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Abstract

Background: Prostate cancer is a leading cancer among men globally. In India, rural
men often lack knowledge about prostate cancer’s risk factors, symptoms, and the
importance of early screening. This study aimed to evaluate the awareness levels of
prostate cancer among men aged 40 and above in Oddanchatram, Tamil Nadu, focusing

on their understanding of risk factors, symptoms, and early detection.

Methods: This cross-sectional study was conducted across all 18 wards in Oddanchatram
municipality, sampling men aged 40 and above using systematic sampling covering the
sample size of 216. Data was collected through an interviewer-administered questionnaire
covering demographic details, awareness of prostate cancer risk factors, symptoms, and
screening options. Descriptive analysis was done to answer the study objectives and cross
tabulation and Chi square test was used for testing the associations. The data was

analysed in R version 4.4.1.

Results: More than 70 percent of participants were below 60 years of age, and nearly 23
percent of participants were primary or not formally educated. Only 15 percent knew
about the prostate gland, 12 percent recognized prostate cancer, and less than one
percent were aware of PSA testing. Nearly 97 percent had never visited a doctor for
prostate issues and 91percent of the participants could not name any risk factors, and 89
percent were unaware of any symptoms. Those with higher education were significantly

more aware of prostate cancer compared to less educated (34% Vs 4%, P<0.001).

Conclusion: Severe lack of prostate cancer awareness highlights the need for policies
focussed on men, and targeted education campaigns focussing on the less-educated

groups and substance users, to improve early detection and health literacy.
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Chapter - 1

Introduction and Literature review

1.1 Background

Globally, prostate cancer is becoming a significant public health concern. In the year
2022, prostate cancer emerged as the world's second most common cancer in men and the
fifth leading cause of male cancer mortality, with about 1.5 million diagnoses and nearly
400,000 deaths recorded globally(Bray et al., 2024).The disease has profound
implications not only for the health of individuals but also for healthcare systems,
necessitating an urgent focus on awareness and education to enhance early detection.
Despite advancements in medical technology and an increase in screening protocols,
awareness of prostate cancer remains alarmingly low among the general population,
leading to late diagnoses and missed opportunities for effective management and

treatment(Deccan Herald, 2024).

Across 112 countries worldwide, prostate cancer holds the distinction of being the most
frequently detected cancer in males. The number of global prostate cancer cases is
anticipated to increase from 1.4 million in 2020 to 2.9 million by 2040, primarily driven
by demographic shifts and greater life expectancy (Nicholas D. James et al., 2024). There
are notable differences in diagnostic patterns between higher-income economies and low-
to-middle-income economies. In High income countries (HICs), older men are frequently
over-screened, while younger men at higher risk are often insufficiently screened. In
contrast, men in low and middle income countries (LMICs), frequently experience
advanced-stage diagnoses due to delays in detection and inadequate access to early

diagnostic services(James et al., 2024).



Globally, this cancer represents 14.2% of new diagnoses in men, with an age-
standardized incidence rate of 29.4 per 100,000 population. Incidence rate of prostate
cancer is greater in Europe, North America, and Australia than in Asia and Africa. The
increased frequency of screening tests for asymptomatic men or a real rise in the disease's
incidence are the two probable causes for the higher incidence of prostate

cancer(Sankarapillaiet al., 2024).

Awareness levels of prostate cancer's risk factors, symptoms, and the importance of early
detection vary widely in many regions, including India,. Sociocultural factors, coupled
with educational gaps and stigma associated with discussing men’s health issues,
contribute to the persistent knowledge deficits observed in various populations(Bhargavi
et al., 2023). Furthermore, disparities in healthcare access and policies exacerbate the
challenges associated with prostate cancer awareness, making it crucial to explore these
aspects in detail. A large number of men believe that admitting to health concerns,
particularly those involving reproductive organs, could show them as weak. This societal
stigma can hinder diagnosis, leading some men to pursue medical intervention only when
their condition has advanced to a more severe and challenging-to-treat phase(Times Now,

2024).

A Latin American study conducted in Colombia, Brazil, and, Argentina, highlights how
cultural beliefs, gender expectations, and social norms influence stigma. Ideas related to
masculinity, like power and invulnerability, contribute to stigmatizing prostate cancer.
The machismo culture ‘which is characterized by a strong sense of masculine pride,
an intensified version of manliness that ostensibly grants men a sense of entitlement
across various aspects of life’. This concept, rooted in the Spanish term ‘macho’,

illustrates the ingrained belief in numerous Latin American communities that men ought



to exhibit both practical and symbolic superiority over women, along with religious and
spiritual beliefs, exacerbates the difficulties and obstructs open dialogue regarding the
illness. Cultural taboos, a lack of awareness, and misunderstandings continue to sustain

the stigma(Castaldelli-Maia et al., 2024).

Among men worldwide, prostate cancer is the second most common cause of cancer
mortality, with significant disparities in awareness, screening practices, and outcomes
across regions (Rao et al., 2023). While high-income countries have established screening
programs that have contributed to early detection and improved outcomes, low- and
middle-income countries like India face substantial barriers in raising awareness and
promoting early screening, predominantly in rural areas (Sankarapillaiet al., 2024). The
combination of socio-cultural stigma, limited healthcare infrastructure, and policy gaps
has resulted in delayed diagnosis and poorer outcomes for many men, particularly in rural

and underserved populations.

Prostate cancer has traditionally been regarded as a condition affecting men over 64 years
old. However, the proportion of patients younger than 65 has been steadily increasing,
suggesting changes in the disease's aetiology and pathogenesis. Studies show that men
with early-onset prostate cancer, which often has a strong genetic basis, are more likely to
experience cancer-related mortality. This trend contributes to the overall burden of the
disease and highlights the need for targeted research and intervention strategies to address

the incidences among younger population effectively(Zhai et al., 2020).

The genetic prostate cancer study done in the UK is one of the multi-dimensional,
longitudinal studies. Studies conducted since 1992 reveal that a stronger familial history
correlates with increased prostate cancer death rates. Men with a brother or father

diagnosed with prostate cancer is two time more at risk of developing prostate cancer and



there is a 3- to 5-fold increase in risk if the family member suffered from early onset
prostate cancer diagnosed at the age of 55 or less warranting appropriate screening for
the concerned individual as the study has demonstrated a strong relationship between

family history and prostate cancer mortality(Brook et al., 2023).

To combat the increasing burden of prostate cancer globally, it requires a diverse
approach that includes raising awareness, improving access to early screening, and
creating solutions that address the particular challenges different people face across the
world. While high-income countries have made progress in early detection and
management, significant disparities persist in low and middle-income countries, where
multiple factors including sociocultural differences, poor healthcare infrastructure, and
increased policy gaps with regards to healthcare issues faced by men hinder progress.
Moreover, increased incidences of young men getting prostate cancer are noted, with
genetics playing a big role. This shows why we need better education, screening based on
family history, and more research to tackle the disease. To fix these issues, doctors,
leaders, and communities must work together to make sure everyone, everywhere, can

access prevention and testing services

1.2 Literature review

This literature review provides a comprehensive analysis of global prostate cancer
awareness, with particular emphasis on the Indian context. It examines key
epidemiological data worldwide and in India, outlines the anatomy and physiological
functions of the prostate gland, and discusses associated risk factors, symptoms, and
current policy gaps in policies addressing men’s health. Additionally, it proposes

actionable strategies to enhance awareness initiatives. The findings of this review will



contribute to a deeper understanding of how improved awareness can facilitate early

detection, optimize health outcomes, and ultimately reduce the burden of prostate cancer.

1.2.1. Prostate anatomy

Bladder t.'x"? ’, :
N (
Sperm duct - Seminal vesicles
Pubic bone e
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X T Epididymis
Testicle

Location of the prostate gland

Figurel.l - Prostate gland anatomy, courtesy (informedhealth.org, 2022).

The prostate interpreted ‘one who stands before’ in the Greek language is a walnut sized
gland located below the urinary bladder and in front of the rectum weighing about 30
grams, belonging to the male reproductive system, located deep inside the body just
beneath the bladder and above the pelvic floor muscles. It is positioned in front of the
rectum, allowing the gland to be felt through the rectum wusing a
finger(InformedHealth.org, 2022). Positioned just behind it are the seminal vesicles,

which produce the majority of the fluid in semen that supports and nourishes the



spermatozoa. The urethra passes through the prostate carrying both the urine and

semen(Sekhoacha et al., 2022).

1.2.2 Prostate cancer

Cancer is a condition in which certain cells in the body grow in an uncontrollable manner
without the usual signals that regulate cell growth. They have the ability to spread to
other areas of the human body via blood, lymphatic fluid or locally to the adjacent organs.
This disease can originate in almost any part of the physical body, which is composed of
innumerable number of cells. Typically, human cells grow and divide to create new cells
as needed. Old or damaged cells naturally die off, and new ones take their place.
However, this orderly process can sometimes malfunction, causing abnormal or damaged
cells to grow and multiply without inhibition. These cells can form lumps of tissue known

as tumours, which may be either benign or cancerous (‘What Is Cancer?’ - NCI, 2021).

As a man ages, prostate gland has a tendency to grow in size which is known as benign
prostate hypertrophy which is harmless. Prostate cancers develop within the gland's
epithelial lining and can vary widely in severity, from slow-growing, non-threatening
tumours that may not require treatment to aggressive, fast-growing cancers that can be
life-threatening(James et al., 2024). Almost all of the diagnosed prostate cancers are
adenocarcinomas with a relatively low percentage of the cancers belonging to different
other types. In some individuals, prostate cancer might begin as a precancerous condition
before evolving into a cancerous one which is usually found during prostate biopsy

(American Cancer Society, 2024).

One might notice early symptoms only if the cancer grows close to the urethra and puts

pressure on it, which can change how one urinates. However, since prostate cancer



usually begins in the outer part of the prostate, it often doesn’t press on the urethra early

on, so symptoms are less common at first(Prostate CancerUK, 2024).

1.2.3 Symptoms of prostate cancer

Prostate cancer in its early stages often has no obvious identifiable symptoms making
screening crucial for early detection. However recognizing the symptoms can help
address the condition in reducing the morbidity and mortality, as prostate cancer
diagnosed and treated in its initial stages has an excellent prognosis(Prostate Cancer UK,

2024).

Symptoms of prostate cancer are as follows,

¢ Difficulty initiating urination or fully emptying the bladder.

¢ A diminished flow of urine during urination.

e A sensation that the bladder has not completely emptied.

e Leaking urine after completing urination.

e Anincreased frequency of urination, particularly during the night.

e An urgent need to urinate — occasionally leading to urine leakage before reaching
the restroom.

e Pain in the hips, lower backor pelvic area

e Challenges in obtaining or maintaining an erection.

e Blood stained urine or semen.

e Unexplained loss of weight



1.2.4 Screening methods of prostate cancer

Awareness of prostate cancer symptoms and it’s screening options is an important factor
in early detection and improved outcomes. Common symptoms of prostate cancer, such
as difficulty urinating, pelvic pain, and erectile dysfunction, are often overlooked or
attributed to aging by men(Rao et al., 2023). This lack of awareness contributes to

delayed diagnoses and poorer prognosis

Currently, there are no standard or regular screening tests specifically for prostate cancer;
however, the following assessments are utilized for screening purposes( National Cancer

Institute, 2024).



i.  Digital Rectal Examination.

A digital rectal exam (DRE) involves an examination of the rectum where a healthcare
professional, using a lubricated and gloved finger, inserts it into the lower rectal area to

check the prostate for any lumps or irregularities.

Figure 1. 2 — Digital rectal examination, courtesy (Mandal, 2014).

ii.  Prostate Specific Antigen (PSA) test

Prostate cancerScreening, particularly PSA testing, is a crucial tool for early detection. A
prostate-specific antigen (PSA) test assesses the PSA concentration in the blood. This
substance, primarily produced by the prostate, can be present in elevated levels in the

10



blood of males diagnosed with prostate cancer. Additionally, males with prostate
infections or inflammation may also exhibit high PSA levels. Studies from high-income
countries have shown that widespread PSA screening can significantly reduce prostate

cancer mortality (Lofters et al., 2024).

Other tests done including:

e AnMRI
e A prostate biopsy.
e ACT

e A bone scan.

1.2.5 - Prostate cancer risk factors

The key risk factors include older age, a family history of the disease, low levels of
physical activity, smoking, low ejaculation frequency and sexual activities, metabolic
syndrome, prolonged use of calcium channel blockers (CCBs), increased BMI, sexually
transmitted infections like gonorrhoea and HPV-16, and being of Black

ethnicity(Gandagliaet al., 2021; Rawla, 2019).

Men who have a parent or sibling with a history of prostate cancer are two time more at
risk of developing prostate cancer(Gandagliaet al., 2021). Old men above 50 years old are
at the risk of getting prostate cancer and it has been not very often found in men below
the age of 40. Of all prostate cancer cases, six in ten are detected in men beyond 65 years
of age(Prostate Cancer — ICMR — National Institute of Cancer Prevention and Research,

2021a).
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Certain inherited genetic mutations like BRCA 1&2 which are traditionally associated
with female reproductive organ cancers like breast and ovary are also responsible for
developing prostate cancer in men(Gandagliaet al., 2021; Ren et al., 2019).Prostate
cancer risk was higher in men with a first-degree family history of female breast cancer,
particularly when the affected relatives were mothers or sisters. Notably, the risk of
aggressive prostate cancer rose significantly in those with a maternal family history of
breast cancer, but not when only sisters were affected. These findings hold important
implications, as the biological mechanisms driving prostate cancer remain poorly
understood. Improved understanding of this association could enhance screening
strategies, facilitate earlier detection, and optimize clinical management of prostate
cancer(Ren et al., 2019).Prostate cancer risk is elevated in men who have Lynch
Syndrome, also known as hereditary non-polyposis colorectal cancer(Bancroft et al.,

2021; Gandagliaet al., 2021).

In a multiethnic research done in the US, Western diet habits like consumption of food
with higher fat content, red meat and dairy,heightens the risk of getting prostate cancer by
12 times(Bashir, 2015). Red meat cooked at higher temperatures has positive correlation
with increased risk of highly aggressive prostate cancer(Bashir, 2015; Joshi et al., 2012).
A person with a BMI of >24.9 has two times more risk of developing prostate
cancer(Ganesh et al., 2011). In a study done in rural Faisalabad, Pakistan by Bashir and
Malik, it was found that an obese person has six times more odds of getting prostate

cancer compared to a non-obese person(Bashir and Malik, 2015).

Sexually transmitted diseases like gonorrhoea and syphilis have been found to be
associated with prostate cancer along with prostatitis. Increased sexual activity has been

noted to have a positive relationship with development of prostate cancer(Bashir, 2015;

12



Sankarapillaiet al., 2024). But smoking has been associated with increased deaths among
those who have prostate cancer. It’s been hypothesized that smoking might stimulate

development of highly invasive prostate cancer(Bashir, 2015; Sankarapillaiet al., 2024).

Recent studies link incidence of prostate cancer with prolonged exposure to pesticides
among farmers and pesticide applicators. How the environmental exposure to pesticides
causes prostate cancer has been unclear. In an environment-wide association study done
in the United States to explore county-level associations among 295 pesticides and
prostate cancer incidence across counties, twenty two of the commonly used pesticides
were found to be associated with prostate cancer variations including aggressive types
and Four pesticides with higher prostate cancer mortality which calls for increased
research to study the potential public health impacts of pesticide exposure(Soerensen et
al., 2024; Varghese et al., 2021).Some studies have linked prostate cancer to male
sterilization procedure ‘Vasectomy’ although it has not been proven yet of the possible
correlation between the two. There are currently researches ongoing to find the possible

links(Prostate Cancer UK, 2024).

International Agency for Research on Cancer (IARC) which is a part of World Health
Organization(WHO) has found that exposure to arsenic leads to prostate cancer(Yang et
al., 2022). Exposure to certain chemicals has been found to increase the risk of prostate
cancer in firefighters including emergency first responders, criminal investigators,
building safety inspectors, and various administrative professionals due to periodic
occupational exposure to chemicals arising from fumes and various burning

materials(American Cancer Society, 2022).
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1.2.6 - Global Burden of Prostate Cancer
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Figure 1.3 -Age standardized global incidence rate of Prostate cancer among men

The global burden of prostate cancer is increasing, with notable regional variations in
incidence and mortality. In high-income countries (HICs), the availability of prostate-
specific antigen (PSA) testing and superior healthcare systems has facilitated early
detection, resulting in improved outcomes (Bray et al., 2024). Prostate cancer incidence
rates worldwide are strongly associated with GDP and the Human Development Index
(HDI), with high income countries (HICs) generally exhibiting higher rates than low-

income nations(Bhargavi et al., 2023).

Western and Northern Europe, along with the United States and Canada, have achieved
significant reductions in prostate cancer mortality over recent decades. In contrast, many

Asian and African countries have experienced rising mortality rates, driven by increasing

14



incidence and persistent challenges in accessing diagnostic and treatment services. Within
countries, social class disparities significantly influence cancer outcomes. Wealthier men
are more likely to be diagnosed with prostate cancer, whereas poorer men face higher
mortality due to limited access to screening, late-stage diagnoses, and barriers to timely
and effective treatment. These disparities extend beyond income, encompassing factors
like neighbourhood environments, immigration status, and access to social support
system(Baker and Brown, 2018). Over the past decade, the incidence of prostate cancer
has been rising steadily in Asian countries, notably in Singapore, China, Malaysia, and
Japan. This trend is thought to be influenced by changes in diet and other lifestyle factors

(Bhargavi et al., 2023).

Conversely, in many low- and middle-income countries (LMICs), such as India, prostate
cancer is often diagnosed at more advanced stages, contributing to elevated mortality
rates (Sankarapillaiet al., 2024). Research emphasizes that diagnosing prostate cancer at
an early stage significantly enhances survival, highlighting the need for enhanced
awareness and widespread screening initiatives(Lofters et al., 2024). Furthermore, it’s
observed that the incidence of prostate cancer has risen in most countries except a few
high-income nations(Centeret al., 2012). However, declines in prostate cancer mortality
have been predominantly seen in resource-rich countries, while mortality rates have

increased in low-resource settings (Centeret al., 2012b).
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1.2.7 Prostate Cancer in India

Age-Standardized Rate (World) per 100 000, Incidence, Males, in 2022
India
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Figure 1.4 -Age standardized incidence rate of Prostate cancer among men in India

The true incidence of prostate cancer in India remains uncertain due to several challenges,

including the limited coverage and reliability of population-based cancer registries

(PBCRs), underreporting of cases, and the stigma surrounding prostate cancer.

Additionally, there is a notable absence of community-level studies in India to better

understand and address the actual disease burden(Bhargavi et al., 2023). Within the

Indian context, cancer registries from various states in India have shown a rising

incidence of prostate cancer among individuals aged 65 and older. Additionally, many

cases are diagnosed at advanced stages, contributing to a significant burden of the

disease(Bakshi et al., 2022).
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Prostate cancer ranks as the second most common cancer among men in major Indian
cities such as Delhi, Kolkata, Pune, and Thiruvananthapuram. It is the third most
prevalent cancer in cities like Bangalore and Mumbai and is listed among the top ten
cancers in other regions covered by Population-Based Cancer Registries (PBRCs) across
India(Jain et al., 2014). The data indicates that prostate cancer affects almost all regions
of the country to a similar extent, and the incidence of prostate cancer has been

consistently rising in all PBRCs(Sankarapillaiet al., 2024).

Prostate cancer currently accounts for roughly 3% of all cancers in India, leading to an
estimated 33,000 to 42,000 new cases each year(James et al., 2024). The age-adjusted
incidence rate of prostate cancer shows significant variability across regions in India, with
reports indicating rates as low as 1.2 per 100,000 in some areas. As of 2022, prostate
cancer constituted 6.1% of all male cancer incidents in the country, highlighting its

growing prevalence(Sankarapillaiet al., 2024).

Prostate cancer rates were higher in cities like Delhi, Kamrup Urban, and Mumbai, with
about 11.8, 10.9, and 9.7 cases per 100,000 people, respectively. Factors related to
lifestyle and the lack of data collecting and reporting of cases in rural regions are the
main causes of the statewide differences in prostate cancer incidence rates in
India(Bhargavi et al., 2023). The risk of getting prostate cancer increased after the age of
40, with a sharp rise noticed after age S0(Prostate Cancer — ICMR — National Institute of
Cancer Prevention and Research, 2021b). Between 1982 and 2016, the number of prostate

cancer cases grew by 2.6 percent each year(Sankarapillaiet al., 2024).

As per the secondary analysis done by Sankarapillaiet al, of the data from the national
cancer registries, about 43 percent of prostate cancer cases were found when the disease

had already spread to other parts of the body. Surgery and radiation therapy, either alone
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or combined with other treatments, were used to treat 78.5 percent of early-stage cases,
74.2 percent of regional cases, and 57.2 percent of cases where cancer had

spread(Sankarapillaiet al., 2024).

Data on the true incidence of prostate cancer in India is limited, owing to the fact that
prostate cancer is not a notifiable disease and the country has only a few population-based
cancer registries. The country also has a dearth of community-based studies on prostate
cancer(Hariharan and Padmanabha, 2016). Emerging data suggest that the prevalence of
prostate cancer is notably increasing among younger men in India, particularly those
under 50 years old. Historically, prostate cancer primarily affected older men; however,
the rising incidence in younger populations points to changing risk factors and potential

genetic predispositions that require further investigation (Deccan Herald, 2024)

In India, awareness about prostate cancer remains critically low, especially in rural areas
where healthcare facilities are insufficient (Rao et al., 2023). While urban regions have
seen a gradual improvement in awareness levels, most rural men remain unaware of the
risks and early symptoms of prostate cancer. Rao et al. (2023) highlighted that rural
Indian men have minimal knowledge of the disease, often attributing symptoms such as
difficulty urinating and pelvic pain to aging rather than recognizing them as potential
signs of a serious medical condition. This lack of understanding delays medical

consultations, often resulting in diagnoses at advanced stages.

1.2.8 - Cultural Barriers to Prostate Cancer early detection

Cultural norms and beliefs play a significant role in shaping health-seeking behaviours,
particularly in conservative societies where discussing male-specific health issues is often

taboo. One study of prostate cancer awareness in the Middle East, found that cultural
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barriers, such as shame and fear, prevented many men from seeking medical advice until
the disease had progressed to advanced stages(Sayan et al., 2024). These findings mirror
those in India, where rural men are similarly reluctant to engage in conversations about
their health, especially in the context of cancers affecting the reproductive organs(Sayan

etal., 2024).

Loss of trust in the medical practioner’s medical knowledge emerged as one of the
barriers and the critical finding in a study done in Oman, the poor involvement of medical
practitioners in health education could contribute to the reduced trust in them by Omani
men. Embarrassment and worry regarding the screening also seem to be a significant
barrier. Misbelief that the screening could affect their masculinity is another factor.
Though the recognition of risk factors of prostate cancer was high, the ability to recognize

symptoms of prostate cancer has been found to be low among men in Oman(Al-Azri et

al., 2020).

In a multicentric study done in Jordan, Saudi Arabia and Egypt, the reasons for poor
motivation to get prostate screening seems to be lack of urinary symptoms, absence of
request from the medical professional for screening and fear of pain, anxiety and
embarrassment arising out of the screening procedure(Arafa et al., 2012). In Sub-Saharan
Africa, multiple barriers have been identified that leads to poor cancer screening
including poor knowledge resulting from ignorance, misconceptions, and mistrust. Men
in sub-Saharan Africa often avoid seeking medical treatment due to traditional notions of
masculinity that emphasize strength and discourage appearing vulnerable(Baratediet al.,

2020).

Zhang, Fear, and Ahmed (2013) found that many men are apprehensive about undergoing

a digital rectal examination (DRE) because of fears associated with the procedure. These
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fears include concerns about feeling stimulated or experiencing an involuntary physical
response, which causes embarrassment and is sometimes linked to perceptions of
homosexuality. Additionally, cultural interpretations of the DRE contribute to heightened
fear and anxiety, making men less likely to seek medical help until symptoms become

unmanageable(Zhang et al., 2013).

It is also highlighted that the increasing burden of prostate cancer in India is further
exacerbated by sociocultural factors, such as the stigma associated with discussing male
health issues. This is particularly problematic in rural areas, where conservative attitudes
often prevent men from seeking timely medical help. The need for community-based
interventions and educational campaigns that can break down these barriers is critical in

improving awareness and outcomes(Sankarapillaiet al., 2024).

Cultural barriers not only hinder awareness but also affect the willingness of men to
participate in screening programs. It is emphasized that men in rural India often perceive
prostate cancer screening as unnecessary or even invasive, further contributing to low
participation rates in early detection programs. Overcoming these cultural barriers
requires targeted interventions that are culturally sensitive and delivered by trusted

community members, such as local healthcare workers or peer educators(Raoet al., 2023).

1.2.9 Policy Gaps in Addressing Prostate Cancer

The ‘Gone’ Missing report highlights that men are significantly underrepresented in
cancer policies developed by leading global health organizations. In its analysis of 28
prominent global and regional cancer policy documents, the report examined how men
were addressed. It found that discussions about gendered aspects of cancer predominantly

focused on women. The report concludes that there are substantial gaps in addressing
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men's specific needs, experiences, and preferences in the broader context of global cancer

control efforts(Wiley Clinical Healthcare Hub, 2023).

The Indian healthcare system faces several challenges in addressing the rising burden of
prostate cancer. While there have been efforts to improve awareness and screening rates,
there is still a significant gap in terms of comprehensive policy frameworks targeting
prostate cancer, particularly in rural areas. Researchers noted that current healthcare
policies do not adequately address the unique needs of men at risk of prostate cancer,

especially in regions with limited healthcare infrastructure(Sankarapillaiet al., 2024).

One of the most significant policy gaps is the lack of targeted outreach programs that
focus on male-specific cancers. Although there are several national programs aimed at
reducing cancer mortality in general, they tend to focus more on common cancers that
affect both men and women, such as lung and colorectal cancer. For example, as part of
the National Health Mission (NHM), India has launched a population based
comprehensive cancer screening for common cancers which primarily focusses on
mandatory screening for breast, cervical and oral cancer since the year 2016(Gopika et
al., 2022). Prostate cancer awareness and screening efforts are often neglected, leaving
many men unaware of their risk. There is a need for more gender-specific health policies
that prioritize prostate cancer and ensure that men in rural areas have access to the

information and services they need for early detection and treatment.

1.3 Rationale

Despite its widespread occurrence, men from low- and middle-income countries usually

lack knowledge and awareness regarding prostate cancer, its associated risk factors, and
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methods for early detection. This lack of understanding usually results in late diagnoses at

an advanced stage of the disease which leads to poor health outcomes.

Men over the age of 40 face an increased risk of developing prostate cancer, with the
likelihood significantly increasing as they get older. Yet, a considerable number of men in
this age group either lack awareness of their risk or fail to prioritize regular health check-
ups, including screenings for prostate cancer. The insufficient awareness and preventive
practices underscore the necessity for focused research study aimed at finding the extent
of awareness among men regarding prostate cancer, its risk factors, associated symptoms
and early detection by screening for prostate cancer. Hence the current study was

proposed.

Detecting prostate cancer early is vital, as it greatly enhances treatment effectiveness and
survival chances. Unfortunately, prostate cancer often presents with no symptoms in its
early stages, making awareness campaigns and proactive health-seeking behaviour
essential. By focusing on men above 40 years old, this study aims to address a high-risk

population that stands to benefit greatly from increased awareness and early intervention.

In summary, this research is driven by the necessity to find the knowledge gap related to
prostate cancer in men over the age of 40. By examining the awareness levels about
prostate cancer, its risk factors, and screening techniques among men from a rural
population, this study seeks to explore the extent of awareness among men and that will
enhance the planning and implementation of cancer awareness programmes specifically

focussing men in India.
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1.4 Study objectives

This study aims to evaluate prostate cancer awareness among men in Oddanchatram,
Tamil Nadu, assessing their knowledge of risk factors, ability to recognize early
symptoms, and understanding of early detection methods. It will also determine what
proportion of participants currently exhibit relevant signs and symptoms, as well as

measure how many have ever undergone prostate cancer screening.

1. To assess the awareness on prostate cancer among men in Oddanchatram, Tamil
Nadu, including their understanding of risk factors, recognition of early symptoms
and early detection of prostate cancer

2. To determine the proportion of the study population exhibiting signs and
symptoms

3. To determine the proportion of study participants who ever attended any screening

for prostate cancer
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Chapter 2
Methodology

2.1 Study design

The study design was cross sectional, and the survey was conducted using a structured

interview schedule.
2.2 Study setting

The study was conducted in all 18 wards of Oddanchatram municipality, Dindigul, Tamil
Nadu, focusing on male members who fit the inclusion criteria. Oddanchatram, located in
Tamil Nadu's Dindigul district, is a significant town renowned for its vibrant Gandhi
Vegetable Market, one of South India's largest. Situated about 60 kilometres from

Madurai, it functions as a crucial agricultural and commercial center for the region.

The town's population, as per the 2011 census, stands at 30,064, with a near-equal gender
ratio of 994 females for every 1,000 males. The community is predominantly Tamil-
speaking Hindus, accounting for approximately 88.93 percent of the population,
alongside notable Muslim (5.73%) and Christian (5.21%) minorities. A significant portion
of the population is engaged in agriculture, trade, and small-scale industries reflecting the

diversity of the population.
2.3 Study Participants

The target population included men aged 40 years and above. This age group was chosen
based on increasing incidences of prostate cancer among middle-aged and older men. The

following inclusion and exclusion criteria apply:
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Inclusion Criteria:

e Male aged 40 years and above.

e Residents of Oddanchatram, with consistent residency of at least six months.
Exclusion Criteria:
e Individuals unwilling to participate or unable to provide consent.
¢ Individuals who have had cancer and received treatment.
2.4 Sample Size: Estimation and Justification

Taking the 18 wards of the Oddanchatram Municipality as 18 clusters with the design
effect of 1.5, to estimate the proportion of the population aware of prostate cancer, the

sample size was calculated using the formula.,
n = [(Za2)>px(1-p)J/d?

Zo2= 1.96 for a 95% confidence interval

e p = estimated proportion of prostate cancer awareness based on prior

literature = 10%
e d =margin of error, set at 5%
e Design effect=1.5

n = (1.96)?x0.10x (1-0.10)/ (0.05)*= 139*1.5

=208

As there were 18 wards to be surveyed, 208 divided by 18 gave 11.55 which was

rounded up to 12 participants per ward leading to a total sample size of 216.
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2.5 Sampling procedure

Given the dispersed nature of the population, systematic sampling was used to ensure

randomness in the selection of participants

Assuming that every household will have a male member of age 40 or above, after a
house was chosen randomly from a ward, the PI visited every 5" household from the first
house till the 12" participant was found. The houses on the left sides were chosen and
when it took a turn left, it was continued in the same manner without breaking the cycle.
A total of 228 households were visited and there were 12 total refusals from the

approached participants.

If it was found that a household had more than one eligible male individual of and above
40 years of age, a number of given to each member and one individual was chosen
randomly through a random number generator explaining the process to the household

members to maintain randomness in sample selection.
2.6 Study tool

Data was collected through a structured interviewer-administered questionnaire. The

questionnaire covered:

1. Demographic information: Age, occupation, educational level, employment

status, marital status and personal habits.

2. Self-Reported Symptoms of the participants: A preliminary verbal screening of

the participants.

3. Prostate Cancer Awareness: Questions regarding awareness of risk factors,
symptoms, and general knowledge of prostate cancer.
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4. Screening and Early Detection Awareness and practices: questions regarding

awareness about prostate cancer screening methods, and their screening practices.

A list of flash cards was prepared and carried along by the principal investigator during
his visit to the field area. The flashcards contained information on the symptoms, risk
factors mixed with false signs and symptoms for the veracity of the participant’s

response.

2.7 Data collection process

Principal investigator did the data collection independently. The PI visited the local
municipal office and met with the officials informing them of the study including the
entire data collection plan and nature of the study prior to the beginning of the data
collection process. Informed consent forms were given and signature taken from willing
participants and participant information sheets were provided to the participants
explaining the topic and the nature of the study, its pros and cons and the voluntary
nature. Participants were assured of confidentiality and anonymity and their personal
contact information collected for future reference in case of a necessity to reconnect with

them.

Initially the PI used the ODK (Open Data Kit) for data collection which was preinstalled
in a mobile device and at a later on time, switched to hard copies for the ease of

communication and data was entered manually into the ODK.

Given the sensitive nature of the issue, the participants exhibiting probable symptoms
were advised/ suggested to visit the physicians they regularly visit or specialists like
urologists in the nearby hospitals for prostate screening like DRE (digital rectal
examination) and PSA (prostate specific antigen) test. Help from the local community

health worker has been sought for follow up visits and further management.
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All participants were informed that they may be contacted again for clarification in case

of any future requirement.

Data was analysed by calculating the frequencies and percentages followed by chi square
tests/Fisher’s exact tests. Then prostate awareness, risk factor awareness and symptoms
awareness were calculated by comparing various demographic details like age, education

levels and cancer awareness.

2.8 Data analysis

Data cleaning and data analysis was done using the open-source software “R” version
4.4.1. The data arrived through the interview schedule was grouped into different
categories and the frequencies and proportions was calculated for the categorical
variables. Socio demographic details and the awareness level were assessed using cross
tabulations and Pearson Chi-square tests or Fisher Exact test. For all the statistical tests,
the level of significance, p-value <0.05 was considered for deciding the statistical

significance.

2.9 Ethical committee approval

The proposed study was conducted only after obtaining the approval from Institutional
Ethics Committee of Sree Chitra Tirunal Institute for Medical Sciences and Technology.
Before interviewing the participants, Informed consent for participating in the study was
obtained from the study participant in writing including verbal consent from those who
weren’t willing to sign the consent form. The informed consent was gathered only after
giving the participant information sheet to the participant in local language and
clarifying doubts if any regarding the study. Participants were informed of the voluntary
nature of the participation, study objectives and the potential benefits and risks of the

participation. The participants were told that they can either accept or refuse to
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participate, and could withdraw from participation at any time of the study without any
explanation. Utmost priority was given to protect the privacy and confidentiality of the
participants and the collected information will not be shared with anyone, not involved

in the study. At no stage, identity of the participant will be revealed.
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Chapter 3

Results

As part of the data collection, the PI visited all the 18 wards after confirming the time the
participants would likely be present in their houses. As the study population was male
members who are of and above the age of 40, it was chosen to visit their residences
during early in the morning, lunch time and evenings where the interviews on some

instances went up to 9 pm.

There was not more than one male member at any given point of time in most of the
houses that were visited. In the houses when there was more than one male participant
was present, a number was given to each member present and a number was chosen using

a random number generator and the chosen participant was interviewed.

After a house was chosen randomly, the PI visited every 5™ household from the first
house till the 12™ participant was found. The houses on the left sides were chosen and
when it took a turn left, it was continued in the same manner without breaking the cycle.
A total of 228 households were visited and there were 12 total refusals from the
approached participants with reasons ranging from the fear of being made fun of by his
friends as he was unmarried to a few of them saying that they don’t believe in any of
these surveys and plain refusal to take part in the survey. The total refusal rate was 5.26

percent.

The total number of the study participants was 216. The details of the study participants

and the observed findings are provided in the following sections from 3.1 to 3.5.
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3.1 Sociodemographic details of the study participants

The minimum age of the study participants was 40 and the maximum age was 80. The
mean age of the participants was 54 with a standard deviation of 10 years. The median

age was 53 years.

Age Distribution
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Figure 3.1 - Histogram showing the age distribution of the study participants

Further, the participant’s age was categorised using 10-year intervals and the distribution
is provided in Table 3.1. Table 3.1 also describes the distribution of marital status,

educational level and religion of study participants.

Among the study participants, 97.2 percent of them were married. The most common
education level is high school with 50 percent of the participants having attained high
school or higher secondary level education. Around 7.4 percent of the participants had no
formal education.
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Majority of the study participants were Hindus with smaller proportions identifying as

Christians, Muslims and other form of belief systems.

Table 3.1 - Demographic details of the participants

Demographic details N =216, n (%)
Age group
40-49 75 (34.72%)
50-59 78 (36.12%)
60-69 38 (17.59%)
70+ 25 (11.57%)

Marital status

Single 6 (2.78%)
Married 210 (97.22%)
Education level
No formal education/qualification 16 (7.41%)

Primary (1-5)
High School (6-10)
Higher Secondary (11-12)
Under graduation

Post-graduation

34 (15.74%)
89 (41.20%)
20 (9.26%)
26 (12.04%)
19 (8.79%)

Others 12 (5.56%)
Religion

Hindu 174 (80.56%)
Muslim 9 (4.16%)
Christian 29 (13.43%)

Others 4 (1.85%)
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Table 3.2 describes a summary of the working status, socio-economic details, and social

category of the study participants.

Table 3.2- Socio-economic details of study participants

Variables N =216, n (%)
Working Status at present

Skilled employee 39 (18.05%)

Semi-skilled employee 34 (15.74%)
Unemployed 7 (3.25%)

Self-employed 74 (34.26%)

Farmer 22 (10.18%)

Retired 21 (9.73%)

Others 18 (8.33%)

Prefer not to say

1 (0.46%)

Annual income
<=144,000
144,001 - 355,806
355,807 - 567,612
567,613 and above

56(25.93%)
55(25.46%)
54 (25%)
51 (23.61%)

Social category
General category
OBC
SC

3 (1.39%)
154 (71.29%)
59 (27.32%)

It shows that majority of the participants were self-employed (34.2%), followed by
skilled employees (18.0%) and semi-skilled employees (15.7%). A small percentage of

the participants were unemployed (3.2%). Farmers constituted around 22 (10.2%) in
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numbers, retired (9.7%). Some of the study participants fall under "Others" category
(8.3%) or chose not to disclose their status (0.5%). Most individuals belong to the OBC
(Other Backward Classes) category (71%) followed by a significant portion were from
the SC (Scheduled Caste) category (27%) with the general category participants forming

a small minority.

Table 3.3 presents the distance to the nearest healthcare facility services for the study

participants.

Table 3.3 - Distance of the nearest healthcare facility for the participants

Halbere ot 0.7

<1Km 127 (58.79%)
1-3Km 66 (30.56%)
3-5Km 11 (5.09%)
>5Km 12 (5.56%)

The majority of the participants that is 59 percent live within 1 kilometre and 31 percent
had a healthcare facility within 1-3 kilometres away distance from a healthcare facility

which signifies that there is good access to healthcare services.
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Table 3.4 explores the personal habits like tobacco and alcohol consumption of the study

participants.

Table 3.4 - Personal habits of the participants

Personal habits N =216
Tobacco use in the past 111 (51.38%)
Current tobacco use 58 (26.85%)

Types of tobacco use (current, N=216)

Cigarette 42 (19.44%)
Beedi 20 (9.26%)
Snuff 6 (2.78%)

Betel quid 5(2.31%)
Others 8(3.70%)

Ever use of tobacco (tobacco use in the past or present) 122 (56.48%)
Alcohol use in the past 105 (48.61%)
Current alcohol use 62 (28.70%)

Ever use of alcohol (alcohol use in the past or present) 106 (49.07%)

The ever use of tobacco was 56.5 percent. Cigarettes are the most common form of
tobacco consumed, followed by beedi. The use of other tobacco products such as snuff,

betel quid are relatively low but still prevalent. Ever use of alcohol was 49 percent.

Overall, 22.69 percent of the participants have reported of not using alcohol ever while it

was 21.76 percent for tobacco.
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Table 3.5 presents the types of farming activities that were undertaken by the study
participants who were farmers and the farming practice like the types of cultivation,
pesticide usage. Ten percent (22 in number) of the participants were farmers, among them
the majority (81.8%) are involved in cultivation, which refers to growing crops like paddy
and corn, and the same percentage involved in horticulture as well. There is widespread
use of conventional pesticide, insecticide, herbicide and fungicides by the farmers with a

small portion (18.18%) using organic repellents and manures (Table.3.5).

Table 3.5- Farming activities of study participants who were farmers

Farming activities N =22 (n, %)
Type of activity
Cultivation 18 (81.81%)
Horticulture 18 (81.8%)
Livestock 2 (9.09%)
Others 6 (27.27%)

The types of pesticides used (N=22)

Insecticide 18 (81.81%)
Herbicide 17 (77.27%)
Fungicide 16 (72.72%)

Organic 4 (18.18%)

Table 3.6 presents and the total time spent on pesticide application and the type of
machinery used along with the use of personal protective equipment by the farmer
participants. Majority of the participants who were farmers used pesticides occasionally

with monthly usage closely followed by. Most of the farmers spent 1-4 hours applying
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pesticides on an average with majority of them using (73%) battery powered machines to

spray pesticides. Nearly 70 percent of farmers never use any protective equipment

(Table.3.6).

Table 3.6- Details of frequency of use, and time of application of pesticides by the

participant farmers

Pesticide Frequency N=20 (n, %)
Monthly 6 (27.27%)
Occasionally 8 (36.36%)
Rarely 2 (9.37%)
Weekly 6 (27%)
Pesticide Application Time
<1 hour 3 (14%)
1 — 2 hours 8 (36%)
2 — 4 hours 6 (27%)
More than 4 hours 5 (23%)
Pesticide Machine Type
Battery powered 16 (73%)
Manually operated 6 (27%)
Use Protective Equipment
Always 7 (32%)
Never 10 (45%)
Sometimes 5 (23%)
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3.2 Cancer Awareness among study participants

This section presents the study participant’s general cancer awareness levels along with
the knowledge about the risk factors and warning signs that might indicate cancer. This
section also provides insights into the awareness among men of the most common cancers

that are prevalent among men and women both.

Table 3.7- General cancer awareness among study participants

General cancer awareness N =216

Have you come across information on
diseases like cancer?

No, I am not familiar with it 20 (9.25%)
Yes, I am familiar with it 86 (39.82%)
I have heard it but don’t know much about it 110 (50.93%)

Do you believe Cancer is Preventable?

Yes 68 (31.48%)

Yes, but not all cancers are preventable 26 (12.04%)
Yes, some are preventable 15 (6.94%)

Not 26 (12.04%)

Not sure 81 (37.5%)

Half of the participants have heard of cancer but they lacked detailed knowledge about it
while 40 percent of them were familiar with cancer indicating reasonable level of
awareness. Nearly one third (38%) of the respondents were unsure whether cancer is
preventable or not. Thirty one percent of the participants believed that cancer is

preventable.
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The participants were provided with options that included true and false warning signs of
cancer to identify inconsistent responses and potential understandings and misconceptions

regarding cancer. The results are provided in Tables 3.8 to 3.12.
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Table 3.8- Awareness of participants about the warning signs of cancer

Which of the following do you think could be a N=216

warning sign for cancer?
8818 (Answered yes, n %)

Pain 118(54.62%)
Lump/Swelling 108 (50%)
Weight loss 84 (38.88%)
Loss of appetite 60 (27.77%)
Fatigue 59 (27.31%)
Bleeding 50 (23.14%)
Sore does that does not heal 46 (21.29%)
Difficulty swallowing 41(18.98%)
Cough hoarseness 36 (16.66%)
Generally unwell 32 (14.81%)
Bowel bladder changes 24(11.11%)
Mole changes 15 (6.94%)
Easy bruising 4 (1.85%)
Frequent Yawning 3 (1.38%)
No symptoms identified by the participants 73(33.79)

Pain was the most commonly recognized warning symptom of cancer by 54.62 percent of
the participants followed by lump/swelling by 50 percent. Weight loss (38.88%) loss of
appetite (27.77%) and fatigue (27.31%) were identified by moderate proportion of the
participants. One third (33.79%) of the participants were unable to identify any of the

warning signs presented (Table3.8).
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Table 3.9 — False warning signs chosen by the participants

Warning signs of cancer - False

options N=216
Frequent nosebleeds 24 (11.11%)
Tingling toes 6 (2.77%)
Dry hands 2 (0.92%)
Ringing in ears 2 (0.92%)

A small proportion of participants incorrectly identified frequent nosebleeds followed by

tingling toes, dry hands and ringing in ears as a cancer warning sign.

Smoking and alcohol consumption were widely identified as risk factors for cancer by
87.03 percent and 63.42 percent of the participants respectively. Genetics, poor fruits and
vegetables consumption, radiation/pollution, consumption of red/processed meat were
identified as risk factors by the participants. Nearly 14 percent of the participants were
unaware of any of the cancer risk factors. The risk factors like physical inactivity
(5.55%), overweight (4.62%), infections (3.24%), and sunburn (1.38%) are poorly

recognized, despite them known to cause cancers (Table.3.10).
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Table 3.10 - Cancer risk factors recognized by the study participants

What is the factor/behaviours that
might cause cancer?

N =216

Smoking cigarettes
Drinking alcohol
Genetics

Less or no consumption of fruits or
vegetables

Exposure to radiation and pollution

Consumption of red and processed
meat

Old age

Second hand smoke

Physical inactivity

Overweight
Infections
Multiple sexual partners
Sunburn
Age at marriage

No risk factors were recognised by
the participants

188 (87.03%)
137 (63.42%)

46 (21.29%)
42 (19.44%)
39 (18.05%)
33 (15.27%)

30 (13.88%)
26 (12.03%)
12 (5.55%)
10 (4.62%)
7 (3.24%)
5(2.31%)
3 (1.38%)

1(0.46%)

30(13.88%)
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Table 3.11 - False cancer risk factors chosen by the study participants

Cancer causes N =216
Regular spicy food consumption 43 (19.90%)
Using Mobile phone while charging 20 (9.25%)
Skipping breakfast 17 (7.87%)

Synthetic clothes 4 (1.85%)

Wearing tight shoes 2 (0.92%)

A notable proportion (19.90%) identified regular spicy food consumption as a cancer risk
factor, which could indicate poor clarity about actual cancer causes along with using a
mobile phone while charging (9.25%) and skipping breakfast (7.87%) as causes of

cancers (Table.3.11).
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Table 3.12 and figure 3.13 presents the awareness of the study participants of the most

common cancers among women and women specific cancers alone.

Table 3.12—Participant’s responses regarding common cancers among women

Can you name a few cancers that

are common among Women? N=216

Breast cancer 163 (75.46%)
Cervical cancer 103 (47.68%)

Uterus cancer 65 (30.09%)

Others 34 (15.74%)

Lung cancer 12 (5.55%)

Oral cancer 11 (5.09%)

Ovarian cancer 10 (4.62%)

Don’t know 43 (19.90%)

Breast cancer (75.46%) is the most widely recognized cancer among females identified
by the male participants, followed by cervical cancer (47.68%) and uterus cancer
(30.09%). Cancers like ovarian cancer (4.62%), lung cancer (5.55%), and oral cancer

(5.09%) are poorly recognized.

When considering the female specific cancers such as breast, uterus, ovary and cervix, it
is observed that 21.4 percent of men (n=46) are not aware of any one of these four
cancers. Nearly 22 percent recognised at least one among the four (n=48), and nearly
52% identified two to three cancers among the four (n=112) and nearly 5% identified all

four cancers (n=10) (Figure 3.2).
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Figure 3.2 ~Number of women specific cancers identified by the study participants
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Table3.13 Common cancers of men identified by the participants

Can you name a few cancers that

are common among Men? N=216

Oral cancer 155 (71.75%)

Lung cancer 102 (47.22%)

Others 72 (33.33%)

Stomach cancer 69 (31.94%)
Oesophageal cancer 54 (25%)

Colorectal cancer 49 (22.68%)
Prostate cancer 17 (7.8%)

Don't know 41 (18.98%)

Oral cancer (71.75%) and lung cancer (47.22%) are the most widely recognized cancers
among men. Stomach cancer (31.94%), oesophageal cancer (25%), and colorectal cancer

(22.68%) are recognized by a moderate proportion of the participants.

Prostate cancer, a major cancer among men, is poorly recognized (7.87%). A significant

proportion (18.98%) is unaware of any cancers that are common among men.
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3.3 Prostate cancer awareness among the study participants

In this section of the study, the overall awareness of the participants regarding prostate

cancer was assessed and the results are as follows.

Table 3.14 — Study participants’ awareness of Prostate cancer.

Prostate awareness

N =216
(Answered yes)

Do you know of an organ in men called the prostate? 32 (15%)
Do you know a cancer called prostate cancer? 25 (12%)
Have you or anyone of your relatives ever had 2 (0.9%)

prostate cancer?
Have you ever heard that prostate cancer can be 11 (5.1%)
detected at an early stage for better diagnosis? e

Aware about Prostate specific antigen test (PSA test) 2 (0.9%)

Aware about Digital rectal examination (DRE) 1 (0.5%)

Awareness of the prostate gland (15%) and prostate cancer (12%) is very low, indicating a
significant gap in knowledge about men's health among the participants. Only 0.9
percent of the participants reported having a family history of prostate cancer which
might be a reason for the low awareness of prostate cancer. Only 5 percent of the study
participants were aware that prostate cancer can be detected at an early stage for better

diagnosis and treatment outcomes.
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Table 3.15 - Participants responses on risk factors that may increase the chance of

getting prostate cancer

Risk factors N =216
Don’t know any risk factors 197 (91.2%)
Age 14 (6.48%)
Family history 13 (6.01%)
Exposure to chemicals 12 (5.55%)
Smoking 10 (4.62%)
Diet 8 (3.7%)
Keeping smartphones in pant 8 (3.7%)
pockets
Sedentary lifestyles 5(2.31%)
Wearing tight clothing 4 (1.85%)
Obesity 3 (1.38%)

The vast majority (91.2%) are unaware of any risk factors for prostate cancer, indicating a
severe gap in public health knowledge. Even among those who are aware, the recognition
of established risk factors like age (6.48%), family history (6.01%), and obesity (1.38%)
i1s very low. Some participants incorrectly identified smartphone use (3.7%) and tight
clothing (1.85%) as risk factors for prostate cancer. The data reveals a severe lack of

awareness about prostate cancer risk factors.
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Table 3.16 presents the study participant’s awareness on symptoms associated with

prostate cancer.

Table 3.16 - Participants responses regarding the possible symptoms of prostate

cancer
Can you name symptoms of prostate cancer?
Chosen options Count
Don’t know any symptoms 192 (88.88%)
Weak or interrupted urine flow 12(5.55%)
Difficulty starting urination 12 (5.55%)
No 10(4.62%)
Frequent urination at night 8(3.70%)
Painful or burning urination 8(3.70%)
Back, hip or pelvic pain 6(2.77%)
Trouble emptying bladder 6(2.77%)
completely
Blood in urine or semen 5(2.31%)
Painful ejaculation 4(1.85%)
Frequent masturbation 1(0.46%)
Regular spicy food consumption 1(0.46%)

The vast majority (88.88%) of the participants are unaware of any symptoms of prostate
cancer. Even among those who are aware, the recognition of established symptoms like
weak urine flow (5.55%), difficulty starting urination (5.55%), and frequent urination at

night (3.70%) is very low.
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Table 3.17 explores the awareness levels of the participants of the age at which men are at

the risk of developing prostate cancer.

Table 3.17 - Awareness on age at risk for prostate cancer

At what age do you think

men are typically at risk of N=216
developing prostate cancer?
Middle age 5(2.3%)
Old age 15 (6.9%)
Not sure 14 (6.5%)
Don’t know 182 (84%)

Eighty four percent of the participants were unaware of the age at risk for developing

prostate cancer. Around 6.9 percent of the study participants correctly identified old age

as a risk period for prostate cancer, while 2.3 percent mentioned middle age. Nearly 6.9

percent of the participants were not sure of the age at which men are at the risk of getting

prostate cancer.

50



3.4 - Self-Reported Symptoms of the participants

The table below presents data on the prevalence of various signs and symptoms among a
sample of 216 individuals. These symptoms may be suggestive of potential prostate-
related issues. The most commonly reported symptom is frequent urination (9.3%),
followed by fatigue (7.4%). Other symptoms, such as blood in urine or semen (0.5%),
were less frequently observed. Understanding the distribution of these symptoms can help

in identifying health concerns and guiding further investigations.

Table3.19 - Participants exhibiting prostate related signs and symptoms

Signs and symptoms N =216
Fatigue 16 (7.4%)
Urination Difficulty 4 (1.9%)
Incomplete Urination 6 (2.8%)
Frequent Urination 20 (9.3%)
Blood In Urine and Semen 1 (0.5%)
Erection Difficulty 6 (2.8%)
Pain while urinating 2 (0.9%)
Pain in hips and back 3 (1.4%)

When considering the participants who reported symptoms that were specific to prostate
conditions, symptoms like frequent urination was reported by 9.3 percent of the
population while incomplete urination was reported by 2.8 percent followed by difficulty

urinating was reported by 1.9 percent and blood in urine or semen was reported by 0.5
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percent of the study participants and, pain during urination was reported by 0.9 percent of

them.

The following table presents data on prostate-specific symptoms reported by the
participants of the study. It categorizes the participants based on the number of symptoms
they reported, ranging from no symptoms to up to six symptoms. The table provides
insights into the frequency of symptom reporting focussing across different symptoms

specific to prostate cancer.
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Table 3.20 — Frequency of prostate specific

participants

symptoms reported by the study

Participants reported prostate
specific symptoms

Frequency

Participants who didn’t report any
symptoms

Number of participants who reported
at least one symptom

Number of participants who reported
two symptoms

Number of participants who reported
three symptoms

Number of participants who reported
four symptoms

Number of participants who reported
five symptoms

Number of participants who reported
six symptoms

191 (88.42%)

15 (6.94%)

8 (3.70%)

1 (0.46%)

0 (0%)

1 (0.46%)

0 (0%)

The majority of participants (191 out of 216) did not report any prostate-specific

symptoms. A smaller proportion (6.94%)) reported one or more symptoms.
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3.5 —Practices of participants regarding the Prostate health and PSA testing

This section looks into the study participants prostate health awareness by examining

their past history of visits to the physicians or urologists for prostate related problems.

The participants were asked whether they were given any information on prostate specific

antigen (PSA) test and their respective responses recorded as presented below.

Table 3.21 -Participant’s practices regarding prostate health and PSA testing

Practices

N=216, (n, %)

Have you ever gone to the physician and/or
urologist for prostate problems?

No 209 (97%)
Yes, Physician 4 (1.9%)
Yes, Urologist 3 (1.4%)
Did the physician {)usrzl(t)egsits; tell you about the 0 (NA%)
Have you ever had PSA test? 1 (0.5%)
If yes, what were the reason?
Prostate hypertrophy 1 (0.5%)
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Table 3.22—Participant’s Awareness and Information Needs Regarding Prostate

Cancer, PSA Testing, and Digital Rectal Exam (DRE)

Have you ever received information 4 (1.9%)
on prostate cancer before? (yes) 7o
Do you need more information about 141 (65%)
prostate cancer?
Do you feel you need more 0
information about the PSA test? 144 (67%)
Do you feel you need more

0,
information about DRE. 145 (67%)

Almost none of the study participants (97%) have ever visited a physician or urologist for
prostate problems. Only 0.5 percent of the sample has undergone a PSA test, and none of
the participants have received any sort of information about the PSA test. A majority of

the sample (65-67%) expressed a need for more information about prostate health, PSA

testing, and DRE.
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Section 3.6 — Factors associated with prostate cancer awareness

In this section, we explored the characteristics of participants that may be linked to
prostate cancer awareness. Specifically, we looked at ‘Awareness about prostate
cancer’ (whether people know about the disease), ‘Awareness of risk factors’ (if people
understand at least one risk factor that increase the chances of getting prostate cancer),
and ‘Awareness of symptoms’ (whether people recognize at least one symptom of
prostate cancer) and how these outcomes relate to factors such as: age group, education

level, ever use of alcohol and tobacco use, and general cancer awareness.
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Table 3.23 presents a comparison of various demographic and lifestyle factors with

prostate cancer awareness

Table 3.23 Association between prostate cancer awareness and demographic,

lifestyle, and cancer Knowledge Factors

No Yes Chi
Prostate Awareness tes tlss t(zlul:izifc )
N=184 N=32 value
Age cat 1.6 0.4
40-49 61 (81%) 14 (19%)
50-59 67 (86%) 11 (14%)
Above 60 56 (89%) 7 (11%)
E‘cl;‘f:gt(‘)‘;';al 34.1 <0.001
no/primary 48 (96%) 2 (4.0%)
high school 85 (96%) 4 (4%)
higher secondary or 51 (66%) 26 (34%)
above
Ever used alcohol 4.78 0.029
No 88 (80%) 22 (20%)
Yes 96 (91%) 10 (9%)
Ever used tobacco 9.73 0.002
No 72 (77%) 22 (23%)
Yes 112 (92%) 10 (8.2%)
Cancer information 0.3
Not familiar 19 (95%) 1 (5.0%)
Familiar 165 (84%) 31 (16%)

The findings include No significant association was found between age categories and

prostate awareness (p = 0.4). Awareness levels were similar across age groups. A highly
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significant association was found between education and prostate awareness (p < 0.001).
Those with higher secondary education or above had much higher awareness
(34%) compared to those with no/primary (4%) or high school (4.5%) education. Non-
drinkers (20%) had higher awareness than alcohol users (9.4%). Non-tobacco users
(23%) had much higher awareness than tobacco users (8.2%). Awareness was slightly
higher among those familiar with cancer information (16%) vs. not familiar (5%), but the
difference was not statistically significant. Age and general cancer familiarity did not

significantly influence awareness.

Table 3.24 Awareness of prostate cancer risk factors and association with education,

cancer knowledge, and lifestyle factors
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Awareness of at least one Risk No Yes Statistic

p-value
Factors of Prostate Cancer N=196 N=20
Age category 3.48 0.2
40-49 68 (91%) 7 (9.3%)
50-59 68 (87%) 10 (13%)
Above 60 60 (95%) 3 (4.8%)
Education category <0.001
No/primary 49 (98%) 1 (2.0%)
High school 86 (97%) 3 (3.4%)
Higher secondary or above 61 (79%) 16 (21%)
Ever used alcohol 0.360 0.5
No 98 (89%) 12 (11%)
Yes 98 (92%) 8 (7.5%)
Ever used tobacco 0.360 0.5
No 79 (84%) 15 (16%)
Yes 117 (96%) 5(4.1%)
Cancer information 0.7
Not familiar 19 (95%) 1 (5.0%)
Familiar 177 (90%) 19 (9.7%)

The results showed no significant association between age and awareness (p = 0.2). While
slight variations existed across age groups9.3 percent awareness in 40-49-year-olds, 13
percent in 50-59-year-olds, and 4.8 percent in those above 60 meaning the differences

were not statistically meaningful. A highly significant association was found between
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education level and awareness (p<0.001). Individuals with higher secondary education or
above had markedly higher awareness (21%) compared to those with no/primary (2%) or
high school education (3.4%). neither alcohol (p = 0.5) nor tobacco use (p = 0.5) had a
significant association with risk factor awareness. However, a notable trend
emerged: tobacco non-users (16% aware) had higher awareness than users (4.1%). Prior
knowledge about cancer did not significantly influence awareness (p = 0.7). Both
groups—those familiar (9.7% aware) and unfamiliar (5% aware) with cancer

information—showed low recognition of prostate cancer risks.
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Table 3.25 Awareness of Prostate Cancer Symptoms and it’s association with age,

education, tobacco use, cancer knowledge

Awareness of at least one No Yes
symptom PC N =200 N=16 p-value
Age category 0.3
40-49 71 (95%) 4 (5.3%)
50-59 69 (88%) 9 (12%)
Above 60 60 (95%) 3 (4.8%)
Education category <0.001
No/primary 50 (100%) 0 (0%)
High school 86 (97%) 3 (3.4%)
Higher secondary or above 64 (83%) 13 (17%)
Ever used alcohol 0.7
No 101 (92%) 9(8.2%
Yes 99 (93%) 7 (6.6%)
Ever used tobacco 0.008
No 82 (87%) 12 (13%)
Yes 118 (97%) 4 (3.3%)
Cancer information >0.9
Not familiar 19 (95%) 1(5.0%
Familiar 181 (92%) 15 (7.7%)
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This table examined factors associated with awareness of prostate cancer symptoms
among participants, who demonstrated awareness of at least one symptom. The analysis

revealed several significant associations.

The analysis showed no statistically significant association between age and symptom
awareness (p=0.3). Awareness levels were consistently low across all age groups. While
the 50-59 age group showed slightly higher awareness, the differences were not
significant. A highly significant relationship emerged between education level and
symptom awareness (p<0.001). Striking disparities were observed as followed
No/primary education showed 0 percent awareness, high school educated showing 3.4
percent awareness and higher secondary or above showing 17 percent awareness. Current
analysis revealed a significant relationship between tobacco use and symptom awareness
(p=0.008) with non-tobacco users showing 13 percent awareness and tobacco users
showing 3.3 percent awareness. Neither alcohol use (p=0.7) nor general cancer familiarity

(p>0.9) demonstrated significant associations with symptom awareness.
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Table 3.26 Socio-Demographic distribution of prostate cancer early detection

awareness

The table provides data on eleven study participants who answered "Yes" to the question

regarding their knowledge that prostate cancer can be diagnosed early for better

prognosis.
Prostate cancer early
Sl.no age Education level =~ Working status
detection knowledge
1 Yes 45 under graduation  self employed
2 Yes 54 postgraduation skilled
3 Yes 70 postgraduation retired
4 Yes 51 high school self employed
5 Yes 65 high school self employed
6 Yes 72 under graduation retired
skilled
7 Yes 56 postgraduation
employee
8 Yes 42 postgraduation others
9 Yes 55 under graduation  self employed
10 Yes 51 postgraduation self employed
skilled
11 Yes 49 postgraduation
employee

This table presents data from 11 individuals who possess knowledge about prostate

cancer early detection, capturing their age, education level, and working status.The

respondents range from 42 to 72 years old, with most falling in the 45-65 age group. Self-
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employed (5/11) and skilled employees (3/11) are most common, followed by retired
(2/11) and others (1/11). All respondents had at least a highschool education, with 82
percent (9/11) holding undergraduate or postgraduate degrees. The data reveals that
higher education dominates among individuals with prostate cancer early detection
knowledge, with postgraduates comprising 6 out of 11 respondents (55%),
undergraduates accounting for 3 (27%), and high school graduates representing only 2

individuals (18%).
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Chapter 4

Discussion

This descriptive study provides a comprehensive analysis of cancer awareness, with a
specific focus on prostate cancer among 216 male participants aged forty and above in
Oddanchatram Municipality, Dindigul district, Tamil Nadu. The research examines
participants' knowledge of prostate cancer, including its signs, symptoms, risk factors,
and screening methods. A systematic sampling approach was applied, with households
visited in person to identify eligible participants. Overall, the study revealed around 15
percent of the participants wereaware of prostate as an organ and 12 percent were aware
of prostate cancer. Just 9.3 percent of the participantsknew at least one risk factors a
mere 7.4percent of them could identify at least a symptom. Higher education was a

dominant traitamong those with early detection knowledge.

4.1 The study participants

The study begins with a detailed sociodemographic review of the participants. The
average age of the study group was in the mid-50s, with the majority of the study
participants being married. Educational attainment appears to be relatively high, with
many participants having at least high school education. Moreover, the data indicates that
a substantial portion of the participants belong to Other Backward Classes (OBC) and
Scheduled Castes (SC), which may correlate with differing levels of access to healthcare
and health-related information. One of the major observations was that there was a
general difference among the study participants. The other backward class (OBCs)
members were land owners and self-employed and were eager to know more about

prostate cancer, its risk factors, symptoms and screening methods while those from the
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scheduled caste community were daily wage labourers and had least bit of interest in
getting to know about cancer including prostate cancer except few who were genuinely

interested in learning about cancer.

One of the participants was surprisingly asking the PI if it is “prostitute cancer”
signifying poor awareness of the prostate as an organ or prostate cancer. Majority of the
participants mistook testicles as prostate gland and were surprised to hear that it’s a
different organ within the male reproductive system which they didn’t know of. Many
men interviewed expressed minimal knowledge about cancer in general, often prioritizing
work and income over health concerns. Some even viewed discussing health issues as
taboo or unmasculine, reinforcing barriers to proactive healthcare engagement. The

elderly participants

One often repeated statement from the majority of the participants was that, if you are
saying smoking and alcohol can cause cancer then why is it that many people, they know
who had been diagnosed with cancer have never touched alcohol or any tobacco product
ever but those who smoke and drink and indulge in all sorts of habits are healthy with no
serious illnesses diagnosed. There have been instances where the study participants didn’t
even want to hear the term cancer or wanted to learn about it and then some participants

didn’t have any knowledge of cancer or the causes of it.

The PI found that many of the study participants were well aware of the female specific
cancers like breast cancer and cervical cancer which signifies the effectiveness and reach
of the government run screening programs and education campaigns focussed on women.
There was a genuine amount of interest among the surveyed men and the PI was able to
take classes, explaining the anatomy and functions of what a prostate gland is and what is

prostate cancer is and the preventive and screening methods. This proves that if there is a
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genuine and focussed effort from the authorities, people are ready to listen and learn
health related information. These demographic insights are crucial as they reveal how

cultural, social, and economic factors shape health behaviours

4.2 Cancer Awareness and Knowledge Gaps

Only 15 percent of participants knew about the prostate gland, and 12 percent were aware
of prostate cancer, particularly a low level of familiarization with prostate cancer was
observed among the study participants. Only around 12 percent of the study population
had any awareness of the disease, and a smaller fraction (0.9%) reported a family history
of prostate cancer and related ailments. These differences may result from distinct study
population characteristics and prostate cancer awareness. Additionally, over 88 percent of
participants were unaware of the risk factors or early symptoms associated with prostate
cancer, highlighting a critical gap in public health education focused on men. While most
participants lived near healthcare facilities - suggesting physical accessibility, the findings
indicate alarmingly low cancer awareness and awareness of prostate cancer particularly.
Many men interviewed expressed minimal knowledge about cancer in general, often
prioritizing work and income over health concerns. Some even viewed discussing health

issues as taboo or unmasculine, reinforcing barriers to proactive healthcare engagement.

This lack of awareness is concerning, as early detection and intervention improves the
treatment outcomes of prostate cancer. The study reveals that recognizing risk factors and
having an understanding of what symptoms to look out for are important in prompting
individuals to seek timely medical advice. The low awareness rates suggest that, current
public health information strategies or community outreach programs are either
insufficiently reaching this demographic or are not adequately tailored to resonate with

their specific needs of men.
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4.3 Health Practices and Preventive Behaviours

The findings reveal a significant inadequacy in proactive health-seeking behaviours
among the study participants. Nearly every one of the participants (97%) had never
visited a physician or a urologist for any prostate-related issues. Moreover, merely 0.5
percent of the study participants had ever undergone a prostate-specific antigen (PSA)
test, a key screening tool for early detection of prostate cancer. This indicates that despite
physical accessibility to healthcare services, there remains a profound disconnect between
access and utilization. Cultural factors, limited awareness, or potential economic and
logistical barriers might be discouraging men from engaging in preventive health
practices. The data thus underscores an urgent need for targeted initiatives aimed at

promoting regular health checkups and increasing the use of screening methods.

4.4 Key Influencing Factors

Education, tobacco and alcohol as key factors influencing symptom awareness, while age

general cancer knowledge play minimal roles.

This analysis highlights education and general cancer knowledge as the most critical
factors in understanding prostate cancer risks, while downplaying the role of age and
lifestyle behaviours. General cancer familiarity matters: Those who understand cancer
basics are far more likely to know prostate-specific risks factors. Educational attainment
is critical for recognizing prostate cancer symptoms, likely due to better health literacy.
General cancer knowledge is strongly linked to symptom awareness, underscoring the

need for public health campaigns.

The dataset confirms that prostate cancer early detection knowledge is concentrated

among educated, professionally engaged men. To improve population-wide awareness,
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interventions must address education gaps, occupational disparities, and age-specific
barriers. This demonstrates a strong correlation between advanced education levels and
awareness of prostate cancer screening, highlighting the need for targeted health

education initiatives among populations with lower educational attainment

4.5 Strategies for Improvement and Future Implications

Improving prostate cancer awareness and screening rates in rural India will require a
multifaceted approach that addresses both cultural and systemic barriers. Community-
based education programs have been shown to be effective in raising awareness and
promoting early detection of prostate cancer. Studies suggest that involving local
healthcare workers and community leaders in educational campaigns can help overcome

cultural barriers and increase trust in healthcare services(Rao et al., 2023).

In addition to community-based interventions, public health messaging through local
media and technology can help reach a broader audience. Researchers argue that
leveraging social media and other digital platforms can be an effective way to disseminate
information about prostate cancer, particularly among younger men who may be more
likely to engage with online content(Sayan et al., 2024). However, these efforts must be
supported by stronger policy frameworks that ensure equitable access to screening

services and treatment options.

To improve prostate cancer awareness and early detection in rural populations, more

education, screening facilities, and information/health promotion initiatives are required.
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Strengths and limitations

1. The study findings are generalisable to similar populations in Tamil Nadu as the
study ensures a representative group from the population with adequate coverage.

2. Reliance on participant recall may over/underestimate awareness.

4.6 Conclusion and recommendations

In summary, this study underscores the critically low prostate cancer awareness,
particularly among less-educated and high-risk populations, and highlights the urgent
need for targeted, community-driven interventions. The findings reveal that general
health knowledge does not automatically translate to prostate cancer awareness,
emphasizing the necessity for culturally adapted education and accessible screening
programs. To address these issues, a multi-pronged approach is recommended:
integrating prostate health messaging into existing community platforms (e.g., religious
gatherings, workplaces), simplifying health communication using local languages and
culturally sensitive materials and visual aids, and leveraging frontline health workers to
disseminate information on basic screening services leveraging their connect with the
local population. Additionally, high-risk groups, such as tobacco users and older men,
require focused engagement through tailored campaigns and incentives. By prioritizing
practical, low-cost strategies—Iike training local community leaders and health workers
to disseminate information or using mobile units for rural outreach, this study advocates
for actionable steps to improve screening and early detection and reduce prostate cancer
incidents and the associated social and economic burden. Sustained efforts must bridge
the divide between health systems and underserved populations, ensuring equitable access

to life-saving knowledge and care.
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Annexures

ANNEXURE 1 - Participant Information Sheet (English)

Introduction:

Hello, | am Dr. Lenin A, currently enrolled in the Master of Public Health Program at the Achutha
Menon Centre for Health Sciences Studies, Sree Chitra Tirunal Institute for Medical Sciences and

Technology, Thiruvananthapuram, Kerala.

As part of my academic research, | am conducting a survey titled “Assessing prostate cancer
awareness among the adult male population: A cross-sectional survey in Oddanchatram
Municipality, Dindigul, Tamil Nadu”. You are invited to participate in this study as your valuable
inputs and will contribute significantly to understand the level of prostate cancer awareness
among common people and it will help improve prostate cancer prevention efforts and

strategies.

This study aims to assess the level of awareness regarding prostate cancer, including risk factors,
symptoms, and screening practices among men in the region. The findings of the study will help

develop programs to improve prostate cancer education and prevention in the community.

Please take sufficient time to understand the following information in this information sheet. If
you have any words or information that you don't understand, please feel free to ask me these

and clarify. You can ask any question related to this study.
What Will Your Participation Involve?

If you agree to participate, you will be asked to answer the survey that will take approximately

30-40 minutes.
Voluntary Participation:

Your participation is completely voluntary. You are free to choose whether or not to participate,

and you may withdraw at any time if you wish to do so.

Risks:
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There are no anticipated risks associated with this study. However, if you feel uncomfortable

answering any questions, you are free to skip them.
Benefits:

While there are no direct benefits to you, your participation will contribute to important
research that could help improve prostate cancer awareness and health programs in the

community.
Confidentiality:

All information you provide will be kept confidential. Your responses will be anonymized and no
unique identifiers will be used in any reports or publications published as a result of this study.
Your identity will not be disclosed at any stage. Each participant will be assigned a respondent
identification number, which will help maintain the confidentiality of the data collected. Access
to this respondent identification number will only be reported to the principal investigator’s

guide who will provide assistance in analysing the data.
Contact Information:
If you have any questions about the study, you may contact me at

Dr. Lenin A, 9751004633/lenin@sctimst.ac.in

Dr. Jissa VT, Scientist D, SCTIMST. 0470-2-524270/jissa@sctimst.ac.in

Dr. Srinivas G, Member Secretary, IEC, SCTIMST, & Scientist - G, Department of Biochemistry,
SCTIMST, (email iec.mem.sec@sctimst.ac.in). 04712524689

Thank you for considering your participation in this important research.
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ANNEXURE 2 - INFORMED CONSENT FORM

| have been invited to participate in the thesis titled “Assessing prostate cancer awareness
among the adult male population: A cross-sectional survey in Oddanchatram Municipality,
Dindigul, Tamil Nadu”. | have read the information provided regarding the study, or it has been
read to me. | have had the opportunity to ask questions about it and the questions | have been

asked have been answered to my satisfaction.

| am aware that there is minimal risk in participating in the study.
| understand there is no immediate direct benefit in the study.

I know | will not be incentivized for the participation.

| understand my personal information will remain confidential.

| know that | can withdraw my consent at any point of the study

| consent voluntarily to be a participant in this study.

Participant ID Name of the participant:
Mobile Number: Signature

Place:

Date:

| confirm that the participant was allowed to ask questions about the study, and all the questions
asked by the participant have been answered correctly and to the best of my ability. | confirm
that the individual has not been coerced into giving consent and the consent has been given

freely and voluntarily.
Name of the Researcher:
Date:

Signature:
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ANNEXURE 3 -Interview schedule — English

“Assessing prostate cancer awareness among the adult male population: A cross-
sectional survey in Oddanchatram Municipality, Dindigul, Tamil Nadu”

Ward No -
Household No -

Participant ID- Format (Ward no/HH no/participant no)

Section-1: Demographic information

I would now like to ask you a couple of questions about yourself.

1. What was your age on your last birthday??

2. What is your marital status?
1. Single
2. Married
3. Married/separated
4. Divorced
5. Widower
6. Prefer not to answer
3. What is your highest level of education?
1. No formal education/qualification
Primary (1-5 standard)
High school (6-10 standard)

2
3
4. Higher secondary (11-12 standard)
5. Under graduation
6. Postgraduation
7. Others, specify
4. What is your religion?

1. Hindu

2. Muslim
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3. Christian
4. Others (Specify)

5. What is your working status at present?
Employed-Skilled
Employed-Semiskilled
unemployed
Self-employed

Farmer

Agricultural labourer
Retired

Others

w0 N oo v kA W N R

Prefer not to answer

5.1. If a farmer or agricultural labourer, how long have you been working as a farmer or

agricultural labourer?

Less than 1 year
1-5 years

6—10 years

H wo N

More than 10 years
5.2. What type of farming activities are you involved in?

1. Crop cultivation
2. Horticulture
3. Livestock farming
4. Other (please specify)
5.3. Do you use pesticides in your farm or field?
1. Yes
2. No
5.4. If yes, what type of pesticides do you use?

Organophosphates
Herbicides

Insecticides

H wo N

Fungicides



5. Organic pest repellents

5.5. How often do you use pesticides in a farming season?

1. Weekly
2. Monthly
3. Occasionally (less than once a month)

4. Rarely

5.6. On average, how much time do you spend per session of pesticide application during a

typical farming season?

Less than 1 hour
1-2 hours

2-4 hours

P W s

More than 4 hours
5.7. What type of machine do you use for pesticide application?

1. Manually operated
2. Battery powered

5.8. Do you use any protective equipment while applying pesticides (e.g., gloves, mask, goggles)?

1. Always
2. Sometimes
3. Never

6. Annual income of the family from all sources?

7. Which social category do you belong to?

1. General

2. OBC

3. SC

4. ST

5. Prefer not to answer

8. How close are you to the nearest healthcare facility?
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<1 km
1-3 kms
3-5 kms

A

>5 kms

Questions on personal habits

9. Have you ever used tobacco products in the past?
1. Yes
2. No

10. Do you currently use any tobacco products?
1. Yes
2. No

10.1. If yes, what products are you currently using?

1. Cigarette, beedi, cigar etc
2. Betel quid, snuff, etc.
3. Others

11. Have you ever consumed any alcohol?
1. Yes
2. No

12. Do you currently consume alcohol?
1. Yes
2. No

Section — 2: General cancer awareness

This question is about your awareness of and beliefs about, cancer; it is not assessing your
personal risk of cancer. This is not a test; we are interested in your thoughts and beliefs so please

answer the questions as honestly as you can.

1. Have you come across information on diseases like cancer before?

1. Yes, | am familiar with it.
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2.
3.

| have heard of it but don’t know much about it.

No, | am not familiar with it.

2. Do you believe cancer is preventable?

1.

A

Yes

Yes, but not all cancers are preventable
Yes, some are preventable

No

Not sure

3. Is there anyone in your family including you or anyone you know who might have or had

cancer?

OFg W TETAL D

7.

Yourself

Close family member
Distant/other relative
Close friend
Co-worker

Don’t know

Prefer not to say

4. I'm now going to list some symptoms that may or may not be warning signs for cancer. For

each one, can you tell me whether you think that it could be a warning sign for cancer?

1.

2
3
4
5
6.
7
8
9

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

Lump/swelling

Dry hands (dummy)

Pain

Tingling toes (dummy)

Bleeding

Cough/hoarseness

Frequent yawning (dummy)
Change in bowel/bladder habits
Ringing in ears (dummy)
Difficulty swallowing

Change in appearance of a mole
Sore that does not heal

Weight loss

Fatigue/tiredness

Frequent nosebleeds (dummy)
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16. Generally unwell
17. Easy bruising
18. Loss of appetite
5. What are the factors or behaviours/habits that you think might cause cancer?
1. Smoking cigarettes
Wearing tight shoes (dummy)
Exposure to another person’s cigarette smoke
Drinking alcohol

Sleeping late at night (dummy)

2
3
4
5
6. Not eating adequate fruits and vegetables
7. Eating red or processed meat

8. Using a mobile phone while charging (dummy)

9. Overweight

10. Wearing synthetic clothes (dummy)

11. Getting sunburnt

12. Old age

13. Eating spicy food regularly (dummy)

14. Some bacterial or viral infections like H-Pylori, HPV (Human Papillomavirus) etc
15. Physical inactivity

16. Genetics and family history

17. Skipping breakfast occasionally (dummy)

18. Exposure to radiation and pollution

19. Age at marriage

20. Multiple sex partners

19. Can you name a few cancers that you think of, that are common among women?

1. Breast cancer

2. Cervical cancer.
3. Ovarian cancer
4. Uterus cancer
5. Oral cancer

6. Lung cancer

7. Others

20. Can you name a few cancers that you think of, that are common among men?

1. Oral cancer
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Lung cancer
Oesophageal cancer
Stomach cancer
Colorectal cancer

Prostate cancer

A A o

Others

Section — 3: Self-Reported Symptoms of the participants

| would like to ask you if you are currently experiencing any of the following. Please feel free to

answer only what you're comfortable with.

1. Do you feel unusually fatigued/ tired?
1. Yes
2. No
2. Do you have difficulty initiating or stopping urination?
1. Yes
2. No
3. Do you feel like you have not urinated completely?
1. Yes
2. No
4. Do you experience frequent urination, especially at night?
1. Yes
2. No
5. Have you noticed blood in your urine or semen?
1. Yes
2. No
6. Do you have difficulty achieving or maintaining an erection?
1. Yes
2. No
7. Have you had pain or discomfort during urination or ejaculation?
1. Yes
2. No
8. Have you had pain in hips and persistent low back pain?

1. Yes

84



Section — 4: Awareness of prostate cancer

(The prostate gland is part of men's reproductive health. We're studying awareness about its
health importance)

1. Do you know of an organ in men called the prostate?

1. No
2. Yes

1.1.1f yes, what'’s the source of information?

1. TV/Radio

2. News paper
3. Physician

4. Internet

5. Friends/family
6. Health camps

7. Others

2. Do you know a cancer called prostate cancer?

1. Yes
2. No

3. Have you or any of your relatives (father, brothers, etc.) ever had prostate cancer?
I. No

2. Yes, I've had

3. Yes, indicate who

4. Have you ever heard that prostate cancer can be detected at an early stage and there will be a

better prognosis if the cancer is detected early

1. Yes
2. No

3. No answer

4.1. If yes, what was the source of information?
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TV/Radio

Newspaper

Media campaign

Doctors

Any relative or friend had the condition, hence | knew
Health camps

Others

5. Can you name any risk factors that may increase the chance of getting prostate cancer?

—

o 00 N 0T OB U D

—_ = =
N o= O

13.

Age

Family history

Excessive use of caffeine (Dummy)

Smoking

Diet

Wearing tight clothing (Dummy)

Keeping smartphones in pant pockets (Dummy)
Obesity

Sedentary lifestyle

. Sleeping less than 6 hours a day (Dummy)
. Exposure to chemicals

. Don’t know

No answer

6. At what age do you think men are typically at risk of developing prostate cancer?

1.

2
3.
4

Younger age
Middle age
Old age

Not sure

7. Have you heard of the Symptoms of prostate cancer? (Flash cards to be used along with

common unrelated symptoms)

1.
2.
3.

Difficulty starting urination.
Weak or interrupted flow of urine.

Numbness in the fingers and toes (Dummy)

86



Urinating often, especially at night.
Sudden increased appetite (Dummy)
Frequent masturbation (Dummy)

Trouble emptying the bladder completely.

Pain or burning during urination.

L K N o v &

Blood in the urine or semen.
10. Regular spicy food consumption.
11. Pain in the back, hips, or pelvis that doesn't go away.

12. Painful ejaculation

8. Have you ever heard of prostate specific antigen test (PSA)?
1. Yes

2. No

9. Have you ever heard of the Digital Rectal Examination (DRE) as a screening method for

prostate or anorectal conditions?

1. Yes
2. No
3. Not Sure

10. How familiar are you with the purpose of the Digital Rectal Examination (DRE)?

1. Very familiar (I understand its purpose and why it is done)
2. Somewhat familiar (I have a general idea of its purpose)

3. Not familiar (I do not know why it is done)

Section - 5: Practices

1. Have you ever gone to the physician and/or a urologist for prostate problems?

1. No
2. Yes, physician

3. Yes, urologist
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2. Did the physician and/or urologist tell you about the PSA test?

1. No (go to the question 4.)
2. Yes, physician, when | was ___ years old

3. Yes, urologist, when | was ___ years old

3. Has a physician and / or urologist informed you about the advantages and disadvantages of

having the PSA test?

1. No
2. Yes

4. Have you ever had the PSA test?

1. Yes,
2. No,

3. No answer

4.1. If yes, what were the reasons?

Section - 6: Information

1. Have you ever received information on prostate cancer before? (more than one answer is

possible)

1. Yes
2. No

1.1. If yes, from who?

Mass media

News paper

1

2

3. Physician
4. |Internet
5

Friends/family other

2. Do you need more information about prostate cancer?

1. Yes
2. No



3. Have you ever received information about the PSA test? (more than one answer is possible)

1. Yes
2. No

3.1 If yes, from whom?

Mass media
Physician
Internet

Friends/family

LA S

Others

4. Do you feel you need more information about the PSA test?

1. Yes
2. No

5. Do you feel you need more information about the DRE (digital rectal examination) test?

1. Yes
2. No

+*That is the end of the survey, thank you very much for your time.
+»Would you be willing to share your contact number to contact you if there is any
clarification needed in the future?
1. Yes, am willing to share

2. No, am not willing
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ANNEXURE 4 - URIGSOUITOT] &56260 &IT6lT

AN sLD:

QleUTE:&ID!  BMeT  LO&GLT Qevedfledr &, &mHGUTEH  Gaspermellesr
MBS LTSS 2 6Ter Wf F1GTT HGHTET BSHSI6 SiMleflwicy LMD
QST BIL LI BMIeI6TSH 60 &aMSTT M) o165 EhSHEH T 35855
GeTedT MWWSH6L MV el Ulefls Qamevd (MPH) LI LIL
FILLEHL LINNES eumRCMeT. BT HMEUTEH CMmE&MTeor(h  aUHLD
MPH UL L Gmuig L eor & ([H UGS WS @BS U6
BMASTTATLILIL() eU®BH M,

eTeorsl  Gevall WIMUERWIET @M USHWTS, "SI 6UBS 60oT
& S6rlenL G LJCTmavGL L LMo GBI LB 600t [Temr e
wHIIGS6): PLLOTFSSITID BEITLE), BlooTB)&Ss6), SWILBTE"
6T M Hem6VLILN6V (h SHetTEHRSMBLIENL BL &S el(BHRCMEIT. @HS 2uiefey

LUBIGHEME BRIGET PESLILGGRNTHET, gOeTaTmmTe) 2 MBIGH6T
LS LILLOES 2 6Taf(R&6T IMMmID G LMSEI6UTeT &6 emL G LiGTmeruGL L
OBl MBI 6vor el 60T SlememeuLl 4 b SIQ&MeTeuSH M S
GMUILE5H6He: uUmIGalmL  alphiGld, Guald @& LCrmeuGLL
HOmCHIUl SHILIL (PUMESET LDHMID 2 5H &HemeT CLIGSS 2 FHa]LD.

@Pbs Slule], UEImeGLL UmmICHMUl Qsmgumer eyl evor el eor
gjamemal WHLILNHeuens CHMHEHINMSGES Q&meaor(heTens, @He) LISSI
&ITyevol 156, &M s6T LDMHMILD NomHe w s 560 o _eiTerT
L eooTHETeLCW  eVRFeollBl  HOLLNMMSEET UH UMl  I|LHIGLD.
uleNer ST LIL&G6T FenssHev LICTmeCLL LMmmIGHTUIl Seval

Mo SOLUL CLLUGSS DL LEIG6T 2 (HeUTHEH 2 &H6)D.
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Qb o SHmefley Lleteuld SHEeucvdmemerll  LiflbaGsmeTer
SWeeFUIgES GuUMsInmeT GBI ahSHHHOSHTATEBMRIGHT. 2 hiGHEHHG
Hlwmg gGseild QFMM&EET IVudE  SHHUSET @ (BHST6V,
SWeQFUgE @eumenm ereTedflLld SuUm&ETNe CHLE Qs6fleyubhsH s
Q&TETETELITD. @HS WUl6] QSTLIUTET 6hHE5 Gomerellemwlu|d HHigGse6T

G&HL_&H6VITLD.

2_E18 6T LIlICSHMLI6L 6T6dreur @) (58 EHLD?

BrIgGeT UBGCHEME @LILIGQSTETLMTE, &I0MT 30-40 BIOILM&G6T 6T(h&ELD
&([H5 S 586001 LI5S LSeverfl& @ Lnmm 2 MIGeNILLD
CaHL(h&L&meTaTLILIMHILD.

&60T6OTITIT6U LIIGS&H ML:

2 BIG6ET UBIGHML WMHMIed SeTearmialsHeumers. LUBIGCHMHUST
GeUETOTLITIOM 6TedTLeNSS CHIHOSHHH 2 MEHEHEHEG HFSHFTID 2 6TeTg),

B g 6T SleUeUmm Q&uww e (pLOLY 6oT 6L 6TH& GBHISH swLD

eV F SR & TETETEVITLD.

SILITWMBIG6IT:

@FS AWUIQLT QSTLILMLW THTUMTHSILGILID SLITWBISET 615160
@evemev. @ LI, gCHmIlD CHeTallEHEhaHE LUFevefles: 2 HissEns S
FRIGLIOTS @QUHST, Jaumenmsd SHaliHs 2 BIGEEHHEG S&HHHH T
o _6Tegl.

IH 60T 60 LO 85 61T:

o MIGEHHEG GBI HETENNGET THIID @)6V6M6V 6TETMITEVID, FeNs S S 6V
LErmevCLL LmmiCrmil aflliLjemorie] WMHMID &H&ETHTT S HI& 66T
GLUGSS 2. Ha|d WEHEHWINMET WTTUFRHG 2 MmSGET LUKIGCHML
LImigerfla @ L.

@& F WSS 6TenLn:
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BRIGET QIPBIGLD NMOTES HHAIMEHEHN THEAWTES meudsLiLbID.
2 MIGET LUH&HT SBTNCSWITSESLILMGWM, @bs uileller allenerelms
QaueflWILLIL@L  6Ths &G &EEHeT evevg  Qeuaflufh serflaid
SeoflILILULL 6L WTeTRIGTLIG&H6T 6T&eld UWeTUGSSLLLTS. 6hHs
Blemeuwllevild 2 mIGeT el wmerd QealeflURSSLILILTS. 66IQ6aIMTH
LMRIG&MHUITET([HE LD & (H USleverfliLieuy |60 L_WITeT 6T600T
RSHGHEILUMWL, @& GCosfleasliulL  sraller Is&HuSS6eTennenL
ugmifleas 2. 5. @bhs LUSeveflsseaurfler <6mLUIT6T 6T600Ts0I &8 T60T
WGBS eTenln  Ljeveormileumenifleor euflesmligsE GG
QsflalsasliLmLL, Ul Sremel UGLIUTe FwWeaudev 2 s

GULPMBIG6UITI.

QSMTLIL $56U6V:

ule] Lumm BrIGeT gCH eIl CoHeTallaeT oL 8 Gausoor(hLD 6T6dTMITEL,
1B MBI 6T 6T6oTem 60T LI 60T6U (LD 6T6t0T600T 160 QS TLTL| Q&5 MTET6meVITLD

D[RS SIUT QevenfledT & , 9751004633/lenin@sctimst.ac.in

L& wfeofleumev &), 2 miliNeory Q& WevmerT, IEC, SCTIMST, & el@h@pment] - G,

2 W GauHulwiev giemm, SCTIMST, (LA 60T60TEH & 6V iec.mem.sec@sctimst.ac.in).

04712524689

@bS (&S WILNMET QLT TUIEFF U6 2_migeT LUBIGHML] GN&HS
L1§0 S5 D& BT,
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ANNEXURE 5 - M &eM&SLILIL_L 6LIL|&6V Lilg QLD

"G  ebS  Seoor WS&S&eflemLCw  LGrmenuGL L LmmIGHITUL
aNPlligeoorgemed LHLILNHFL: @ LeTFSH TN BEITLEF, Hevor(h& o6y,
SOILBMTH" eTéorm SemevLiiley yuieunflsensuiley LIBICHMSE [BIT6oT
QPG SELILIL BaTGeTedr. 2116 QSMTLIUTS 6eflEsliulL $HeIem6V
BITeT LSS CLET, VLS IS 6TeTHG LINSSIEH STLLLLLL .
ezl umMle Comearalldmer CHLS 66eTeh@E eUMUILIL] eflesasliulLgl,
GLosyILD 6TetTeof LD @& L ELILIL L 6ol &HEH5 G 676018 &GS B ([(HLIS Wierfl& LD

alem & W6l LIGleverflgas il L g).

ulelel LBICHEMHUSHON GOMbBSLLEF LMWL 2 6TenSl 6T60TLIeMS [HIT6oT

3N Geue6oT.

UIeN6L 2 LeTiquimsgs GBIIGL LIGVET 6T&HleDd @6V6m6) 6T60TLIemns [HITeoT

L SIQ 8Tt GmeoT.
LRIG&H ML & & [HITeT 2618 @& 6eNl&85L1LIL DML GL 63T 6T60TMI 676018 @GS Q& 1uLD.

6TeoTsdl  SeofllILUL L SH&Heev [IHEAWWTS @UHSHGD 66T  [HIT6T

15 &1 Q 8 meiT 8 G 6oT.

U166 6Th& Blemeuwilavild 6TeoTdl @LIL|&H6m6V HITT H(HLOLILT GILIMEVITLD
6TEOTLI G 6T60TE &S Q& IfluLD

@b 2160 LIBICH M IHITEOT &60T60TIT6)U S SHIL_60T 62111560 26155 GmeoT.

LUmBIGEHMUIMETT 219 LUmBIGEHMUeUfledr QUWT:
3| 606VCLIT eT6vOT: mSQWmLILLD:
@)L Lb:

C5H):
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UmIGsEMUMeTT ule umnl Cometallmer C&HLs NG EHLILLLTY
6T6OTMILD, LUMBICSHMUMETT GHLL emersdl GoHeTellGEhsi@G Fillmgea]w,
6TEOTEOTITEL (PG [HS  euemTWiald  UHevefleaslUr L g 6eTedrmild  [HIT60T
2 MG LRSS R CmeoT. @LIL|H6V lerfl& s Seof LT
QIMHLMISSLILILaN6v6me6v 6T6OTMILD, @I &6V &F5HSTL0MEHELD
SHETETTTEUSSIL_6DILD QULPMHISLILIL L & 6T6oTmILD HTedT 2 MIFHLILI[H &SI 6 Gm6or.

SLmFER W merfleor QuUWT:

C5H:

M&SQAWITLILILD:
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ANNEXURE 6 — Interview schedule Tamil

"eUW Gl 6UTH S 31,600T L0 G eflemL G LG meruGL L. LM MIGHITLI
Al jevor Temeu LB LILNHSH6L: RLLeTFSFHTID BT TLFIUN6L 6
G MG QauL (D HeooTsR &M LIL, Feor(hH &6V, SLOLPHTH"

euUTiF(H) eTevor —
6L () eTevOT -

LRIGCHMUITET |60 L W ITETLD- 6uLg.6uLld (6Umiy(h 6T6vor/HH

6T600T/LIMGIG S M LITEITI] 6T600T)

N6y-1: DS HTASH TN &5 616U

BTeor @LUIGUME 2_migGemeTll LM Flev CxHeTell&Hemens GFHL 5

L LS Cmedr.

1. BlemM6) 24,600 (H) G616V 2_MBIG 6T 61 UIF 6TEOT60T?

2. 2_MIG6T B)(HLOEOIT [Hl60I6V 6TEOT60T?
1. S(HLOETOTIOMSHTH 6T
2. H(HLO6OOTLOTEOTEU T
3. BmLoevornmeotel /LN iflb S eur
4. AauMsrss QUMM
5. nemeTallenl @LobHS el
6. LEH 6L QFmevev ellpLoLIecvem6y
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3.2 MIG6T & 2 WHIHS G606l [Hlemev 6TedT60T?
1. wWemmwmer s5606/&5 &3 @)6vem6y
2. (N&6OTEDILN (1-5 UG LIL])
3. 2 wiplemevLiuererfl (6-10 6u@GLIL])
4. GLDeVBlem6L (11-12 UG LIL])
5. @6THI&GM6V LIL L LILIG LIL
6. (PSI&HEM6V LILLLILIQLIL]
7. I0MHmenel (GMILILILeayLD)........
4.2 _MIGET LDGLD 6TE0T60T?
1. @bl
2. weedlid
3. @A flevgieur
4. mHmemnal (GMUILNH\S)
5. H5MCLMSI 2_MmIG6T LIeoof [Blemev eT6oTeor?

1. GauemevaumUlILIL-G)Mmem L WIT6oTEU [

2. CeauemevaumUILIL-L@&S HmemLDWITeoTeU T
3. GeusmevuwilevevIT HevorLITL L LD

4. &HWQSMH6L

5. 2_LpeUly

6. aNeUFMWE Sn6dls QG mdlevmerf]

7. @Ule) QUMMeEIT

8. LOMMene

9. LB QFmevev allpLOLIaN6VEm6V

5.1. 620 alleusmul evevg alleusmwg G mleumert] eredTmT6, HhIG6T
6T6UQU6TE)| &MeVlnmsd: @@ alleusmull eveugl elleusmuls

Qamflevmefllime Cealemey QWIS NITE6T?

l. 1 UBLSHMHGD GHeOMaTergl



2. 1-5 o600T(H&H6T
3. 6-10 ,600T(H &6IT
4. 10 9,600T(N&HEBH&HGID GOV
5.2. BRIG6T 6TH&EH eUemsWmeT eleUF Tl HLaUl) & em 88 6rleu
FhHUL G eTerfysser?
1. ully Fmguly
2. CHMLLEH6
3. &HMELHEOL GUETITLIL]
4. IDMHMENE (HUWLQFUWIZE &GmILLILeyLD)
5.3. 2_MBIG6T LIGIOTEN600T {6V6VSI aIWedN6y LLEF HG&HTeV6e0&HemerTL
LweTU® &SR TSH6Tm?
1. &b
2. @6VemeV
5.4. 94D 6TeofleL, (HRIGET 6TH&EH UEMSWITET LL&FF&H0 8 M6V6086ma6TL]
LweTU® &SR M SH6T?
1. @I&HGeTmUMeCLL(H&6T
2. HEMETEHGGHTEVE0&6IT
3. LFREQHTLGET
4. LLEHMFSH Q&ML 6T
5. &fllD LER aNFLIq&eT
5.5. UMW LHUSH LLEFHQHTV60EHm6T 67856060 (LD6DIM
LWeTU® &SI RN T&H6IT?
1. eUTTMHS T
2. 0TS BHEHTMID
3.6TLIGUMBMAUS (IDTHSHMGS R (WNMMEES G60MelTH)

4. flEHME

5.6. FOMFFILMG, ([ QLIMTSIeUTET aleUFTl LI[BaSH6 L,FFH6EHT6060

LIWeTUTL Q60T @@H T &HE eTalalene] GBI QaFuallh&niser?
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1. eoofl CHISHMGLD GeMMEUTSH
2. 1-2 Loeoofl GBHILD
3. 2-4 wevofl GHILD
4. 4 evofl CHISHMGLD GCLOEVLTS

5.7. LFRHQ&HTLEI LIWETUTL QMG BHIsG6T 6THS 66085 UlmeoT
QUIHSTSHemsL LIWeTUO SSSMTEH6T?

1. e&BWemHMWTES @UESLILUGRMmS

2. GULLI epevld QusELILOSR DS
58. LFFHEQHTLGHm6T LWeTUGSSIDCUTS g8HIIND LIMSHISHTLIL
2 LIGJ600ThIGeM6TLl LIL6eTUR &SSP N TEHETT (67.85T., 60860 M6, (LNSHELOLY,

&5600T600T ITLQ.&H61T)?

1. eTLIGUIMEILD
2. Flev G M6 6V
3. 6([HCLIMSILD @)6V6Mm6V

6. NSS! UFTIMESENL GMHSILD SOLUSH 6T 2,600m(H

6U(HLOITEOTLD?

7. BBIGET 6THS FeLNG alenSGemnWE CFIHEHeUT?

1. QUM A&

2

.19.8) (@57 UHU@GSSLIULL euGLliNer))

(O8]

eTeV@ (UL IQulev Fm&uller)

4. eren.1q. (LILPMIGLQUileoTTy)

5. UH 6L QEFmeLey el (HLOLISIGLEm6V
8. I (HPYIETET FHMHTT UFFH &G BHISET 6TelaUeTE] 3 (HT 6V
@ &R N5 6T?

1. <1&.18
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2. 1-38).0.
3. 3-58&).L0.
4. >5&).10.

el L e L6

8. &HLIHS &HMVEH L [HRIFGET 6TLIGLMSMTeUS! Ljem Ul 6m6v QILIMIHL_86m6rTL

LweTU®G SR WNBER HTSH6TT?

1. &LId
2. @ 6Vemev

9. BiIsG6T HMHCUMTE g CHsnILD L6t 8 WIl6016V GILIMHL86M6rTL
LweTU® &SR M TSH6Tm?

1. 9LlD
2. @ 6LEM6V

9. YLD 6T6vfl6v, HBIGHET HMHELIMSI 6T6dT60T HWITIfLIL]&H6em6rTL]

LweTU® &SR M SH6T?
1. ResQrL, 99, &L 6 CUmeTmenel
2. QeumMleneud LM, en& & LIGILITLY. (NG 60I Wi6oT.
3. LDMHMEM6U
10. BriIs6T eTLICGLIMTSMoUS! LS A (BHHUINHER M TEH6TT?
1. Qb
2. @6uemev
11. BriseT 5MHCUMS DG | [HHSHIR N TSHETIT?

1. &b
2. @)6VEM6V
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LNfley-2: Qumrs LM mMICHTUI NS LIL|6ooT 6y

@Bbs CoeTall LmmIGHTemWL Limnlul 2 g6 elllLiL|esor e LDMmmILD

BHLOLNGE&ESmETL LUMHMIWLS; @& 2 _MIG6T Seofl L L LiMmouGHITul

QUTWS S HLILINLeN6vemey. @ &I LIFL6ME 2{606V; 2_IHIG6T 6T600T600T MBI S 6IT

LDMHMILD BLDOLNGem & 86160 [BITHIGHET 24 FaULNTE 2 6TGETTLD, 6TeTGa

SWe|QFUIS CHeTeNl&HEHEE 2_MIGH6TTe (LN HEHelenT CHFemLOWITS

LUSleverflégaLD.

1. 'ymoGrHml' Lmn) HraigseT M bHS) [H&HH HTS6TT?

1.

2.

3.

SblD, 9B 616016 G S QS FWLb.

BT6OT 6m& L1 LM GaseTellLILIL 19 (58S M 6T, 34,60TM6L 3{6m& L1 LM
&0 QS5Flwms.

@)6LEMGV, ETETE: & S LIFlEF&FWILD @) 6vemev.

2. UmIGHMU &0 &8585 6TedTml [BHIS6T LGN TE6TT?

1.

2.

4.

5.

YA

LD, QLEOTITEV 6TEVEVIT LIMMIGHTULISHM6TU D SH&HEH (PIQWITSI
1D, P16V &) 5558w 196

@) 6L6EmI6V

Bl&&UWILD6V6Y

3. 2 msafler GHLUSHO 2 mGmeaTWld CFIHEH VLS 2 HISGHEHSH S

Qb Wrrmeug mHUl UOMIGHTWITey LUMTHESILLLAITT 360608l
LTS &SI HEHS 6UTUILIL|6TETaUTT?

1.

2.

BiigGer

QBBBEISR W GO DU 2 miliery
Qamemeuany / Lm 2 melleory
QB (ISR WL [H60OT LI

&5 Lieoof IWITerT

Qzflwng

Q&Fmevev LI 6VEem6V
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4. YmMIGHTUIE ST 6TFF 15608 M &HMISH6TTES @) (H&HE6VITLD 6V S
@6veVs Flev MG BemeT HITedT @LICLMS UL L1quwedS L1 GUITHRECmedT.
REUQUTETMISHGLD, @S LIMHMICHTUISHSTET 618 & fl860 & 2 m& mlwimss

@\ (HSSHEVITLD 6TEOTMI [HBIGH6IT [Bl60)60TE T NI TS 6ITIT 6T60TMI Q& MEVEV (LOLYU|LOIT?

1. &L /efesesln

2. 2600 HS M&&6T (L)

3. eued

4. Fod& llgeusse (L)

5. @USSLICUTEHG (Bleeding)

6. @ UHLDGV / HIHTLIL

7. 99561 QsTLLTe afl(higev (LLbLdl)

8. @GLev/PmibIlemU UP&EHESH 6V IDMMMLD
9. &MaIseflev FrIsGTyD (L)

10. eflWmBIGaUH 6L FFLoLD

11. @(H DFFSH 60T CHTMMEH L DMMMLD
12. QMM L|600T

13. eT6d)L @) LPLIL]

14. GFMI6| / H66TLIL|

15. Q&S eLNEHL @IHHLD aulg g6 (LLbLdl)
16. QUITHIUTSEH 2_L v Blenev FflullevevITLO6L @) [HE 56V
17. eTerflg meot G FmulLiL]

18. LA W edTemLD

5. LUHMICHTenW gMHLB &S 88D eTeoTm) [BHIS6T Bl 6uT8: G510 &5ITJ6vof1 86T

3I6V6VGI FLSMSHHET / LIPS FHEULPSHEMEIGHET UITem6eU?

1. 50T Ln&HE5H5H60
2. @MIGGEINTET &TeV6e0N&6m6T 6oflgGev (L LDLl)
3. MAMTm BUFlear AHQTL LUamssesE Qeuetllium@

4. 108 SAGHSIS6V
5. GUITSILDMEDT LIPMBIGET MmN STUl&MGemer FmilLmne

@S 6V
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10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

Fallll] evevdl LUSLLGSSLILLL @emmEFRenw sl eus
FMiY QFWWD CUME QLML &GLIMemeTL LIW6TL(H &SISH60
(@Lmed)

P& eTemL

QEFEWMENTH LML SN6T 60ol1g60 (LLDLl)

Qeauuwl6v Q&TEHSESHISH60

I9&5] QsTLLTa aldmsev (L)

DSIDID

SMTILOMET 2 6ooTenel SHeummney Frlilllheug (LLbldl)
er&-emUIGeTI], e7&.L19.e0 (nevfls LUMLILIGeuTIDmemeUTen) GLIMedTm
Flev UMSCFIWT 6VEVG MEUTEV Q&ITM MG 6T

2 L6V QFW6EVMM H6oTemLD

Lriwey moin GHIWLU eugev o

TLIGUIMSMTeUS! SHITemev 2 eooremalsd SHadljliug (LLbudl)
SHIefFs HmID WI&HFUMLIGET Qeuefllium@

S (BT QWIS

Liev LmeSlwev Limissmerflgser

6. QuUeTEHEILLD QUTEUTHS &meooTLiLGL Fev LHmCHTUISe6N 6T

QUWT&H6M6TE S (LOLGULOT?

1.

2.

7.

DML LM mIGHITUI
SIULLI6mL eUmull] LymmiGmITul.
&ML LiMmmIGCHITU

SHLIemHU LiMmmIGHTU

QUITUL LM mIGHBITUI
BlenTufrey L miGHTU

7. QLeoorSeTILID QUMTSINTHE SmeoorLILIBW LMmICHTUISHET Fleveumenmass

SO (Wiqujom?

1.

GUITW LM mIGHITUL
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BienyufyeL LMHmIGHTLU
D_600T6Y &GS LRI LM MIGHITU
Ul MmO LHGHITU
QUBMIGL6L LmMIGHITUI

6. LIGTmMeruGL L LymmIGmHITUl
7. LDMHMeMEU
LNfey - 3: uIGsmMUMeTFSefletr &w MfleNSs LG MEGM Ser.

LY eTeupeuemeaummley eTemSWImeug HiigseT MHCUTEH 3jenLeN&SR 0T

Tl Co:Lls AGBLUSBCMET. 2 MSHEEHHEG UFHWTEH @IHeHELWD

GHemallEEHsHEG WL BHIC LK everflés &Uimig GausuorLITLD,

1.

PRIGET eP&HESHESEHHG WLbmmrs  GFmjeauns [/ GFTjeINs
2 eooT T HNITHEITT?

1. Q4D

2. @)6V6DI6V

Floby sUllLmES CSTLEGUTL g bloissuGe
2 MIGEHHEGS FITLOD 2 6TeTSHM?

1. QuLD

2. @)6V6EDI6V

B g 6T (DML UWITS A oubr &L015 &6l 606m6v 6T6oT M)
2 eooT I HNITHETT?
1. QLD

2. @ 6L6M6V
BhIsGeT QHEE BT sWsSRTserT, GMlLurs @reallsu?

1. QLD
2. @)6V6DI6V
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5. 2 BIGeT S oubry 2{6V6V ! eflibgiailey QUS55 5
&H6U60f1 65 (HER NI TEHETT?
1. QpLD
2. @)6V6DI6V

6. elleMLILSHeTememL  IJemLeauFlev  evevg  LFmlLLGev
2 BIGHEHHESG FITOWD @IUHEHHRMST?
1. QLD
2. @)6V6EDI6V

7. OBy sPHGLEUTE g  albgs QeuslGuUMIbECLTSI
2 MIGEHSHG 660 V6V QFETEHTUILD @ HHSHSHT?
1. QLD
2. @)6V6DI6V

8. 2 MI&EEHEHG QO LI a6l MM QSTLFFFRWMeT S (WNSI&6ued

QBHSHT?
1. QLD
2. @) 6VEM6V
9 -4: 4GrmervGCL L LMMICH W Limmlw e dlLiL|esor

LHCrmeruGL L &L 9y,600186rfl 60T @) OTLIQLI(H S S 1, CIT Ma G W & 5) 601

@I UGFHWMTGSLD. 9FH60T CIMEHEH W (N&EH WS Sian GMsES
aAlBILILjevoT Temeu SyUley QF LIS aUBSHCMTLD.

1. 4CTmenGL L LM MIGHITUI 24600185655 e MLIMHILD &6 1D QLIMTSI6UTeoT
LM oIGHTUIGEET6 660TMT@GLD. HEIG6T 6TLIGLIMSTaUS Semnd L1 LD
G&HemelLILIL19.(h&HE N TSHETIT?

1. @6Ven6V
2. gpor, wrflL il mbs?

1. Gl6UE Q60T DeTL_&hIGH6IT
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2. GBS
3. @)60)600T WILD
4. HEOOTLITS6T/&MHLDLUSH 60T
5. Geumi
3. HRIG6T 6V6VE 2_HIG6T 2 MellaT & 6rflev 6TaU(HE LD (HHNS,

FCHEMHTI&H6T GLITETMemaU) 6TLIGLIMSHMaUS L|CTMervGL L L|MmmIGHITU

QBHSHT?
1. ©)6VeMm6V
2. QLID, 6T60T5G Q) (BHS S
3. Qyd, Wy eTeoTLIeM &8 &M LI (D) IS 6T

4. UGrmevCLL ybhmChmul &SEUL umn Brser  eTLCUMSTeUs)
GxmeTalILL I (HEHR W TSH6TT?

1. &b
2. @ 6Vemev

3. LUB6L @evemev
5. 941D 6160116V, H UV EEITI6T QLG TTLD 6TSHI?

1. QFHTMVEEHTLF/6UTC6ormedl

2. QEFEWHSHTET

3. oL & LNg&&FmyLDh

4. LD(HSSIITSHET

5. 61h% 2 MellerT] Si6evE BETLGBSGSWD Qb Blemey @BHSS!,
6T60T 6 6T60TE: & & Q& IluLD

6. LD[HSSI6N (LNSTLDGHET

7. LDMMeME

6. UGTmeruGL L LyMMIGHTem UL G LIMIEUEHMETEOT 6UITUILI6mLI
3P &5 E5E5HEIQ U FCHDILD LIS S &ITTevolGeneT BHBigseT Gl
OIGULOmT?

1. euwgl

2. &L auFeuTm
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8.
9.

10. 62(IH [BITEMETE G 6 L0600 CHTSHH MG LD GHMMAUTSH SHMTMHIGSH6V (L D)

B s WmeT &L LwestUmd (LLbldl)
L|60) &5 &6V
D _600T6)

@) M1 LDITE0T 3,60)L_85606T 6001156V (LLDLA)

VLML GLIMTS: 66T GLIETL. LIMSH6 &L (H 861160 601618 5 ([H 5556V

(LLbLdl)
2 _|L_MLIHLOGOT

2 LL&MIHS QUMTLDEHNS (LD6MM

@)\ J&MTW60THRIS6T Qeuerllium

11. Qsflung
12. LISV @ 6evemev

7. QUITSIEUTEH 3L,600T&HEH &GS LIGTmMevCL L LmmIGHMTUWI gMUI(hLD QLIMWLD

6TH S 6UWIH 6L @) (HEGLD 6TedTM) [Bl6m)60Td: G T 56T ?

1.

2.

3.

4.

@ 6meTW eUW S
Bheuw gl

(WSIemLn
Bl&& UILD6V6Y

8. 4GrmenGL L LimmICHmuiler gml@&ml&emerll Limm
GxmeTallILL 1 ((HEHR T SHETT?

1.

2.

8.

9.

AP &HH55 QS TLEIGaIT6 A FLoLD.

LI6V&S6TLOITET 6V6V S HemLLIL L SN mIBF el L LD.

I T6L&6T LDMHMILD &HMTevedlTeL & 6rflev 2_evorFalledTemLn (L LDLAl)
955Q FmBT sWliLg, GMIILUTES @elev.
glearear o5 siflss LS (Libud)

19551 &UI@)eTLILD (LLDLdl)

FmBFLenLemW (NWaISIDMS &Ted QF IS 6 T &5H60.
APy &H0&GI0 LTS a16d 3j6vev gl 6TflEF6v.

by ocvevg! llEHeL @UHSLD.

10. QULPGHSHLOITEOT &ITTLOITEOT 2_600T6) HISHT6).
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11. P3G, @O LIL 3j6vevd @M LILN6L euedl BiisTE.
12. euedN GBS b Gl e6iTerTev

9. LN.etev.gJ (BTmerCLL-@MILILINL L 2160T19618260T) CFMHEME0T 6T60TLISI 62(1H
Qrss uflésngmearunad, @8 ANGUIHET ghuOausHES W6
LMOICHITeMU 360 WITETLD SHIT600T 2_BI&HM6T sINFHERMS. BHise6r

TLIGUIMSMaUS jem& L1 LM CaeTalllILIL Q. (H&H MTSH6TT?

1. &b
2. @6Vem6v

LN ey - 5: H60L_(LD 60 M) & 61T

1. 4G meuBLL LNJEF emeTs:6hH 8 HmIG6T eTLICLIMSTeU G L0([HES ST
LMHMILD / 6V FAMIBIS HSSIUFILLD Q&F 6Tl (& BN THETT?

1. @6Vemnev
2. Syld, DBHSSI6U]T
3. od, Ambrs @GS SIeT

2. D(HSGI6UT LDMHMILD / evevS FMIBTSE S SI6UT Letervey G&F Mg em et

UMM 2 _miGerflLLD Q& MedTeoT T T?
1. @6veme (Ca6iTell 45 Q1&F6V6VaYLD.)
2. QD L&KL, 6Te0T&HG _ UWLISTEH @ BHSHECLMTSI
3. o, Alobrs GS ST, BT6T __ aIWSTE @ BhHSELMS

3. Yetevg LIFIGETEHemeoTul 60T [HETEMLOG 6T LDMMILD FemLnG6T &GN S S 62(H
OGS ST OO / Sivevs FlBrs IDBSSIeT 2 H&EHSHES
QaFNGEHHEHMTFT?

1. &yl
2. @6Vem6v

4. BriiseT eTLICLIMTSMeug! LleTenve GF TS 6m60T Q& UIE) (555 N)TSH6ITIT?
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1. &b
2. @6vemey

3. USH6L @evemey

4.1. QLD 6Tevfl6L, HEMLFIWITE CHFMHemenT 6TLICLIMS QauwILL L &I?

Ney - 6: & 6U6L

1. @5ME& W6t LICTmervGLL LmHmiCHTUI LImmIW &8&6U6086m6TL
QUMM BSHRMVTSHETT? (R6TMISES CLMULL LT 6L FMHS WINMEGLD)

1. &b
2. @6Vemey

1.1 91D ereorl6v, WMl BB S?

1. GQ6UG Q60T 26TL_&hIG6T

2. DBGSSI6]T

3. @)60)600T WILD

4. THEDOTLITS6T / GHILD LSS 60T
5. LDMMeME

2. LCImenGLL MmmIGHITUI LM 2_MiSEH&HE Fo(h) 56V H&FHeU6D CHemeuUlT?

1. &b
2. @6Vemey
3. Yererver Camgement LMW &861606V [BBIS6T 6TLICLIMTSToUS)

QUMM BEHRMTHETIT? (26TMIS S CLMLILL LIF 6 FTs S WIDMEGLD)

1. &lb
2. @)6LEM6EV

3.1. QYLD eTeorMIT6V, WML LOl(HHSI?

1. Gl6U(E Q60T DeETL_GHhIGH 6T

2. LDGSSIT
3. @)60)600TUWILD

4. HEOOTLTS6T/&MHDLSH 60T
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5. LDMMeME

4. Neteiveg GEMEHement LIMN) 2_MisEHEHE Fon(h 60 H5HeU60 G emel 6TeoTm!

IBl6m 60T& G M TS 6T IT?

1. &b
2. @6vemey
5. 19. 7. @ (19860 evHGLeL LFlIGFTHemenr) GFMEemeor LIMM)

2 MGHEHHG FoHFHV HEH6aIV CHem6U 6TeoTM [BleneoTs:H N THETT?

1. &b
2. @6Vemev

+ @S GIL 6T &[5 816 &N (WighH G, 2- M6 CHISHDEG 568
mearh.

> THITHMTVSHH 6L CHsVILD 668 G110 GG emeuLILIL L IT6V 2518 (615 L 60T
QBIMTLIL Q&ITETET 2 MBI&6IT QGITLITL] 6T600T60600TLI LIS TIH Sl
Q& eiTeIT [BRIGET SWTTTS @ (HS BN THeTm?

1. 9D, URIHSE Q&TeTen SWTITS @) HaH Gmedr

2. @)6V6M6V, BIT6OT SWITTTES @)6LEM6V.
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ANNEXURE 7 - IEC Approval letter

it Rt Ryesirer amgfismer aite sitenfra®t viversr, P
Rywassgen - gyoaa, Wiver, Ry
SREE CHITRA TIRUNAL INSTITUTE FOR MEDICAL SCIENCES AND TECHNOLOGY, TRIVANDRUM
Thiruvananthapuram - 695 011, Kerala, India
(An Institute of National Importance under Govt. of India)

Grams : Chitramet, Phone : +91-471-2443152, Fax : +91-471-2550720/ 2446433, E-mall : sct@sclimst.ac.In, Website : www.sctimst.ac.in

Institutional Ethics Committee

CDSCO Reglstration No: ECR/189/Inst/KL/2013/RR-24
DHR Registration No:EC/INEW/INST/2022/2775

SCT/IEC/2333/DECEMBER/2024 15.01.2025

Dr. Lenin A
MPH Student, AMCHSS
SCTIMST, Thiruvananathapuram

Dear Dr. Lenin,

The Institutional Ethics Committee heid on 30" December, 2024, reviewed and discussed your
application to conduct the study titled “"ASSESSING PROSTATE CANCER AWARENESS AMONG
THE ADULT MALE POPULATION: A CROSS-SECTIONAL SURVEY IN ODDANCHATRAM
MUNICIPALITY, DINDIGUL, TAMIL NADU" (IEC /2333) .

Principal Investigator [ Dr. Lenin A, MPH Student, AMCHSS, SCTIMST ]
‘ Co-Principal Investigator(s) | Dr. Jissa V T, Scientist D, AMCHSS, SCTIMST. |
| Duration of the study | 6 months ]

The following members of the Ethics Committee were present at the meeting held on 30"
December, 2024

SL. [ Member Name Highest Degree Gender | Scientific Affiliation
No. INon with
Scientific Institution(s)
1. Dr. Manoj Murhekar MD (Preventive & Male | Social No
Social Medicine) Scientist
2. Dr. Annapurna.Y MD Female | Basic Medical No
Scientist
3. Ady. Priya Kaimal LLM, MBL Female | Legal Expert No
4. Dr. Indu PV MBBS, DPM, MPAhil, Female | Clinician No
PhD
5, Dr. Rejnish Kumar MBBS,MD ,DNB Male Clinician No |
6. | Smt. Rekha Radhakrishnan | M.A (Eng.); B.Ed Female | Lay person No |
L?. Dr. Biju Soman MBBS,MD, DPH, MSc, Male | Basic Medical Yes
DLSHTM Scientist
8. Dr. Syam K MBBS, MD, DM Male | Clinician Yes
9. Dr. Srinivas G PhD Male Basic Medical Yes
Scientist
(Member
Secretary) J
1
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The following documents were roviewed:

Original Submission
dated 10.12.2024 forwarded by HOD

1 IEC Apphcation Form

2  Covenng lefler addressed to the Chairperson. JEC, SCTIMST
3 Queshonnaire in English and Tamil

4 infarmed Consent Form in English and Tamil

& Checkis! for participant selection for the survey

& Parsapant Information Sheels in English and Tami!
T Checklist Form
8§

Q

Proposal
Declaration Form
10 CVof Pl and Co-Pl

Revised submission
Covening letter addressed to the Member Secretary. IEC, SCTIMST dated 10.01.2025
Proposal ] )
Participant Information Sheels in English and Tamil
English and Tamil

2
3
4. Informed Consent Form in
5 Interview Schedule in English and Tamil
6

Questionnaire in English and Tamil

|EC Decision
The IEC approved the conduct of the study in the present form.

Remarks:
The Institutional Ethics Committee expects to be informed about the progress of the study,
dy, any changes in the protocol and patient

any SAE occurring in the course of the stu
information/informed consent and asks to be provided a copy of the final report.

m / Guide who participated in voting / decision making
ed and operated according to the requirements of

There was no member of the study tea
ents of the Indian Council of Medical Research

process. The ethics committee is organiz
Good Clinical Practice and the requirem

(ICMR).
Sincerely,
Dr. G. Srinivas
Member Secretary, IEC
MEMBER SECRETARY WSTITUNONAL ETHCS
UTIONAL - COMMRTIEE 12
T e i ;,.Ef,{-.,
s THRUKANTEAPURAN
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Annexure 8 — Plagiarism report

Thesis - final draft-Lenin 50372 Similarity Index
By: Lenin A 50372 o
8%

As of: Apr 29,2025 11:18:05 AM
13,484 words - 107 matches - 29 sources

Mode: Similarity Report

paper text:

Abstract Background: Prostate cancer is a leading cancer among men globally. In India, rural men often lack knowledge

i,

about prostate cancer s risk factors, symptoms, and the importance of early ‘ 6 ‘
screening. This study aimed to evaluate the awareness levels
of prostate cancer among men aged 40 and above in ‘ 2 ‘

Oddanchatram, Tamil Nadu, focusing on their understanding of risk factors, symptoms, and early detection. Methods: This
cross-sectional study was conducted across all 18 wards in Oddanchatram municipality, sampling men aged 40 and above
using systematic sampling covering the sample size of 216. Data was collected through an interviewer-administered

questionnaire covering demographic details,
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