF THE STUDY
1. To assess and compare the pre and post test level of knowledge on prevention of
selected breast diseases and practice on BSE among women in experimental and

control group.
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To assess the effectiveness of technology enabled learning programme on
knowledge on prevention of selected breast diseases and practice on BSE among

women.

. To correlate the mean differed knowledge scores with practice scores on BSE

among women in experimental and control group.

To associate the selected demographic variables with the mean differed
knowledge scores and practice scores in experimental and control group.

To compute odds ratio of knowledge and practice with presence of risk factors of

women.

2.5 NULL HYPOTHESES

NH12

NH22

NH32

There is no significant difference in the pre and post test level of knowledge on
prevention of selected breast diseases and practice on BSE among women between
experimental and control group at p<0.05 level.

There is no significant relationship between the mean differed knowledge scores
on prevention of selected breast diseases with practice scores on BSE among
women in experimental and control group at p<0.05 level.

There is no significant association of selected demographic variables with the
mean differed knowledge scores and practice scores in experimental and control

group at p<0.05 level.

2.6 OPERATIONAL DEFINITIONS:

2.6.1 Effectiveness

It referred to the outcome of technology enabled learning programme on

knowledge regarding selected breast diseases and practice on BSE which was assessed
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by structured knowledge questionnaire and observational checklist respectively with the

time interval of six months.

2.6.2 Technology enabled learning programme
In this study it referred to an interventional package prepared by the investigator
which has instructional events to learners by using video assisted group teaching
regarding prevention of selected breast diseases and demonstration of BSE among
women. The learning package included
*  Knowledge- Video assisted group teaching on definition, causes, risk factors,
signs and symptoms, diagnosis, treatment, complications and prevention of
selected breast diseases was given using a laptop.
* Practice- Video show on the steps for performing Breast Self Examination was
shown using a laptop.
* Demonstration on performing the steps of Breast Self Examination using breast
model.
* Return demonstration on the steps of Breast Self Examination using breast
model.
* For reinforcement, pictorial booklet was given on prevention of selected breast

diseases and BSE.

Video assisted teaching was given regarding prevention of selected breast
diseases for 45mins by gathering a small group of 4-5 members in a common
place(Balwadi/ House) and breast self examination demonstration was done for 30mins

using breast model.
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2.6.3 Knowledge on prevention of selected breast diseases

In this study it is referred to the ability of the women at risk to respond to the
questions on definition, causes, signs and symptoms, risk factors, diagnosis , treatment,
complications and prevention of selected breast diseases like mastalgia, nipple discharge,
fibrocystic changes, simple cysts, fibroadenomas and galactorrhoea which is assessed by

structured knowledge questionnaire prepared by the investigator.

2.6.4 Practice on Breast Self Examination

In this study it referred to the skill acquired by the women at risk to follow the
steps of Breast Self Examination in order to identify any lump, changes in size, shape,
colour of nipples and discharge from the nipple which is assessed by observational

checklist prepared by the investigator.

2.6.5 Women
Women at risk for breast diseases aged 20 - 40 years who are assessed using risk
assessment tool prepared by the investigator and also who are residing in the selected

villages.

2.7 ASSUMPTIONS
e Technology enabled learning programme may enhance the knowledge on
prevention of selected breast diseases.
e Enhanced knowledge may improve the level of practice on BSE.
e Routine practice of BSE may pave way for early identification and treatment of

breast diseases.
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2.8 DELIMITATIONS
= The study was delimited to only 6 villages adopted by Omayal Achi Community

Health Centre in Thirvallur district.
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CHAPTER -3

REVIEW OF LITERATURE

This chapter deals with the theoretical literature about breast disease and critical
literature review about the existing empirical literature on various aspects involved in the
present study such as the prevalence of breast diseases, knowledge on selected breast
diseases, practice on BSE, effectiveness of technology enabled learning programme on

knowledge on prevention of selected breast diseases and practice on BSE.

Extensive search was done for literatures from online databases and websites
using keywords such as breast disease, prevalence, risk factors, knowledge, intervention,
health education, awareness, screening, practice and BSE. Relevant studies with good
sample size were included in the review.

The review of Literature was organized and presented as follows
3.1 Overview of Breast disease
3.1.1 Breast and breast disease
3.1.2 Risk factors for breast disease
3.1.3 Diagnosis and Management for breast disease
3.1.4 Preventive strategies for breast disease
3.2 Research studies related to Prevalence of selected breast diseases
3.2.1 Prevalence of mastalgia
3.2.2 Prevalence of fibroadenoma
3.2.3 Prevalence of fibrocystic changes, nipple discharge
3.3 Research studies related to knowledge on breast disease

3.3.1 Knowledge on selected breast disease
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3.3.2 Knowledge on risk factors for breast disease

3.3.3 Knowledge on warning signs and symptoms for breast disease

3.3.4 Knowledge on management/ screening methods for breast disease

3.4 Research studies related to preventive strategies for breast disease

3.5 Research studies related to knowledge and practice on BSE

3.6 Research studies related to effectiveness of technology enabled learning
programme on knowledge on prevention of selected breast diseases and
practice on BSE.

3.7 Summary, Gaps in the existing literature and new information’s added by the
present study to the literature.

3.8 Conceptual framework based on Wiedenbachs helping art of clinical nursing

theory and Health promotion model

3.1 OVERVIEW OF BREAST DISEASE
3.1.1 Breasts and breast disease

Breasts are the accessory organs of the female reproductive system. Breasts are
positioned over the pectoral muscles of the chest wall and attached to it by fibrous
strands called Coopers ligaments. They are made up of glandular tissue (specialized
tissue) that produces milk and stromal (supporting) tissues which include fatty and
fibrous connective tissue. Breasts are soft in consistency because of fatty tissue and the
size of the breast is determined by the amount of fat. Connective tissue and ligaments

provide support to the breast and give it its shape.

Breast is organized into 15 to 20 sections, called lobes; within each lobe are

smaller structures, called lobules, where milk is produced. Once milk is produced it
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travels through a network of tiny tubes called ducts. These ducts connect and come
together into larger ducts, and exit the skin in the nipple. The dark area of skin
surrounding the nipple is called the areola. The breast contains blood vessels, lymph

vessels, lymph nodes and nerves gives sensation to the breast.

Changes in the glandular or stromal areas may cause symptoms of benign breast
conditions. Women can recognize early signs of possible abnormalities if they are

familiar with the normal anatomy and physiology (function) of their breasts.”

Benign Breast Diseases (BBDs) is a heterogeneous group of breast diseases
which is not malignancy. The most common cause of breast problems in females is
BBD and is more frequent than the malignant ones. Though majority of the breast lesions
are benign and commoner than the malignant one, significant attention was not given as
compared to the malignancy. Around 50% of women in their life time would have had
the sign or symptom of BBD and upto 30% of the women who suffer from BBDs will
require treatment. Benign breast lesions deserve attention because of their high
prevalence and can be a predisposing risk factor for developing malignancy in later part
of life. Hence awareness about benign breast diseases should be there amongst

women. 12,59

3.1.2 Risk factors for breast disease
» Early menarche
» Late menopause
» First child birth at or above the age of 30

» Family history of cancer



» Nullipara
» Use of oral contraceptives
» History of infertility

» Use of hormone replacement therapy

Possible causes

Lifestyle factors
» Increased intake of fatty diet
» Increased caffeine intake

» Smoking

A\ 4

Alcohol consumption

Use of tobacco

\ 2 74

Pattern of job( shift duty)

A\ 4

Use of deodorants/ antiperspirants
» Physical inactivity
» Obesity

» Radiation exposure

Infection/injury
» Breast infection
» Inflammation and clogging of the breast ducts (mammary duct ectasia)
» Excessive breast stimulation

» Injury to the breast

Medical problems

» Severe hypothyroidism (underactive thyroid gland)
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» Hormone imbalance(oestrogen, prolactin)
» Non-cancerous brain tumors
» Small growth in the breast that is usually not cancer (intraductal papilloma)

» Fibrocystic breast (normal lumpiness in the breast)

Use of certain medicines
» Hormone replacement therapy
» Antihypertensive

» Antidepressants

3.1.3 Diagnosis and Management for breast disease

Triple assessment is now considered as a gold standard approach for diagnosing
breast disease which includes clinical examination, imaging and histopathological
examination. Screening for breast disease includes mammography, Clinical Breast
Examination (CBE) by a physician, and Breast Self Examination (BSE). Timely
diagnosis and making a treatment plan within 72 hours of the first consultation, helps in

.. 26
giving accurate treatment.

3.1.4 Preventive strategies for breast disease
< Limit or eliminate caffeine intake
< Limit alcohol intake- The more alcohol intake, greater the risk of developing
breast disease.

< Avoid smoking- one of the best things we can do for our overall health was not
to smoke.

< Weight control- The risk of breast disease increases being overweight or obese
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< Be physically active- Physical activity helps to maintain a healthy weight, which,
in turn, helps to prevent breast disease.

< Breast-feeding- Breast-feeding for a longer duration, greater the protective
effect.

< Limit dose and duration of hormone therapy

< Avoid exposure to radiation and environmental pollution.

< Dietary changes- Eat more fruits and vegetables, increase fibre intake, fresh
garlic and other members of onion family offer protection. (Broccoli, Cabbage,
Cauliflower), consume low fat dairy products and eat more complex

carbohydrates

3.2 RESEARCH STUDIES RELATED TO PREVALENCE OF SELECTED
BREAST DISEASES

The limited available literature on BBD suggests that it is one of the common
problems in developing countries.”” The incidence of benign breast disease varies among
different geographical areas and is significantly higher than the malignant conditions.
Aisha Memon et al says that BBD’S are 10 times more common than breast cancers in
west; while Kumar et al asserted that it is 5-10 times more common than cancer breast
among Indian rural population.” In contradictory a survey of breast diseases among
women in Amritsar done by Bhupinder Singh et al reveals that the prevalence of both

benign and malignant disease was more common among urban population.17

When compared with malignant lesions BBD’S begins to rise in the second
decade of life and peaks in the fourth or fifth decade.'" The peak age incidence based on

studies by Kumar et al and Hatim et al*' was 11-30 years whereas studies by Dhirendra
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Nath Choudhury®*, Bhupinder Singh et al'” , Akshara Gupta® ,Olu-Eddu'® and Onuka
reported that most commonly affected age group was 21-30 years. A clinicopathological
study by Bagale et al identified that majority of cases with BBD were between the age

group of 21-40years.

The spectrum of breast lesions were studied among 72 cases by Shukla et al''over
a period of three years and identified 80.7% benign lesions of various etiology whereas
Malik® studied over a period of 20 years among 1724 cases and reported benign lesions
in 72.9%. A study done on patterns and prevalence of BBD’S in western India by Hatim

121

et al” noted that out of 260 specimens received in the histopathology department 80%

were benign breast lesions. Rasheed et al®

in their three years study on breast lesions
among 15-70years old women in north India noted 77.7% of benign breast lesions ,
and Sarma et al* identified 70% in east India. Similar results were obtained by Mayun
etal® and Iyer” etal. A study of north south and east Maharashtra done by Bagale et

al®® ,Pudale et al” and Kumar et al’ noted 78.52%,71.15% and 70%  of benign

breast lesions.

Study of breast lesions in the tertiary health care centre Tamilnadu done by
Kalyani®® reported that 77.5% had benign lesions and  according to Uma
Krishnaswamy68 the reported incidence in Chennai among an urban population was

132 in sub-center

12.75%.According to a study conducted by Dr. Christina Mary Priya Pau
areas of Thiruninravur primary health center, and Poonamallee block of Thiruvallur

district the prevalence of BBD is 59.5%.
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3.2.1 Prevalence of mastalgia

The most commonly encountered breast problem among women is mastalgia and
it has been extensively studied by various authors and reported. A study done among
patients attending a breast clinic concluded that 79% of them had cyclical mastalgia and
48% had consulted a doctor and another survey done among western women concluded
that 69% of them had mastalgia. Smith et al.,®” had done a study among 1171 women
who attended gynaecology OPD and noted that 69% of them experienced mastalgia as a
pre menstrual symptom. Similar result was reported by Coskun et al.” in his study on the
prevalence of mastalgia among women attending breast screening program and Ader

et al 71study among women aged 18—44 years .

A study among 271 cases of mastalgia done by Khan et al revealed with 50%
prevalence of non cyclical mastalgia whereas in an Indian study among urban population
conducted by Uma et al.,*® revealed that out of 58 cases with mastalgia 57% experienced

cyclical mastalgia and 43% experienced non-cyclical mastalgia , Christina et al.,”?

study
among rural population identified 38% experienced mastalgia and Sreedevi® study
among north Chennai population revealed that 65% present with cyclical mastalgia and

1.,”* study it was noted that

non-cyclical mastalgia was present in 18%.In Salzmann et a
66% of women experienced mastalgia. In another study conducted by Kavasseri et al.,”’

they identified that the prevalence of cyclical mastalgia was more common.

3.2.2 Prevalence of fibroadenoma
One of the most common breast lesions among young women was fibroadenoma.
Women who consult medical center with complaints of breast lump are anxious due to

the fear of malignancy. Foncroft LM et al.,” in their study on presentation and diagnosis
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of breast disease among women who attended Wesley breast clinic found out that 87.4%
had presented with lump in the breast, while Ratana Chaikanont’* by doing clinical
breast examination identified 72.3% had breast lumps out of 331 benign patients.
Griffith”®, Shukla'' and Dixon et al’® in their studies on benign breast diseases identified

fibroadenoma as the most common presenting symptom.

Studies done by various authors across India among urban and rural population
reports fibroadenoma as the common benign lesion. The reported incidence was (50%
)Bhargava,”’ (56.4% ) Abhijit et al’.,(34 37%) Shashikala et al.,”® (45%) Gupta et al.”(

71.4%) Rasheed et al®.and (39.8%) Raju GC et al.*

A prospective Cohort study by Khanzada et al.,*' in Pakistan and Thobhani et
al.* in Yemen found that fibroadenoma was the common lesion with mean age of

presentation of 22.2 years.

Shanker et al® in their prospective observational study on benign breast diseases
among rural population identified 48% of their patients had fibroadenoma. Similar
results were obtained by various authors namely Umanah et al ** (54.8%), Sangma et

al.** (48%),Naveen et al.'> (52%), Malik et al®. (49%) and Greenberg et al.® (50%).

This implies that the occurrence of breast lump seems to more common among
urban than rural women and the commonly affected age group were the teens. The trend
may be due to literacy and mass media exposure which creates awareness among the

public about breast cancer screening.
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3.2.3 Prevalence of fibrocystic changes, nipple discharge

A series of postmortem studies conducted yields a result that one out of two
women had some form of fibrocystic changes. A study conducted in a tertiary hospital,
Uganda identified 21% of women were affected with fibrocyctic disease whereas in
Yemen the reported incidence according to Thobhani et al.,*> was 27.4%. Sangma et al™
clinicopathological study among North Eastern population of India and Shanker et al.,”
prospective observational study among rural population results were similar that 18% of
the subjects had fibrocystic changes. 39.6% was the reported incidence by Bhupinder et
al'” and Baptist SJ et al* reported similar finding. Fibrocystic disease was more common
in Khalid et al.,"’ retrospective study whereas it is the second most common lesion in a

8

clinico-pathological profile of BBD by Talpur®™. Due to cultural, socioeconomic,

geographical and religious variations there might be some differences in the incidence.

According to Sakorafas® the incidence of nipple discharge was 8% which was

almost similar to the study by Leis HP et al.,”

that the reported incidence was 9%.
Shirish Chandanwale et al.”' study on Pattern of benign breast lesions on FNAC in
consecutive 100 cases, Dixon et al and Santen RJ?> studies had similar findings(5%).
Another study done by Kavasseri et al.,”® on profile of BBD by clinical examination
revealed that out of 1000 women screened 0.2% women complaints of nipple discharge.
This study shows a very low incidence because the study samples were post pubertal

women. Another study by Akshara Gupta et al.,°' on clinical profile of BBD 3.75% had

nipple discharge while Uma Krishnasamy68 reported 6.8% in her study.
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3.3 RESEARCH STUDIES RELATED TO KNOWLEDGE ON BREAST
DISEASE
3.3.1 Knowledge on selected breast disease

Studies from Arab countries on women’s knowledge and attitude about breast
disease revealed that in Qatar women had adequate knowledge about the disease which is
significantly related to the educational status’ whereas studies from Riyadh® and
Kuwait” shows a contrary result that they have insufficient knowledge about breast

disease.

A cross sectional descriptive study on knowledge of breast disease among 2186
female university students in korea displayed a medium level score (total score: 5.33 +
2.70) about the disease condition.”’ Another cross sectional study on knowledge about
breast disease at Tehran among 410 female health workers concluded that eventhough
75% of them have heard about breast disease only 52% had overall awareness about the
condition.” Breast Cancer awareness and screening practices among 770 Iranian women
a population-based study was conducted and the results indicated a significant difference
between literate and illiterate women. Providing equal opportunities is necessary in order

to improve the health status among women.”’

Linsell et al.,” conducted a survey in the United Kingdom to elicit the level of
breast disease awareness among older women and reported that women were less aware
about the disease condition. In another study from California among American Asian
Indian women about breast disease knowledge, attitude and screening behaviours by

Sadler et al,” concluded that majority of the women reported that their knowledge level
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was inadequate even though education programs being developed to promote awareness

among women.

Level of awareness regarding breast cancer was assessed among 864 kashmiri
females, identified that majority of them had low level of awareness and suggested to
create awareness among the general population about the disease.”® A community based
descriptive cross sectional studies from Chandigarh®* and Mumbai*® on the awareness of
women above 30years about breast cancer and screening practices revealed that majority

of them had heard about the disease.

Pawan Kumar et al., conducted a study to assess the knowledge, attitude and
preventive practices towards breast cancer among three hundred community-dwelling
women from rural and peri-urban neighborhoods in Medchal mandal of Andhra Pradesh
province concluded that the study participants had poor knowledge on breast cancer.'®

Senthil kumar et al.,101

in their cross sectional study among women aged 30years or more
in villupuram district on acceptance of cervical and breast cancer screening and
awareness about the disease revealed that 70% have heard about the disease. Anantha
Lakshmi Satyawathi et al.'® Study from south India on prevention of breast cancer says

that their study were in the age group of 21-40 years and 96.1% were aware about the

disease.

3.3.2 Knowledge on risk factors for breast disease
A survey in United Kingdom on breast disease awareness among older women
reported that the understanding of women about the risk factors was poor although they

demonstrate awareness about the condition.”® Peltzer and Pengpid'® did a study across



51

Asia, Africa and America among 10,242 undergraduate university students in 24
countries revealed that 35.4% were not aware of any risk factors influencing breast

disease.

A Turkish study on awareness of breast and cervical cancer risk factors and
screening behaviours among nurses concluded that risk factors were generally well
known except early menarche and late menopause as risk factor for breast disease.'®
Another study from rural area in western Turkey among women says that when women
learn about the risk and benefits of early detection of breast cancer in their young age are

more likely to follow screening practices.lo5

In a study conducted in Riyadh on knowledge on risk factors for breast disease
identified moderate level of knowledge among women about risk factors and protective
factors which is been positively correlated with the educational status.”* A cross sectional
survey on knowledge about risk factors among female teachers in Saudi Arabia and
Kuwait reported knowledge on several risk factors like nulliparity, poor breast feeding,
family history and increasing age.106 Data among Pakistini females yields the similar
finding. In order to conquer the escalating burden of the disease among Saudi females’

public awareness interventions were considered as necessary.lm'108

Study among King Khalid University Students reported that hereditary factors,
smoking, non lactating mothers, use of contraceptive hormones, increase fatty diet are
the more common factors and infertility, early puberty, late delivery are less common

9

factors causing breast disease.'” Baig et al.,''’ did a population based survey on

knowledge and awareness of breast cancer in Malaysia among 320 women belonging to
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different age group and ethnicities in Sungai Petani a suburban area concluded that
knowledge on risk factors was better among Malay women whereas Chinese women

knowledge level was better towards the disease.

Sonia Puri etal.,”* studied the awareness of risk factors among North Indian
women and found out that only few respondents were aware of risk factors like late
marriage, obesity and late initiation or not practicing breast feeding may cause breast

disease. Vikas Fotedar et al.,111

conducted a cross sectional study on knowledge of breast
cancer risk factors among nurses in Indira Gandhi medical college, Himachel Pradesh,

identified that B.sc nurses had more knowledge on risk factors compared to diploma

nurses.

Hemalatha Kumarasamy''? study on determinants of awareness and practice of
BSE among rural women in Trichy showed that early menarche, late menopause as a risk
factor was known by one third of women and one fourth of women agreed that long term
intake of oral contraceptives, first child birth at or above the age of 30 are risk for breast
disease. The findings from a cross sectional study among women in Chennai conducted
by Shalini'"® revealed that women were aware of risk factors like nulliparity, family
history, intake of high fatty diet, radiation exposure, obesity and prolonged horomonal

therapy.

3.3.3 Knowledge on signs and symptoms for breast disease
An exploratory correlational analysis among 200 Saudi women aged 20 and
more were assessed for their awareness regarding breast cancer claimed that Saudi

women level of awareness was inadequate and 1/8" of the women say breast lump as a
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warning sign.'” In an Iranian study'® on awareness of women regarding warning signs
of breast cancer revealed that they were aware about signs such as painless lump, nipple
retraction and bloody discharge from the nipple additionally pain in the breast, breast

. . . . . 107
ulcer are also considered as warning signs by Pakistani females.

Alharbi et al.,”* studied about the breast disease awareness among Kuwaiti female
school teachers revealed that lump, bloody nipple discharge, pain, sagging of breast, skin
changes as the major signs for breast disease. Similar study carried out among female
School teachers in Lagos reported that teachers were aware about a mass in the breast as
the commonest recognized symptom.115 A study among a Nigerian population also

reported the similar finding.

The survey by Linsell et al.,”® in eliciting the awareness of breast disease among
older women in United Kingdom indicated that women have some knowledge about the
symptoms. A study among household women in Northern Ethiopia done by Befikadu

116

Legesse and Teeri Gedi ~ says that lump, pain and rashes in the nipple as warning

signs.

Mamoona Noreen''” study on awareness of early warning signs for breast disease
among medical students indicated that a lump in the breast may be a noticeable indicator
but mastalgia does not always indicate the presence of cancer breast and they are also
aware of any potential warning signs like change in skin color of the breast, bloody
discharge from the nipple, change in the color or shape of nipple, a lump in the neck or

armpit and asymmetry of the breasts cause cancer breast.
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Shinde SD et al.''® did a community based cross sectional study among 235
women in a suburban area of Mumbai concluded that only few women were aware of the
signs and symptoms like change in the size and shape of the breast, discharge from the

nipple, painless lump in the breast.

A community based cross sectional study conducted by Hemalatha
Kumarasamy112 among 200 rural women in Trichy on awareness level revealed that
women were aware of common signs like breast pain, nipple discharge and lump in the
breast. Similar findings was reported in a cross sectional study conducted by Shalini'"

among rural women in Chennai.

3.3.4 Knowledge on management/ screening methods for breast disease

American cancer society guidelines recommend annual Clinical Breast
Examination(CBE) and mammography for women above 40 years. Veena KS et al'"’ in
their study among rural women ruled out that few of them had heard about
mammography. She further reports that in developing countries mammography practice

was poor when compared with developed nations it is significantly higher.

Yuan Huang et al.,"® conducted a cross sectional study among 1162 Chinese
women regarding knowledge on breast cancer screening behavior identified women were
interested in knowing about the screening and they found out that medical insurance
funds to be increased so that screening attendance can be improved. A study among
Pakistani females concluded that only few women were aware of CBE, BSE,

mammography and fine needle aspiration as diagnostic measures'”’ whereas a study
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among women in Iran reported inadequate knowledge on effective screening methods

like CBE and mammography.114

In a Malaysian study among 20 selected secondary school teachers Anderson et

121
al.,

identified moderate to low level of knowledge regarding screening practices and
concluded by stating that more efforts to be taken to increase the knowledge and to

remove misconceptions about screening.

A cross sectional study conducted by A. O. Akhigbe and V. O. Omuemu'** in
Pamukkale University hospital, Denizli obtained a result that awareness of
mammography as a screening method was found to be low whereas awareness was high
in stating that mammography as a diagnostic method. Another cross sectional study
carried out in Benin City among female health workers had a relatively low level of

knowledge about BSE as a screening method.'®*

A cross sectional questionnaire based survey among 1750 Arabic women was
done by Bener, Alvash,Miller and Denic” ruled out a low level of knowledge about
breast disease screening methods. Studies among Kuwaiti®® and Saudi Arabia'®® female
teachers concluded that the study samples exhibited a low level of knowledge in
recognizing BSE and mammography as screening methods. A study among Qatar
women identified a low level of screening rates for CBE, BSE and mammography

whereas these being performed by young women with higher level of education.”

Arkierupaia Shadap, Maria Pais & Anusuya Prabhu'® descriptive study from

Karnataka identified a low level of knowledge on mammography as a screening method.



56

In a community based cross sectional study among rural women in Trichy concluded that
CBE was known by 36.5% women and very few women were aware of BSE,

12 Another

ultrasonogram and mammography as screening methods for breast disease.
study conducted by Shalini'"® in Chennai found that women were aware of mammogram

as a screening tool.

The pain response can be exacerbate by emotional stress Fox et al in their study
demonstrated the benefit of relaxation therapy among women with mastalgia.

Lazaraviciute G, Chaturvedi S'**

in their review article have mentioned that a survey was
done among female marathon runners in 2012 London Olympics showed that 32% of
them experienced mastalgia however they didn’t seek medical advice and didn’t use

simple preventive measures. This highlights the public awareness was lacking on

mastalgia management.

From the above reviews it is been concluded that the factors that may have an
impact in the knowledge of women on various aspects of breast disease was women
between 20-50 years, those who are married, contraceptive pill users, with a history of
child death, women belonging to higher income group, literacy and occupation. The
information was mainly gained through health professionals, friends/neighbors,
TV/Radio, printed materials and awareness programs. The reason why women are not
interested in knowing about the disease or not undergoing any screening were due to

neglect, they don’t have any symptoms and need being not sensed.
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3.4 RESEARCH STUDIES RELATED TO PREVENTIVE STRATEGIES FOR
BREAST DISEASE

Caffeine is commonly listed as a causal factor for mastalgia however its
consumption has conflicting evidence. As per the study by Minton et al.,'* those who
consume excess tea and coffee has a less reporting rate of mastalgia this may be due to
presence of methylxanthine which causes dilatation of blood vessels. Although there is a
lack of randomized controlled trials(RCTs) evidence from Benito-Garcia et al.,'**study
says that a well- fitting bra may provide a relief for mastalgia. Similar finding was

reported by Hadi MS.

Evidence from observational studies, lowa Women’s Health Study, Nurses’
Health Study, National Surgical Adjuvant Breast Project P-I and STAR SERM trials
indicates that weight loss either during pre- or post-menopausal period reduces the risk

of post-menopausal breast cancer.'?’

Albuquerque and colleagues performed a systematic review of dietary patterns
and breast cancer and concluded that diets with larger portion of vegetables, fruits, fish,
soy, proper dietary fiber intake as well as Mediterranean dietary pattern are associated

. . 128
with a decreased risk of breast cancer.

Reviewing 73 observational studies regarding association of physical activity and
breast disease risk gave the evidence that the risk reduces by an average of 25% in pre
and post menopausal women who performs moderate to vigorous physical activity when
compared with inactive women. Self report questionnaires have been used to measure

physical activity in observational studies which is the major limitation. There is a need
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for randomized controlled trials which is quite challenging because of the expense for

long term follow up to collect data and large sample size required.'”

American Cancer Society has published guidelines® in 2012 on nutrition and

physical activity measures. Lifestyle choices recommended were

1) Achieve and maintain a healthy weight throughout life
ii) Physically active life style to be adopted
iii) Healthy diet to be consumed, emphasizing intake of plant foods

iv) Limiting consumption of alcohol

To instill protective practices in lifestyle and to create awareness among public
pink chain campaign to be conducted more widely and frequently.” It is important that
not only middle and late age women, even younger women after menarche should be

aware of lifestyle prevention.

3.5 RESEARCH STUDIES RELATED TO KNOWLEDGE AND PRACTICE OF
BSE

A simple and economical method to detect any abnormalities earlier is BSE.
Despite the fact that there is no clear evidence about the effectiveness of doing routine
BSE in detecting abnormalities earlier it still act as a preventive strategy in most of the
developing countries where there is lack of resources for screening programs like

mammography.
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Study among nurses of Ege University, Turkey, on knowledge and BSE practice
concluded that nurses were aware of breast self examination but their practice was poor

31 Another Turkish study among nurses on

and very few perform BSE on monthly basis.
awareness of breast and cervical cancer screening came to a conclusion that study
participants identified BSE as a beneficial screening method and showed a positive
attitude towards BSE.'” Similarly a descriptive correlational study from Ordu
city, Turkey'*” and Pinar Erbay'** study from western Turkey found that although women
indicated knowledge about BSE the performance was low and very small percentage
claimed to be regular performers.

34 study among south Asian women residing in

Chaudhury and Srivasatava'
Toronto found that only few women practice BSE on monthly basis. Friedman et al.,'*
noted that majority knew the recommended steps of BSE but their practice was poor and
the frequently reported reason was forgetting or being too busy. Based on literature

1

review on BSE practice Coleman 36 reported that there is no strong evidence whether

they perform the procedure correctly.

1"*" about BSE practice among Iranian

In a survey conducted by Zahra Ghodsi et a
women they claimed that women practice BSE and few of them have started doing by
20years of age. Studies from Nigeria conducted among Qena architecture and education
students and Lagos University concluded that BSE is being practiced by the students and
they were aware that BSE to be done on monthly basis.'**% Similarly a cross sectional

descriptive study among female University students of Korea revealed that students

displayed a medium level of knowledge on practice of BSE.”!
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A cross sectional survey on practice of BSE among Kuwaiti school teachers
identified that most of them were aware about BSE but they are not aware about steps to
practice BSE and those who knew the procedure didn’t practice.95 Another cross
sectional survey among women attending Primary Health centers in Quassim region,
Saudi Arabia noticed that women have not heard about BSE but had a positive attitude to

learn BSE.'*!

A study from North western Germany found high rates of BSE and this may be
due to public awareness campaigns which have influenced the knowledge on BSE
among the public.'* Legesse''® study among Ethiopian women yields the same result as
level of education has a significant influence on knowledge and practice of breast self
examination. In a study among Jordanian women’s knowledge and practice of BSE
women who have finished their high school were knowledgeable in practicing breast self
examination'” whereas study by Iam et al identified graduates has more knowledge
about BSE in contrary study by Yucel et al states that there is no relationship between

knowledge and educational level.

Cross sectional studies done among women in a tertiary care hospital, Mumbai
and nurses in Indira Gandhi Medical College, Shimla concluded that even though they
have knowledge about BSE they practice BSE at least once in a year. The reason why
they are not practicing BSE was women were not aware about the correct method.*”''* A
study from Mangalore by Soumya Thomas'** revealed that the mean knowledge score on

BSE was 9.23.
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A study among female patients attending Rural Health centre, Kanchipuram
district on knowledge, attitude and practice of BSE concluded that most of them have
heard about BSE and very few had the practice but not on a regular basis.'* Similar
study was conducted by Evangeline Mary'*® in a tertiary care hospital, Chennai found
that two fifth of the women were aware of BSE out of which 28% practice BSE. Those
who practice the frequency were irregular. It is quite alarming that women undergoing
master health check up are considered to be health conscious but their BSE practice was
poor. Another study among South Indian population identified that eventhough women

were aware about breast disease but their knowledge and practice towards BSE was

147 1 112
*

fair. " Similar report was yielded in Hemalatha et a study on determinants on

awareness and practice of BSE among rural women in Trichy.

Above reviews concluded that knowledge was gained mainly through mass
media, friends and health care professionals. The most common reason for not
performing BSE was lack of knowledge, laziness, forgetfulness and a lack of confidence
in skills. Tailored health education, awareness campaigns, health promotion programs to

be developed based on women’s health beliefs to promote BSE practice among women.

3.6 RESEARCH STUDIES RELATED TO EFFECTIVENESS OF
TECHNOLOGY ENABLED LEARNING PROGRAMME

A randomized controlled trial was conducted on effectiveness of a nurse-
delivered breast health promotion program on breast cancer screening behaviors among
197 non-adherent Turkish women. The outcome of the study mainly focused on the
impact of the intervention program on their proficiency and frequency of BSE which was

measures at three and six month’s interval. Initiation to perform BSE among women in
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the intervention group had increased to 36.1% from baseline at three months and at six
months interval it was 26.8%. Even though there is a decline in percentage of performers
the overall outcome was successful in increasing the practice of BSE and enhanced their

ability to rule out lump in the breast.'**

Another study from Hong Kong led by Sophia to investigate the effectiveness of
breast health education program among 777 women >20 years. The content was prepared
based on the educational level and cultural background. The understanding of women
before and after the program was found to be effective. Women were able to narrate the
steps of BSE, how and when to perform. Most of the women state that they will share
their gained knowledge with family, friends and ready to seek medical advice if any
abnormalities detected. Since the study was conducted in a highly motivated area the
researcher was unable to rule out the gap between pre and post test comparison.'*

1.,150

Similarly Anakwenze et a reported statistically significant difference in women’s

151 . .
I.,”" in their

knowledge after an educational program in Jamaica and Lee-Lin et a
randomized clinical trial among Chinese American immigrants yielded similar result

after a breast health intervention.

Shadia study among nursing students in King Abdulaziz University, Jeddah,
Saudi Arabia noted a significant difference between the pre and post training program on
knowledge and practice of BSE at p<0.01. 6 months follow up showed that majority
students started practicing BSE on monthly basis. The result was similar in another study
conducted among women in Ain Shams University, Egypt by Nadia and Magda. Also a
study among Saudi nurses by Balkaya et al., found a significant improvement in

Knowledge and practice of BSE and further reported that this significance may be due to
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immediate effect of workshop. To say the effectiveness of the program knowledge

retention need to be assessed.'*?

Hussein et al.,'” in their study on knowledge, attitude and practice of BSE
among women states that significant improvement was noted in their level of knowledge.
There was a significant difference in practice between baseline and six months. 53.6% of
women ever practiced BSE at baseline out of which 36.3% started practicing BSE after
six months. Lewin et al.,"** study to assess the effectiveness of awareness program by lay
health workers yielded a contrary result that before intervention the knowledge (CI 95%,
-0.77 to -0.15) and attitude 93.2% indexes were high which shows no significant
difference after the intervention.

A survey was carried out in Nigeria to rule out the effectiveness of Health
Education on Breast Cancer awareness among 158 Female Undergraduates, University
of Calabar. The results revealed that for knowledge of symptoms, risk factors of breast
disease the chi square value of 14.5, breast cancer awareness on practice of BSE the chi
square value was 7.85 and effectiveness of health education yielded the value of 11.27 at
0.05 level of significance which indicates that health education has an impact in the

knowledge of students which in turn improved the practice of BSE.'*

Another study by Maha Mousa and Mohamed Moussa'”® on effectiveness of
educational program on knowledge, attitude and practice among 134 nursing students in
Damietta and Port Said cities reported that all three domains were low before the
intervention, three months later assessment revealed a statistically significant difference.
This study was also done among 50 female students in Port Said governate by Mona Abd

Elsabour’ on impact of health intervention program on knowledge and practice of BSE
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using self administered questionnaire and observational checklist. Statistically significant
difference in knowledge and practice after the intervention was identified at P <0.001.
The researchers recommend that continuous health education programs on breast cancer
prevention need to be conducted in order to make them aware as well as to sustain the
knowledge.

Bala Hemant Gameti'>®

conducted a health education intervention study among
250 women beneficiaries attending Ahmedabad urban health centers revealed that
significant improvement on knowledge and practice was observed. After three months
post test the investigator identified that 20% of women practiced BSE. Furthermore,
Hajian et al.,'” study in a semi-urban area of Madhya Pradesh, on impact of health
education intervention program regarding BSE by women identified that there was a

significant improvement in the level of knowledge regarding all aspects of breast self

examination in the intervention group.

Another study conducted to assess the effectiveness of health education session
among 30 urban slum women in New Delhi regarding women’s awareness towards
breast disease and BSE practice using structured interview schedule. Mean knowledge
score before intervention was 3.60 and after intervention was10.66. The intervention
program was effective (p value = 0.00) in raising women's awareness about Breast
disease, and of regular screening procedures. The findings of this study depicted a wide
gap in knowledge about breast disease and its risk factors among women. Most of them
were not aware of breast disease and breast self examination. This indicates that in spite
of massive efforts done globally and nationally, for awareness of breast disease,

knowledge has not reached at the community level.'®
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Sudha Ramalingam et al.,'®" in their study about effectiveness of interventional
health education among 34 female school teachers on knowledge and attitude about
breast disease and breast self examination The scores obtained in the pre test was 16.75
and 22.50in the post test showing a 23% increase and showed statistically significant
difference at p<0.05. Findings of the study revealed that health education was an
effective strategy to empower women with knowledge and skill. They further planned to

implement this program to all schools in their field practice and schools in rural areas.

Study conducted by Amutha'®

among 60 nursing assistant students in CSI
Kalyani multispeciality hospital School of Nursing to assess the effectiveness of
structured teaching program on BSE as early detection method for cancer breast using
structured questionnaire, Likert scale and an observation checklist and concluded that
majority of their knowledge was inadequate, had negative attitude and poor practice

before the intervention whereas in the post test majority (96.67%) had gained

knowledge, had favourable attitude and 86% of their practice was good.

3.6 SUMMARY, GAPS IN THE EXISTING LITERATURE AND NEW
INFORMATION’S ADDED BY THE PRESENT STUDY TO THE LITERATURE.
3.6.1 Summary of Literature:

Extensive review of literature was conducted under the topic of breast diseases,
its sub components and interventions for prevention of them. Studies have showed high
prevalence rates of benign conditions of breast than malignant conditions. Studies also
reported that among Indian rural population the benign breast diseases are 5 to 10 times

more common than breast cancers. The most common reasons for not doing BSE were
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lack of knowledge and not believing in its necessity. Studies also reported that laziness,

forgetfulness, lack of confidence in skills as a key barrier to BSE.

3.6.2 Gaps in the Literature:

Studies were mainly concentrated on malignant conditions than benign
conditions. There were limited Indian studies on prevalence of selected breast diseases
among rural population. Interventional studies for the rural population were also very

much limited. Nursing studies were very minimal in Indian context.

3.6.3 What will the present study add to the existing literature:

The study would add to the rural statistics of women at risk for breast diseases.
The community based nursing interventions would guide the rural women to gain skill in
practicing BSE in turn preventing breast diseases among the women in the community.
The present study would add evidence to the Indian context and also generate evidence

on community participatory model of prevention.
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CHAPTER -4

MATERIALS AND METHODS

RESEARCH METHODOLOGY

The present study was conducted to evaluate the effectiveness of technology
enabled learning programme on knowledge on prevention of selected breast diseases and
practice on Breast Self-Examination (BSE) among women in selected villages,

Thiruvallur District.

This chapter of the study includes selection of the research design, variables,
setting of the study, population, sample, sampling technique, sample size, development
of tool, content validity, reliability, ethical considerations, data collection procedure and

plan for statistical analysis.

4.1 RESEARCH APPROACH

The research approach of this study was Quantitative experimental approach. In
this study the investigator evaluates the effectiveness of technology enabled learning
programme on Knowledge on prevention of selected breast diseases and practice on

Breast Self-Examination (BSE).

4.2 RESEARCH DESIGN

An experimental design was adopted in this study. The effectiveness of
technology enabled learning programme can be proved only if there is a comparison
between groups. Hence the investigator adopted experimental design which is depicted

below.



Schematic framework of the study design
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Randomization at village level

Risk
assessment
for
selected
breast

diseases

Group Pretest Intervention | Posttest | Posttest | Posttest
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O, O3 04
Technology
Experimental | Assessment Enabled
of Learning
Knowledge Program Assessment of Knowledge
and Routine and Practice
Control Practice | lifestyle

4.3. VARIABLES

4.3.1. Independent Variable

on definition,

Technology enabled learning programme comprising of Video assisted teaching

causes,

risk factors,

signs and symptoms, diagnosis, treatment,

complications, prevention of selected breast diseases and steps for performing Breast

Self Examination and demonstration on performing the steps of Breast Self Examination

using breast model

4.3.2. Dependent Variables

BSE.

Referred to Knowledge on prevention of selected breast diseases and Practice on

4.3.3. Extraneous Variables

Extraneous variables that were identified through literature and the researchers

experience were age, educational status, occupation, type of family, family monthly

income, religion, marital status, clinical variables like dietary, lifestyle, medical,

reproductive, familial and personal risk factors, BMI.
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4.4 SETTING OF THE STUDY

Omayal Achi Community Health Centre, Arakambakkam is an NGO of
MR Omayal Achi MR Arunachalam trust. It was established in the year 1998 and
provides basic health care services to the adopted villages. The study was conducted in
six selected villages from among the 18 villages adopted for intensive health care

services by Omayal Achi Community Health Centre (OACHC).

The villages Guruvoyal, Lakshminathapuram, Thamaraipakkam were the
experimental group and Kannadapalayam, Morai, vellanoor were the control group.
These villages are located at about 5 kms radius in geographically opposite directions

from the Omayal Achi Community Health Centre.

4.5. POPULATION
Population is the entire aggregation of all individuals with specified

characteristics.'® Population comprised of target and accessible population.

4.5.1. Target population
Comprised of all women at risk aged between 20-40 years of age residing in

villages and the investigator had chosen this for the purpose of generalization.

4.5.2. Accessible population

It refers to the aggregate of women with whom the specified criteria’s are
conformed and accessible to the investigator. Thus the accessible population for this
study were 400 women who were at risk aged between 20 to 40 yrs and residing in the

six selected villages.
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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 consisted of
women at risk aged between 20-40 years of age residing in six selected villages adopted

by OACHC and who fulfilled the sample selection criteria.

4.6.1 SAMPLE SIZE CALCULATION

The sample size was calculated based on the pilot study findings of knowledge
and practice scores. The effect size derived from the pilot study was 0.35. The calculated
sample size using the effect size of 0.35 at power 0.90 and 0.05 level of significance was
estimated to be 173 in each group. Calculating the attrition of 15% the final sample size
was fixed to 200 in each group. The final sample size consisted of a total of 400 women
with 200 each in the experimental and control group. There was no attrition as all the
women were permanent residents of the villages and with regular follow up by the

investigator.

Formula for sample size calculation (Comparing two group means)
n:(Za/2+ ZB)ZX 2x o%/d?
where Zg/p 1s the critical value of the normal distribution at o/2, Zg is the critical

value of normal distribution at p, o> is the population variance and d is the difference we

would like to detect.
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No. of women

Total no. of No. of
screened
Name of the village women women at | Sample size
(available during
(20-40yrs) risk
data collection)

Guruvoyal 200 183 80 80
Lakshminathapuram 25 20 20 20
Thamaraipakkam 183 162 100 100
Kannadapalayam 124 119 65 65
Morai 198 184 68 68
Vellanoor 115 91 67 67
Total 845 759 400 400

4.7. SAMPLING TECHNIQUE:

Probability sampling was undertaken wherein simple random sampling using

lottery method was done to select 6 villages from the 18 intensive service villages and of

which through cluster randomization the villages were grouped as experimental and

control group.

Women who were identified with the risk in the 6 villages, who fulfilled the

inclusion criteria and present during data collection were chosen for the study.

4.8. SAMPLE SELECTION CRITERIA:

4.8.1 Inclusion criteria: Women

e who are willing to participate in the study.

e who can understand Tamil.
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e who attained menarche.

e residing in selected villages.

4.8.2 Exclusion criteria: Women
e who have been diagnosed with breast diseases and on treatment.
e Who are mentally challenged

e Who have limitations to use their upper limbs for doing BSE

4.9. DEVELOPMENT OF THE TOOL
The data collection instrument was prepared by the investigator after doing an
intensive review of literature and with expert’s guidance. The tool used for the present

study consisted of the following:

4.9.1. Data Collection Tool
Part A: Risk assessment
Part B: Demographic and clinical variables
Part C: Assessment of knowledge using structured interview schedule.
Part D: Observational checklist to assess the skill
Data collection tool consists of
Part A: Risk assessment
Assessing the risk of women aged between 20-40 years for breast disease using
breast disease risk assessment tool prepared by the investigator. The tool consisted of 13

items. Women presenting with anyone of the risk factor are considered to be at risk.



Part B: Demographic and clinical variables
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Age, educational status, occupation, type of family, family monthly income,

religion, marital status, clinical variables like dietary, lifestyle, medical, reproductive,

familial and personal risk factors, BMI.

Part C: Assessment of knowledge using structured knowledge questionnaire

The interview schedule consisted of 25 questions. This questionnaire comprised

of questions about

Structured knowledge questionnaire

S.no. Dimensions No. Of questions

1. General information 3
2. Possible causes / Risk factors 2
3. Selected breast diseases 6
4. Investigations 2
5. Management, Home care management 4
6. Preventive measures 8

Total 25

Scoring key

Each item was an objective type and closed ended with a single correct answer.

Every correct answer was given a score of “1” mark and wrong answer was given “0”

mark. The total score of the tool was 25. The raw score was converted to percentage to

interpret the level of knowledge.
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Interpretation of Level of knowledge

Percentage Level of knowledge
>75% Adequate

75%-50% Moderately adequate
<50% Inadequate

Part D: Observational checklist to assess the skill in performing Breast Self
Examination

The checklist consisted of the steps to be followed while performing Breast Self
Examination. It consisted of 16 items and for “Yes” score of “1” was given for “No”
score of “0” was given. The raw score was converted to percentage to interpret the level
of practice.

Interpretation of Level of Practice

Percentage Level of Practice
>75% Good practice
75%-50% Fair practice
<50% Poor practice

4.9.2. SECTION II- INTERVENTION TOOL (Technology Enabled Learning
Programme)

The technology enabled learning programme which included:
e Knowledge - Video assisted group teaching on definition, causes, risk factors, signs
and symptoms, diagnosis, treatment, complications and prevention of selected breast

diseases using laptop.
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e Practice - Video show on the steps for performing Breast Self Examination using
laptop.
e Demonstration on performing the steps of Breast Self Examination using breast
model
e Return demonstration on the steps of Breast Self Examination using breast model
e Pictorial booklet for reinforcement on prevention of selected breast diseases and

BSE.

After the assessment of pretest level of knowledge and practice in experimental
group the investigator created awareness among women regarding prevention of selected
breast diseases and steps of performing BSE using the intervention package ie
technology enabled learning programme on the same day. Video assisted teaching was
given regarding prevention of selected breast diseases for 45mins by gathering a small
group of 4-5 members in a common place (Balwadi/ House) and breast self examination

demonstration was done for 30 mins using breast model.

4.10. CONTENT VALIDITY
Content validity was obtained from 3 medical experts (Community medicine,
Gynaecologist and Oncologist) and 7 nursing experts (Community Health Nursing, and

Obstetrics & Gynaecology Nursing).

The expert suggestions were incorporated in designing the final tool for the study
in consultation with Guide, Advisory committee members and Statistician for its

appropriateness.
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4.11. 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'>>.

To test the reliability the tool was administered to 50 samples from selected
villages adopted by OACHC. The reliability of the data collection tools was assessed
using test-retest and inter-rater method and the correlation coefficient r—value obtained
was 0.88 for the structured knowledge questionnaire and 0.86 for the observational
checklist. These correlation coefficient values were high and hence these tools were
reliable enough for assessing the effectiveness of technology enabled Ilearning
programme on Knowledge on prevention of selected breast diseases and practice on

Breast Self-Examination (BSE) among women in selected villages, Thiruvallur District.

4.12. ETHICAL CONSIDERATIONS
The investigator considered and followed the ethical principles throughout the
investigation. The investigator adhered to the following actions in order to protect the
ethical rights of the study subjects.
a. Human rights
1. Ethical committee approval was obtained from International Centre for
Collaborative Research which is the official ethics review board of Omayal Achi
College of Nursing.
2. Written consent was obtained from the Head of the institution, and the in-charge
of the Omayal Achi Community Health Centre (OACHC), and the village

leaders.
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3. Content validity was obtained from various experts in the field of Obstetrics and

Gynaecology, Oncology and Community Health Nursing.
b. Beneficence and Non- malficience

4. Explained about importance of assessing the risk for breast disease and identified
high risk subjects were referred to the hospital.

5. The investigator explained the procedure (return demonstration of BSE using
breast model) and nature of the study to the study subjects inorder to create
awareness and eliminate the stigma attached to communicate breast related
problems.

c. Dignity
6. Informed consent was obtained from the study subjects related to the study,
purpose, and type of data, nature of commitments, participation and procedure.
7. Privacy was ensured while demonstration and return demonstration of BSE.
8. Pilot study was executed to check the feasibility and reliability.
9. Right to withdraw/withhold information was ensured before collecting data.
10. Investigator’s contact information was given to the study subjects.
11. Anonymity was maintained through study process
d. Confidentiality

12. Confidentiality was maintained throughout the study.

13. Informed consent was obtained from the study subjects if disclosure is necessary.
e. Justice

14. Control group was given the same intervention as wait list control group.

15. Identified high risk cases were referred to OACHC.
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4.13. PILOT STUDY

After obtaining the formal administrative approval from the Head of the
institution, and the in-charge of the Omayal Achi Community Health Centre (OACHC),
and the village leaders the pilot study was executed in Karani, Thootakaran street
(experimental) and Kanniamman nagar, Vinonagar( control)
Phase 1: Assessed the risk of women aged between 20 -40 years for breast diseases

using breast disease risk assessment tool prepared by the investigator.

Sample selection- Women who were identified with the risk in the 6 villages, who
fulfilled the inclusion criteria and present during data collection were selected 25
samples each in the experimental and control group respectively from the selected

villages.

Phase 2: After the brief introduction about self and the purpose of the study the data
collection for each sample was done. Informed consent from the samples were obtained.
Women were made to sit comfortably in a well ventilated room. The demographic data
was collected and the pre-test knowledge was assessed using structured knowledge
questionnaire using interview technique and practice was assessed using observational
checklist in experimental and control group. On the same day video assisted group
teaching was given regarding prevention of selected breast diseases using laptop for 45
mins and breast self examination demonstration was done for 30 mins using breast model
to the experimental group. Samples were given pictorial booklet on prevention of

selected breast diseases and BSE.
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Phase 3: Post test on knowledge and practice was assessed.

A similar scheme of data collection was implemented for the samples in control group

with the exception of interventions by the investigator. After the post test same

intervention package was executed for the control group.

Major findings of the Pilot study report were

The risk factors identified among women revealed that most of the women
attained menarche before 12 years in experimental group and in both the groups
they had irregular menstrual cycle, had a history of abortion and had breastfed
their babies <12months. Some of them had a family history of breast disease and
breast cancer in both the groups.

Comparison of pre and post test level of knowledge on prevention of selected
breast diseases show that on an average, women in the experimental group had
gained 40.6% of knowledge score after technology enabled learning programme
and whereas in the control group the gain score was only 4.8%.

Comparison of pre and post test level of practice on BSE reveals on an average,
women in the experimental group had gained 53.2% of practice score indicating
that technology enabled learning programme was effective and in the control
group the gain score was only 3.5%.

There was a positive moderate correlation which had significant difference
between women’s knowledge gain score and practice gain score in the
experimental group whereas in the control group there was an insignificant,

positive poor correlation.
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The results indicated that assessment tools used, namely the risk assessment tool,
structured interview schedule and the observational checklist were highly reliable and

appropriate for assessing the knowledge and practice respectively.

The pilot study also showed that the random sampling technique based on the set
inclusion and exclusion criteria was appropriate for sample selection. The method of
administering the Technology Enabled Learning Programme, the teaching methods

selected and the proposed analytical measures were suitable for the study.

4.15. DATA COLLECTION PROCEDURE:

After obtaining formal ethical approval from the International Centre for
Collaborative Research which is the official ethics review board of Omayal Achi College
of Nursing, consent was obtained from the head of the institution, the in-charge of the
Omayal Achi Community Health Centre (OACHC), and the village leaders. The
investigator visited the villages weekly 3 days from July 2015 to June 2016. The

investigator assured the clients that the anonymity and confidentiality will be maintained.

Probability sampling was undertaken wherein simple random sampling using
lottery method was done to select 6 villages from the 18 intensive service villages of
OACHC and of which through cluster randomization the villages were grouped as

experimental and control group.

Phase 1: Assessed the risk of women aged between 20 - 40 years for breast diseases

using breast disease risk assessment tool prepared by the investigator.
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e Sample selection- Women who were identified with the risk in the 6 villages, who
fulfilled the inclusion criteria and present during data collection were selected 200 each
in the experimental and control group respectively.

Phase 2: After the brief introduction about self and the purpose of the study the data
collection for each sample was started. Informed consent was obtained from the samples
and they were made to sit comfortably in a well ventilated room. The demographic data
was collected and the pre-test level of knowledge and practice was assessed using
structured knowledge questionnaire using interview technique and observational
checklist respectively in experimental and control group. Approximately the investigator
collected data from 4-5 samples per day. On the same day the samples were gathered in
small group of 4-5 members in a common place (Balwadi/ House) and video assisted
group teaching was given regarding prevention of selected breast diseases for 45 mins
and breast self examination demonstration was done for 30 mins using breast model to
the experimental group. Provided the samples with pictorial booklet on prevention of
selected breast diseases and BSE.

Phase 3: (1 month later) Post test 1 level of knowledge and practice was assessed.
Phase 4: (3 months later) Post test 2 level of knowledge and practice was assessed.
Phase 5: (6 months later) Post test 3 level of knowledge and practice was assessed.

A similar scheme of data collection was implemented for the samples in control group
with the exception of interventions by the investigator. After the post test same

intervention package was executed for the control group.
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Design: Experimental design

Target population (All women at risk aged between 20 to 40 years)

Accessible population (Women at risk aged between 20 to 40 years

residing in

lected villa

Simple random sampling technique (Lottery Method)

Y

Selection of villages

v

Cluster randomization

/\

Phase 2 —>»

Experimental group (200) Control group (200)
A Y
Risk Assessment | €<— Phase1 —> | Risk Assessment
v v
Pretest <— Phase 2—> Pretest
(knowledge and practice) (knowledge and practice)
Y A
Intervention Routine Life Style
Technology enabled learning
programme
v Post test (knowledge and practice)

Post test (knowledge and practice)

Phase 3 (1 month)
Phase 4 (3 months)
Phase 5 (6months)

Phase 3 (1 month)
Phase 4 (3 months)
Phase S (6months)

v

Wait list administration
of Technology enabled
learning programme

Fig 4.15: Schematic Representation of Data Collection Process
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4.16. DATA ANALYSIS PROCEDURE
Data analysis is the systematic organization and synthesis of research data and

testing of null hypotheses using those data.

Identification of risk for breast disease was assessed among 759 women and
found that 400 women were at risk. The effectiveness of technology enabled learning
programme was assessed among 400 women (200 each in experimental and control

group) and was analyzed using descriptive and inferential statistics.

4.16.1 Descriptive statistics
e Frequency and percentage distribution was used to analyze the risk for breast
disease and demographic data among women in experimental and control group.
e Mean and standard deviation was used to assess the pre and post test level of

knowledge and practice among women in experimental and control group.

4.16.2 Inferential statistics

e Chi square was used to associate the selected demographic variables among
women in experimental and control group.

e Repeated measures ANOVA was used to compare the pre and post test level of
knowledge and practice among women within experimental and control group.

e Student independent ‘t’ test was used to compare the pre and post test level of
knowledge and practice among women between experimental and control group.

e Karl Pearson correlation coefficient was used to analyze the relationship between
the mean differed level of knowledge on prevention of selected breast diseases

with practice on BSE among women in experimental and control group
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Association of selected demographic variables with the mean differed level of
knowledge and practice in experimental and control group was analyzed using
oneway analysis of variance and student independent t-test.

Influencing factors for gain score was analysed using univariate and multivariate
logistic regression methods and respective odds ratio with 95% confidence

interval was given.
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CHAPTER -5

DATA ANALYSIS AND RESULTS

This chapter deals with analysis and interpretation of data collected to analyze the
effectiveness of technology enabled learning programme on knowledge on prevention of

selected breast diseases and practice on BSE.

Descriptive and inferential statistics were used to analyze the data. In this study
the risk for breast disease and demographic data among women in experimental and
control group were presented in frequency and percentage distribution. Mean and
standard deviation was used to assess the pre and post test level of knowledge and
practice among women in experimental and control group. Repeated measures ANOVA
was used to compare the pre and post test level of knowledge and practice among women
within and between experimental and control group. Karl Pearson correlation coefficient
was used to analyze the relationship between the mean differed level of knowledge on
prevention of selected breast diseases with practice on BSE among women in
experimental and control group. Association of selected demographic variables with the
mean differed level of knowledge and practice in experimental and control group was
analyzed using oneway analysis of variance and student independent t-test. Influencing
factors for gain score was analysed using univariate and multivariate logistic regression

methods and respective odds ratio with 95% confidence interval.
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ORGANIZATION AND PRESENTATION OF DATA
The substantive summary of the analysis is organized under the following

sections.

Section 5.1: Description of risk for breast diseases among women in the

experimental and control group.

Section 5.2: Description of demographic and clinical variables of women in
experimental and control group.

Section 5.2.1: Distribution of demographic variables of women in the experimental and
control group.

Section 5.2.2: Distribution of clinical variables of women in the experimental and control

group.

Section 5.3: Assessment and comparison of pre and post test level of knowledge on
prevention of selected breast diseases and practice on BSE among women

Section 5.3.1 Assessment of pre-test and post test level of knowledge on prevention of
selected breast diseases and practice on BSE among women in the experimental and
control group.

Section 5.3.2 Comparison of pre-test and post test level of knowledge on prevention of
selected breast diseases and practice on BSE among women in the experimental and

control group.

Section 5.4: Effectiveness of technology enabled learning programme on knowledge

on prevention of selected breast diseases and practice on BSE among women
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Section 5.5: Correlation of mean differed level of knowledge with practice among

women in the experimental and control group.

Section 5.6: Association of selected demographic variables with mean differed level
of knowledge and practice in the experimental and control group.

Section 5.6.1: Association of selected demographic variables with mean differed level of
knowledge in the experimental and control group.

Section 5.6.2: Association of selected demographic variables with mean differed level of

practice in the experimental and control group.

Section 5.7: Odds ratio of knowledge and practice with presence of risk factors of

women
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SECTION 5.1: DESCRIPTION OF RISK FOR BREAST DISEASES AMONG
WOMEN IN THE EXPERIMENTAL AND CONTROL GROUP.

Table 5.1.1: Frequency and percentage distribution of risk for breast diseases in

experimental group villages

N=200
Experimental group (n=200)
Risk factors Guruvoyal | Lakshminathapuram | Thamaraipakkam
n=80 n=20 n=100
n % n % n %
Attained h 19 19.0
e MEnarene 19 | 237 4 20.0
before 12yrs
Irregular menstrual 23 | 287 9 45.0 38 38.0
cycle
Nulliparous women 1 01.2 1 05.0 1 01.0
History of abortion 11 13.7 2 10.0 10 10.0
First childbirth after the 0 00.0 0 00.0 0 00.0
age of 30
Oral contraceptives 13 | 162 ) 10.0 12 12.0
usage
Breast fed your 33 33.0
4 | 42. 45.
baby<12months 3 > ? >0
chlmlly history of breast ) 02.5 | 05.0 3 03.0
disease
Family history of breast | 012 0 00.0 1 01.0
cancer
History of breast injury 2 02.5 0 00.0 2 02.0
Hormone replacement ) 02.5 ) 10.0 2 02.0
therapy
History of radiological 3 03.7 0 00.0 1 01.0
exposure(chest area)
Habit of using tobacco 2 02.5 0 00.0 0 00.0

The above table revealed that the major risk identified among women in

experimental group were most of the women attained menarche before 12 years , had

irregular menstrual cycle, have a history of abortion and had breastfed their babies

<I2months. Very few had a family history of breast disease and breast cancer or had a

breast injury
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Table 5.1.2: Frequency and percentage distribution of risk for breast diseases in

control group villages

N=200
Control group(n=200)
Risk factors Kannadapalayam Morai Vellanoor
(n=65) (n=68) (n=67)
n % n| % n %

Attained menarche before 12yrs 13 20.0 14| 205 | 17 | 253

Irregular menstrual cycle 23 353 22 1323 | 21 | 313

Nulliparous women 2 03.0 0 lo000]| 2 | 029

History of abortion 10 153 9 [ 132 | 13 | 194

First childbirth after the age of 30 0 00.0 0 [{00.0]| O | 00.0

Oral contraceptives usage 9 13.8 10| 147 | 13 | 194

Breast fed your baby<12months 31 47.6 20 | 294 | 33 | 49.2

Family history of breast disease 3 04.6 2 lo29 | 3 | 044

Family history of breast cancer 1 01.5 1 014 ]| 1 01.4

History of breast injury 2 03.0 2 1029 2 | 029

Hormone replacement therapy 3 04.6 2 1029 2 | 029

History of radiological exposure(chest ) 03.0 LU lotal 3 | oaa
area)

Habit of using tobacco 1 01.5 1 |014 | 2 | 029

The above table revealed that the major risk identified among women in control
group were most of the women attained menarche before 12 years , had irregular
menstrual cycle, have a history of abortion and had breastfed their babies <12months.

Very few had a family history of breast disease and breast cancer.
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Table 5.1.3: Overall frequency and percentage distribution of risk for breast

diseases in experimental and control group

N=400
Group
Risk factors Experimental | Control Two sample Binomial
(n=200) (n=200) Proportion test
n % n| %

Attained menarche before 42 | 210 |44]220 7=0.37 P=0.70
12yrs
Irregular menstrual cycle 70 | 350 |66 |33.0 7=0.41 P=0.67
Nulliparous women 3 015 | 4 [02.0 7=0.37 P=0.70
History of abortion 23 | 115 |32]16.0 Z=130P=0.19
I;)rst childbirth after the age of 0 0.00 0 | 00.0 7-0.00 P=1.00
Oral contraceptives usage 27 13.5 |32]16.0 7=0.92 P=0.35
Breast fed your 76 | 380 |84 420 7=0.81 P=0.41
baby<12months
Family —history of breast | - ¢ 30 | 8 | 040 7=0.53 P=0.58
disease
Family history of breast cancer | 2 01.0 31015 7=0.44 P=0.63
History of breast injury 4 02.0 6 |03.0 7=0.64 P=0.52
Hormone replacement therapy 6 03.0 7 1035 7=0.26 P=0.67
History = —of ~ radiological | -\ 1 5 5 | 6 | 03.0 7=0.64 P=0.52
exposure (chest area)
Habit of using tobacco 2 01.0 | 4 |02.0 7=0.82 P=0.41

The above table revealed that most of the women attained menarche before 12
years and had irregular menstrual cycle in both the groups, have a history of abortion and
had breastfed their babies <12months. Few of them had a family history of breast disease

and breast cancer in both the groups.

5.1.1-5.1.3 Tables described the breast disease risk among women in

experimental and control group.
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SECTION 5.2: DESCRIPTION OF DEMOGRAPHIC VARIABLES OF WOMEN

IN EXPERIMENTAL AND CONTROL GROUP.

Section 5.2.1: Distribution of demographic variables of women in the experimental

and control group.

Table 5.2.1(a): Frequency and percentage distribution of demographic variables

age, education, occupation, religion in the experimental and control group.

N=400
Group
Demographic Experimental Control .
Variablos [()n=200) (n=200) Chi square test
n % n %

Age in years 2
20- 25 61 | 305 | 64 | 320 x_—é)ngi
26- 30 63 31.5 66 33.0 DI;:Z' NS
> 30 76 38.0 70 35.0
Education
Graduate and above 10 05.0 13 06.5
Higher Secondary 22 11.0 23 11.5 =292
High School 23 11.5 30 15.0 p=0.71
Middle School 54 27.0 42 21.0 DF=5 NS
Primary School 62 31.0 61 30.5
Non literate 29 14.5 31 15.5
Occupation
Profession 5 02.5 7 03.5
Semi Profession 5 02.5 7 03.5
gen;ffl shop-owner, 4 | 00| 6 03.0 X'=2.55

p=0.94
Skilled worker 6 03.0 8 04.0 DF=7
Semi-skilled worker 28 14.0 22 11.0 NS
Unskilled worker 51 25.5 47 23.5
House wife 94 47.0 96 48.0
Others 7 03.5 7 03.5
Religion 5
Hindu 166 | 83.0 | 160 80.0 x=1.03
Christian 25 | 125 | 32 | 160 DI;:—OQSIgS
Muslim 9 04.5 8 04.0

Not significant P >0.05

The table given above revealed that most of the women in both the groups were

aged more than 30 years, completed primary school, were house wife and belonged to

Hindu religion.
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Table 5.2.1(b): Frequency and percentage distribution of demographic variables
income, marital status, family type, previous source of information in the

experimental and control group.

N=400
Grou
Demographic Variables Exl(’zilzlgg;ltal ((:ri):nzt(l;‘()); Chi Square Test
n % n %

Family monthly income in rupees
>17,000 3 01.5 4 102.0 v*=0.91
8000-17,000 57 28.5 | 60 |30.0 p=0.82
4000-8000 83 41.5 | 87 | 435 DF=3 NS
2000- 4000 57 28.5 | 49 | 245
Marital status x*=1.01
Married- living with partner 195 97.5 |197|98.5 p=0.31
Others 5 02.5 3 |01.5 DF=1 NS
Family Type 2
Nuclear family 129 | 645 |134]67.0 1 =051
Joint family 68 340 | 62 |31.0 Dli?_20271\71 S
Extended family 3 01.5 4 102.0
Previous source of information x2=0.34
Yes 25 12.5 | 29 | 145 p=0.55
No 175 87.5 | 171 | 85.5 DF=1 NS
If yes -Source of information
Newspaper /Magazine 3 12.0 7 |24.1 v*=4.00
Friends / Relatives 1 04.0 3 1103 p=0.26
Radio / TV 17 68.0 | 12 | 415 DF=3 NS
Health professionals 4 16.0 7 |24.1

Not significant P >0.05

The above table revealed that most of the women in both the groups earned a
family income of Rs.4000- 8000, were married, lived in a nuclear family and had not

received information regarding breast diseases.

All the above variables in table 5.2.1(a) and (b) showed no statistical
significance, when compared between the two groups using chi square test, thus

indicating homogeneity between groups.
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SECTION 5.2.2: DISTRIBUTION OF CLINICAL VARIABLES OF WOMEN IN
THE EXPERIMENTAL AND CONTROL GROUP.

Table 5.2.2(a): Frequency and percentage distribution of dietary risk factors in

experimental and control group.

N=400
GROUP
Experimental Control
Dietary risk factors Chi square test
(n=200) (n=200)
n % n %
Diet 2
] % =0.76
Vegetarian 24 12.0 20 10.0
. p=0.68
Non vegetarian 174 87.0 179 89.5
i DF=2 NS
Ova vegetarian 2 01.0 1 00.5
Frequency/wk
y*=1.13
One 106 60.9 111 62.0
p=0.56
Two 37 21.3 43 24.0
DF=2 NS
Three 31 17.8 25 14.0
Coffee 5
1 =0.26
Yes 193 96.5 191 95.5
p=0.61DF=1 NS
No 7 03.5 9 04.5
No of times(if yes) 5
1 =0.16
Two 140 72.5 142 74.3
p=0.92
Three 51 26.5 47 24.7
DF=2 NS
Four 2 01.0 2 01.0
Not significant P >0.05

The above tables revealed that majority of the women in both the groups were

non vegetarians and used to eat once a week and they have the habit of drinking coffee

two times a day.
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Table 5.2.2(b): Frequency and percentage distribution of lifestyle risk factors in

experimental and control group.

N=400
Group
Lifestyle risk factors Exl()silzlgg;]tal Control(n=200) Chi square test
n % n Y%

Use of Brassier v*=1.50
No 37 18.5 47 23.5 p=0.22
Yes 163 81.5 153 76.5 DF=1 NS
Hrs/day(if yes
4-6 hogr(s yes 53 | 325 48 314 x'=0.29
7-9 hours 54 | 330 | 48 | 314 Lot
>9 hours 56 34.4 57 37.2
Use of Deodorants v*=0.04
No 187 93.5 186 93.0 p=0.84
Yes 13 06.5 14 07.0 DF=1 NS
Frequency/week(if yes) X2:0-03
Two 7 53.8 8 57.1 p=0.86
Three 6 46.2 6 42.9 DF=1 NS
Habit of Exercise %*=0.07
No 192 96.0 193 96.5 p=0.79
Yes 8 04.0 7 03.5 DF=1 NS
Days/week(if yes) v*=0.04
1 -2 days 5 62.5 4 57.1 p=0.83
3 -4 days 3 37.5 3 42.9 DF=1 NS
Tobacco use v*=0.67
No 198 99.0 196 98.0 p=0.41
Yes 2 01.0 4 02.0 DF=1 NS
Alcohol consumption x2=0.00
No 200 | 100.0 200 100.0 p=1.00

DF=1 NS
Breast Self Examination X2:0-07
Yes 7 03.5 8 04.0 p=0.79
No 193 96.5 192 96.0 DF=1 NS
If, Yes $*=0.26
Whenever I feel 6 85.7 6 75.0 p=0.60
Monthly once 1 14.3 2 25.0 DF=1 NS
Job shift Pattern X2:0-00
No 200 100.0 200 100.0 p=1.00

DF=1 NS

Not significant P >0.05
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The above table revealed that most of the women in both the groups don’t have
the habit of wearing brassier, using deodorants, doing exercise, tobacco chewing,

smoking, alcohol consumption and doing BSE. They don’t have any shift pattern in their

job.
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Table 5.2.2(c): Frequency and percentage distribution of medical risk factors in

experimental and control group.

N=400
Group
Medical risk Experimental(n=200) | Controlm=200) | s square test
factor o o
n Yo n Yo

Radiological x2=0. 41
Exposure —0.52
No 196 98.0 194 | 970 DE_1 NS
Yes 4 02.0 6 03.0
If, Yes $*=0.62
4 - 5 times 3 75.0 3 50.0 p=0.42
6 - 7 times 1 25.0 3 50.0 DF=1 NS
Hormone
replacement x*=0.07
therapy p=0.77
No 194 97.0 193 96.5 DF=1 NS
Yes 6 03.0 7 03.5
If, Yes $*=0.43
1 -2 years 47 95.9 52 98.1 p=0.51
3 -4 years 2 04.1 1 01.9 DF=1 NS
Antihypertensive x*=0.41
No 196 98.0 194 |97.0 p=0.52
Yes 4 02.0 6 03.0 DF=1 NS
If, Yes %=0.27
1 -2 years 2 50.0 4 66.7 p=0.59
3 -4 years 2 50.0 2 333 DF=1 NS
Antidepressants x2=0.00
No 200 100.0 200 100.0 p=1.00

DF=1 NS

Not significant P >0.05

The above table revealed that most of the women in both the groups have not

been exposed to radiation, only few have underwent hormone replacement therapy and

they were not on antihypertensive or antidepressants.
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Table 5.2.2(d): Frequency and percentage distribution of reproductive risk factors

in experimental and control group.

N=400
. . Group
Reprofd u:tlve risk Experimental (n=200) Control (n=200) Chi square test
actors 0 ” . ”
Age at menarche(yrs) 2
11-12 87 435 | 76 38.0 r=151
13 -14 105 525 [ 113 56.5 D%;%‘;ZIS
15-16 8 04.0 11 05.5
Menstrual Cycle x’=0.17
Regular 130 65.0 134 67.0 p=0.67
Irregular 70 35.0 66 33.0 DF=1 NS
Irregular cycle
(in I;glonths) ' =089
1-2 6 08.6 | 3 04.5 p=0.34
23 64 914 | 63 955 DF=INS
Age at marriage(yrs) )
15 -20 89 445 | 90 45.0 1=0.03
2125 92 460 | 92 | 460 PO
26 -30 19 09.5 18 09.0
Parity )
Primipara 167 83.5 | 157 78.5 =253
Multipara 9 045 | 10 05.0 p=0.28
Nullipara 24 12.0 33 16.5 DF=2 NS
Age at first Child
Birth(yrs) x*=0.25
15-20 75 42.6 72 43.2 =0.88
21-25 82 46.6 77 46.1 DF=2 NS
26-30 19 10.8 18 10.7
Contraception %*=0.06
No 58 65.2 66 63.5 p=0.80
Yes 31 34.8 38 36.5 DF=1 NS
Contraception Type )
Copper-T 2 06.5 3 07.9 x=0.11
Oral pills 27 870 | 32 84.2 p=0.95
Natural methods 2 065 | 3 07.9 DFZINS
Contraception duration x*=2.59
<12 months 18 30.5 12 31.5 p=0.10
1 -2 years 13 69.5 26 68.5 DF=1 NS
Not significant P >0.05

The above table revealed that most of the women in both the groups have attained

menarche at 13-14 yrs and had regular menstrual cycle. Most of the women got married

at the age of 21-25 yrs in experimental and control group and were primiparous gave

their first childbirth at the age of 21-25yrs and had adopted oral pills as their type of

contraception.




98

Table 5.2.2(d): Frequency and percentage distribution of reproductive risk factors

in experimental and control group.

N=400
.. Group
Reproductive risk Experimental(n=200) | Control(n=200) | Chi square test
factor ° °
n Yo n Yo
Abortion v*=0.62
Yes 23 26.4 32 31.7 p=0.43
No 64 73.6 69 68.3 DF=1 NS
Abortion Type ¥*=0.00
Missed 23 100.0 32 100.0 p=1.00
DF=1 NS

Abortion Times v*=0.85
One 19 82.6 23 71.9 p=0.35
Two 4 17.4 9 28.1 DF=1 NS
Breast feeding X2:1 77
Yes 176 88.0 167 83.5 p=0.18
No 24 12.0 33 16.5 DF=1 NS
Breast feeding
Duration(in months) x2=2.97
1 -6 months 33 18.8 51 30.5 p=0.22
6 -12 months 43 24.4 33 19.8 DF=2 NS
>12 months 100 56.8 83 49.7
Infertility %*=0.00
No 198 99.0 198 99.0 p=0.99
Yes 2 01.0 2 01.0 DF=1 NS
Infertility Duration %*=0.00
a.1 -5 years 2 100.0 2 100.0 p=1.00DF=1 NS
Type of treatment X2=0.00
Ovulation induction 2 100.0 2 100.0 p=1.00DF=INS

Not significant P >0.05

The above table revealed that few of the women in both the groups had missed

abortion for 1-2times, most of the women had breastfed their babies for more than

12months and only few had underwent treatment for infertility ie ovulation induction.
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Table 5.2.2(e): Frequency and percentage distribution of familial and personal risk

factors in experimental and control group.

N=400
Familial and 1 Group
amilial and persona - - — .
risk factor Experimental(n=200) Control(n=200) Chi square test
n % n %
Family history of breast %*=0.29
disease p=0.58
No 194 97.0 192 96.0 DF=1
Yes 6 03.0 8 04.0 NS
Family history of breast %*=0.00
disease type p=1.00
Mastalgia 6 100.0 8 100.0 DF=INS
Family history of breast 1=0.20
cancer ~0.65
No 198 99.0 197 98.5 DpF—iNs
Yes 2 01.0 3 01.5 B
Specify the relationship %*=0.00
Paternal p=1.00
2 100.0 1 100.0 DF=INS
Il\?:)mily history of cancer £=0.11
195 97.5 196 | 98.0 g;f’ﬁs
Yes 5 02.5 4 02.0 B
If, Yes
Abdomen 2 50.0 2 66.7 x2=0.19
Stomach 2 50.0 1 333 | PO-6SDEEINS
History of breast )
surgery x'=0.33
Yes 1 00.5 2 01.0 p=0.56
No 199 99.5 198 99.0 DF=INS
Hist f t inj
Y;ss ory of breast injury X2=O. 41
4 02.0 6 03.0 S’;fﬁs
No 196 98.0 194 97.0 B
History of thyroid )
disorder x=0.20
Yes 2 01.0 3 01.5 p=0.63
No 198 99.0 197 | 985 DF=INS
Not significant P >0.05

The above table revealed that most of the women in both the groups don’t have

the familial and personal risk factors like family history of breast disease, breast cancer,

breast surgery, injury to the breast and thyroid disorder. All the above clinical variables,

when compared between the two groups using chi square test, showed no statistical

significance, thus indicating homogeneity between groups.
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Fig.5.2.1: Frequency and percentage distribution of BMI in experimental and

control group
The above figure revealed that most of the women in both the groups had normal

BMI.

5.1.1-5.2.2 tables and figure inferred the description of demographic and clinical

variables among women in experimental and control group.



100

SECTION 5.3: ASSESSMENT AND COMPARISON OF PRE AND POST TEST
SELECTED BREAST

LEVEL OF KNOWLEDGE ON PREVENTION
DISEASES AND PRACTICE ON BSE AMONG WOMEN

OF

Table 5.3.1(a): Frequency and percentage distribution of knowledge items in

experimental group.

N=200
Post test
Pre test 5 .
Knowledge questionnaire 1* month | 3" month | 6"month
n % n % n % n %
The texture of breast skin should be
90 | 450 | 170 | 85.0 | 180 | 90.0 | 187 | 93.5
smooth
Both the breast should appear symmetrical 60 |30.0| 134 | 67.0 | 142 | 71.0 | 157 | 78.5
Breast disease means group of disorder
causing changes in glandular and| 76 | 38.0 | 128 | 64.0 | 130 | 65.0 | 145 | 72.5
connective tissue
Breast disease is most common among
45 | 225 | 130 | 65.0 | 136 | 68.0 | 149 | 74.5
Nullipara
First child at or above the age of 30
55 275 ] 160 | 80.0 | 168 | 84.0 | 182 | 91.0
increases the risk for breast disease
Cyclical and non-cyclical are the types of
) 50 | 25.0| 121 | 60.5 | 133 | 66.5 | 148 | 74.0
breast pain
Red colour discharge from the nipple is
o 67 |33.5] 130 | 65.0 | 140 | 70.0 | 155 | 77.5
more significant
Galactorrhoea means milky nipple
) 63 |315]| 156 | 78.0 | 164 | 82.0 | 177 | 88.5
discharge
Firm ,Painless lump with distinct borders
42 | 21.0| 154 | 77.0 | 162 | 81.0 | 175 | 87.5
is the specific symptom for fibroadenoma
Fluid filled sac within the breast is known
52 | 26.0| 166 | 83.0 | 175 | 87.5 | 188 | 94.0
as breast cysts
Benign painful lumps are the effects of
62 |31.0] 154 | 77.0 | 162 | 81.0 | 177 | 88.5
fibrocystic breast
Breast Self Examination is the easiest
) ) ) 75 | 375 ] 115 | 62.5 | 123 | 61.5 | 140 | 70.0
method to identify breast disease
Mammography means examination of the
68 |34.0 | 116 | 58.0 | 122 | 61.0 | 132 | 66.0
breast by x-ray
Simple analgesia, vitamin E| 55 275 130 | 65.0 | 136 | 68.0 | 149 | 74.5
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Knowledge questionnaire

Pre test

Post test

1* month

3" month

6"month

Y%

Y%

n

)

Y%

supplementation is the medical treatment

for breast disease

Low carbohydrate, low fat, fruits and
vegetables rich in antioxidants are the type
of diet which is advisable to prevent breast

disease

46

23.0

134

67.0

142

71.0

154

77.0

Limiting caffeine intake and use of firm
supportive bra are the lifestyle factors

which could prevent breast disease

44

22.0

145

72.5

153

76.5

162

81.0

Use of hot or cold compress is the home

remedy for mastalgia

44

22.0

148

74.0

154

717.0

163

81.5

The purpose of performing Breast Self
Examination is to become familiar with
one’s own breast and identifying any

changes

62

31.0

138

69.0

146

73.0

162

81.0

The correct age to perform Breast Self

Examination is 20yrs

67

335

138

69.0

146

73.0

162

81.0

Breast Self Examination means standing
in front of the mirror and looking at the
breast and feeling the breast with finger

pads for any changes

74

37.0

114

57.0

125

62.5

144

72.0

The correct day to perform Breast Self
Examination during post menstrual period

is 5™ day

46

23.0

134

67.0

146

73.0

159

79.5

One with irregular periods should examine

the breast on the same day every month

76

38.0

138

69.0

143

71.5

156

78.0

Observation and palpation of the breasts is
the correct technique of performing breast

self examination

50

25.0

133

66.5

141

70.5

158

79.0

The findings to be noted while performing
BSE is shape, size, nipple discharge

50

25.0

170

85.0

175

87.5

184

92.0




102

Post test
Pre test T -
Knowledge questionnaire 1* month | 3" month | 6"month
n % n % n % n %
While performing breast self examination
the room should be well ventilated and | 60 | 30.0 | 134 | 67.0 | 142 | 71.0 | 159 | 79.5
bright

The above table depicted the item wise analysis of knowledge level of women

and shows that in the pretest only few women had knowledge regarding the general

information, selected breast diseases, preventive measures and most of the women were

aware of the risk factors causing the disease whereas in the post test most of the women

gained knowledge in all aspects in the experimental group.
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Table 5.3.1(b): Frequency and percentage distribution of knowledge items in

control group.

N=200
Pre test Post test
Knowledge questionnaire ctes 1" month | 3" month | 6"month
n % n % n % n %
The texture of breast skin should be
87 | 435 | 88 | 440 | 92 |46.0| 95 | 475
smooth
Both the breast should appear
) 75 1375 74 | 370 78 |39.0 | 81 | 40.5
symmetrical
Breast disease means group of disorder
causing changes in glandular and | 79 395 81 | 405 | 85 | 425 | 88 | 44.0
connective tissue
Breast disease is most common among
52 1260 52 260 | 55 |275| 59 |295
Nullipara
First child at or above the age of 30
62 | 310] 62 |31.0]| 66 |33.0| 72 | 36.0
increases the risk for breast disease
Cyclical and non-cyclical are the types
52 1260 52 |260]| 56 |28.0| 64 | 32.0
of breast pain
Red colour discharge from the nipple is
o 71 355 71 | 355 75 | 375 | 80 | 40.0
more significant
Galactorrhoea means milky nipple
] 70 | 350 71 |355| 75 | 375 | 80 | 40.0
discharge
Firm ,Painless lump with distinct
borders is the specific symptom for| 46 | 23.0| 47 |235| 51 |255| 58 | 29.0
fibroadenoma
Fluid filled sac within the breast is
60 |300| 57 |285]| 61 |305 | 67 |335
known as breast cysts
Benign painful lumps are the effects of
65 |325| 66 |330]| 70 |35.0| 77 | 385
fibrocystic breast
Breast Self Examination is the easiest
70 | 350| 70 |350| 74 |37.0| 77 | 385
method to identify breast disease
Mammography means examination of
63 | 315] 63 | 315 67 |335| 70 | 35.0
the breast by x-ray
Simple analgesia, vitamin E
supplementation is the medical | 51 255 | 51 | 255 55 | 275| 58 |29.0
treatment for breast disease
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Knowledge questionnaire

Pre test

Post test

1 month

3" month

6"month

n

Y%

Y%

n

Y%

Y%

Low carbohydrate, low fat, fruits and
vegetables rich in antioxidants are the
type of diet which is advisable to

prevent breast disease

50

25.0

50

25.0

54

27.0

57

28.5

Limiting caffeine intake and use of firm
supportive bra are the lifestyle factors

which could prevent breast disease

49

245

52

26.0

56

28.0

61

30.5

Use of hot or cold compress is the home

remedy for mastalgia

50

25.0

52

26.0

56

28.0

61

30.5

The purpose of performing Breast Self
Examination is to become familiar with
one’s own breast and identifying any

changes

64

32.0

64

32.0

68

34.0

76

38.0

The correct age to perform Breast Self

Examination is 20yrs

69

345

69

345

72

36.0

75

37.5

Breast Self Examination means
standing in front of the mirror and
looking at the breast and feeling the

breast with finger pads for any changes

75

37.5

72

36.0

75

37.5

78

39.0

The correct day to perform Breast Self
Examination during post menstrual

period is 5" day

47

235

44

22.0

48

24.0

55

27.5

One with irregular periods should
examine the breast on the same day

every month

74

37.0

75

375

78

39.0

85

42.5

Observation and palpation of the breasts
is the correct technique of performing

breast self examination

63

31.5

61

30.5

64

32.0

67

335

The findings to be noted while
performing BSE is shape, size, nipple
discharge

56

28.0

56

28.0

60

30.0

67

335

While  performing  breast self
examination the room should be well

ventilated and bright

62

31.0

62

31.0

65

325

68

34.0
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The above table depicted the itemwise analysis of knowledge level of women and
shows that in the pretest and post test only few women had knowledge regarding the
general information, selected breast diseases, preventive measures and were aware of the

risk factors causing the disease.
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Fig.5.3.1 (a): Frequency and percentage distribution of Pre and Post test level of knowledge on Prevention of Selected Breast Diseases
among women in experimental group (Domain wise analysis).

The above figure represents the level of knowledge among women in experimental group and shows that it was inadequate in pretest and

there was a gradual increase in the level of knowledge in the 1%, 3™ and 6™ month.
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Fig.5.3.1 (b): Frequency and percentage distribution of Pre and Post test level of knowledge on Prevention of Selected Breast Diseases

among women in control group (Domain wise analysis)

The above figure represents the level of knowledge among women in the control group was inadequate in pretest and 1%, 3 and 6™

month.
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Table 5.3.1(c): Overall frequency and percentage distribution of pre test and post
test level of knowledge on prevention of selected breast diseases among women in

the experimental and control group.

N=400
Group
Assessment | Level of Knowledge Experimental (N=200) Control (N=200)
n % n %
Pre test Inadequate 197 98.5 195 97.5
Moderately adequate 3 01.5 5 02.5
Adequate 0 00.0 0 00.0
Post Test Inadequate 29 14.5 194 97.0
1* Month Moderately adequate 123 61.5 6 03.0
Adequate 48 24.0 0 00.0
3rd Month Inadequate 12 06.0 190 95.0
Moderately adequate 106 53.0 10 05.0
Adequate 82 41.0 0 00.0
6™ Month Inadequate 0 00.0 187 93.5
Moderately adequate 72 36.0 13 06.5
Adequate 128 64.0 0 00.0

The above table revealed that in the pre test the knowledge level among women
in the experimental group regarding prevention of breast disease was found to be
inadequate indicating the need for education for the women whereas in the post-test
conducted after one, three and six month’s majority of women had gained knowledge on

prevention of breast diseases.
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Table 5.3.1(d): Frequency and percentage distribution of pretest and posttest level

of practice among women in experimental group.

N=200
Pre Test Post Test
Steps in BSE 1* month | 3"month | 6™ month
n % |n % |n % |n %

Privacy 27 | 13.5| 84|42.0 101 |50.5| 137 | 68.5
Does the procedure in good light 271 13.5| 841|420 |101|50.5|137| 68.5
i‘;fizfn Stands in front of the | ;| 13 51 116 | 580 | 129 | 64.5 | 160 | 80.0
Inspection
Checks the size of the both breasts 27 1135|144 | 72.0 | 153 | 76.5 | 174 | 87.0
Checks the shape of the both breasts | 38 | 19.0 | 129 | 64.5 | 140 | 70.0 | 167 | 83.5
Checks the nipple for retraction 381 19.0|129 | 64.5|140|70.0 | 167 | 83.5
Palpation standing
Keeps one arm behind the head 381 19.0|13366.5|142|71.0|155| 77.5
Palpate the right breast with left
hand’s palmer surface of the middle | )0\ o1 145|705 | 152|760 | 167 | 83.5
three fingers in all areas in a circular
manner
Palpates the armpit for any swelling 36 | 18.0| 170 | 85.0 | 175 | 87.5| 186 | 93.0
Repeatsthesam‘eproceduretotheleft 36 11801183 | 915 | 186 1 93.0 | 193 | 96.5
breast and armpit
Palpation lying down
Lies down on a flat surface and put a
pillow under the shoulder and place | 35 | 17.5| 183 | 91.5| 186 | 93.0 | 193 | 96.5
the left arm behind the head
With the right hand’s palmer surface
of the middle three fingers palpate the | 1)) | 35| 675 | 145 | 72.5 | 168 | 84.0
left breast in all areas in a circular
manner
Palpate “the left “armpit for any| 4310 ol 135|675 | 145 | 72.5 | 168 | 84.0
swelling
Repeat the same with the left hand’s
palmer surface to the right breast and | 22 | 11.0 | 122 | 61.0 | 134 | 67.0 | 161 | 80.5
right armpit
Gently compress the nipple between
the thumb and forefingers and looks | 22 | 11.0 | 107 | 53.5 | 121 | 60.5 | 154 | 77.0
for discharge.
Records the findings 16 [ 08.0 | 94 |47.0|110|55.0| 147 | 73.5




108

The above table shows that in the pretest only few women had the skill to
perform Breast Self Examination as per the steps whereas in the post test majority of the
women developed skill in performing BSE as per steps in the experimental group
indicating that technology enabled learning programme empowered the women with the

skill for doing BSE.
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Table 5.3.1(e): Frequency and percentage distribution of pretest and posttest level

of practice among women in control group.

N=200
Post Test
Steps in BSE Pre Test 1*month | 3" month | 6™ month
n % |n |% n (% n %

Privacy 24 12.0 [ 25| 12.5] 24| 12.0| 25 12.5
Does the procedure in good light 241120 26| 13.0| 24| 120 | 26 13.0
;‘Eﬁ)‘fﬂ + Stands in front of the | 51351 30 | 150 | 28| 14.0| 30| 150
Inspection
Checks the size of the both breasts 271135130 | 150 28| 14.0 | 30 15.0
Checks the shape of the both breasts | 37 | 18.5 | 41 | 20.5| 39| 19.5| 41 20.5
Checks the nipple for retraction 371 18.5| 42| 21.0| 40| 200 | 42 21.0
Palpation standing
Keeps one arm behind the head 371185 48| 24.0| 41| 205 | 48 24.0
Palpate the right breast with left
hand’s palmer surface of the middle | o5 5| 37| 1o 5| 50| 50| 37| 185
three fingers in all areas in a circular
manner
Palpates the armpit for any swelling | 33 | 16.5| 44 | 22.0| 35| 17.5| 44 22.0
Repeats the same procedure to the 3311651 42| 210! 37| 185| 42 1.0
left breast and armpit
Palpation lying down
Lies down on a flat surface and put a
pillow under the shoulder and place | 33 | 16.5 | 43 | 21.5| 36| 18.0 | 43 21.5
the left arm behind the head
With the right hand’s palmer surface
of the middle three fingers palpate | 5 | 591 295 | 50| 250 | 59| 295
the left breast in all areas in a circular
manner
Palpate the left armpit for any | s 1o 0| 45| 205 | 38| 190 45| 225
swelling
Repeat the same with the left hand’s
palmer surface to the right breast and | 32 | 16.0 | 45| 22.5| 33 | 16.5| 45 22.5
right armpit
Gently compress the nipple between
the thumb and forefingers and looks | 32 | 16.0 | 43 | 21.5| 32| 16.0| 43 21.5
for discharge.
Records the findings 201 10.0 | 33| 16.5| 22| 11.0| 33 16.5
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The above table shows that in the pretest and posttest only few women had the
skill to perform Breast Self Examination as per the steps in control group indicating that

they gained skill through media as per the demographic data.
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Table 5.3.1(f): Overall frequency and percentage distribution of post test level of

practice on BSE among women in the experimental and control group.

N=400
Group
Assessment Level of Practice Experimental (n=200) Control (n=200)
n % n %
Pre test Poor 183 91.5 178 89.0
Fair 17 08.5 22 11.0
Good 0 00.0 0 00.0
Post Test Poor 28 14.0 174 87.0
1* Month Fair 52 26.0 26 13.0
Good 120 60.0 0 00.0
3" Month Poor 23 11.5 171 85.5
Fair 44 22.0 29 14.5
Good 133 66.5 0 00.0
6" Month Poor 0 00.0 166 83.0
Fair 39 19.5 34 17.0
Good 161 80.5 0 0.00

The above table revealed that in the pre-test the level of practice on BSE among
women in the experimental and control group was poor indicating the need to improve
the skill among women regarding BSE whereas in the post-test conducted after one,
three and six month’s interval, skill in performing BSE was good among women in the

experimental group.




Section 5.3.2 Comparison of pre-test and post test level of knowledge on prevention

of selected breast diseases and practice on BSE among women in the experimental

and control group.
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Fig.5.3.2(a)

: Comparison of pre test and post test level of knowledge on prevention

of selected breast diseases among women in experimental and control group.

This graph showed that women in the experimental group gained more

knowledge on prevention of selected breast diseases in comparison to women in the

control group thereby indicating that technology enabled learning programme enhanced

the knowledge of women.
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Fig.5.3.2(b): Comparison of Pretest and post test (1* month, 3" month and 6™

month) level of practice on BSE among women in experimental and control group.

The above line graph showed that women in the experimental group had gained

skill in doing BSE when compared to women in the control group indicating the

effectiveness of technology enabled learning programme in improving the skill among

women.

5.3.1-5.3.2(b) tables and figures inferred the assessment and comparison of pre

and post test level of knowledge on prevention of selected breast diseases and practice on

BSE among women
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SECTION 5.4: EFFECTIVENESS OF TECHNOLOGY ENABLED LEARNING
PROGRAMME ON KNOWLEDGE ON PREVENTION OF SELECTED BREAST
DISEASES AND PRACTICE ON BSE AMONG WOMEN

Table 5.4.1: Comparison of pre test and post test mean knowledge score on

prevention of selected breast diseases among women in experimental group.

N=200
Pretest Post test Repeated
Dimensions 1" month | 3 month | 6™ month Mean measures
difference | ANOVA F-
Mean | SD | Mean | SD | Mean | SD | Mean | SD test
General F=413.42
information | 098 | 0-88| 2.06 | 0.88| 219 |00 | 243 [084] 145 | oLl
Possible F=109.34
causes LOL | 0.66| 141 [072] 154 | 0.69 | 177 [055| 076 | 000
Selected F=557 30
breast 1.70 | 1.15] 434 | 1.28| 4.58 |1.30| 4.83 |1.27 3.13 _
) P=0.001***(s)
diseases
Investigations | o< 1052 | 139 |070| 148 |071| 1.56 |06a| 091 F=245.75
) ) ) ) ) ) ) ) . P=0.001%*%(s)
Management | 9 1049| 071 [045| 076 |043 | 084 [041| 045 F=179.12
) ) ) ) ) ) ) ) . P=0.01%%(s)
Home care F=297.90
management | 1:00 071|217 | 109 | 230 |102| 237 [077| 137 | ool
Preventive F=606.74
measares 190 |0.88| 539 |121] 559 | 143 | 631 |126| 441 |, 000l
Overall F=835.06
7.62 [2.16| 17.45 | 3.37| 1843 |3.94| 20.09 | 2.79 12.47 P=0.001#+%(s)

**Highly significant at P<0.01 *** very highly significant at P<0.001

The above table revealed that in the post-test a statistically very high level of

significance was identified using repeated measures ANOVA at p <0.001. This showed

that women in the experimental group gained knowledge on prevention of selected breast

diseases indicating that technology enabled learning programme was effective.




Table 5.4.2:

prevention of selected breast diseases among women in control group.
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Comparison of pre test and post test mean knowledge score on

N=200
Post test Repeated
Pretest . .
1* month 3" month 6™ month Mean measures
Dimensions
difference | ANOVA F-
Mean | SD | Mean | SD | Mean | SD | Mean | SD test
es
General
1.03 {091] 1.05 [{0.90| 1.09 (091 | 1.13 |0.93 0.10 F=2.48P=0.11
information
Possible
093 [0.64] 096 [0.62| 098 |0.64| 1.02 |0.69 0.09 F=2.29P=0.13
causes
Selected
breast 164 |1.10| 1.68 |1.11| 1.74 |1.11| 1.87 |1.23 0.23 F=2.73P=0.10
diseases
Investigations | 0.69 | 0.51| 0.76 | 0.55| 0.78 | 0.54| 0.81 |0.60 0.12 F=3.70P=0.06
Management | 0.45 [ 0.50 | 045 |0.50| 0.48 [ 0.50 | 0.51 |0.58 0.06 F=0.90P=0.30
Home care
1.06 {070 | 1.08 [0.76 | 1.12 |0.76 | 1.18 | 0.79 0.12 F=2.88P=0.10
management
Preventive
2.02 {090| 2.08 {090 2.11 [0.90| 2.25 |0.90 0.23 F=3.46P=0.08
measures
Overall 7.81 [2.19] 8.04 {229 | 828 |2.30| 887 |2.75 1.06 F=3.55P=0.07
Not significant P >0.05

The above table revealed that in the post-test there was no statistically significant

difference identified among women regarding their knowledge in the control group using

repeated measures ANOVA.
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Table 5.4.3: Comparison of Pretest and post test (1°* month, 3" month and 6™

month) mean practice score on BSE among women in experimental and control

group.
N=400
Post test
Pretest - 1 -
G 1 month | 3" month | 6™ month | Repeated measures
rou
P Mean ANOVA F-test
Mean £SD | Mean £SD | Mean £SD
+SD
F=786.12P=0.001%**
Experimental | 2.46+2.68 | 10.47+2.96 | 11.30+3.31 | 13.17+£3.23 ©)
s
F=3.59 P-0.07
Control 2.53£2.77 | 2.69+£2.85 | 2.83+2.82 | 3.16+2.87

***Very highly significant at P<0.001

The above table shows the comparison of pre and post test practice score which

was calculated using ANOVA. Statistically there was a very highly significant difference

at p<0.001 in experimental group whereas in the control group there was no significant

difference. This showed that technology enabled learning programme and demonstration

using breast model helped in improving their skill level in doing BSE.
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Table 5.4.4: Overall comparison of pre-test and post test mean knowledge score on

prevention of selected breast diseases and practice on BSE among women in

experimental and control group.

N=400
Post test Repeated
Pretest
Variable 1* month 3 month | 6™ month measures
Group
ANOVA F-
Mean £SD Mean £SD | Mean +SD | Mean +=SD test
es
F=989.16
Experimental | 7.62+2.16 17.45+3.73 | 18.43+3.93 | 20.09+2.75 | P=0.001*%**
Knowledge (®)
F=3.70
Control 7.81£2.19 8.0442.29 8.28+2.30 8.87+2.75
P-0.06
F=989.16
Experimental | 2.46+2.68 10.47£2.96 | 11.30+3.31 | 13.17+£3.23 | P=0.001***
Practice (s)
F=3.70
Control 2.53+2.77 2.69+2.85 2.83+£2.82 3.16+2.87 PL0.06

***Very highly significant at P<0.001

The above table shows the comparison of pre and post test knowledge and

practice score which was calculated using ANOVA. Statistically there was a very highly

significant difference at p<0.001 in experimental group indicating that technology

enabled learning programme was effective whereas in the control group there was no

significant difference.
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Table 5.4.5: Comparison of pretest and post test mean knowledge score among

women between experimental and control group.

N=400
Group Student
Knowledge Mean
Experimental (n=200) | Control (n=200) independent
assessment Difference
Mean SD Mean SD ‘t’ test
t=0.85
Pre test 7.62 2.16 7.81 2.19 0.19
p=0.39
t=2532
Post test
17.45 3.37 8.04 2.29 9.41 p=0.001%***
1* month
(S)
t=3145
3" month 18.43 3.94 8.28 2.30 10.15 p=0.001%**
(S)
t=41.26
6™ month 20.09 2.79 8.87 2.75 11.22 p=0.001%**
(S)

***Very highly significant at P<0.001

Table 5.4.5 shows the comparison of pre and post test mean knowledge score

between experimental and control group which was calculated using student

independent‘t’ test. There was a gradual increase in the mean difference and the

calculated ‘t’ value shows a high significant difference at P<0.001.This indicates that

technology enabled learning programme was effective in enhancing the knowledge

among women in experimental group when compared with the control group.




N=400

Fig 5.4.5 (a): Comparison of pre-test and post test level of knowledge on prevention

of selected breast diseases among women between experimental and control group.

The above figure presented the box plot comparing the pre and post test level of
knowledge between experimental and control group. There was a statistical significant
difference identified among the experimental group after the intervention whereas no

statistical significant difference was noted among the control group.
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Table 5.4.6: Comparison of pre test and post test mean practice score on BSE

among women between experimental and control group.

N=400
Group Student
Practice Mean
Experimental (n=200) | Control (n=200) independent
Assessment Difference
Mean SD Mean SD ‘t’ test
t=0.57
Pre test 2.46 2.68 2.53 2.77 0.07
p=0.56
t=14.59
Post test
10.47 2.96 2.69 2.85 7.78 p=0.001%**
1¥ month
(S
t=29.18
3" month 11.30 3.31 2.83 2.82 8.47 p=0.001%**
S
t=31.45
6™ month 13.17 323 3.16 2.87 10.01 p=0.001%**
S

***Very highly significant at P<0.001

Table 5.4.6. shows the comparison of pre and post test mean practice score

among women between experimental and control group which was calculated using

student independent post test. There was a significant improvement in the skill on

performing BSE among women after the intervention. The calculated‘t’ value shows a

highly significant difference at P<0.001. This indicates that technology enabled learning

programme was effective and the demonstration using breast model was more effective

in improving the skill among women in experimental group than the control group.
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SECTION 5.5: CORRELATION OF MEAN DIFFERED KNOWLEDGE SCORES
WITH PRACTICE SCORES AMONG WOMEN IN THE EXPERIMENTAL AND
CONTROL GROUP.

Table 5.5.1: Correlation of mean differed knowledge scores with practice scores

among women in the experimental and control group.

N=400
Mean Karl Pearson
Group Variable differencex correlation Interpretation
SD coefficient
Knowledge | 12.47+2.80
. r=0.52p=0.001***
Experimental Moderate (+)
significant
Practice 9.98+3.67
Knowledge | 1.07+1.83
r=0.18 p=0.21
Control o Poor (+)
not significant
Practice 0.88+1.83

Not significant P >0.05 *** very highly significant at P<0.001

The above table depicts the correlation of mean differed knowledge score with
practice scores, analyzed using Karl Pearson’s correlation coefficient. The analysis
revealed a moderate positive correlation at P<0.001 level significant among women in
experimental group. This indicates that when knowledge increases their practice also
increases moderately. In the control group insignificant positive poor correlation was

identified. This indicates if knowledge does not improve their practice will be less.
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SECTION 5.6: ASSOCIATION OF SELECTED DEMOGRAPHIC VARIABLES
WITH MEAN DIFFERED KNOWLEDGE SCORES AND PRACTICE SCORES
IN THE EXPERIMENTAL AND CONTROL GROUP.

Section 5.6.1: Association of selected demographic variables with mean differed
knowledge scores in the experimental and control group.

Table 5.6.1(a): Association of selected demographic variables with knowledge gain
score among women in the experimental group

N=200
) Knowledge gain score Oneway
Demographic No. of Pretest Posttest Gain score | ANOVA F-

variables WOMER | Nean | SD | Mean | SD | Mean | SD | test/t-test

Age in years

20- 25 61 7.3912.12| 18.98|2.80| 11.59| 2.27 F=4.89
26- 30 63 7.90 | 2.15] 20.44|2.95| 12.54 | 2.74 | P=0.01%*(s)
> 30 76 7.57 (221 20.73|2.66| 13.16 | 3.58

Education

Graduate and above 10 7.79 | 2.46 | 21.62|2.19| 13.83 | 3.11

Higher Secondary 22 7.77(231| 21.24|2.53| 13.47 | 2.52 F=10.52
High School 23 7.222.45] 20.00| 1.93| 12.78 | 2.26 | P=0.001***
Middle School 54 7.2212.45] 18.78| 1.93| 11.56 | 2.06 (s)
Primary School 62 7.5912.04| 18.45|3.63| 10.86| 3.14

Non literate 29 740 1.17] 16.80| 1.03| 9.40| 1.17

Family monthly

income (Rupees) F=5.94
>17,000 3 8.33 | 1.53] 20.66| 5.51| 12.33 | 4.04 P=0 061***
8000-17,000 57 7.49|2.28 | 20.67|2.22| 13.18 | 2.41 ’
4000-8000 83 7.8712.20| 20.27|2.97| 12.40| 2.82 )
2000- 4000 57 7.35(12.00| 18.39|2.76| 11.04| 2.15

Family Type

Nuclear family 129 791|217 20.05|3.01| 12.15|2.97 F=4.41
Joint family 68 7.10 | 2.10| 20.29|2.27| 13.19| 2.30 | P=0.01%*(s)
Extended family 3 7.00| .00| 17.00|2.65| 10.00 | 2.65

Previous knowledge =2.46
Yes 25 7.64 1229 |21.36 |2.61 | 13.72 | 2.81 P=0 Oi**(s)
No 175 7.622.15] 1991|278 | 12.29 | 2.77 )

Not significant P >0.05 ** highly significant at P<0.01 *** very highly significant
at P<0.001

The above table shows the association between knowledge gain score and
demographic variables among women in the experimental group. Women aged more
than 30 years, graduate, having monthly income of Rs.8000-17,000, living in joint family
and with previous source of information have gained knowledge than others. The above
mentioned variables showed high and very high level of significance at p<0.01 and 0.001

with the gain score when computed using F test/ t test.
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Table 5.6.1(b): Association of clinical variable (women reproductive risk factors)

and knowledge gain score among women in the Experimental group.

N=200
Knowledge gain score Oneway
Reproductive | No. of
Pretest Posttest Gain score ANOVA F-
risk factors women
Mean | SD | Mean | SD | Mean | SD test/t-test
Age at
menarche(yrs) F=7.37
11-12 87 833 | 1.96| 19.51 | 2.79 | 11.17 | 2.92 | P=0.001%***
13 -14 105 7.77 1230 2045 | 2.74 | 12.68 | 2.70 (s)
15-16 8 8.75 | 1.98 | 21.75 | 2.31 | 13.00 | 2.93
Menstrual
cycle t=2.11
Regular 130 7.59 | 224 19.61 | 2.77| 12.02 | 2.79 | P=0.04*(s)
Irregular 70 7.67 |2.03] 20.57 | 2.85| 1290 | 2.84
Contraception
t=3.60
No 169 7.26 | 225 | 18.71 |3.04| 1145 | 2.95
P=0.01**(s)
Yes 31 8.16 | 2.23 | 21.64 | 2.25| 13.48 | 2.47
Abortion
t=2.19
Yes 23 8.83 |2.52]22.65 | 93 | 13.82 | 2.15
P=0.03*(s)
No 177 7.67 |2.06| 20.14 | 2.58 | 12.47 | 2.85
Breast feeding
t=2.10
Yes 171 7.41 |2.09| 18.58 | 2.69| 13.16 | 2.83
P=0.04*(s)
No 29 11.00 | 2.01 | 23.00 | 2.05 | 12.00 | 2.17

* significant at P<0.05 ** highly significant at P<0.01

P<0.001

*** very highly significant at

The above table shows the association between knowledge gain score and women

clinical variables. Women who attained menarche between 15 to 16 years, having

irregular menstrual cycle , using contraception, who had history of abortion and breast

feeding women has gained more knowledge than others showing statistically significant

difference which was computed using F test / t test.
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SECTION 5.6.2: Association of selected demographic variables with mean differed
practice scores in the experimental and control group.

Table 5.6.2(a): Association of selected demographic variables with practice gain
score among women in the Experimental group

N=200
. Practice gain score Oneway
De‘fgl(‘)igal;llz ;nc vljool.n(e):fl Pretest Posttest Gain score | ANOVA F-
Mean | SD | Mean | SD | Mean | SD test/t-test

Age in years
20- 25 61 241 (2921248 |3.20| 10.07 | 3.83 F=6.49
26- 30 63 2.59 1245 13.15 | 3.55| 10.56 | 3.70 | P=0.01%*(s)
> 30 76 238 1270|1445 13.00 | 12.07 | 2.77
Education
Graduate and 10 1.50 |3.10 | 15.30 | 2.31 | 13.80 | 2.94
above
Higher Secondary 22 1.27 243 ] 12.59 | 2.61 | 11.32 |3.36 F=3.23
High School 23 91 1.62 | 11.70 | 2.46 | 10.78 | 3.10 | P=0.05%(s)
Middle School 54 1.63 253 | 11.96 |3.59 | 10.33 | 3.43
Primary School 62 348 |2.62|13.76 | 3.22 | 10.28 | 3.00
Non literate 29 321 |2.4112.21 [2.09| 9.00 |2.66
Family monthly
income
>Rs.17,000 3 2.14 12.65| 13.58 [2.83 | 11.44 | 3.06 F=5.20
Rs.8000-17,000 57 225 12511295321 10.70 | 3.41 | P=0.01%%*(s)
Rs.4000-8000 83 291 1292|1328 |3.49 ] 10.37 | 3.38
Rs.2000- 4000 57 533 | 1.53] 9.33 |5.03| 4.00 |4.58
Pre knowledge =2.13
Yes 25 2.05 1245|1288 |3.17| 10.83 | 3.09 P=0 0.5*(s)
No 175 528 |2.64|14.12 |3.73 | 8.84 |4.26 )

* significant at P<0.05 ** highly significant at P<0.01 *** very highly significant at
P<0.001

The above table shows the association between practice gain score and
demographic variables among women in the experimental group. Women aged more
than 30 years, graduate having family monthly income of > Rs.17,000 with previous
source of information have gained more practice scores than others. The above
mentioned variables showed high level of significance at p<0.01 and 0.05 with the gain

score when computed using F test / t test.
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Table 5.6.2(b): Association of clinical variable (women reproductive risk factors)

and practice gain score among women in the Experimental group.

N=200
. Practice gain score Oneway
ngsl:ofglcltcot:_‘s’e vljool:nzil; Pre test Post test | Gain score | ANOVA F-
Mean | SD | Mean | SD | Mean | SD test/t-test
Age at
menarche(yrs) F=3.36
11-12 87 2.09 |2.85|12.11 |3.19] 10.02 | 3.66 P=0.05*
13 -14 105 2.64 |2.56|13.82 |3.16| 11.18 | 3.18 (s)
15-16 8 2.00 | 1.85|13.98 |3.31|11.98 |3.14
Menstrual cycle =3.50
Regular P=0.01%*
130 2.50 |2.78 | 12.58 | 3.31| 10.18 | 3.50 )
Irregular 70 2.37 |2.53|14.33 |3.12| 11.96 | 3.29 )
Parity F=8.0
Primipara 167 2.17 |2.65|13.26 |3.20| 11.08 | 3.27 P=0 61*
Multipara 4 475 | .50 | 12.75|5.85| 8.00 |5.35 )
Nullipara 29 3.83 12.68|12.29 |3.11| 8.46 |3.12 )
Contraception t=4.32
No 169 343 |12.61]12.09 |3.69| 8.65 |3.93 P=0.01**
Yes 31 3.54 |12.52|14.56 |2.47| 11.02 | 3.55 (s)
Abortion =2.80
Yes 23 2.73 |2.89 | 13.67 |2.67| 10.94 | 3.13 P=0 01'** )
No 177 343 12.61]12.093.69| 8.65 |3.93 )
Breast feeding t=3.16
Yes 171 2.20 | 1.00 | 13.20 | 2.10| 11.00 | 2.22 P=0.01**
No 29 2.78 |2.83|12.23 |2.71| 9.45 |3.49 ©)

* significant at P<0.05 ** highly significant at P<0.01

The above table shows the association between practice gain score and women
clinical variables. Women who attained menarche between 15 to 16 years, having
irregular menstrual cycle, primiparous, using contraception, having history of abortion
and breast feeding women has gained more skill than others showing statistically

significant difference which was computed using F test / t test.
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The findings in table 5.6.2.(a) and (b) revealed that the specified variables in the
experimental group had statistically significant association whereas in the control group

non of the demographic and clinical variables showed any significant association.

Table 5.6.1(a)- 5.6.2(b) revealed the association of selected demographic and
clinical variables with knowledge and practice gain score among women in experimental

group.
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SECTION 5.7: ODDS RATIO OF KNOWLEDGE AND PRACTICE WITH
PRESENCE OF RISK FACTORS OF WOMEN

Table 5.7.1: Identification of influencing factors for knowledge gain score using

Multivariate logistic regression N=400
Univariate analysis Multivariate analysis
Influencing factors p- Unadjusted p- Adjusted
value | OR(95%CI) | value | OR(95%CI)
Age(>25 years Vs <25 years) 0.02* | 2.1(1.1-4.0) | 0.04* | 1.5(1.0-3.4)

Education(Above primary Vs Upto
0.04* | 1.8(1.0-3.4) | 0.05* | 1.6(1.0- 3.6)

primary)

Income(> Rs.8000 Vs < Rs.8000) 0.01** | 2.4(1.2-4.7) | 0.05* | 1.9(1.2—-4.6)
Type of family(Joint family Vs 3.7(1.3 -

nz,;ear family) N Y 0.01** 1(().6) 0.23 0.7(0.3 -1.2)

Pre knowledge( Yes Vs No) 0.05* | 29(1.1-8.2) | 0.61 2.1(0.4-9.2)

BMI(Normal Vs others) 0.01** | 3.0(1.2-7.5) | 0.38 1.8.(0.6 — 6.8)

Age at menarche(> 12 yrs Vs < 12
0.03* | 1.8(1.1-3.4) | 0.04* | 1.3.(1.2-3.7)

yr8)

Menstrual  cycle(Irregular Vs
0.04* | 1.9(1.0-3.5) | 0.18 | 1.5.(0.3-5.7)

Regular)
Contraception (Yes Vs No) 0.01** | 29(1.2-7.1) | 0.01** | 1.8.(1.4-6.8)
Breast feeding(Yes Vs No) 0.01** | 3.1(1.2-8.0) | 0.01** | 1.7.(1.2-7.3)

* significant at P<0.05 ** highly significant at P<0.01

The above table revealed that the univariate analysis identified elder, more
educated, earning more income, residing in joint family, having previous knowledge,
who had abortion, with normal BMI, attained early menarche, having irregular cycle,
using contraception and breast feeding women gained more knowledge than others.
Unadjusted odds ratio was given with 95% confidence interval.

Multivariate analysis logistic regression identified elder, more educated, earning
more income, attained early menarche, using contraception and breast feeding women
gained more knowledge score than others. Adjusted odds ratio was given with 95%

confidence interval.
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Table 5.7.2: Identification of influencing factors for practice gain score using

univariate analysis

N=400
Level of practice gain
Influencing Below Above . o
factors average(<10.71) | average(>10.71) Total | Chi square test | OR(95%CI)
N % n %
Age in years 2
> 25 years 59 42.4 80 57.6 139 x'=10.40 28(14-55
P=0.001%%* ( )
<25 years 41 67.2 20 32.8 61 :
Education 2
Above primary 45 413 64 58.7 109 PX—(;Z).I%‘?* 22(12 - 4.0)
Upto primary 55 60.4 36 39.6 91 e
Income 2_
>Rs.8000 2 36.7 38 63.3 60 l}_a%llf* 22(1.2-43)
<Rs.8000 78 55.7 62 443 140 e
Parity 2
Primi/multi 79 | 462 | 92 | 538 171 =915 | 4~‘1‘4
Nulli 19 792 5 208 24 P=0.01 (1.5-14.7)
Previous
knowledge ¥*=5.53
Yes 7 28.0 18 72.0 25 P—0.01%* 2.9(1.1-8.2)
No 93 53.1 82 46.9 175
Abortion 2_
Yes 4 17.3 19 | 827 23 x=11.05 s
No 9% 542 81 458 177 P=0.01 (1.7-205)
Body Mass Index
Normal )
78 46.4 90 536 168 | ¥’=5.36P=0.02* | 2.5(1.1-6.2)
Abnormal 22 68.8 8 31.2 32
Age at menarche
> 12 years 49 43.3 64 56.7 113 | =458 P=0.03* | 1.8(1.1-3.4)
<12 years 51 58.6 36 41.4 87
Menstrual Cycle
Irregular 27 38.5 43 61.5 70 X2=5~63 P=0.02* | 2.0(1.1-3.9)
Regular 73 56.1 57 43.9 130
Contraception 5
Yes 9 29.0 2 71.0 31 1 =645 29(12-7.1
P=0.01** ( )
No 91 53.8 78 46.2 169 :
Breast feeding 2
Yes 78 45.6 93 54.4 171 L=9.07 1 43-10 )
No » 758 7 242 29 P=0.01 (1.4-102)

*significant at P<0.05 ** highly significant at P<0.01 *** very highly significant at
P<0.001

The above table revealed that the univariate analysis identified elder, more
educated, earning more income, parity, having previous knowledge, who had abortion,
with normal BMI, attained early menarche, having irregular cycle, using contraception
and breast feeding women gained more practice score than others. Unadjusted odds ratio

was given with 95% confidence interval.
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CHAPTER -6

DISCUSSION

The present study was aimed to assess the effectiveness of technology enabled
learning programme on knowledge on prevention of selected breast diseases and practice
on BSE among women in selected villages Thiruvallur district. The findings of the study
have proved that there was a significant improvement in the level of knowledge and
practice among women in the experimental group after the administration of technology
enabled learning programme and demonstration of BSE using breast model. The findings

of the present study have been discussed based on the objectives and presented below.

Identification of women at risk for Breast diseases

Among the 759 women from 6 villages screened 400 women were identified to
have any one of the risk for breast diseases. The present finding was supported by the
studies conducted among urban population in India with a reported prevalence of 51% to

549, 164

The important determinant of subsequent breast disease risk was age at
menarche. When considering the subsequent risk for breast disease child bearing and
breast feeding are of importance. In this study among the 400 women most of the women
attained menarche before 12 years in experimental group and in both the groups they had
irregular menstrual cycle, have a history of abortion and had breastfed their babies
<12months. Some of them had a family history of breast disease and breast cancer in

both the groups. These results were consistent with those of many studies.
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The statistical information pooled from the analysis of 21 studies revealed that
premenopausal(9%) and postmenopausal(4%) breast disease risk decreases for each
additional year of postponement of menarchial age. The Meta analysis of three large case
control studies shows that women who had early menarche the risk increases by 20-30%
when compared with those who attained menarche at or above age 15. In this study 21%
in experimental group and 22% of women in control group attained menarche before 12
years of age. Early menarche leads to an early exposure to estrogen and the simultaneous

. . . 165
presence of progesterone increases the risk of breast disease.

A study on risk for breast disease among 4266 women by Weisstock et al.,'®
found that 3.5% of women were found to have risk factors. Due to globalization and
western life style adoption by Indian women there was a delay in their marriage which in
turn late conception and breast feeding practice was also poor which are the main risk
determinants for breast disease as per the evidence from various studies.'®”'®® 38% in
experimental group and 42% in control group had breast fed their babies less than 12
months. Study results say that for every 12 months of breast feeding the risk is reduced
by 4%, first trimester abortion whether spontaneous or induced the risk increases by 2.4

fold, having a family history of breast disease the risk increases by 2-3 fold.

Hence the present study emphasized that the core need among women is to

educate them regarding prevention of breast disease.
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The first objective was to assess and compare the pre and post test level of
knowledge on prevention of selected breast diseases and practice on BSE among
women in experimental and control group.

The findings in table 5.2.1(a) & (b) represent the description of demographic
variables of women in experimental and control group. The majority of each variable is
discussed below. 38% of the women in experimental group and 35% in control group
were aged more than 30 years, 31% in both experimental and control group completed
primary school, 47% in experimental group and 48% in control group were house wife,
83% in experimental group and 80% in control group belonged to Hindu religion. 41.5%
of the women in experimental group and 43.5% in control group had a family income of
Rs.4000- 8000, regarding marital status 97.5%in experimental group and 98.5% in
control group were married. With regard to family type 64.5% in experimental group and
67% in control group lived in a nuclear family, 87.5% in experimental group and 85.5%

in control group had not received information regarding breast diseases.

Table 5.2.2(a) — (f) presented the clinical variables of women in experimental and
control group. With regard to dietary risk factors 87% in experimental group and 89.5%
in control group were non vegetarians. Regarding habit of drinking coffee 96.5% in
experimental group and 95.5% in control group have the habit of drinking coffee. With
regard to lifestyle risk factors both the groups don’t have the habit of wearing brassier,
using deodorants, doing exercise, tobacco chewing, smoking, alcohol consumption and
doing BSE. They don’t have any shift pattern in their job. Regarding medical risk factors
most of the women in both the groups have not been exposed to radiation, only few have
underwent hormone replacement therapy and they were not on antihypertensive or

antidepressants. With regard to reproductive risk factors most of the women in both the
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groups have attained menarche at 13-14 yrs and had regular menstrual cycle. Most of the
women got married at the age of 21-25 yrs in experimental and control group and were
primiparous gave their first childbirth at the age of 21-25yrs and had adopted oral pills as
their type of contraception. Few of the women in both the groups had missed abortion
for 1-2times, most of the women had breastfed their babies for more than 12months and
only few had underwent treatment for infertility ie ovulation induction. Regarding
familial and personal risk factors most of the women in both the groups don’t have the
familial and personal risk factors like family history of breast disease, breast cancer,
breast surgery, injury to the breast and thyroid disorder. Regarding BMI most of the

women in both the groups had normal BMI.

Chi square analysis was done for both demographic and clinical variables which
showed no statistical significance between both groups thus indicating the homogeneity

between two groups.

The data findings in table 5.3.1(c) presented the pre test and post test level of
knowledge among women in the experimental and control group. In the pre test 98.5% of
women in the experimental group and 97.5% in the control group had inadequate
knowledge on selected breast diseases. There was no statistical significant difference
found between the groups. The post test level of knowledge gain was measured at one,
three and six month’s interval which revealed that 24% had adequate level of knowledge
in the 1¥" month assessment whereas in the 3™ and 6™ month 41%, 64% had adequate

level of knowledge respectively.
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The findings of the present study was supported by the study from India
conducted by Sadler et al., among 194 women identified that majority of women had

1,'% carried

inadequate knowledge about breast disease. Another study by Dundar et a
out in a rural area in western Turkey among 244 women revealed that 44% had
insufficient knowledge and those who gained information were through health
professionals. The overall awareness was 52% about breast disease among 57 South

Asian women in Choudhury and Srivastava'®*

study from Toronto whereas a study
among 563 women from Chennai led by Evangeline Mary et al.,'* says that 78% were
aware about breast cancer and have gained knowledge through mass media, friends and
neighbours. Similarly a study among rural women in Puducherry regarding knowledge

and attitude of breast self examination led by Veena'” revealed that 75.5% had

inadequate knowledge about breast disease.

Fig 5.3.2(a) shows the comparison of pre and post test level of knowledge among
women in experimental and control group. The baseline knowledge score was 30.5%
whereas after the intervention the score was 80.4% at the end of 6™ month. Women in
the experimental group have gained 49.9% of knowledge score whereas in the control
group the gain score was only 4.2%.

Similar result was yielded in a study by Bala Hemant and Gameti'*®

among 250
women beneficiaries of urban health centres of Ahmedabad. Even though the pretest
level of knowledge was ranging from 21% -49% the post test conducted after 3months

shows a significant difference in the knowledge level ranging from 36.8% to 68.4% A

study among rural women in India on effectiveness of breast health awareness



132

programme by Rao et al.,'®’ identified a significant increase (z=-15.807; P<0.001) in

overall awareness about breast disease.

Table 5.3.1(f) presented the pre test and post test level of practice among women
in experimental and control group. 91.5% of women in experimental group and 89% in
control group practice level were found to be poor. Due to poor information about the
risk factors causing breast disease in turn lead to the low prevalence of BSE practice.
Most of the studies reported that BSE aids in early detection of breast disease and is
highly effective in increasing the sense of ownership about their health. Eventhough BSE
has more benefits but the practice remains low in countries like England (54%), Nigeria
(43.2%) and India (52%).'%'7° Study conducted by Veena et al.,'" reported that only
12% women practiced BSE regularly. This was similar to the result found by Choudhary.
The reason for poor practice was most of them felt that the procedure was not important
since they don’t have any symptoms. A study among Buea University students, the
reason for not practicing BSE was due to lack of knowledge about the procedure. This
highlights the need to create awareness on Breast self examination from their early

adolescence by conducting educational programs.'”!

The post test level of practice among women in experimental and control group
was assessed at one, three and six months interval which revealed that 60%, 66.5% and
80.5% respectively had good practice in experimental group. Fig 5.3.2(b) shows the
comparison of pre and post test level of practice among women in experimental and
control group. In the baseline 15.4% was the practice score whereas after intervention it
was 82.3% at the end of 6™ month. The practice gain score was 66.9% among women in

experimental group whereas in control group it was only 4.0%.
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1"*” about BSE practice among Iranian

In a survey conducted by Zahra Ghodsi et a
women they claimed that women practice BSE and few of them have started doing by
20years of age. Studies from Nigeria conducted among Qena architecture and education
students and Lagos University concluded that BSE is being practiced by the students and

they were aware that BSE to be done on monthly basis.'**"*

Study conducted in Ain Shams University, Egypt on knowledge and practice of
BSE among working women yielded a similar result as only 5.2% were practicing BSE
before the training program whereas the post program practice score was 86%. Also
study among Saudi nurses after workshop showed a significant improvement in the
practice score. Six months follow up was carried out and the researcher identified that

60% started practicing BSE out of which 41% started doing it on a regular basis.'>

The findings of the second objective revealed that women had inadequate
knowledge regarding prevention of selected breast diseases and BSE practice was poor

in both experimental and control group.

The second objective was to assess the effectiveness of technology enabled learning
programme on knowledge on prevention of selected breast diseases and practice on
BSE among women between experimental and control group.

The comparison of pre and post test mean knowledge scores and practice scores
within the experimental and control group was depicted in table 5.4.4. The results
showed that the pre test mean knowledge score among the experimental and control

group was 7.62 and 7.81 respectively with scores representing very low awareness
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towards prevention of selective breast diseases. In the post test after intervention the
mean scores was 17.45, 18.43, 20.09 and 8.04, 8.28, 8.87 among experimental and
control group respectively. The intervention had significantly improved the knowledge

scores among the experimental group.

The pre test mean practice score among the experimental and control group was
2.46 and 2.53 respectively with scores representing poor practice of BSE. In the post test
after intervention the mean scores was 10.47, 11.30, 13.17 and 2.69, 2.83, 3.16 among
experimental and control group respectively. The intervention had significantly

improved the practice scores among the experimental group.

Table 5.4.5 and 5.4.6 showed the comparison of pre and post test level of
knowledge and practice among women between experimental and control group. The
results showed that the calculated student independent ‘t’ test value of 0.85 for
knowledge and 0.57 in the pretest was found to show statistical significance whereas in
the post test conducted at 1%, 3™ and 6™ month interval for knowledge the calculated ‘t’
value was 25.32, 31.45, 41.26 and for practice the calculated ‘t” value was 14.59,29.18,
31.45 respectively showed a very high statistical significance at p<0.001 in the
experimental group. Hence it is inferred that technology enabled learning programme
was effective in enhancing the knowledge, practice and the demonstration using breast

model was more effective in improving the skill among women.

The findings were supported by the following studies.
Hussein et al.,'” in their study on knowledge, attitude and practice of BSE

among women states that significant improvement was noted in their level of knowledge.
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There was a significant difference in practice between baseline and six months. 53.6% of
women ever practiced BSE at baseline out of which 36.3% started practicing BSE after

six months. Lewin et al.,154

study to assess the effectiveness of awareness program by lay
health workers yielded a contrary result that before intervention the knowledge (CI 95%,
-0.77 to -0.15) and attitude 93.2% indexes were high which shows no significant

difference after the intervention.

A survey was carried out in Nigeria to rule out the effectiveness of Health
Education on Breast Cancer awareness among 158 Female Undergraduates, University
of Calabar. The results revealed that for knowledge of symptoms, risk factors of breast
disease the chi square value of 14.5, breast cancer awareness on practice of BSE the chi
square value was 7.85 and effectiveness of health education yielded the value of 11.27 at
0.05 level of significance which indicates that health education has an impact in the

knowledge of students which in turn improved the practice of BSE.'*

The findings of the study was also supported by the study conducted by Gupta &
Hajian et al.,”® on the impact of a health education intervention program regarding
breast disease information and breast self examination by women in a semi-urban area of
Madhya Pradesh, India, found that there was a significant improvement in knowledge
regarding all aspects of and breast disease, breast self examination of the intervention
group from pre- to post-test. 590 (59%) women had gained knowledge out of which
90.7% practiced (BSE). An overall increase in the awareness of 43% and 53% of BSE

practice was observed in the study group after intervention.
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Statistical analysis had showed that there was significant difference between the
post test scores among experimental and control group and hence the hypothesis NH;
stated earlier that “There is no significant difference in the pre and post test level of
knowledge on prevention of selected breast diseases and practice on BSE between
experimental and control group” was not accepted.

Thus the application of concepts of Wiedenbach’s prescriptive theory and
Pender’s health promotion model guided the investigator to identify the women at risk,
to assess the knowledge and practice among women and aided to accomplish the study
objectives. The administration of technology enabled learning programme enhanced the
knowledge on prevention of selected breast diseases and improved the skill in

performing BSE among women.

The third objective was to correlate the mean differed knowledge scores with
practice on BSE among women in experimental and control group.

Correlation of mean differed level of knowledge with practice was depicted in
table 5.5.1.There was a significant positive moderate correlation observed between the
women knowledge gain score and practice gain score among the experimental group at
1=0.52 and p<0.001 level. The findings showed that knowledge had positive influence in
enhancing the practice of BSE among women, whereas there was no significant

correlation noted among the control group.

Various studies have shown the effectiveness of intervention program in
increasing the knowledge and practice of BSE among women. The findings of the study
was supported by study conducted by Wood et al., in their study about the effect of an

educational intervention on promoting breast self-examination, found that the
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intervention was effective in increasing knowledge about breast cancer risk and

screening and BSE proficiency and showed a positive correlation r=0.80."">

Statistical analysis had showed that there was significant difference between the
post test scores among experimental and control group and hence the hypothesis NH;
stated earlier that “There is no significant relationship between the mean differed
knowledge scores on prevention of selected breast diseases with practice on BSE”

was not accepted in experimental group and accepted in the control group.

The fourth objective was to associate the selected demographic variables with the
mean differed knowledge scores and practice scores in experimental and control
group.

The association of knowledge scores with demographic variables in table 5.6.1(a)
showed women aged more than 30 years, graduate, having monthly income of Rs.8000-
17,000, living in joint family and with previous source of information showed high and
very high level of significance at p<0.01 and 0.001 with the knowledge gain score when

computed using F test/t test.

Association of clinical variables were presented in table 5.6.1(b) which stated that
women who attained menarche between 15 to 16 years, having irregular menstrual cycle
, using contraception, who had history of abortion and breast feeding women has gained
more knowledge than others showing statistically significant difference which was

computed using F test / t test.



138

With regard to practice score association table 5.6.2(a) shows women aged more
than 30 years, graduate having family monthly income of > Rs.17,000 with previous
source of information showed high level of significance at p<0.01 and 0.05 with the
practice gain score when computed using F test / t test.

Table 5.6.2(b) represented the association between practice gain score and
women clinical variables. Women who attained menarche between 15 to 16 years,
having irregular menstrual cycle, primiparous, using contraception, having history of
abortion and breast feeding women has gained more skill than others showing

statistically significant difference which was computed using F test / t test.

The finding was supported by the study conducted by Karayurt et al'”

as age,
school grade and information about breast disease showed statistically significant

association with BSE practice.

Hence the hypothesis NHj stated earlier that “There is no significant association
of selected demographic variables with the mean differed knowledge scores and
practice scores in experimental and control group” was not accepted for above
mentioned variables in the experimental group and accepted for other variables in the

experimental group and variables of control group.

6.6 To compute odds ratio of knowledge and practice with presence of risk factors
of women
The findings in table 5.7.1 infer the identification of influencing factors for

knowledge gain score using univariate analysis identified elder, more educated, earning
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more income, residing in joint family, having previous knowledge, who had abortion,
with normal BMI, attained early menarche, having irregular cycle, using contraception
and breast feeding women gained more knowledge than others. Unadjusted odds ratio
was given with 95% confidence interval.

Multivariate analysis logistic regression identified elder, more educated, earning
more income, attained early menarche, using contraception and breast feeding women
gained more knowledge score than others. Adjusted odds ratio was given with 95%
confidence interval.

The findings in table 5.7.2 infer the identification of influencing factors for
practice gain score using univariate logistic regression identified elder, more educated,
earning more income, parity, having previous knowledge, who had abortion, with normal
BMI, attained early menarche, having irregular cycle, using contraception and breast
feeding women gained more practice score than others. Unadjusted odds ratio was given

with 95% confidence interval.

The discussion of this present study finding represents that most of the women
were at risk for breast disease. This study also proved that there was a statistically
significant difference in knowledge and practice among women which shows the
effectiveness of technology enabled learning programme. Hence educating the women at

risk helps to reduce the incidence of breast cancer.
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CHAPTER -7

SUMMARY, CONCLUSION, IMPLICATIONS, RECOMMENDATIONS AND

LIMITATION

The present study was aimed to assess the effectiveness of technology enabled
learning programme on knowledge on prevention of selected breast diseases and practice

on BSE among women in selected villages Thiruvallur district.

7.1 SUMMARY

Breast diseases are more prevalent among females as compared to males and the
pattern of breast diseases and their etiology varies among different countries and ethnic
groups °. Benign breast diseases are more prevalent as compared to malignant and

inflammatory, as seen throughout the world *

Although Benign Breast Disease (BBD) has been extensively studied, the
etiology of this disease is still poorly understood. It appears that endocrine factors are
associated with BBD, however, the associations found are weak and inconsistent.
Obesity has been identified as one of the only consistent risk factors for BBD.
Inconsistent results have been found for most risk factors including exogenous hormone
use, smoking, alcohol and caffeine intake. No studies have examined whether

radiological tissue density is a risk factor for BBD.

Benign lesions of breast are the most common lesions which account for 90% of
the clinical presentation related to breast. About half of the women population suffers

from benign breast diseases in their lifetime. Of all breast disorders, mastalgia being the
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first common presentation whereas palpable breast lump is second most common

presentation.

Breast cancer organisation believes that breast self- examination is a useful and
essential screening strategy, especially when used in combination with regular physical
exams and mammography. Breast self-examination benefits women in two ways.
Women become familiar with both the appearance and feel of their breast and detect any

changes in their breast as early as possible'®

Health seeking behaviour among rural population is not up to the expected level
with reference to breast diseases in particular to early detection of cancer breast and risk
reduction due to lack of proper knowledge and awareness about available screening
programmes like self breast examination, clinical breast examination, triple assessment.
The investigator identified that the rural woman had no specific information on breast

diseases and the impact of such diseases.

A critical element in the fight against breast disease is education. Spreading
awareness and the knowledge of screening heralds a welcome shift from reactive
medicine to a more proactive approach to health care, in which information about risk

factors would help the patient take measures to reduce those risks.

The statement of the problem was

An experimental study to evaluate the effectiveness of technology enabled
learning programme on Knowledge on prevention of selected breast diseases and
practice on Breast Self-Examination (BSE) among women in selected villages,

Thiruvallur District.



142

The objectives of the study were

1.

To assess and compare the pre and post test level of knowledge on prevention of
selected breast diseases and practice on BSE among women in experimental and
control group.

To assess the effectiveness of  technology enabled learning programme on
knowledge on prevention of selected breast diseases and practice on BSE among
women.

To correlate the mean differed knowledge scores with practice scores on BSE
among women in experimental and control group.

To associate the selected demographic variables with the mean differed
knowledge scores and practice scores in experimental and control group.

To compute odds ratio of knowledge and practice with presence of risk factors of

women

The null hypotheses formulated were

NH;: There is no significant difference in the pre and post test level of knowledge on

prevention of selected breast diseases and practice on BSE among women

between experimental and control group at p<0.05 level.

NH,: There is no significant relationship between the mean differed knowledge scores

on prevention of selected breast diseases with practice scores on BSE among

women in experimental and control group at p<0.05 level.

NHj: There is no significant association of selected demographic variables with the

mean differed knowledge scores and practice scores in experimental and control

group at p<0.05 level.
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The major assumptions of the study were
1. Technology enabled learning programme may enhance the knowledge on
prevention of selected breast diseases.
2. Enhanced knowledge may improve the level of practice on BSE.
3. Routine practice of BSE may pave way for early identification and treatment of

breast diseases.

The conceptual framework adopted for the study was Wiedenbach’s prescriptive

theory and Pender’s Health promotion model.

Experimental design was adopted for this study. The independent variable was
technology enabled learning programme and the dependent variable was knowledge on
prevention of selected breast diseases and practice on BSE. The study was conducted in

6 adopted villages of Omayal Achi Community Health Centre.

Women at risk for breast disease were identified by using breast disease risk
assessment tool prepared by the investigator which consists of 13 items. Presence of any

one risk factor among women was considered as samples.

To assess the level of knowledge on prevention of selected breast diseases
structured knowledge questionnaire was used to collect the data through interview
schedule. The questionnaire consists of 25 multiple choice questions among which 3
items in general information, 2 items in possible causes/risk factors, 6 items in selected
breast diseases, 2 items in investigations, 4 items in management/home care management

and 8 items in preventive measures.
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To assess the level of practice on BSE observational checklist was used which
consisted of 8 items on steps of BSE. Various experts in the field of Community
medicine, Gynaecologist, Oncologist, Community Health Nursing and Obstetrics &

Gynaecology Nursing.

The reliability of the data collection tools was assessed using test-retest and inter-
rater method and the correlation coefficient r—value obtained was 0.88 for the structured
interview schedule and 0.86 for the observational checklist. These correlation coefficient
values are very high and hence these tools are reliable enough for assessing the
effectiveness of technology enabled learning programme on Knowledge on prevention of
selected breast diseases and practice on Breast Self-Examination (BSE) among women in

selected villages, Thiruvallur District.

Probability sampling was undertaken wherein simple random sampling using
lottery method was done to select 6 villages from the 18 villages adopted for intensive
health services by OACHC and of which through cluster randomization the villages were
grouped as experimental and control group. Women who were identified with the risk in
the 6 villages, who fulfilled the inclusion criteria and present during data collection were
chosen for the study. The sample size was calculated based on the pilot study findings of
knowledge and practice scores. The effect size derived from the pilot study was 0.35.
The calculated sample size using the effect size of 0.35 at power 0.90 and 0.05 level of
significance was estimated to be 173 in each group. Calculating the attrition of 15% the
final sample size was fixed to 200 in each group. The final sample size consisted of a

total of 400 women with 200 each in the experimental and control group.
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The data collection was processed in five phases.
Phase 1: Assessed the risk of women aged between 20 - 40 years for breast diseases
using breast disease risk assessment tool prepared by the investigator.
. Sample selection- Women who were identified with the risk in the 6 villages,
who fulfilled the inclusion criteria and present during data collection were selected 200
each in the experimental and control group respectively.
Phase 2: After the brief introduction about self and the purpose of the study the data
collection for each sample was done. Informed consent from the samples were obtained
and women were made to sit comfortably in a well ventilated room. The demographic
data was collected and the pre-test level of knowledge and practice was assessed using
structured knowledge questionnaire using interview technique and observational
checklist respectively in experimental and control group. On the same day video assisted
teaching was given regarding prevention of selected breast diseases for 45mins and
breast self examination demonstration was done for 30mins using breast model to the
experimental group. Provided the samples with pictorial booklet on prevention of
selected breast diseases and BSE.
Phase 3: (1 month later) Post test 1 level of knowledge and practice was assessed.
Phase 4: (3 months later) Post test 2 level of knowledge and practice was assessed.

Phase 5: (6 months later) Post test 3 level of knowledge and practice was assessed.

A similar scheme of data collection was implemented for the samples in control
group with the exception of interventions by the investigator. After the post test same

intervention package was executed for the control group.
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The investigator considered and followed the ethical principles throughout the
data collection process. The investigator adhered to the human rights, privacy,

beneficience, non malficience, dignity, confidentiality and justice.

Descriptive and inferential statistics were used to analyze the data. Frequency and
percentage distribution was used to analyze the risk for breast disease and demographic
data among women in experimental and control group. Mean and standard deviation was
used to assess the pre and post test level of knowledge and practice among women in
experimental and control group. Repeated measures ANOVA was used to compare the
pre and post test level of knowledge and practice among women within and between
experimental and control group. Karl Pearson correlation coefficient was used to analyze
the relationship between the mean differed level of knowledge on prevention of selected
breast diseases with practice on BSE among women in experimental and control group .
Association of selected demographic variables with the mean differed level of
knowledge and practice in experimental and control group was analyzed using oneway
analysis of variance and student independent t-test. Influencing factors for gain score was
analysed using univariate and multivariate logistic regression methods and respective

odds ratio with 95% confidence interval was given.

The major findings of the study were
e The major risk identified among women in experimental group were most of the
women attained menarche before 12 years , had irregular menstrual cycle, have a
history of abortion and had breastfed their babies <12months. Some of them had

a family history of breast disease and breast cancer.
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The analysis revealed that in the post-test a statistically very high level of
significance was identified using chi square test at p <0.001. This showed that
women in the experimental group gained knowledge on prevention of selected
breast diseases indicating that technology enabled learning programme was
effective whereas there was no statistically significant difference identified
among women in the control group.

The comparison of pre and post test practice score which was calculated using
ANOVA, showed that there was very high statistically significant difference at
p<0.001 in experimental group whereas in the control group there was no
significant difference.

It was evident that there was a significant, positive moderate correlation between
women knowledge gain and practice gain score in experimental group whereas in
control group insignificant, positive poor correlation was identified.

It was evident that there was statistically significant association between
knowledge gain score and demographic variables among women in the
experimental group. Women aged more than 30 years, graduate, having monthly
income of Rs.8000-17,000, living in joint family and with previous source of
information have gained knowledge than others. The above mentioned variables
showed high and very high level of significance at p<0.01 and 0.001 with the
gain score when computed using F test / t test.

The association between knowledge gain score and clinical variables among
women revealed that women who attained menarche between 15 to 16 years,
having irregular menstrual cycle , using contraception, who had history of

abortion and breast feeding women has gained more knowledge than others
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showing statistically significant difference which was computed using F test / t
test.

e It was evident that there was statistically significant association between practice
gain score and demographic variables among women in the experimental group.
Women aged more than 30 years, graduate having family monthly income of >
Rs.17,000 with previous source of information have gained more practice scores
than others. The above mentioned variables showed high level of significance at
p<0.01 and 0.05 with the gain score when computed using F test / t test.

e The association between practice gain score and women clinical variables were
women who attained menarche between 15 to 16 years, having irregular
menstrual cycle, primiparous, using contraception, having history of abortion
and breast feeding women has gained more skill than others showing statistically
significant difference which was computed using F test / t test.

e Hence the technology enabled learning programme had a significant impact in
improving the knowledge and practice in the experimental group, hence there
was a statistical significant difference in the level of knowledge and practice
between the experimental and the control group. The Null hypothesis earlier
framed was not accepted by the investigator thereby concluding that the
technology enabled learning programme was effective in improving the level of

knowledge and practice among women.

7.2 CONCLUSION
The study concluded that the technology enabled learning programme was an
effective intervention strategy in improving the level of knowledge on prevention of

selected breast diseases and practice on BSE among women. The study has also revealed
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that this helped the samples to identify their own breast problems like mastalgia, lump
and nipple discharge. Hence, the study recommended the utilization of technology
enabled learning programme by community health nurses, nurse researchers, nurse
administrators, nurse educators and health care professionals to improve the knowledge
on prevention of selected breast diseases and practice on BSE among women for
identifying the onset of breast disease or breast cancer.

Hence the investigator concluded that the strategies to reduce the burden of breast
cancer are

e BSE can be used as a tool of creating breast health awareness among women and
trained female health workers can play a promising role in disseminating this
knowledge among women to carry out BSE.

o Health seeking behavior among Indian women is majorly governed by emotional
status and may not be influenced by their health related knowledge. So along
with increasing the knowledge of these women we have to strengthen their
emotional status and could be only done by the community outreach awareness
program.

e The whole process of training the women through trained community health
workers would be like a nuclear chain reaction leading to the generation of home
to home trained personals without any extra financial burden on our health
system. This might be a simple approach, could save a lot of precious life which

we are losing owing to this menace.

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.
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7.3.1 COMMUNITY HEALTH NURSES

e Community health nurses should target the late thirties for the purpose of
screening.

e Community health nurses should identify the risk factors for all women in order
to take preventive measures.

e Community health nurses should create awareness among the public regarding
breast health and breast awareness.

e Community health nurses should empower the women, family and relatives with
information about prevention of breast diseases and early detection methods.

e Since there is a visible increase in the incidence of male breast cancer every effort
has to be taken to encourage the practice of BSE not only among women but also
among men.

e Community health nurses should organize and conduct public health education
program to inculcate the practice of breast self-examination among women to
minimize the fear, denial, myths and misconceptions.

e Community health nurse should conduct regular screening programme to detect
breast disease among women and to create awareness of the need for early
detection.

e Community Health Nurse can disseminate the information regarding the impact
of Technology enabled learning programme on prevention of selected breast

diseases and BSE to the entire population
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7.3.2 COMMUNITY HEALTH NURSE ADMINISTRATOR

Coordination and communication with the media to provide programs on
prevention of breast diseases, early detection methods, importance of BSE on
TV, radio, local cable channels, news paper.

Nurse administrator should organize awareness programme and proper education
for the community women regarding breast disease and identification of risk
factors for early detection in turn prevention of morbidity and mortality.

Nurse administrator should organize training programme to train the public
health workers on clinical breast examination.

Nurse administrator should rope in the governmental and non governmental
agencies/ organizations to play a major role to create awareness about breast
disease among the general public.

Nurse administrator should organize to distribute pamphlets and illustration
posters in regional languages to have a better prevention.

The nurse administrator can allocate the budget exclusively to focus on screening
programme while devising the community health programme.

Nurse administrator should organize to involve local celebrities to promote the

cause which will further strengthen the awareness activities.

7.3.3 NURSING EDUCATION

Strengthen the curriculum focusing on breast awareness and screening methods.
Nurse educator must strengthen the concept of breast health and breast

awareness.
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The concept of technology enabled learning programme 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.

Enhancement of counselling skills in education need to be incorporated to enable
the students to effectively counsel the women to minimize the fear, denial, myths
and misconceptions.

Health workers should intensify health education on importance of BSE when

they come in contact with women in antenatal clinic and immunization clinics.

7.3.4 NURSING RESEARCH

The study lays foundation to plan and organize breast disease screening program
in the community settings.

Results derived from these studies will help the program managers and healthcare
professionals to modify / emphasize / strengthen the existing strategies.

The study emphasises the need to explore what customized interventions could be
implemented to improve the uptake and practice of BSE and other methods for
early detection.

The risk factor analysis gives guidelines for planning preventive strategies for

breast disease.

7.4 RECOMMENDATIONS

1.

Technology enabled learning programme can be utilized in the obstetrics and
gynaecology clinic of OACHC to reduce the risk of breast disease among rural

women.
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11.

12.
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Technology enabled learning programme can be utilized in the obstetrics and
gynaecology clinic and the wards at Sir Ivan Stedeford Hospital and also can be
recommended to the other affiliated health care institutions

Effectiveness of Technology enabled learning programme can be assessed on
reduction of risk factors for breast disease

Comparative study to assess the effectiveness of Technology enabled learning
programme on knowledge on prevention of selected breast disease and practice
on BSE among rural and urban women.

Impact of Technology enabled learning programme on knowledge on prevention
of selected breast disease and practice on BSE on modification of lifestyle factors
can be explored.

The association between reproductive factors (e.g. breastfeeding and parity) and
dietary patterns among women and the subsequent risk of breast disease can be
explored

Effectiveness of breast health promotion counselling can be assessed on breast
disease screening behaviour among rural women

A cross sectional study can be conducted to assess the knowledge of risk factors
for breast disease and early detection methods among women

Prevalence of clinically detectable benign breast diseases and its main
determinants among women in reproductive age group

Community based study on profile of breast disease among pubertal and
menopausal women.

Risk factor for breast disease among rural and urban women can be assessed
Awareness and willingness of rural women on examination, evaluation and

treatment for breast disease- a qualitative approach
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13. Factors influencing and barriers to breast cancer screening among rural women: a
qualitative approach

14. Knowledge of risk factors and early detection methods and practices towards
breast disease among nurses / school teachers / adolescence

15. Acceptability and effectiveness of breast health awareness programme among
rural women.

16. Case control study of epidemiological risk factors for breast disease

17. Factors influencing nurses to teach BSE among women

7.5 LIMITATION
As village level randomization was done total enumeration of women who were

at risk and available during study period were taken from every village.
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Effectiveness of a Technology Enabled Learning Programme on Knowledge for the Prevention of
Selected Breast Diseases and Practice of Breast Self-Examination (Bse) among Women in Selected
Villages, Thiruvallur District
Bhagavathy.S, Kanchana.S
Abstract:

Background: A woman’s breasts are an integral part of her feminity and identity. Around 200,000 cases of
breast diseases are diagnosed annually. Breast diseases are more prevalent among females as compared to
males and the pattern of breast diseases and their etiology vary among different countries and ethnic
groups. Benign lesions of breast are the most common lesions which account for 90% of the clinical
presentations related to the breast. About half of the women population suffers from benign breast diseases
in their lifetime. Benign breast problems, in spite of their high prevalence, have been neglected and
trivialized by both the medical professionals as well as by women with the problems. The reasons for this
could be many but the most important reasons are the stigma attached to seeing a doctor and
communicating about their breast related problem, fear of having cancer and the general neglect that
women show towards their health. Objective: The objective of the study was to evaluate the effectiveness
of a technology enabled learning programme on knowledge for the prevention of selected breast diseases
and practice of Breast Self-Examination (BSE) among women. Methods: Quantitative research approach
with true experimental design was used. A total of 50 women at risk aged between 20-40 years formed the
samples, with 25 women each in the experimental and control groups. Random sampling technique -
cluster randomization was used for the selection of villages and for the selection of samples, total
enumeration technique was followed. Data was collected using a structured interview schedule and
observation checklist. Results: Both the data collection tools were found to be highly reliable. Statistical
analysis of the background and clinical variables revealed homogeneity between the experimental and
control group in the pre-test. The statistical comparison of the level of knowledge and practice revealed
that the experimental group ‘Z’ value was5.89and the practice gain score of 53. 2% showed a very high
statistical significance at p=0.001. Positive moderate correlation was identified between the level of
knowledge and practice, thus indicating that the technology enabled learning programme was effective.
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INTRODUCTION

Reproduction is an essential process for the survival of all living things. All living beings in the earth
reproduce. Human reproductive system functions to reproduce and bear live offspring. The organs and structures
of the female reproductive system give women the ability to produce a new life. They also provide a place for the
fetus to grow and develop. Since the female reproductive system plays such an important role throughout the life

of a woman, it receives special consideration.

Reproductive health is a universal concern, but is of special importance for women particularly during the
reproductive years. During the period of reproductive life many changes occurs in a women’s body as a results of
hormonal influences and adaptation to the physiological process. Several female reproductive disorders may affect
the health status and overall quality of life of woman. A healthy reproductive system makes the miracle of life

possible.

Cancer as a dreadful disease has a relentless, very painful and debilitating curse and if not treated
properly in time, results in death. Cancer is major public health problem affecting million of people worldwide.
The prevalence of cancer is increasing in developing world due to increase in life expectancy, increased

urbanization and adoption of western life style

Reproductive cancer starts in the organ related to reproduction. These organs are located in the pelvis. It
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includes breast cancer, cervical cancer, endometrial cancer and ovarian cancer
The Problem

A quasi-experimental study to assess the effectiveness of education interventional package on knowledge

regarding reproductive cancer among opinion leaders at selected schools, Thiruvannamalai district

Objectives

® To assess and compare the pre and post test level of knowledge regarding reproductive cancer among opinion

leaders in experimental and control group.

® To assess the effectiveness of education interventional package on knowledge regarding reproductive cancer

among opinion leaders.

® To associate the selected demographic variables with the mean differed knowledge score regarding reproductive

cancer in experimental and control group.

Assumptions
® Opinion leaders may have some knowledge regarding reproductive cancer.

® Education interventional package will enhance the knowledge of opinion leaders regarding reproductive cancer.
Null Hypotheses

Ho;: There will be no significant difference between the pre and post test level of knowledge regarding

reproductive cancer among opinion leaders between experimental and control group at the level of p<0.05

Ho,: There will be no significant association between the mean difference in knowledge and selected

demographic variables among opinion leaders.
MATERIALS AND METHODS

Education interventional package: It refers to the information provided by the investigator to create awareness
among opinion leaders regarding reproductive cancer (breast, cervical, endometrial, and ovarian cancer) which was given

by means of lecture cum discussion on definition, causes, signs and symptoms, treatment, and preventive strategies.

Knowledge: It refers to the ability of the opinion leaders to respond to the questions regarding reproductive
cancer which was assessed by structured knowledge questionnaire prepared by the investigator which include definition,

causes, signs and symptoms, risk factor, investigation, treatment of breast, cervical, Endomertirum and ovarian cancers.
The content was administered using

e ecture cum discussion with power point presentation on general information, definition, causes, risk factor, signs

and symptoms, investigation, and preventive strategies on reproductive cancer.
e  Slide show on breast self examination.

¢ Reinforcement through pamphlet- on preventive strategies.
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Effectiveness

It refers to the outcome of education interventional package on knowledge regarding reproductive cancer among

opinion leaders, which was assessed by structured knowledge questionnaire prepared by the investigator
Opinion Leaders
It refers to the teachers who were working at selected schools Thiruvannamalai district.

The conceptual framework, of the present study was based on “King’s Goal Attainment Model” (1989). The
research approach utilized in this study was quantitative research approach. The research design adopted for this study was
quasi experimental non equivalent control group design. The independent variable for the study was the education
interventional Package. The dependent variables for the study were knowledge regarding reproductive cancer among
opinion leaders. The extraneous variables were age, designation, marital status, type of family, family history of cancer,
previous knowledge and source of information. The study was conducted at Government schools, Thiruvannamalai district.
Total numbers of schools were 250 and permission was obtained from Chief Educational Officer for 4 schools. The

samples consisted of 60 opinion leaders were selected by purposive sampling technique.
Section A
Demographic Variables

Consisted of demographic variables which included age, designation, marital status, type of family, family history

of cancer, previous knowledge and source of information.
Section B
Tool on knowledge regarding reproductive cancer

A structured knowledge questionnaire was developed to assess the knowledge regarding reproductive cancer

among opinion leaders

Components of Knowledge Questionnaire

Table 1
Items Number of Questions

General information 3
Information related to breast cancer
(causes, signs and symptoms, risk 4
factors)
Endometrial, cervical, ovarian
cancer (causes, signs and symptoms, 4
risk factors)
Treatment 3
Preventive strategies 11
Total 25

Each item was objective type and closed ended with a single correct answer. Every correct answer was given a
score of “1’’ mark and wrong answer was given “0’’mark. The total score of the item was 25. The raw score was converted

to percentage to interpret the level of knowledge.
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Reproductive Cancer

The intervention consisted of education interventional package on reproductive cancer prepared by the
investigator which includes definition, causes, signs and symptoms, risk factor, investigation, treatment of breast, cervical,

Endomertirum and ovarian cancers and phamplet.
Data Collection Procedure

The investigator selected 60 samples, who fulfilled the sample selection criteria using purposive sampling
technique. 30 samples were selected from Government girl’s higher secondary school, Thandrambattu and Municipality
girl’s higher secondary school, Thiruvannamalai which was considered as experimental group and 30 samples were
selected from Government girl’s higher secondary school, Vettavalam, Government girl’s higher secondary school,
Kizhpennathoor which was considered as control group. The data collection for the study was collected within the period

of four weeks.

The investigator gave brief introduction about self and purpose of the study to opinion leaders. They were made to
sit comfortably in a well ventilated room and confidentiality regarding the data was assured to win their cooperation during
data collection. After obtaining verbal and written informed consent for willingness to participate in the study, the pretest
level of knowledge was assessed using structured knowledge questionnaire which took about 15-20 minutes. On the next
day the opinion leaders were made to sit comfortably in well ventilated room. The investigator administered Education
interventional package on reproductive cancer using lecture cum discussion with the power point presentation which took
about 30-40 minutes for opinion leaders in Government girl’s higher secondary school, Thandrambattu between 12 pm-
12.45 pm and in Municipality girl’s higher secondary school, Thiruvannamalai between 4pm-5pm. The doubts of the
opinion leaders were clarified and a pamphlet on preventive strategies was given to sustain the knowledge of opinion

leaders. After 7 days posttest level of knowledge was assessed using structured knowledge questionnaire.
For control group same data collection procedure was executed without intervention (wait list control group).
Findings

With regard to age in years, 18(60%) in experimental group and 22(73.33%) in control group were between the
age group of 30-40 years, 26(86.67%) in experimental group and 16(53.33%) in control group were graduates, 30(100%)
were married in both experimental and control group, 18(60%) belonged to nuclear family in both experimental and
control group respectively. family history of cancer, in experimental group 4(13.33%) had family history of cancer, out of
which 4 opinion leader family member 2(50%) had uterine and lung cancer. Whereas in control group 3(10%) had family
history of cancer, Out of 3 opinion leaders family members 2(66.67%) had lung cancer and 1(33.33%) had oral cancer.
Regarding source of information 11 (36.67%) in experimental group and 15(50%) in control group had received
information on reproductive cancer out of which 5(45.45%) in experimental group have gained information through
newspaper/ magazine, health care personnel, 8(53.33%) in control group have gained information through health care

personnel.

With regard to over all pretest level of knowledge in experimental group majority 27(90%) had inadequate
knowledge, 3(10%) had moderately adequate knowledge, similarly 23(76.67%) had inadequate knowledge, 7(23.33%) had

moderately adequate knowledge in control group.
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With regard to post test level of knowledge in experimental group 24(80%) had adequate knowledge, 6(20%) had

moderately adequate knowledge where as in control group majority 23(76.67%) had inadequate knowledge and 7(23.33%)
had moderately adequate knowledge
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Figure 1: Percentage Distribution of the Overall
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Figure 2: Percentage Distribution of the Overall Posttest
Level of Knowledge Regarding Reproductive Cancer among
Opinion Leaders in the Experimental and Control Group
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Table 2: Comparison of Pre and Post Test Level of Knowledge
Regarding Reproductive Cancer among Opinion
between Experimental and Control Group N = 60

Experimental Control Unpaired
Knowledge Group Group ¢ I{, alue
Mean | S.D | Mean | S.D

t=-0.987

Pretest 10.20 | 1.52 | 10.70 | 2.32 | p=0.328
(NS)
t=

Posttest 20.67 | 2.19 | 10.67 | 2.68 11)53(2)7;;1*
S

***p < 0.001, S — Significant, NS — Not Significant

The mean post test knowledge among experimental group was significantly high, M=20.67, t=15.827 (p<.001). In
control group mean post test knowledge, M=10.67, t=-0.987 (p>.05) it was not statistically significant.

The demographic variables type of family, family history of cancer, had showed low statistically significant
association at p<0.05 level and other demographic variables did not reveal any significant association with the mean

differed knowledge score regarding reproductive cancer among opinion leaders in experimental group.
CONCLUSIONS

The midwives play an important role in educating women through specially designed educational programs in the
clinical setting, as well as, through community outreach strategies that suit our social and cultural setting. In addition, they
constitute an important source of information within their social networks. Midwives have a vital role to educate the
opinion leaders and to build their knowledge, understanding in relation to reproductive cancer. Midwives should possess
professional responsibility in educating opinion leaders that encompass teaching, counseling and clinical roles. The
findings of this study will act as a catalyst to carry out more extensive and cost effective research in promoting knowledge

and early detection of reproductive cancer.
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INTRODUCTION

Postnatal period (Post meaning ‘after’ and natal is meaning ‘of birth’) is the time beginning immediately
after birth of a child and extends for about a period of 6 weeks. Postpartum indicates the period of the restoration,

during which the body tissues, in particular the genital and pelvic organs, return to their pre pregnancy state.

Being a mother is never too easy. The postpartum period is a time for mothers to adjust to the new role of
motherhood, because of the rapid changes which are taking place in early puerperium mother experiences some
discomforts although they are considered normal. Common discomforts which may upset the women during
puerperal period are breast engorgement, cracked and sore nipple, after pain, sub involution of uterus, episiotomy

wound infection, constipation and postnatal blues.

The incidence of breast engorgement varies from a few to 33% of lactating women and from developed
countries the incidence varies between 0.04% and 8.9%. Breast problems include engorgement, sore or cracked

nipples, mastitis and breast abscess. (World Health Organization 2009).
STATEMENT OF THE PROBLEM

A quasi experimental study to assess the effectiveness of Health Care Package on knowledge and attitude

regarding minor ailments during postnatal period among postnatal mothers at selected hospitals, Chennai.
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OBJECTIVES

e To assess and compare the pre and post test level of knowledge and attitude regarding minor ailments during

postnatal period in experimental and control group.

e To assess the effectiveness of Health care package on knowledge and attitude regarding minor ailments during

postnatal period

e To correlate the post test level of knowledge with attitude regarding minor ailments during postnatal period

among postnatal mothers in experimental and control group

e To associate the selected demographic variables with mean differed knowledge score and attitude score regarding

minor ailments during postnatal period in experimental group
NULL HYPOTHESES

NH;. There is no significant difference between the pre and post test level of knowledge and attitude regarding

minor ailments during postnatal period between experimental and control group at p <0.05.

NH,. There is no significant relationship in the post test level of knowledge with attitude regarding minor ailments

during postnatal period in experimental and control group at p <0.05.

NH;. There is no significant association of selected demographic variables with mean differed knowledge score

and attitude score regarding minor ailments during postnatal period in experimental group at p <0.05.

METHODOLOGY

Quasi experimental non equivalent control group design was used. The study was conducted at Sir Ivan Stedeford
Hospital and Vijaya Hospital, Chennai, 60 postnatal mothers who satisfy the inclusion criteria were selected as samples
using purposive sampling technique. Demographic data was collected. Pretest level of knowledge was assessed using
structured knowledge questionnaire and attitude using modified 4 point likert scale. On the same day the mothers in the
experimental group were made to sit comfortably in group and Health care package was regarding minor ailments during
postnatal period was administered to postnatal mothers by using lecture cum discussion with power point presentation
which took about 20 — 25 minutes. After 7 days post test level of knowledge was assessed using structured knowledge
questionnaire and attitude by modified 4 point likert scale. For control group same data collection procedure was executed
without intervention and hospital routine was followed. Health care package was administered after the post test for the

control group

DATA ANALYSIS

Data analysis was done using both descriptive and inferential statistics. The findings of the study revealed that pre
and post test level of knowledge and attitude in experimental group t value was 25.290 and 26.473 which was significant
at p <0.001 level and in control group t value was 1.000 and 1.439 which was not significant. The findings revealed
that there was a high statistical significant difference in the level of knowledge and attitude regarding minor ailments
during postnatal period among postnatal mothers in experimental group. The correlation of the post test mean knowledge
with attitude score in experimental group, showed (r=0.55) a moderate positive correlation. The analysis revealed that

there was a significant association of occupation with the mean differed knowledge score at p < 0.01 level and number of
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gravida with mean differed attitude score at p <0.01 level.
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Figure 1: Overall Post Test Level of Knowledge Regarding
Minor Ailments during Postnatal Period

Table 1: Posttest Level of Attitude Regarding Minor Ailments during Postnatal Period

Experimental Group - - 2 6.67 28 93.33
Control Group - 30 100.0 - -

Table 2: Comparison of pre and Post Test Level of Knowledge
On Minor Ailments during Postnatal Period

t=0.543
Pretest 10.83 2.44 10.53 1.79 p=0.589 (NS)
t=27.576%**
Posttest 22.87 1.74 10.50 1.74 p=0.001 (S)

**%*p < 0.001, S — Significant NS — Not Significant

Table 3: Comparison of Pre and Post Test Level of Attitude
on Minor Ailments during Postnatal Period

N=60
t=3.514%*x*
Pre test 22.93 2.15 24.87 | 2.11 p=0.001 (S)
t=15.823%%*
Post test 32.97 1.88 24.80 | 2.11 p=0.001 (S)

**%*p < 0.001, S — Significant NS — Not Significant
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Table 4: Correlation of the Posttest Mean Knowledge Score with Attitude Score
regarding Minor Ailments during Postnatal Period in Experimental Group
N=30

Post Test | Mean | S.D | ‘R’ Value
Knowledge | 22.87 | 1.74 | r=0.557***
Attitude 32.97 | 1.88 | p=10.001(S)

**kp <0.001, S — Significant

RESULTS AND DISCUSSIONS

There was an enhancement in the level of knowledge after administration of Health care package which in turn
created a favourable attitude among postnatal mothers in experimental group. Thus Health care package was an effective

education technique in improving knowledge and attitude regarding minor ailments during postnatal period

CONCLUSIONS

Midwives practicing in the clinical area have a good opportunity to educate the women regarding minor ailments
during postnatal period like breast engorgement, cracked and sore nipple, sub involution of uterus, constipation etc.
Research based practice is a hall mark of professional nursing. The students should be encouraged, given responsibility,
independence and opportunities to practice varied procedures founded upon evidence based practice. The findings of this
study will act as a catalyst to carry out more extensive, qualitative focused and cost effective research in prevention of

puerperal complications
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PhD Scholar & faculty,

Omayal Achi College of Nursing,

Puzhal, Chennai-66.

Name of the participant: Signature with date

Name of the investigator: Signature with date

Name of the witness: Signature with date



QULISHED LIQENLD.
(S160608)1)
(w1 sflelliy @LULbHS LIQeLD.

o ewowineir HFF GFellellwi] sevsumfuflesr aFmiled @psweseui LI LILglin] LUleid
Cuurdflwi Hmg). uBaIg), DeUTHeMTe0 BLEHSILUGL RbdH Puleled eretenen LKRICHBH
Cal BEHOBETEmIL_mE BIed GBBIGOHTNHCBeT. @b ITuIFAWTeH CaHiHOHHHSIIL L
omius  Gpruienenr  HEULG  uBPw  Cueiissfel  ofleydHSHMeT  LOBMILD  FW LOTTLS
ufi@Frmenssr  GFUWIWID  HmeT Ul ITUIFS  LIQUUTEGLD.  DBEID  6TeiTEnIeNL Ul Gl
HBAUVHET  @GMIILTH, Heofl  BUJ HH6UeL LIgedd, LSS HTJenlldeil, LOMHID OIS
Crmuiemen HGLLIG LBBW seigmenL W SfeydbHmeir  &w orius UfCsTHemen Gauiud
Hmedt UBPIUID HBeIevHeT CFHflbEIILGBID sleiilemd BT isGeu6dr.

aaemeiLBy  CFsflhe FW  HHeULHT AMIHHID GeusfuiL i mosd U6y
CoBOsmeTemILBL  cleiilmd ETell ABCeustt. @bH PUISTeT cpeold slld@& 6lbhdH  ailsh
UTEHD gBULTSHI 6T6LUSHTe0 BTed b HUIeNBE LDOILLTOIDTS FIDIDSHHHECBeI.  [HTed
WITHemL L BL_LMULIG&5)601 GuwINGsur, QUMBL|mI B 6Vl6s G Georr ENIDI))
LIRI& & 6EBTeiTenalls0ensv 6TEITLIEN HULD, BapemaIlILL_LT6d THIT60T SIS HHEI
olevadb0ETeTeNaD  6Tend@ (W1 2 Fevo 2 Wil eeilmgd  dAfCeue. SiSIITH
SIS HHEI a6V HEBT6ITEHLDLL F &) 6vIlD STLIQUT(PSHILD LImsenyLl Gumeu@eu
BLSSLILBGGCaueT  staiiLenHUID SIS Ceuedr. ST ILBBIL  DIDHH — HBEUGOBHEIHLD
@raFors UTHISTESUUBLD — eletlengd — DIfiGeuer. Copemeuliupo  Gurgkl  uiele
wyassT  GFelledwy amihs USHfmeHelNID SHESTRGSMID OeuefuiL (W
Fowald eflsHCmer wBmID uielsn (yeyssT GFailall CHTGWs»BUI pevlomsGeur
SIev6vdHI LILSBTLFnsBaur Geuefluil (b sieir CGuTeB GLIeTIS6T LiulsmenL Ul FLDLog5)da Gne.

spuielenel UBPRW  FH8HEMIGET DMNHHID PUINITENTTD HTHH MeUHBLILBID
oeiLeNS  BeilE DB Caued. Qbs welmeriuBBiul  wpep  eNeTdHpD  eehE
seflsaliul pmsEnas. Dbd PUNIBEG CHmeuwrear Caxemalaendd HGHbHSH UH60HMm6N
SlefHH U160 (LI LOGTHIL 68T LIkIGSEH 66N FIDHID el dbasGme.

CapemauluBLoCuTgl, BTelr Syuieumeneny OHTLiLS Csmeirern,
Hmwd. useud , (G r. Gu. erewr: 9486530324)
WPHIBemsv LI L Hifl,

2 _enowimeil HFSF GFallediwly &Hevsurfl,
LIpev, GFeiiement 600 066.
unIBsmueufler QLY : en@sOwWmiiLb 1oBpId 6xHa)

pyTwIFFwimemflenr QL : en@sOwWmiiLb 1oBpId 6xHa)

g dullesr Guwiy : en@sOwWmiiLb 1oBpId 6xHa)



OMAYAL ACHI COLLEGE OF NURSING, PUZHAL, CHENNAI

BREAST DISEASE RISK ASSESSMENT TOOL

SAMPLE ID: VILLAGE:
NAME : CONTACT NUMBER:
S.NO. ITEMS YES NO
1 Did you attain menarche before 12yrs
2 Do you have irregular menstrual cycle
3 Are you a nulliparous women( not having
children)
4 Do you have any history of abortion
5 Did you had your first childbirth after the age
of 30
6 Have you used oral contraceptives
7 Have you breast fed your baby<12months
8 Is there a family history of breast disease
9 Is there a family history of breast cancer
10 Is there any history of breast injury
11 Do you use any hormone replacement therapy
12 Have you been exposed to radiation( chest)
before the age of 15yrs.
13 Do you have the habit of using tobacco




OMAYAL ACHI COLLEGE FOF NURSING, PUZHAL, CHENNAI

STRUCTURED KNOWLEDGE QUESTIONNAIRE

SECTIONI : DEMOGRAPHIC DATA

SAMPLE ID:

NAME:

NUMBER:

1. What is your age?(in years)

2. What is your educational status?

D)
2)
3)
4)
5)
6)

Graduate and above
Higher Secondary School
High School Certificate
Middle School Certificate
Primary School or Literate

Non literate

3. What is your occupation?

1Y)
2)
3)
4)
5)
6)
7)
8)

Profession

Semi-Profession

Clerical, Shop-owner, Farmer
Skilled worker

Semi-skilled worker
Unskilled worker

House wife

others

4. What is your religion?

1))
2)
3)
4)

5. What is your family income per month?(in rupees)

1Y)
2)
3)
4)
5)

Hindu
Christian
Muslim

Others

>17,000(Upper Class)

8000-17,000(Upper Middle Class)
4000-8000(Lower Middle Class)

2000- 4000(Lower Class)
<2000

6. What is your marital status?

1)
2)
3)

Married- living with partner
Married — separated

Divorced

VILLAGE:
CONTACT



4) Single- never married

5) Single- living with partner

1) No
2) Yes
If yes specify the frequency

6) Widow
7) Others
7. What is your type of family?
1) Nuclear family
2) Joint family
3) Extended family
8. Whether you have previous exposure related to knowledge on breast disease?
1) Yes, If yes the source of information
i)  Newspaper /Magazine
il)  Family members
iii) Friends / Relatives
iv) Radio/ TV
v)  Health professionals
2) No
SECTION II: CLINICAL VARIABLES
A. DIETARY RISK FACTORS
1. What is your diet pattern?
1) Vegetarian
2) Non-vegetarian
3) Ova vegetarian
Frequency of non vegetarian intake/ week
Non-vegetarian Frequency of
intake Nil | intake/week 3 -4 days 5 -6 days All days
1 -2 days
1 2 3 4 5
I
I
111
v
2. Do you have the habit of taking Coffee?




If yes
Coffee intake Nil 3 — 4 times 5 — 6 times >6times
1 -2 times
1 2 3 4 5
I
1I
11I
v
B. LIFESTYLE RISK FACTORS
1. Do you use of brassier?
1) No
2) Yes
If yes duration of hours of use per day
Use of . If yes >9
. Nil y 4 -6 hours | 7—9 hours
brasier 1- 3 hours hours
1 2 3 4 5
I
II
111
v
2. Do you use deodorants/ body spray/ antiperspirants?
1) No
2) Yes
If yes frequency of use /week
Use of
deodorants/ . If yes All
Nil y 3-4days | 5-6days
body spray/ 1- 2days days
antiperspirants
1 2 3 4 5
I
II
111
v
3.

Do you have the habit of doing exercise?

1) No
2) Yes

If yes, how often specify




Habit of
doing exercise

Nil

If yes
1- 2days

3 —4 days

5 -6 days

All
days

II

il

v
4. Do you use tobacco?
1) No
2) Yes
Use of tobacco If yes, Smoking tobacco/ Smokeless tobacco/ both No
2 1
I
II
111
v
Smokable Non smokable
Cigarette Beedi Ganjha Pan Gutka Snuff Chewable
tobacco
1 2 3 2 3 4
I
II
111
v
5. Do you have the habit of drinking alcohol?
1) No
2) Yes
. If yes -
Nil No .of times/week In millilitres
1-2 | 34 5-6 >6
1 1 2 3 4 1 2 3 4
I
II
111
v




6. Do you have the habit of doing Breast Self Examination?

1) No
2) Yes
If yes, how often specify
BE | N g T | Moy | Wheneer
1 2 3 4 5
I
II
I
v
7. Do you have shift pattern in your job?
1) No
2) Yes
Shift pattern Nil If yes
Day shift Night shift
1 2 3
I
II
I
v

C. ENVIRONMENTAL RISK FACTOR

1. Do you have the history of radiological exposure?
1) No
2) Yes
If yes specify the age of exposure & number of times exposed
Nil If yes No. of times exposed
Age of exposure
<20 yrs 20-30 31-40 1 5 3 times | 4D 87 | Stimes
years years times times

1 1 2 3 1 3 4
I
II
111

v




D. MEDICAL RISK FACTORS

1. Do you use hormone replacement therapy?

1) No
2) Yes
If yes specify drug name and duration
Hormone If ves
replacement Nil y 3-4 years 5-6years | >6years
1-2 years
therapy
1 2 3 4 5
I
II
111
v
2. Do you use of antihypertensives?
1. No
2. Yes
If yes specify drug name and duration
Antihypertensives | Nil Ifyes 3-4 years 5-6years | >6years
yp 1-2 years y y y
1 2 3 4 5
I
II
III
v
3. Do you use antidepressants?
1. No
2. Yes
If yes specify drug name and duration
Antidepressants | Nil Ifyes 3-4 years 5-6years | >6years
P 1-2 years y y y
1 2 3 4 5
I
11
I
v




E.ANTHROPOMETRIC MEASUREMENT

Waist

1. | Circumference Hellgnl;t m Weight in Kgs BMI
in cms
I
I
11
v

F. REPRODUCTIVE RISK FACTORS

1. What was your age at menarche?

2. What is your regularity of menstrual cycle?

1) Regular
2) TIrregular

If irregular specify

3. What was your age at marriage?
1) 15-20 years
2) 21-25 years
3) 26-30 years
4) 31-35 years
5) >35 years
6) NA
4. What is your parity?
1) Primipara
2) Multipara
3) Nullipara
4) NA
5. Do you have the history of abortion?
1) No
2) Yes
3) NA
If yes specify number and type of abortion




If yes
Nil Type of abortion No. of abortion
Missed | Septic | Recurrent | Complete 1 2 3 >3
1 1 2 3 4 1 2 3 4
I
11
111
v
6. What was your age at first child birth?
1) 15-20 years
2) 21-25 years
3) 26-30 years
4) 31-35 years
5) >35 years
6) NA
7. Have you used any contraception? (current or 2 years prior)
1) No
2) Yes
3) NA
If yes
Nil Type of contraception Duration of use
Oral Natural <12 1- 3-
Condom | Copper-T pills methods months 2yrs | 4yrs >A4yrs
1 1 2 3 4 1 2 3 4
I
11
11T
v
8. Have you breastfed your baby/babies?
1) No
2) Yes
3) NA
Breast feeding Nil If yes
status Duration of feeding(in months)
<1 1-6 6-12 >12
1 2 3 4 5

II

I

v




Do you have any history of infertility?

1) No

2) Yes

3) NA

If yes specify

If yes
Nil Duration(in yrs) Treatment
1-5yrs & 11-15yrs | >15yrs Ovulation IUI | IVF | OTHERS
10yrs induction
1 1 2 3 4 1 2 3 4

I
I
I
I
I
v
G. FAMILIAL AND PERSONAL RISK FACTORS
10. Do you have the family history of breast disease?
1) No
2) Yes

If yes specify the type of disease
11. Do you have the family history of breast cancer?
1) No
2) Yes
If yes specify the relationship

Relatives Degree
I I I
1 2 3

Paternal
Maternal

12. Do you have the family history of cancer?

13. Do you have the history of breast surgery?

1. Yes 2.No

If yes specify the type of cancer

1) Yes 2)No




14. Do you have the history of breast injury?
1) Yes 2)No

15. Do you have the history of thyroid disorder?
1) Yes 2)No



IL.

SECTION III: STRUCTURED KNOWLEDGE QUESTIONNAIRE

General information:

. The texture of breast skin should be

1) Rough

2) Smooth

3) Wrinkled

4) Scaly

Both the breast should appear

1) Symmetrical

2) Asymmetrical

3) Swollen

4) Shrinked

In general breast disease means

1) Group of disorder causing changes in glandular and connective tissue
2) Group of disorder causing changes in nerve tissue
3) Group of disorder causing changes in adipose tissue

4) Group of disorder causing changes in epithelial tissue

Possible causes / Risk factors:

Breast disease is most common among
1) Nullipara

2) Primipara

3) Multipara

4) Grand multipara

One of the following risk factor that increases the risk of breast disease is
1) First child at or above the age of 30

2) First child at or below the age of 30
3) Second child at or above the age of 30
4) Second child at or below the age of 30



ITI. Selected breast diseases
6) Generally breast pain is classified as
1) Continuous & sporadic pain
2) Dull ache & pricking pain
3) Cyclical & non- cyclical pain
4) Throbbing & aching pain
7) The ---------- colour discharge from the nipple is more significant for breast disease
1) White colour
2) Red colour
3) Yellow colour
4) Pink colour
8) Galactorrhoea means
1) Milky nipple discharge
2) Bloody nipple discharge
3) Yellowish nipple discharge
4) Clear nipple discharge
9) Breast lump(Fibroadenoma) is characterized as
1) Firm, painful lump without distinct borders
2) Firm, painless lump with distinct borders
3) Smooth, painless lump without distinct borders
4) Smooth, painful lump with distinct borders
10) Breast cysts means
1) Fluid filled sacs within breast
2) Pus filled sacs within breast
3) Fluid filled sacs around the breast
4) Pus filled sacs around the breast
11) The fibrocystic breast causes
1) Benign painful lumps
2) Cancerous painful lumps
3) Painful lumps

4) Painless lumps



Iv.
12)

13)

V.
14)

16)

Investigations
The easiest method to identify breast disease is
1) Breast biopsy
2) Breast self examination
3) Mammography
4) Ultrasonography
Mammography means
1) Examination of the breast by health care professional
2) Examination of the breast using sound waves
3) Examination of the breast by x-ray

4) Examination of the breast using dye

Management
The medical treatment for breast diseases are
1) Simple analgesia, vitamin E supplementation
2) Calcium and vitamin B supplementation
3) Calcium and vitamin C supplementation

4) Only analgesia

Home care management
—————————— type of diet is advisable to prevent breast disease
1) Low carbohydrate, low fat, fruits and vegetables rich in antioxidants
2) High fat, low carbohydrate, low calcium diet
3) High fat, high carbohydrate low calcium and low antioxidants
4) Low fat, high carbohydrate, high calcium diet
The lifestyle factors which could prevent breast disease are
1) Limiting caffeine intake and use of firm support bra
2) Use of excessive caffeine and use of firm support bra
3) Limiting various exercise and walking

4) Doing regular exercise and walking.

17) The home remedy for mastalgia is

1) Use of hot compress
2) Use of cold compress
3) Use of hot or cold compress

4) Use of ointment.



VII. Preventive measures

18) The primary purpose of performing Breast Self Examination is
1) To become familiar with one’s own breast and identifying any changes
2) To increase milk secretion
3) To maintain structure of the breast

4) To find or observe the shape and size of the nipple

19) The correct age for woman to perform Breast Self Examination is
1) 15 years
2) 20 years
3) 25 years
4) 30 years
20) Breast Self Examination means
1) Looking at the breast standing in front of the mirror
2) Feeling with finger pads for any changes in the breast
3) Standing in front of the mirror and looking at the breast and feeling the breast
with finger pads for any changes
4) Standing in front of the mirror and looking at the breast for any changes
21) The ideal time to do breast self examination is
1) Postmenstrual period of 3 day
2) Postmenstrual period of 4t day
3) Postmenstrual period of 5™ day
4) Postmenstrual period of 6" day
22) Women with irregular periods should examine the breast
1) Before menstrual periods
2) On the same day every month
3) On the day of menstruation
4) Any time
23) Correct technique of performing breast self examination includes
1) Palpation of the breasts
2) Observation of the breasts
3) Observation and palpation of the breasts

4) Palpation and auscultation of the breasts



24) The findings to be noted while performing breast self examination are
1) Shape, size, nipple discharge
2) Weight of breast, itching
3) Warmth of breast
4) Only the size of the breast
25) While performing breast self examination the room should be
1) Well ventilated and bright
2) Closed and dark room
3) Little ventilated and dark room

4) Open room



SECTION D : OBSERVATIONAL CHECK LIST TO ASSESS SKILL ON

BREAST SELF EXAMINATION

Name: Sample ID:
Date: Time of the procedure:
S.No. Steps in BSE Yes | No
1 Privacy
2 Does the procedure in good light
3 Position : Stands in front of the mirror
4 | Inspection:

4.1 | Checks the size of the both breasts

4.2 | Checks the shape of the both breasts

4.3 | Checks the nipple for retraction

5 Palpation standing

5.1 | Keeps one arm behind the head

5.2 | Palpate the right breast with left hand’s palmer surface of the middle
three fingers in all areas in a circular manner.

5.3 | Palpates the armpit for any swelling.

5.4 | Repeats the same procedure to the left breast and armpit.

6 Palpation-lying down

6.1 | Lies down on a flat surface and put a pillow under the shoulder and
place the left arm behind the head.

6.2 | With the right hand’s palmer surface of the middle three fingers
palpate the left breast, begins at the outer edge and move slowly
around the left breast in all areas in a circular manner.

6.3 | Palpate the left armpit for any swelling.

6.4 | Repeat the same with the left hand’s palmer surface to the right breast
and right armpit.

7 Gently compress the nipple between the thumb and forefingers and
looks for discharge.
8 Records the findings

Scoring key: Observational checklist for Breast Self Examination

Yes
No

01
:0

Total score : 16




DOCUMENTATION: (Tick against the options)

A lump

Swelling

Dimpling

Pain

Nipple retraction ( nipple turns in)
Redness of nipple or breast skin
Scaly nipple or breast skin

Skin irritation

Nipple discharge

No specific findings

Signature of the participant

Date:

Comments:

Signature of the observer
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Topic
Group
Place
Duration

Teaching method

Seating arrangement
Instructor

Instructional aid

LESSON PLAN

Selected Breast diseases and its prevention

Women between 20 — 40 years

Selected villages (Balwadi / Home)

45 minutes — 1 hour and 15 minutes

Video assisted group teaching on prevention of selected breast diseases
Demonstration on Breast Self Examination

Horse Shoe shaped arrangement

Investigator

Video show on prevention of selected breast diseases and demonstration using breast model



GENERAL OBJECTIVE:
At the end of the class the women gains adequate knowledge on prevention of selected breast diseases and skill in performing Breast Self

Examination.

SPECIFIC OBJECTIVES:
At the end of the class the women will be able to
. discuss the anatomy and physiology of breast and development of breast at various stages
. define breast diseases
. classify breast diseases

. enumerate the risk factor for selected breast diseases

1

2

3

4

5. list the possible causes of selected breast diseases

6. identify the signs and symptoms of selected breast diseases

7. explain the diagnostic modalities of selected breast diseases

8. explain the management for selected breast diseases

9. explain the health promotion and maintenance for selected breast diseases

10. demonstrate Breast Self Examination



S.No.

Contributory
Objectives

Content

Investigator
Activity

Learner’s
Activity

Introduction

Breasts are the most important feature of female anatomy and an integral
part of the reproductive system. They are symbols of fertility and woman-hood.
They serve very significant roles, especially function of lactation. Women’s
breasts are constantly going through change, from the time of their development,
through pregnancy and the menopause. . Any changes in the breast can cause
symptoms. These breast changes can be either benign (non-cancerous) breast

conditions or breast cancers.

Lecture

Listening

Discuss the
anatomy and
physiology of

breast

Anatomy and physiology
The breast is the tissue overlying the chest (pectoral) muscles. Women's
breasts are made of specialized tissue that produces milk (glandular tissue) as well

as fatty tissue. The amount of fat determines the size of the breast.

The milk-producing part of the breast is organized into 15 to 20 sections,
called lobes. Within each lobe are smaller structures, called lobules, where milk is
produced. The milk travels through a network of tiny tubes called ducts. The ducts
connect and come together into larger ducts, which eventually exit the skin in the
nipple. The dark area of skin surrounding the nipple is called the areola.

Connective tissue and ligaments provide support to the breast and give it its shape.

Lecture cum

Discussion

Listening




S.No.

Contributory
Objectives

Content

Investigator
Activity

Learner’s
Activity

Nerves provide sensation to the breast. The breast also contains blood vessels,

lymph vessels, and lymph nodes.

Breast development
Breast development is a vital part of reproduction in the human female.

Breast development happens in distinct stages throughout a woman's life, first




S.No.

Contributory
Objectives

Content

Investigator
Activity

Learner’s
Activity

before birth, again at puberty, and during the childbearing years. Changes also
happen to the breasts during the menstrual cycle and when a woman reaches
menopause. By the time a female infant is born, nipples and the beginnings of the milk-

duct system have formed.

Changes during Puberty and menstruation

During puberty, the female breast enlarges rapidly. When the ovaries start
to secrete estrogen, fat in the connective tissue begins to accumulate causing the
breasts to enlarge. The duct system also begins to grow. Estrogen, which is produced
by the ovaries in the first half of the menstrual cycle, stimulates the growth of milk ducts
in the breasts. The hormone progesterone takes over in the second half of the cycle,
stimulating the formation of the milk glands. These hormones are believed to be
responsible for the cyclical changes, like the swelling, pain, and tenderness that

many women experience in their breasts just before menstruation.

Changes during pregnancy and lactation
Breast changes are one of the earliest signs of pregnancy. This is a result of
the hormone progesterone. In addition, the areolas (the dark areas of skin that

surround the nipples of the breasts) begin to swell followed by the rapid swelling




S.No. COIlt.I‘ibl:ltOI’y Content Investiig.ator Lear.m.ar’s
Objectives Activity Activity
of the breasts themselves. Most pregnant women experience tenderness down the
sides of the breasts and tingling or soreness of the nipples. This is because of the
growth of the milk duct system and the formation of many more lobules.
Changes during menopause
The levels of estrogen and progesterone begin to fluctuate at the menopausal
stage. The levels of estrogen dramatically decrease. Without estrogen, the connective
tissue of the breast becomes dehydrated and inelastic. The breast tissue, which was
prepared to make milk, shrinks and loses shape. This leads to the "sagging" of the breasts
often associated with women of this age.
3. Define breast | Definition Lecture cum Listening
disease Breast disease may be defined as a group of disorder caused by changes in Discussion
the glandular or connective tissue of the breast.
4. Incidence Lecture cum Listening
Upto 30% of women suffer from benign breast diseases and requiring Discussion
treatment at some time in their lives. Benign breast diseases are 5 to 10 times more
common than breast cancer. It is generally observed between 20-50 years of age.
S. Classify breast | Classification Lecture cum Listening
diseases * Benign Discussion




S.No. COIlt.I‘ibl:ltOI’y Content Investiig.ator Lear.m.ar’s
Objectives Activity Activity
1. Mastalgia
2. Nipple discharge
3. Galactorrhoea
4. Simple cysts
5. Fibrocystic breasts
6. Fibroadenoma
7. Phyllodes tumour
8. Duct ectasia
9. Intraductal papilloma
e Malignant
1. Breast cancer
6. Enumerate the | Risk factors Lecture cum Listening

risk factors for
selected breast

diseases

Early menarche

Late menopause

First child birth at or above the age of 30
Family history of cancer

Nullipara

Use of oral contraceptives

History of infertility

Discussion




Contributory Investigator Learner’s
S.No. . L. Content . ..
Objectives Activity Activity
e Use of hormone replacement therapy
7. List the possible | Possible causes Lecture cum Listening

causes of selected

breast diseases

Lifestyle factors

Increased intake of fatty diet
Increased caffeine intake
Smoking

Alcohol consumption

Use of tobacco

Pattern of job( shift duty)

Use of deodorants/ antiperspirants
Physical inactivity

Obesity

Radiation exposure

Infection/injury

Breast infection
Inflammation and clogging of the breast ducts (mammary duct ectasia)
Excessive breast stimulation

Injury to the breast

Discussion




S.No. COIlt.l‘ibl.ltOI’y Content Invest.ig.ator Lear.m.ar’s
Objectives Activity Activity
Medical problems
e Severe hypothyroidism (underactive thyroid gland)
¢ Hormone imbalance(oestrogen, prolactin)
e Non-cancerous brain tumors
e Small growth in the breast that is usually not cancer (intraductal papilloma)
e Fibrocystic breast (normal lumpiness in the breast)
Use of certain medicines
e Hormone replacement therapy
e Antihypertensive
¢ Antidepressants
8. Define mastalgia | SELECTED BREAST DISEASES Lecture cum Listening

Identify the signs
and symptoms of

mastalgia

+ Mastalgia (Breast Pain): Mastalgia is breast pain and is generally
classified as either cyclical (associated with menstrual periods) or
noncyclic.

Cyclical breast pain

e Pain comes cyclically

¢ Breasts may become tender.

e Heavy, dull ache.

e Breasts may swell.

Discussion




S.No.

Contributory
Objectives

Content

Investigator
Activity

Learner’s
Activity

Breasts may become generally lumpy (not with a single, hard lump).

Pain becomes more intense a few days before the period comes. In some
cases pain may start a couple of weeks before menstruation.
Postmenopausal women may experience similar pains if they are on

hormone replacement therapy.

Non -cyclical breast pain

It generally affects one breast, usually within a quadrant of the breast, but
may spread across the chest.
More common among post-menopausal women.

Pain may be continuous or sporadic.

Define nipple

discharge

Nipple discharge: Nipple discharge is the release of fluid from the nipples
of the breasts

Nipple discharge that is NOT normal is:

Lecture cum

Discussion

Listening




S.No. Contributory Content Investigator Learner’s
Objectives Activity Activity
¢ Bloody
¢ Comes from only one nipple
e Comes out on its own without you squeezing or touching your nipple
Nipple discharge is more likely to be normal if:
e It comes out of both nipples
e Happens when you squeeze your nipples
Define 4+ Galactorrhea is a milky nipple discharge unrelated to the normal milk | Lecture cum Listening
galactorrhea production of breast-feeding. Discussion

Identify the
symptoms of

galactorrhea

Symptoms associated with galactorrhea include:
e Persistent or intermittent milky nipple discharge that has no trace of blood
e Nipple discharge involving multiple milk ducts
¢ Spontaneously leaked or manually expressed nipple discharge

¢ One or both breasts affected




Contributory Investigator Learner’s
S.No. . L. Content . ..
Objectives Activity Activity
e Absent or irregular menstrual periods
e Headaches or vision problems
e Acne
e Abnormal hair growth in chin
Define 4 Fibro adenoma is a firm, smooth, rubbery or hard lump with a well- | Lecture cum Listening
fibroadenoma defined shape. Discussion
" Fibroadenama
-

Identify the
symptoms of

fibroadenoma

‘ i
Most common lesion found in women under the age of 25
Symptoms
e Round with distinct borders
e Easily moved
e Firm or rubbery

e Painless




S.No. Cont.ribl'ltory Content Investjig.ator Lear'n(.ar’s
Objectives Activity Activity
Define breast 4 Breast cysts are fluid-filled sacs within your breast Lecture cum Listening
cysts Bronst i shngle i ed oae Discussion
Identify the signs I
and symptoms of
breast cysts
+
Affects women between 35-50 years of age.
Signs and symptoms
¢ A smooth, easily movable round or oval breast lump with distinct edges
e Usually found in one breast, but can affect both breasts at the same time
e Breast pain or tenderness in the area of the breast lump
e Increase in breast lump size and breast tenderness just before menstruation
e Decrease in breast lump size and resolution of other signs and symptoms
after menstruation
Define 4+ Fibrocystic breasts Lecture cum Listening

fibrocystic breast

Fibrocystic breast disease also called fibrocystic breasts or fibrocystic
change—is a benign (noncancerous) condition in which a woman has painful

lumps in her breasts.

Discussion




S.No.

Contributory
Objectives

Content

Investigator
Activity

Learner’s
Activity

Identify the signs
and symptoms of

fibrocystic breast

Most common benign disorder of the breast affecting women between 20-50years

of age.

Signs and symptoms

e Breast lumps or areas of thickening that tend to blend into the surrounding

breast tissue

e Generalized breast pain or tenderness

¢ Fluctuating size of breast lumps

e Green or dark brown non bloody nipple discharge that tends to leak

without pressure or squeezing

¢ Changes that occur in both breasts, rather than just one

¢ Monthly increase in breast pain or lumpiness from midcycle (ovulation) to

just before menstruation




Contributory Investigator Learner’s
S.No. . L. Content . . .
Objectives Activity Activity
9. Explain the DIAGNOSTIC MODALITIES Lecture cum Listening
diagnostic e History collection and physical examination Discussion

modalities of
selected breast

diseases

¢ (linical breast examination
® Imaging tests :Some of these include:
e Mammograms — x-rays of the breasts
e Breast ultrasound -—Ultrasound uses high-frequency waves to
outline a part of the body and is useful to further evaluate possible
abnormalities found during mammograms or physical examinations
¢ MRI (magnetic resonance imaging) of the breast — uses radio
waves and strong magnets to get detailed images of the inside of the
breasts
¢ Ductogram — a very thin plastic tube is put into the opening of the
duct that has discharge coming from it and small amount of contrast
dye is injected to outline the shape of the duct on an x-ray
¢ Fine needle aspiration-Fine-needle aspiration biopsy (FNAB) is used if the
physician is almost certain that the lump is a cyst. Aspiration is also used
to extract material from a lump for further analysis
e Breast biopsy-Core-needle biopsy uses a needle larger than the type

employed with FNAB. The procedure is performed in a physician's office




S.No. COIlt.l‘ibl.ltOI’y Content Investiig.ator Lear.m.ar’s
Objectives Activity Activity
with local anesthesia of the breast area to be biopsied. Core-needle biopsy
removes a small cylinder of tissue for examination.
e Stereotactic biopsy is a newer approach that relies on a three-dimensional
x-ray to guide the needle biopsy of non-palpable mass. The breast is x-
rayed from two different angles and a computer plots the position of the
suspicious area. Once the area is precisely identified, the radiologist uses a
needle to biopsy the lesion.
e Surgical biopsy - to remove all or part of a lump for examination. This
procedure is done either in a physician's office or an outpatient hospital
facility under intravenous sedation or local anesthesia.
10. Discuss the MANAGEMENT Lecture cum Listening
management of | Medical management Discussion
selected breast e Simple analgesia
diseases ¢ Non-steroidal anti inflammatory drugs
e Vitamin —E supplementation
¢ Antibiotics when infection is suspected
¢ Evening prime rose oil
Lifestyle and home remedies Lecture cum Listening

e Use hot or cold compresses

Discussion




S.No.

Contributory
Objectives

Content

Investigator
Activity

Learner’s
Activity

Wear a firm support bra

Wear a sports bra during exercise, especially when your breasts may be
more sensitive.

Limit or eliminate caffeine

Avoidance of nipple stimulation

Avoid smoking environments

Avoid artificial sweeteners

Don’t microwave with plastic cling wrap

Drink more water 1-2 litres

Green tea and black tea are best

Relaxation techniques

Mind body medicine( stress management, anger management, regular
meditation)

1. Regular breathing exercises

2. Reduce workload

3. Watching funny movies/ videos

4. Playing with pets and children
Relaxation therapy, which can help control the high levels of anxiety

associated with severe breast pain.

Lecture cum

Discussion

Listening




S.No. COIlt.l‘ibl.ltOI’y Content Investiig.ator Lear.m.ar’s
Objectives Activity Activity
Dietary changes
1. Eat more fruits and vegetables
2. Increase fibre intake
3. Fresh garlic and other members of onion family offer protection.
(Broccoli, Cabbage, Cauliflower)
4. Consume low fat dairy products
5. Eat more complex carbohydrates
Demonstrate BSE | Health promotion and maintenance Lecture cum Listening

¢ Breast Self Examination
Definition

Breast Self Examination (BSE) is a technique that women can use to check
their breasts and underarms using varying degrees of pressure to monitor for any
possible changes.

Breast Self Examination (BSE) is a method in which a women herself
looking and feeling each breast for possible lumps, distortions or swelling.
Purpose of BSE

¢ To gain familiarity with her breasts
® Any changes in texture, including the presence of a lump, can be detected

as early as possible

Discussion




S.No.

Contributory
Objectives

Content

Investigator
Activity

Learner’s
Activity

Criteria for performing BSE
e  Women after the age of 20yrs should do monthly breast self examination
e Menstruating women: women with regular menstruation have to do BSE
between days 5 and 10 of the menstrual cycle
Women with irregular menstruation have to perform BSE regularly on the
same date of each month
¢ Menopausal women: should do their BSE on the same day every month.
Try to pick a day that is easy to remember, such as the first or fifteenth of
every month, and make that the day each month for breast self-exam.
e Women using oral contraceptives: are encouraged to do their BSE each
month on the day they begin a new package of pills.
Techniques
3 main techniques to be followed while performing BSE.
Circular method- move ‘3’ middle fingers in a circular fashion starting
from outer edge of breast towards the nipple
Vertical strip method- move the ‘3’ middle fingers starting from the collar
bone area down below the breast and back up again in zig zag way until the entire
breast is felt

Wedge method- move the ‘3’ middle fingers beginning from the outer edge




S.No.

Contributory
Objectives

Content

Investigator
Activity

Learner’s
Activity

towards the nipple and repeat the procedure for every wedge until the entire breast

is felt
Steps
Step 1:

Stand before the mirror
Check both breasts for anything unusual
Look for discharge from the nipple, puckering, dimpling or scaling of the

skin

Watch closely in the mirror as you clasp your hands behind your head and
press your hands forward

Note any change in the contour of your breasts.

Next press your hands firmly on your hips and bow slightly toward the
mirror as you pull your shoulders and elbows forward

Note any change in the contour of your breasts

Raise your left arm

Use 3 or 4 fingers of your right hand to feel your left breast firmly,




S.No.

Contributory
Objectives

Content

Investigator
Activity

Learner’s
Activity

carefully and thoroughly

Beginning at the outer edge, press the flat part of your fingers in small
circles, moving the circles slowly around the breast

Gradually work towards the nipple

Be sure to cover the whole breast

Pay special attention to the area between the breast and the underarm,
including the underarm itself

Feel for any unusual lumps or masses under the skin

Gently squeeze the nipple and look for discharge
If you have any discharge during the month- see your doctor

Repeat the examination on your right breast

Step 4 & 5 should be repeated lying down

Lie flat on your back with your left arm over your head and pillow or a
folded towel under your left shoulder

Use the same circular motion described above

Repeat on your right breast




S.No.

Contributory
Objectives

Content

Investigator
Activity

Learner’s
Activity

The American cancer society establishes evidence based guidelines for
breast cancer screening in women
¢ Mammogram for women ages 40years & older
e C(linical breast examination by a health professional at least every 3 years
for women 20-40 years old
Should report health care personnel if
¢ One or both breasts change in size or shape
e There is a discharge from either nipple
e There is a rash around the nipple

e There is dimpling on the skin of the breasts

A lump or swelling in one of your armpits

Pain in armpits or breast that is not related to menstrual cycle

CONCLUSION

Thus, for many women, breast cancer is their worst fear. However,
potential problems can be detected early when women regularly examine their
breasts themselves, are examined regularly by their doctor, and have
mammograms as recommended. Early detection of breast cancer is essential to

successful treatment.
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BSE DEMONSTRATION PROTOCOL

Pre-requisites
¢ Provide privacy
¢ Provide adequate lighting and ventilation

e Position in front of the mirror

Techniques

3 main techniques to be followed while performing BSE.

Circular method- move ‘3’ middle fingers in a circular fashion starting from outer

edge of breast towards the nipple

Vertical strip method- move the ‘3’ middle fingers starting from the collar bone area

down below the breast and back up again in zig zag way until the entire breast is felt

Wedge method- move the ‘3’ middle fingers beginning from the outer edge towards
the nipple and repeat the procedure for every wedge until the entire breast is felt
Steps
Step 1:

¢ Stand before the mirror

e Check both breasts for anything unusual

e Look for discharge from the nipple, puckering, dimpling or scaling of the skin
Step 2:

e Watch closely in the mirror as you clasp your hands behind your head and press

your hands forward

e Note any change in the contour of your breasts.

e Next press your hands firmly on your hips and bow slightly toward the mirror
as you pull your shoulders and elbows forward
e Note any change in the contour of your breasts
Step 4:

e Raise your left arm



Use 3 or 4 fingers of your right hand to feel your left breast firmly, carefully
and thoroughly

Beginning at the outer edge, press the flat part of your fingers in small circles,
moving the circles slowly around the breast

Gradually work towards the nipple

Be sure to cover the whole breast

Pay special attention to the area between the breast and the underarm, including
the underarm itself

Feel for any unusual lumps or masses under the skin

Gently squeeze the nipple and look for discharge
If you have any discharge during the month- see your doctor

Repeat the examination on your right breast

Step 4 & 5 should be repeated lying down

Lie flat on your back with your left arm over your head and pillow or a folded
towel under your left shoulder

Use the same circular motion described above

Repeat on your right breast

Post procedure

Documents the findings

A Tump

Swelling

Dimpling

Pain

Nipple retraction ( nipple turns in)
Redness of nipple or breast skin
Scaly nipple or breast skin

Skin irritation

Nipple discharge

No specific findings
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