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INTRODUCTION

ABSTRACT

Background: In view of the increasing burden of cancers in devel-
oping countries and this study was conducted to first understand
community needs and perceptions, secondly to design and im-
plement evidence based preventive strategies, and lastly to test the
short-term outcome of these strategies in the field.

Study Design: Cross Sectional mixed methods before and after in-
tervention community based study. The study had three phases.
Phase I involved understanding perceptions, attitudes and prac-
tices and needs assessment using qualitative and quantitative
methods, gaining from the strengths of both by combining the ap-
proaches. Based on the findings of Phase I, appropriate compre-
hensive interventions were designed and implemented in Phase II.
A repeat survey using quantitative methodology was conducted to
assess the short-term impact of the intervention. The primary out-
come was change in perceptions, attitudes and contextual health
care seeking practices among the community.

Results: Results of this study will be reported in peer-reviewed
publications and in conference presentations

Conclusion: This first of its kind study in India has helped in un-
derstanding the determinants of perceptions, attitude and prac-
tices regarding cancer in the community, which helped in formu-
lating need based intervention strategies. Testing the short-term
outcome of intervention showed it to be effective. The study will
help in policy decision making by the planners and administrators
of the state.

Keywords: Cancers, Mixed methods, Protocol, Behaviour, Inter-
vention

burden. Cancer control requires the effective im-
plementation of preventive, promotive, treatment

Cancers refer to a group of diseases sharing similar
characteristics and may affect all cells in the body
irrespective of ages and gender. They are multifac-
torial in causation. Environmental exposures, spe-
cific infections and genetic predisposition have been
implicated in carcinogenesis and tobacco has been
identified as the most important risk factor. The di-
agnosis and management require a combination of
community based and health care facility based ac-
tivities including utilization of advanced diagnostic
and treatment modalities involving huge financial

and rehabilitative approaches. Additionally, pallia-
tive care is required for improving quality of life of
patients in incurable terminal stages. In the context
of limited resources in LMIC countries like India,
appropriate planning, strategies and their effective
implementation can lead to remarkable results in
prevention, early diagnosis and management with
considerable benefits in terms of disease burden,
mortality and finances.

It is estimated that there are 2.4 million cancer pa-
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tients in India with 0.8 million new cases in a year.
It is now the third major cause of death with 0.4
million deaths per annum and the age standardized
incidence rate of cancers per 100,000 is 100.4 among
men and 109.3 among women. With increasing lon-
gevity, urbanization and changes in life style the
incidence of cancer is increasing rapidly. It is esti-
mated by WHO that by the year 2020 the number of
cases of cancer will double in developing countries
1.2 In India, it was noted that approximately 30% of
cancer cases in men are related to the Lung, Larynx
and Oral cavity (all tobacco related) with about 25%
cervical cancer and a further 30% breast cancer in
females 3. Tobacco-related cancers are amenable to
primary prevention (48% in men, 20% in women),
oral cancers can be diagnosed early and treated suc-
cessfully, 13% cervical cancers and 9% of breast
cancers in women can be detected early and
treated.

However, most cancers in India present in ad-
vanced stages when only palliative care can be of-
fered, 40-50% cannot benefit from curative therapy
due to this delayed presentation. Of the patients
who come to the hospitals, cancer outcome depends
on the stage of cancer e.g. cervical cancer is 100%
curable in stage 1, while stage IIIB cervical cancer
only 35-50% five- year survival rates are found °.
The cost of treatment is very high for an individual
and a huge financial burden to the nation. Most of
these cases are preventable, if the level of awareness
is improved about these cancers amongst the public
and primary level health care professionals.

India does not have a uniform cancer prevention
strategy for the entire country. Few states have un-
dertaken IEC/BCC activities but a uniform stan-
dardized strategy for the same is lacking. Sporadic
attempts have been made for cancer screening that
too in very few parts of the country. Thus, current
strategy of National Cancer Control Programme has
not shown any significant impact % ¢. Whereas, a
combination of campaigns- vertical approach and
horizontal programmes, are being used presently
for other health programmes like HIV/AIDS and
have shown some results.

In contrast with the developed world and many de-
veloping countries, in India, there are very few
studies regarding Knowledge, Attitudes and Per-
ceptions (KAP) about cancers in the community. A
population based cross-sectional study conducted
among 821 urban slum dwellers revealed that
knowledge, attitude and practices about common
cancers were poor as only 13% of the study partici-
pants were aware of Pap smears and only 2% iden-
tified all the common signs of cancer. In another
study, a high degree of awareness regarding the
harmful effects of tobacco in schoolchildren was
found. However, this did not stop them from smok-

ing. The determinants for smoking included peers,
risk taking behavior and other social factors 7:8.

Interventions to increase knowledge and early re-
porting have been conducted in developed coun-
tries. These interventions could be divided into in-
dividual level and community level, with varying
results and outcomes but with common theme of
the interventions being effective despite limited
evidence °. Later studies have clearly shown these
to be much more effective 19, However in-depth
studies for formulating evidence based comprehen-
sive and effective programme for prevention and
early detection of common cancers utilizing a multi-
pronged awareness intervention strategy targeting
community, health care workers and cancer control
program functionaries are lacking in India. Fur-
thermore, the effect of implementation of such in-
terventions have not been studied leading to pau-
city of information for planners for making evi-
dence based decisions for National Cancer Control
Program (NCCP). Hence this community based in-
tervention trial was conducted to first understand
community needs and perceptions, secondly to de-
sigh and implement evidence based preventive
strategies, and lastly to test the short-term outcome
of these strategies in the field. The aim was to pro-
vide evidence based data to programme planners
and an eventual goal of decreasing human suffering
and the burden of cancer utilizing a multi-pronged
awareness intervention strategy.

METHODS

A mixed methods approach was utilized to assess
community needs, design appropriate interventions
and assess their short-term impact. Combination of
qualitative and quantitative methods has been the
subject of heated debate with purists in both camps
arguing against this union. In recent times, use of
two methods in combination has gained popularity
and there are different ways in which the two tech-
niques can be combined. Qualitative techniques
when used before quantitative can be used to pro-
vide much needed information when venturing into
new areas, to check assumptions and refine re-
search questions is valuable across and within cul-
tures. The two can be used together in the same
study to extend and complement findings and both
types of information together provide a better basis
for planning strategies for prevention ' 12. We util-
ized a combination of these methods in Phase I of
our study.

Selection of Study Sites: Three districts of Delhi
were selected by a random process after listing all
the districts of Delhi. Two randomly selected dis-
tricts out of these three were intervention districts
and one district was used as control (Fig 1).
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FIG 1: Map of Delhi, India depicting the three
chosen districts for the study and 75 clusters exam-
ined across the three selected districts of Delhi
during the quantitative surveys.

Community based planned mtervention for cancer m I
Delhi

{ Part I: Random selection of three districts out of nine
districts
Rapid assessment of these districts for health cave
facilities infrastructure and manpower in slum amnd
—_ nonslum areas in selected district
g
2 O
=
In-depth interview and focused group discussion with
stakeholders, identifications of determinants of KAP
and needs of stakeholders
Part II: Conducting a pre-intervention SUIVEY 0N
k representative population of the three districts
Part I: Designing of intervention based on the findings
_ of phase -1
=
g U
2 - — - ~
£ ) [ Partl Implementation of designed intervention in
two districts and one district acting as control argd
| collection of data on KAP after intervention
= y
= Data collection post Intervention; Further Analysis of
@ the data for Short term evaluation; long terin cvaluation
£ - suggested not earried pit )
Submission of report; Dissemination of finding to the
policy makers for improvement in national cancer
COIT l‘.TE}} }‘H‘E}?{I’éi 121 1391054

Fig 2: Study Design

The study was divided into three phases (Fig 2).
The Phase I of the study included quick assessment
of facilities (part one), community needs assessment

utilizing qualitative (part two) as well as quantita-
tive (part three) methods. Part I involved assess-
ment of resources and methods available for im-
plementation of the intervention. Part II, Qualitative
assessment was carried out to assess the percep-
tions of the community on cancer. Part III involved
Quantitative assessment of the knowledge, percep-
tions and practices of the community regarding
common cancers. Phase Il involved implementation
of the intervention and again had two parts. In Part
I, the intervention was designed based on Qualita-
tive and Quantitative assessment findings of Phase
I. Part II dealt with the actual implementation of the
intervention in two districts of Delhi. Phase IlII, post
intervention assessment was carried out using
quantitative methods.

Phase I - Part 1

A quick survey using rapid assessment procedures
(RAP) was done in each district to record facilities
and infrastructure available with special emphasis
on the program implementation issues like avail-
ability of facilities, manpower, equipment, supplies,
training, client conveniences, outreach, referral
mechanism, monitoring and feedback mechanisms,
etc. Cancer statistics for these areas were also col-
lected and analyzed from cancer registry.

Mapping of all the existing health centers of gov-
ernment, private and NGO sectors was done and
listed. Interaction with NGOs and voluntary or-
ganization working in these districts was done. In-
formation regarding survey and project implemen-
tation in the district was conveyed to local admini-
stration to seek their permission. All the listed or-
ganization of the particular district were intimated
about the cancer awareness project and were re-
quested to participate. The MCD clinics, CGHS and
other dispensaries were also approached.

Phase I - Part I1

Qualitative assessment of the perceptions of the
community on cancer was conducted to incorporate
the findings for structuring effective cancer control
programme. It was designed to understand com-
mon perceptions and their determinants, socio-
cultural beliefs in the community, and also to know
issues of availability, affordability, accessibility and
acceptability of services influencing clients” behav-
ior. The need of training among health care provid-
ers were also assessed in understanding and assess-
ing their perceptions and practices regarding the
cancer control programme.

Psychological and behavioral research plays an im-
portant role in cancer prevention and control. Scien-
tific evidence to date indicates that thoughts and
behavior can have a significant impact on cancer
onset and course and vice-versa. Psychological as-
pects also influence adherence to screening pro-
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grams or treatment modalities. The assessment of
perceptions of community and development of
their behaviour regarding common cancers helped
us in establishing evidence based activities for pre-
vention and early diagnosis of cancer. A methodol-
ogy based on RAP (Rapid assessment procedure)
was used as it permits quick and systematic data
collection. This approach synthesizes multiple
sources of information to rationalize and objectively
balance evidence. Data were collected through in
depth interviews and Focus Group Discussions
(FGDs) with all categories of stakeholders identified
for the study.

Study Population: The key issue was the represen-
tative nature of the study population for RAP
(Rapid assessment procedure). There is always a
trade-off between research duration, quantity and
accuracy of data collected. Principles of optimal ig-
norance and appropriate imprecision are acceptable
and necessary for such qualitative methods. Pur-
posive sampling was done keeping in view the
convenience and quality of data collection. In each
district one non slum area and one slum cluster was
picked up by the random process after listing all
such non slum area and slum cluster of that particu-
lar district. Programme planner and manager were
interviewed at the Delhi project headquarter.

Identification of study subjects: Out of the selected
three districts, at least one stakeholder from non
slum and slum area was interviewed. Community
members were stratified according to age and in
each category at least two stakeholders were inter-
viewed. Thus, a total of 108 stakeholders were in-
terviewed in three districts of Delhi along with offi-
cer in charge NCD in MCD, making a total of 109
in-depth interviews. Details of in depth interviews
have been provided in Table 1. A total of 6 FGDs
were conducted. Three with community members
(one in each district- two in slum and one in a non-
slum area). Three interviews with nurses and com-
pounders and social workers (one in each district).
Thus, a total of 109 in depth interviews and 6 focus
group discussions were conducted.

Development of Study Instruments: A multidisci-
plinary team comprising of clinicians, social scien-
tists, public health specialist and epidemiologist
formulated the study instruments after multiple
discussions. The instrument was open ended and
pre-tested.

Quality Assurance Measures: All measures were
taken to ensure the collection of valid and reliable
data, including: training of the Research Associates
(social science background); supervision of first 30%
interviews by the senior investigators trained in in-
terview techniques; recording of all interviews; up-
dation of all transcripts; surprise visits during data

collection; data triangulation; cross checking of cod-
ing and domain identification.

Method triangulation: In addition to in depth inter-
views, focus group discussions were conducted
with community and health workers. Thus, re-
sponses obtained through the two methods facili-
tated comparison for consistency of information.

Data triangulation

Internal consistency: There were multiple questions
in every questionnaire probing the same domains
dealing with critical study objectives.

Between stakeholder consistency: Responses from
various stakeholders were matched for confirma-
tion.

Data Analysis

The data were cleaned on the basis of transcribed
text. The responses were free listed and grouped
into domains that emerged from free listed re-
sponses. Thereafter the free listed responses were
coded into domains and entered into the computer
and data analyzed in consonance with objectives of
the study. Atlasti as well as manual approach were
used for analysis.

Outcome

Planners need in depth unbiased information on the
community they serve and on the health-related
behavior of their clients. Assessment of community
perceptions regarding common cancers and also de-
terminants of their behavior towards cancers helped
in designing and implementing an appropriate,
contextual IEC campaign. Thus, this psychosocial
and behavioral research component of the study
will be useful in planning community based inter-
ventions.

Phase I: Part I11

Study Design: The sample community was selected
using PPS (Probability Proportional to Population
Size). Using this method, the likelihood of commu-
nity being selected was in relation to the proportion
of its population size. The sampling universe was a
district and all three districts were included.

Sample size calculations: As per available literature,
approximately 50% of individuals in the commu-
nity had adequate knowledge regarding etiology,
prevention and early diagnosis of common cancers.
The available literature also showed that prevalence
of correct attitudes and practices was much lower
than the correct knowledge. Table 2 shows sample
size calculations for determining all the primary
outcomes. Community based short term interven-
tion leading to only 10% increase in prevalence of
KAP are also of much importance!?. The sample
size was calculated using this as the basis because
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the researchers wanted to capture even this much
change. Moreover, the attitude and practices are
also not expected to change more than this immedi-
ately and this sample size was appropriate to esti-
mate the difference in the attitude and practices
consequent to the intervention. To cater for refusals
/ semi filled questionnaires, 10% of the total was
added to the calculation.

Table 1: Details of stakeholders interviewed

Stakeholders Interviews per district Total
Non slum Slum Total interviews*
Program Planners 1 1 2 6+ 1#
& Managers
Doctors, Allopathic (Minimum MBBS)
Government 1 1 2 6
Private 1 1 2 6
Doctors (AYUSH)
Government 1 1 2 6
Private 1 1 2 6
Nurses / Compounders
Government 1 1 2 6
Private 1 1 2 6
MSW 1 1 2 6
Facilitators
NGO’s 1 1 2 6
Leaders 1 1 2 6
Community Members
15-25 yrs. 2 2 4 12
25-35 yrs 2 2 4 12
35-45 yrs 2 2 4 12
45-65 yrs. 2 2 4 12
109

*Total interviews* in three districts of Delhi (Total study sample);
# Officer in Charge NCD in MCD

Table 2: Calculation of Sample size

Primary Objective pl p2 P m n k
Knowledge 05 06 001 20 458 23
Attitude 03 04 001 20 458 23
Practices 01 02 001 20 458 23

(*a =0.05 (two tailed); Power = 0.8)

pl & p2 = proportion with correct knowledge/attitude/ prac-
tices before and after intervention respectively

p = ICC; m = size of cluster (number of respondents)

k = number of clusters (m / n)

Table 3: Total sample studied

Assessment Districts Study
Without Inter With inter- Sample
vention (n=1) vention (n=2)

Pre - intervention 500* 1000 1500

Post - intervention 500 1000 1500

Total 1000 2000 3000

*20 subjects were interviewed from each of 25 clusters in one dis-
trict
Note: 10% was added to all for a total sample of 3300

The number of subjects required per group
(intervention and control) to test the hypothesis of
this study were calculated using the software
"Acluster" which is specific for design and analysis
of cluster based studies in health research. Due to
metropolitan nature, each colony in Delhi
comprises of heterogeneous mix of people. The
intra class correlation co-efficient for each cluster
could safely be presumed to be very low. Table 2
shows that the number of clusters required per
group was 23 if 20 subjects are interviewed per
cluster. For the sake of convenience, 25 clusters
were selected in each group (each district) and 20
subjects chosen from each cluster. These 20 subjects
were from the age group of 15-49 years. Out of
which, 10 were males and 10 females. Thus, a total
sample of 500 in each District was studied in pre-
intervention phase and similar number was studied
in the post intervention phase. Table 3 shows the
total sample size for the study.

Method of drawing clusters: PPS method was used
to draw clusters and a colony was taken as a cluster.
Sampling universe was a district of Delhi. The data
were arranged in separate columns. The first col-
umn listed the name of the colonies (i.e. the com-
munity); second column, the total population of the
colony; and the third cumulative population. The
sampling interval was obtained by dividing the to-
tal population of the zone by the number of clusters
desired. A random number between one and the
sampling interval was chosen as the starting point
and the sampling interval was added regularly to
the random number until the desired number of
clusters was chosen. The selected clusters were plot-
ted on a map of respective districts and a logical se-
quence (route map) for the fieldwork was devel-
oped for each of the survey teams.

Method of selecting study subjects: Within each
cluster, a central point / important landmark (e.g.
place of worship, community hall, etc.) was chosen.
An empty bottle was spun on the ground, once it
stopped spinning, the direction of open end of bot-
tle was taken by the male Health Attendant (HA)
for selection of male study subjects. The female HA
moved in opposition direction for selection of fe-
male study subjects.

The first available, unlocked house was chosen and
available male member (age 15-49 years) selected.
In case of more than one male member in the
household the eldest was chosen. Only one male
from one household was included in the study. Af-
ter interviewing, the male HA then moved to next
house in same direction and next unlocked house
was chosen. This process was repeated till 10 males
were interviewed. The female HA followed the
same procedure, but in different direction. The re-
fusals were recorded.
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Tools: Pre-tested and validated (validity testing in-
cluding construct validity was carried out during
pilot) tools (assessment sheets, questionnaires -
close ended) were used for this study for rapid as-
sessment involving all stakeholders and activities of
the programme. Same instruments were utilized for
pre and post phases of the study and also for the
intervention as well as control areas.

Statistical analysis details have been provided in
phase III.

Phase II - Part I

Resources were developed and existing material
modified after the needs based community assess-
ment. Awareness messages were tailored as per the
need of the community/target group keeping edu-
cational, socioeconomic background in mind. Help
from professional groups was sought for designing
the awareness messages. The intervention was de-
signed keeping in mind three specific age groups:
Children 11-18 years (enrolled in school and not en-
rolled in school); males and females 19-45 years;
and males and females more than 45 years of age. A
frame work for the group discussion format was
developed to maintain uniformity and quality con-
trol. Posters, pamphlets, hoardings, CDs, talks, in-
terpersonal communication points were prepared
and campaigns were planned. A group of health
workers from government and private hospitals
were provided training for demonstration of OSE
and BSE. Various issues in teaching and use of au-
dio visual media were fine-tuned and finalized be-
fore implementation.

Phase II- Part II (Actual Implementation of the In-
tervention (18 Months))

Community related activities: Focused and con-
certed awareness drives were propagated in the
community. Interpersonal communication (IPC),
posters, banners and pamphlets were used to in-
form people regarding the campsites and timings.
IPC was used at the campsites. While doing so, ut-
most care was taken regarding the medium of IEC
material used and the target audience. After an in-
tensive awareness campaign, cancer awareness
camps were organized in the respective areas. Each
camp included awareness activities regarding
common cancers and their prevention and screen-
ing for early detection. Video shows /street play
were arranged on the campsites. People were edu-
cated regarding procedure for self- examination of
various cancers, and peoples’ concerns and ques-
tions were answered.

Health care worker (HCW) related activities: All
HCWs in the health care facilities mapped were in-
volved in the implementation.

Strategies: An optimum combination of group con-
tact approach and personal contact approach was
used. The awareness related to common cancers
was created using all channels of communication
i.e. interpersonal communication, print material,
audio-visual aids, etc (whichever best suited to the
locality or the target group based on the assess-
ments in Phase I of the study).

Cancer awareness and early detection: Existing
health facility based screening of breast, cervical
and oral cancers was organized only after effective
level of awareness was achieved. Referral and
transport for further evaluation and treatment was
an in-built priority.

Specific activities carried out in intervention dis-
tricts: Group discussion: Group discussions were
organized at schools, colleges and community lev-
els on harmful effects of tobacco and common can-
cers. A group of students, and health workers were
trained for organizing group discussions at differ-
ent levels to involve a large number of people.

Awareness activities: Awareness activities were
conducted to make the people aware on cancer re-
lated topics. Multi lingual pamphlets, posters were
displayed at all the important places of the district.
Same were distributed and displayed at all the clin-
ics, dispensaries and hospitals. Hoardings with in-
formation on common cancers were displayed at
prominent places.

Anti-smoking campaigns: These were intensified
throughout the district. Information on harmful ef-
fects of tobacco, second hand smoke, etc., were dis-
played in public areas. Enforcement of ‘no smoking’
laws were discussed with the local administration.
All the public places and no smoking areas were
prominently marked and boards displayed in con-
cordance with school, college community norms.

Street plays, skits: Groups of students, members
from community were encouraged to organize
small skits on tobacco, cancer at schools, colleges
and community at frequent intervals. A profes-
sional agency was hired to conduct street plays at
the same topic. Street plays and skits were intensi-
fied during health camps and festive occasions.

Teaching of Self-examination methods (Oral and
Breast):Posters, hand bills on self-examination
methods with pictorial references were displayed in
all clinics, dispensaries and hospitals. Handbills
were distributed at educational institutions and of-
fices. Audio visual medium was also used to dem-
onstrate the same to patients.

Door to door campaign: Door to door campaign
was conducted for dissemination of information on
cancer to cover the population which is restricted at
home or does not visit public places very fre-

National Journal of Community Medicine | Volume 10 | Issue 6 | Jun 2019

Page 328



@ Open Access Journal | www.njemindia.org

PISSN 0976 3325 | eISSN 2229 6816

quently. This helped to maximize women’s cover-
age. Trained health workers with information mate-
rial and pictorial album conducted this activity.

Interpersonal communication: this was utilized dur-
ing school, college awareness, home visits and
screening group activities.

Audio-visual campaign: Audio- visual medium was
utilized in these communities. Local cable operators
were provided CD on cancer and were requested to
play at frequent intervals especially before and dur-
ing important TV serials or movies. Information re-
lated to street plays, skits, camps, etc., was also dis-
seminated through this medium.

Phase 111

The difference in knowledge, attitude, perceptions
and practices of the community and health care
workers regarding common cancers was assessed as
part of short term evaluation. Later, a long-term
evaluation can be carried out in these areas by
comparing cancer related statistics over a period of
5-10 years in the same areas. This data can be col-
lected from Cancer registry at IRCH, AIIMS.

Short term Evaluation: Evaluation of the activities
was done by post testing in a representative sample
of same area, where pre-testing was done, and also
by few specific outcome indicators measuring
community participation, social mobilization and
health service utilization. For the purpose of uni-
form representation of the community utilizers and
non-utilizers of the camp facility were assessed.
Outcome indicators were change in level of knowl-
edge; self-prevention activities like use of tobacco,
etc.; use of screening facilities; use of health care
centers for cancer related issues by the community.
Changes in: referral mechanism; client conven-
iences; HCWs attitudes and practices; supplies were
also assessed.

Statistical analysis: A database was created in MS
Access and analysis conducted using SPSS Ver 13
and STATA ver 10. Initially, phase I quantitative
data were analyzed as per objectives. Later, com-
parisons were made between pre and post interven-
tion in the intervention areas and the control area.
Appropriate statistical tests were used as per the
scales of measurement and distribution. Compari-
son of intervention and control areas were also car-
ried out before and after the intervention 3. Hierar-
chical modeling of the data was done for evaluating
the effects of intervention. A p value of less than
0.05 was considered significant.

RESULTS

Results of this study will be published in peer-
reviewed journals and presented during confer-
ences.

DISCUSSION

The study has helped in understanding the deter-
minants of perceptions, attitude and practices re-
garding cancer in the community, This, helped in
formulating the need based intervention strategies.
Testing the short-term outcome of intervention
showed it to be effective. The study is a first of its
kind in India, in designing, implementing and test-
ing the effectiveness of strategies in the community
and will help in policy decision making by the
planners and administrators of the state.

Applied value of the study: It has involved an ex-
tensive exercise to scrutinize, assess, intervene and
reassess the ground level problems impeding posi-
tive awareness and knowledge of common prevent-
able cancers, to enable the common man to seek ap-
propriate medical care and health measures for
preventing such cancers. Our investigations and
multi-pronged stratified intervention strategies
have yielded several useful tools, techniques and
information to reinforce larger full-scale national
and local cancer prevention programs being im-
plemented across India. The benefits which can be
accrued from this study are as per succeeding pa-
ras.

Value addition & Resources: We have garnered
several unique and novel perspectives of cancer
prevention and the dynamics that regulate such
health oriented activities in the community. The in-
sight that we have gained from the various imped-
ing and reinforcing factors that interplay to affect
cancer awareness, knowledge of preventive and
corrective actions, and appropriate health seeking
behavior, have enabled us to innovate and develop
suitable tools, strategies, and resources to assist
cancer awareness and preventive activities in the
field. These resources encompass a range of audio -
visual tools, human resource training material, nov-
el ideas for street plays, radio and TV campaign,
and educational material for school and college
students.

Novel Implementable Data: Our extensive research
exercise encompassing qualitative and quantitative
interviews spread across more than 75 clusters and
colonies in three districts of Delhi, has generated
essential field data which reveals multiple facets of
the level of cancer awareness, knowledge, health
seeking behavior and practices in communities of
Delhi. This information can be readily utilized by
ongoing and future cancer prevention programs
and national health authorities for better structur-
ing and implementation of national and local cancer
programs.

Field Training & Human resource Development:
Human resource development and manpower
training has been an integral part of our study. We
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delivered detailed training programs for empower-
ing health care workers, social workers, paramedics
and field workers across all ranks from government
and non-government organizations. These bodies
include CGHS, MCD, NDMC, and various NGOs.
All training has been conducted by experienced
preventive oncologists and hematologists to ensure
quality impact. All training modules had the advan-
tage of incorporating and addressing the various
new aspects of cancer awareness and prevention
which we have elucidated through our studies and
which have been poorly addressed hitherto.

Strategy Validation and Policy reinforcement: One
of the key achievements of this research program is
validation and standardization of effective cancer
prevention and awareness augmentation strategies.
Congruent to our defined research objectives we
undertook stratified statistical analysis of every in-
tervention strategy deployed by us, in light of the
type of population, socioeconomic strata, age
groups, gender, level of education, regional and cul-
tural cohorts etc.
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