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ABSTRACT 
Cervical cancer is the cancer with the highest rate of incidence in Thai women. The 

mortality rate from cervical cancer has been increasing; however, the rate of cervical cancer 
screening has been decreasing. This study was aimed to investigate women’s use of cervical 
cancer screening services and the relationships of predisposing, enabling, and reinforcing 
factors with women’s use of cervical cancer screening services. The sample was composed of 
188 women aged 35 – 60 years who lived in the catchment area of primary care units in 
Muang District, Nakhon Sawan Province during July to August, 2006. Data were collected at 
the sample’s home with a self - administed questionnaire and were then analyzed with 
descriptive statistical methods, chi-square, and odd ratios.   

 
 It was found that among the 188 women, 52.7 percent had used cervical cancer 
screening services and 47.3 percent had not used of the screening services. The sample 
expressed a high level of knowledge about cervical cancer, a moderate level attitude toward 
the screening, a high level of perceived susceptibility to cervical cancer, a moderate level of 
perceived severity of cervical cancer and a moderate level of perceived benefits of following 
advice for the prevention of cervical cancer. Factors that were significantly related to cervical 
cancer screening at the statistic of level p < 0.05 were predisposing factors concerning 
knowledge about cervical cancer (OR =1.97 95%CI 1.09 – 3.54), attitude toward cervical 
cancer screening (OR =2.74 95%CI 1.49 – 5.05), perceived benefits of following advice for 
prevention of cervical cancer (OR =4.16 95%CI 2.24 – 7.77), and an enabling factor 
concerning distance from home to primary care units (OR =2.46 95%CI 1.23 – 4.94).    

  
 Given the results of this study, it is recommended that family nurse practitioners 
should have an active management plan to provide the general public with correct and 
accessible information about cervical cancer, so people will develop positive attitudes toward 
cervical cancer screening. There should be a campaign promoting medical service for cervical 
cancer screening that is free-of-charge, provided in the local community, not causing 
embarrassment, quick, and convenient. The family history of a woman receiving cervical 
cancer screening should be clearly filed. 
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                             KNOWLEDGE ABOUT CERVICAL CANCER/ATTITUDE TOWORD 

                                 CERVICAL CANCER SECEREENING / PERCEIVE OF CERVICAL CANCER 
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บทคัดยอ 

มะเร็งปากมดลูกเปนโรคมะเร็งที่มีอุบัติการณสูงเปนอันดับหนึ่งของมะเร็งในสตรีไทย และมีอัตราการ
เสียชีวิตเพิ่มขึ้น แตอัตราการตรวจคัดกรองมะเร็งปากมดลูกมีจํานวนลดลง การศึกษาครั้งนี้มีวัตถุประสงคเพื่อ
ศึกษาการมาใชบริการตรวจคัดกรองมะเร็งปากมดลูกของสตรี และความสัมพันธของปจจัยนํา ปจจัยเอื้อ และปจจัย
เสริม กับการมาใชบริการตรวจคัดกรองมะเร็งปากมดลูกของสตรี ในศูนยสุขภาพชุมชน  อําเภอเมือง  จังหวัด
นครสวรรค กลุมตัวอยางมีอายุ 35 - 60 ป จํานวน 188 คน อาศัยอยูในเขตรับผิดชอบของศูนยสุขภาพชุมชน 
ระหวางเดือนกรกฎาคมถึงเดือนสิงหาคม 2549 เก็บรวบรวมขอมูลโดยการแจกแบบสอบถามที่ตอบดวยตนเอง 
วิเคราะหขอมูลดวยสถิติเชิงพรรณนา คาสถิติไคสแควร และอัตราเสี่ยงสัมพัทธ  
 ผลการศึกษาพบวา สตรีกลุมตัวอยาง จํานวน 188 คน มาใชบริการตรวจคัดกรองมะเร็งปากมดลูก 
จํานวนรอยละ 52.7 ไมมาใชบริการรอยละ 47.3 สตรีกลุมตัวอยางมีระดับความรูเกี่ยวกับมะเร็งปากมดลูกอยูใน
ระดับสูง มีทัศนคติเกี่ยวกับการตรวจคัดกรองมะเร็งปากมดลูกอยูในระดับปานกลาง มีการรับรูเกี่ยวกับโอกาสเสี่ยง
ของการเกิดโรคมะเร็งปากมดลูกอยูในระดับสูง มีการรับรูเกี่ยวกับความรุนแรงของการเกิดโรคมะเร็งปากมดลูก 
และการปฏิบัติตนเพื่อปองกันโรคมะเร็งปากมดลูกอยูในระดับปานกลาง ปจจัยที่มีความสัมพันธกับการใชบริการ
ตรวจคัดกรองมะเร็งปากมดลูกอยางมีนัยสําคัญทางสถิติที่ p < 0.05 ไดแก ปจจัยนําดานความรูเกี่ยวกับโรคมะเร็ง
ปากมดลูก (OR =1.97 95%CI 1.09 – 3.54), ทัศนคติเกี่ยวกับการตรวจคัดกรองมะเร็งปากมดลูก (OR =2.74 95%CI 
1.49 – 5.05), การรับรูผลดีของการปฏิบัติตนเพื่อปองกันโรคมะเร็งปากมดลูก (OR =4.16 95%CI 2.24 – 7.77), 
ปจจัยเอื้อดานระยะทางจากบานไปศูนยสุขภาพชุมชน (OR =2.46 95%CI 1.23 – 4.94) 
            จากการศึกษาครั้งนี้มีขอเสนอแนะวาพยาบาลเวชปฏิบัติ ควรมีการจัดแผนการดําเนินงานเชิงรุกที่ใหขอมูล
ที่ถูกตองประชาชนเขาถึงในการใหความรูที่ถูกตองจนเกิดการเปลี่ยนแปลงทัศนคติที่ดีในการตรวจคัดกรองมะเร็ง
ปากมดลูก  โดยยึดหลักวา ตรวจฟรี  ตรวจถึงที่ ตรวจโดยไมอาย ตรวจเร็วและไมตองรอนาน และมีการทําแฟม
ประวัติครอบครัวสําหรับผูที่เคยไดรับการตรวจคัดกรองมะเร็งปากมดลูกอยางชัดเจน 
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CHAPTER I 

INTRODUCTION 
 

 

Background and Significance of the Study  
Cervical cancer is the most common cancer among Thai women with the 

highest incidence rate. In the year 2002, the mortality rate from cervical cancer was 

23.4 per 100,000 populations and the rate increased to 68.4 in 2003. It is estimated that 

the mortality rate of cervical cancer   will be 73.3 per 100,000 in 2005 (Ministry of 

Public Health, 2004). Cervical cancer mostly occurs in Thai women at the age 

between 35 and 50 year (National Institute of Caner, 2005) and is commonly found in 

women older than 35 years of age (National Institute of Cancer, Department of 

Medical Services and Ministry of Public Health, 2001).  

Even though cervical cancer is a serious illness, it is the only type of cancer 

that can be detected at early stage and the screening for early detection is effective. 

Therefore,   women with cervical cancer at early stage can receive early treatment and 

live a long life as normal people. The most appropriate cervical cancer screening for 

early detection is a cytology testing called the Pap smear. If the Pap smear result 

shows abnormalities, the woman will be recommended to have further investigation 

for proper treatment (Pengsa, P., 1997).    

 The government recognizes the significance of problems from cervical 

cancer thus cervical cancer screening is included in the 9th National Health 

Development Plan (Ministry of Pubic Health, 2001). According to the plan, the 

Ministry of Public Health has a campaign encouraging Thai women older than 35 

years of age to have medical check-up and pelvic examination for regular cervical 

cancer screening every five years A cervical cancer screening program for women 

aged 35 – 60 years old is launched in 75 provinces around the country, aiming to 

provide cervical screening to 50 percent of women in the target group. (Bureau of 

Medical Technical Development, 2004).However, the number of women receiving 

cervical screening has been very low and irregular (Kawila, R., 1994). It was found 
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that most women sought medical services when they had cervical cancer stage II - IV, 

thus the cancer is already invasive and difficult to cure or incurable (Ubonratchathani 

Cancer Center, 2003).Thai women are usually taught to not having sex-related or 

genitalia-related talks, as it is considered a humiliating and embarrassing subject. This 

factor, in addition to shyness in women’s nature, has effects on the women’s action 

concerning cervical screening and medical consultation (Suphapha, A., 1998).   This is 

shown in a number of studies. For instance, Jattana Srisai (1998) conducted a study on 

factors affecting cervical cancer screening among women in Nan Province and found 

that 37.3 percent of the women never had cervical cancer screening with the reason 

that they did not have any abnormal symptoms. Walaipan Cholsuk (1997) investigated 

the access to medical services of women with cervical cancer and found that 51.6 

percent of women who had received information about the cancer did not have 

cervical cancer screening on account of embarrassment mostly. In addition to these 

reasons, several   factors also have effects on health behavior.   

From to the PRECEDE framework  proposed by Green and associates, three 

types of factors affecting one’s health behavior comprise predisposing factors, 

enabling factors, and reinforcing factors. Predisposing factors are basic factors 

contributing to a person’s motivation to conduct certain behavior. Enabling factors are 

the factors essential to the one’s performance of that behavior, including relating skills.  

Reinforcing factors are the factors that one receives from other significant persons, 

leading to the enhancement or inhibition of certain behavior and the Health Belief 

Model proposes that individuals consciously consider and weigh all the different 

variables in deciding the actions they will pursue. A kind of “cost-benefit analysis” is 

thought to occur in   which an individual weighs opposing or conflicting options. The 

cost side consists of susceptibility and severity factors, while the perceived benefits of 

taking action and the ability to overcome perceived barriers to action make up the 

benefit side. Other variables can affect either costs or benefits. Individuals are most 

likely to take action when they believe they are susceptible, when the condition is 

severe, whether available course of action is beneficial in reducing susceptibility or 

severity, and when the costs of inaction outweigh the benefits. For behavior 

concerning cervical cancer screening, predisposing factors include education level, 

occupation, knowledge about cervical cancer, and perception of cervical cancer 
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(William & Wilkins, 2005; Thangarm, W., 1998). Enabling factors related to cervical 

cancer screening include distance to the health service centers, and convenience in 

service access (Konesanthia, S., 1998).  Reinforcing factors include the reception of 

information or advice about cervical cancer screening (Suphapha, A., 1998). A study 

conducted by Pornthip Totharong (1998) examined the promotion of cervical cancer 

screening with the application of Health Belief Model in combination with motivation.  

Pajaree Chanpeng (1998) studied health behavior in cervical cancer prevention among 

agricultural women in the upper southern region by focusing on their reception of 

information in general and their perception of cervical cancer. Pradab Thongsai (1998) 

conducted a study on behavior for cervical cancer prevention among factory workers 

in suburban areas and also investigated the sample’s reception of information in 

general and their perception of cervical cancer.    

In the year 2004 -2006, the mortality rate from cervical cancer in Nakhon 

Sawan Province is 2.5, 3.1 and 4.1 per 100,000 respectively and the number of clients 

was 4.8, 23.7 and 68.3 percent. The mortality rate from cervical cancer is second 

highest in the lower northern region. Cervical cancer is a leading cause of death from 

cancer in the Muang District of Nakhon Sawan Province as it accounts for 43 percent 

of death from cancer with the highest incidence rate in the municipality area (Office of 

Policy and Strategy Depart of Public Health Office Nakhon Sawan, 2003).   There are 

five primary care units in the municipality area of Nakhon Sawan Muang District and 

these units can answer to the population’s requirements. Moreover, all five units are 

conveniently accessible as there are regular passenger buses going toward the units 

throughout the working hours. Still, the number of women receiving cervical cancer 

screening does not reach the planned target of the public health policy. The 

percentages of female population receiving cervical cancer screening at the Sapahan 

Dam Primary Care Unit, Wat Sai Tai Primary Care Unit, Wat Chorng Primary Care 

Unit, Sawapracharak Primary Care Unit, and Wat Khao Primary Care Unit were 51.26, 

34.5, 31.4, 29.3 and 23.8respectively (Statistics and Data Division, Sawanpracharak 

Hospital, 2004).  
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Therefore, Green’s concept was applied to this study. The variables being 

studied as predisposing factors comprised knowledge about cervical cancer, perception 

of cervical cancer, and attitude. This is because attitude and belief, which involve 

subjective feelings and opinion, have very close meanings and are almost the same 

word. Thus, this study chose to investigate attitude toward cervical cancer screening.  

For the enabling factors, the only variable being investigated was the distance from 

home to primary care units because the units were located near communities for the 

convenience of access. The health care resources, as well as rules and regulations of 

access to medical services, were not included in the study because the researcher is a 

practitioner and does not have roles or responsibilities in issuing rules or regulations in 

primary care units. For reinforcing factors, the variable being studied was the 

reception of information from a person or group of people, such as doctors, nurses, or 

health volunteers. A major role of teaching both theoretical and practical nursing, as 

well as providing academic services to communities where nursing students have 

primary health care practice the researcher of this study is interested in examining 

factors related to use of cervical cancer screening services, as the results could be 

applied to the teaching and learning of nursing practice in order to promote cervical 

cancer screening among women in communities. The study findings could also be 

used as guidelines for concerning organizations to take active action in accordance 

with the policy of promoting cervical cancer screening effectively, The results could 

also be applied to the provision of health education about cervical cancer, changing 

women’s attitude toward cervical cancer screening and pointing out the susceptibility 

and severity of cervical cancer, thus increasing awareness of benefits of cervical 

cancer screening. A campaign, information, or advice about cervical cancer screening 

should be widely and effectively propagated.  

 

Research Question 
 What are the factors related to the use of cervical cancer screening services 

among women who lived in the catchment area of primary care units in Muang 

District, Nakhon Sawan Province.   
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Objectives of the Study  
1.  To study the utilization of cervical cancer screening services among 

women aged 35 – 60 years who lived in the catchment area of the primary care units in 

Muang District, Nakhon Sawan Province.   

2.  To study the predisposing, enabling and reinforcing factors and the 

relations between these factors and the cervical cancer screening among women aged 

35 – 60 years who lived in the catchment area of the primary care units in the Muang 

District, Nakhon Sawan Province. 

 

Hypotheses of the Study   
1.  Predisposing factors, comprising of education, occupation, knowledge 

about cervical cancer, attitude toward cervical cancer screening, and perceptions of 

cervical cancer, are related to the use of cervical cancer screening services.  

2.  An Enabling factor, distance from home to primary care units, is related 

to the use of cervical cancer screening services.   

3.  A reinforcing factor, reception of information or advice about cervical 

cancer screening, is related to the use of cervical cancer screening services. 

 

Research Framework  
This study was based on the PRECEDE framework, proposed by Green and 

associates (1980) and HBM by Becker (1974).  

The PRECEDE framework, or Predisposing, Reinforcing and Enabling 

Constructs in Education/environmental Diagnosis  and  Evaluation framework, starts 

from the final desired outcome, i.e. quality of life or healthy condition, before 

examining  causes or factors leading to that outcome. Such causes or factors include 

the persons’ behavior, behaviors of people influential in controlling resources or 

rewards, and the environment that enhances or maintains the continuity of modified 

behaviors in persons or communities (Green, Kreuter, Deed & Patridge, 1980). The 

related factors are classified into three types, as follows:        

Predisposing factors refer to basic factors contributing to motivation for 

one’s behavior performance. These factors involve one’s preference which derives 
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from educational experience and may either promote or inhibit certain behavior, 

depending on the person’s personal experience. Predisposing factors are composed of 

knowledge, attitude, perception including socioeconomic occupation and education 

level. 

Enabling Factors refer to the resources and skills that are essential for one’s 

performance of certain behavior, as well as the abilities to use existing resources 

regarding service centers, distances. Significant qualities of enabling factors are 

accessibility and availability.  

Reinforcing factors refer to the support or expected support from other 

people in response to one’s behavior. The support may be presented as objects, 

compliments, acceptance, or even punishment or rejection of that behavior. It could 

also be regulations that the person is required to follow. Reinforcing factors may come 

from other people such as relatives, friends, doctors, or supervisors, and they may 

encourage or discourage the performance of certain behavior.    

These three factors – predisposing, enabling and reinforcing factors, have concurrent 

influence on a person’s behavior or action. Therefore, they have to be taken into 

consideration together, not separately, in the modification of one’s behavior.  This 

PRECEDE framework proposed by Green and associates could be applied to the study 

of factors related to use of cervical cancer screening services of women at primary 

care units in Muang District, Nakhon Sawan Province. According to Becker (1974), 

the Health Belief Model could be applied to explain a person’s performance for 

cervical cancer screening services, which states that person’s perception indicates their 

behavior as perceived susceptibility, perceived severity, and perceived benefits  

   
The factors to be investigated in this study are listed below.   

Predisposing factors: education level, occupation, knowledge about cervical 

cancer, attitude toward cervical cancer screening, and perception of cervical cancer;  

Enabling factors: distance from home to primary care units  

Reinforcing factors: reception of information or advice about cervical cancer 

screening. 

The research framework is summarized in the following diagram:  
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Diagram 1:  Research Framework  

 

Scope of the Study 
 This research is a descriptive study, aiming to investigate the utilization 

cervical cancer screening services and identify factors related to the use of cervical 

cancer screening services of women aged 35 – 60 years old who lived in the catchment 

area of primary care units in Muang District, Nakhon Sawan Province in the year 2006.     
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Definition of Terms  
Predisposing factors refer to basic factors that lead to motivation for using 

cervical cancer screening services. The factors comprise education level, occupation, 

knowledge about cervical cancer, attitude toward cervical cancer screening and 

perception of cervical cancer.    

Education level refers to the highest level of formal education that the 

sample received. This is classified into three groups: low education level, referring to 

no formal education or education at primary level; moderate education level, referring 

to the high school level, diploma, or university certificate; and high education level, 

referring to bachelor’s degrees or higher level. 

Occupation refers to the women’s regular work that they might or might not 

receive salary but held responsibility for the work. The occupation in this study was 

classified into two groups, as follows:  

Labor work refers to the laboring job that requires muscular strength and 

relatively intense physical activities such as agricultural work or construction work.    

Non-labor work refers to the work that does not involve intense physical 

activities or laboring efforts, such as housewives, vendors, private businesspersons, or 

civil servants.   

Knowledge about cervical cancer refers to the women’s knowledge about 

cervical cancer regarding causes, signs and symptoms, progression of illness, and 

prevention. The knowledge is assessed as correct or incorrect and classified into three 

levels: low, moderate and high. It estimated by Prapaporn Suwaratchia (1996) 

instrument. 

Attitude toward cervical cancer screening refers to one’s feeling or belief 

about cervical cancer screening and classified into three levels:  positive, moderate and 

negative attitude toward cervical cancer screening. It estimated by Prapaporn 

Suwaratchia (1996) instrument. 

Perception of cervical cancer refers to the process of which a person 

receives stimuli through the   five sensory channels and interprets them with previous 

experience. One’s perception of cervical cancer was assessed in forms of levels of 

feelings or opinion toward the disease as reflected in levels of agreement to a 
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statement, ranging from the most to the least agreement. It estimated by Wanida 

Thangarm instrument. The perception was classified into three aspects, as listed below.  

-  Perceived susceptibility of cervical cancer refers to the perception 

of susceptibility to cervical cancer or risk of having the disease.   

-  Perceived severity of cervical cancer refers to the perception 

regarding harm and severity of cervical cancer on the body, lifestyle, family relations, 

and social status.    

-  Perceived benefits of following advice for the prevention of 

cervical cancer refers to the perception of benefits and usefulness of taking action for 

the prevention of cervical cancer, including cervical cancer screening which may lead 

to early detection of abnormalities and curability.  

Enabling factors refer to essential resources for receiving cervical cancer 

screening, including the skills and abilities to use resources related to cervical cancer 

screening. The enabling factors being investigated in this study are distance from 

home to primary car units.   

Distance form home to primary care units refers to the distance from the 

sample’s house to primary care units, expressed in kilometers. The distance in this 

study was classified into two groups:   

Near refers to the distance not longer than two kilometers between the 

sample’s home and the nearest primary care unit.  

Far refers the distance longer than two kilometers between the sample’s 

home and the nearest primary care unit.  

Reinforcing factors refer to the support that women received from other 

people to help them performing the desired behavior. The factor to be studied in this 

research is women’s reception of information or advice.  

Reception of information or advice about cervical screening refers to 

received or no received of information or advice about cervical cancer screening. The 

information may be given through various media such as radio, television, health 

brochures or may come from relatives, friends and health professionals.  

Use of cervical cancer screening services refers to the sample’s behavior in 

using or not using cervical cancer screening services at primary care units, private 

medical clinics, public and private hospitals, or mobile medical clinics.  
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Expected Outcomes  
1.  The results of this study should be beneficial for family nurse 

practitioners in Muang District, Nakhon Sawan Province in making plans for the 

promotion of cervical cancer screening.   

2.  The results of this study could suggest gaps and areas of study for further 

research on factors related to the use of cervical cancer screening services.   
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CHAPTER II 

LITERATURE REVIEW 
 

 

 This research is a study of factors related to the use of cervical cancer 

screening services by women living in catchments area of primary care units. Related 

literature and research on the following topics are reviewed in details below.  

 1. Cervical cancer and risk factors of cervical cancer 

 2. Cervical cancer screening and nurse roles in primary care units  

 3. PRECEED Framework  

 4. Factors affecting health behavior concerning cervical cancer screening   

 

1. Cervical cancer  
 Cervical cancer is a malignant tumor commonly found in women, especially 

those in developing countries (Belcher, 1992). The disease begins from abnormal 

growth of epithelial cell near the cervix. The abnormalities may be found in size, 

shape, or cell components and continually change into carcinoma in situ (CIS), which 

can spread to the surrounding normal tissues. The malignant cells may then spread to 

other organs through the lymphatic and vascular system. The cause of cervical cancer 

is   the human papilloma virus (HPV).      

1.1  Pathophysiology 

1.1.1  Normal Anatomy and Physiology of cervix  

 The cervix is an area of dense, connective tissue on the lower 

part of uterus that extends from the isthmus into the vagina. The opening in the center 

of the cervix is called the endocervical canal, or the endocervix. The upper part of the 

opening is call the internal os, and the lower opening that opens into the vagina is 

called the external os, or endocervix. The endocervical canal is lined with columnar 

epithelial cell, whereas the exocervix is covered with squamous epithelial cells. The 

point where the columnar and squamous epithelial cells meet is called the 

squamocolumnar junction.  
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 The squamocolumnar junction is a dynamic area that changes in 

conjunction with a woman, s fluctuating hormone level. The junction is most 

exophytic (i.e., advances well out onto the exocervix) during neonatal life, menarche, 

and during the first pregnancy. When the cervix is exophytic the columnar cells are 

exposed to the acidic Ph of the vagina and are covered by squamous epithelium. This 

area of squamous metaplasia between the columnar and squmous epithelial cells of the 

endocervix and exocervix is called the transformation zone. It lies between the new 

original squamocolumnar junction and the physiologic squamocolumnar junction. The 

zone is more susceptible to carcinogenic influences during exophytic phases. A larger 

transformation zone associated with biologic immaturity is also more susceptible to 

carcinogen. 

 Normally, as the epithelial cells in the cervix mature, the 

keratinocytes flatten out and contain smaller nuclear – to – cytoplasmic ratio. These 

cells are ultimately sloughed off the surface and are replaced by the basal level of cells 

below the surface. 

 The cervical cancer region contains several lymphatic chains that 

drain the area. The region lymph nodes include the paracervical, parametrial, 

hypogastric, internal iliac, external iliac, common iliac and presacral. The major 

vascular network supplying blood to the cervix is the venous plexus and paracervical 

veins. These lymphatic and vascular networks play a major role in the netastatic 

spread of the disease. 

1.1.2  The process of Carcinogenesis  

 The process of the carcinogenesis in the cervix beings with 

cellular insult to the keratinocytes of the cervix and eventual DNA changes within the 

transformation zone. The carcinogenic insults are most likely multifactorial.However, 

HPV is presumed to play a major role in carcinogenesis. 

The Role of HPV in Cervical carcinogenesis. HPV infection 

occurs in the basal cell layer of the cervix that consists of the diving level of the 

epithelium. Therefore the basal cells constitute reservoir of HPV DNA, and the virus 

replicates in all daughter cells. HPVs, specifically types 16 and 18, may be responsible 

in part of the epithelial cells. The HPV contain two proteins, E6 and E7 that bind to 

and inhibit two key antioncogenes, P53 and the retinoblastoma protein. Only HPV16 
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and 18 appear to have the binding affinity for these key antioncogenes. These proteins 

are necessary for full transformation of primary human keratinocytes. HPV my effect 

the keratinocytes in two ways: koilocytosis or dysplasia. Koilocytosis is presumed to 

be direct effect of HPV and is characterized by irregular or enlarged nuclei. Dysplasia 

however, is characterized by an increased nuclear – to – cytoplasmic ratio, an irregular 

– shaped nucleus, and chromatin abnormalities. The transformation period to cervical 

cancer is slow, estimated at 10 to 15 years. 

 The Development of CIN. CIN is a term used to define epithelial 

cervical abnormalities. The classification system demonstrates the progression of the 

disease. CIN grade I is characterized by 20% to 25% replacement of the normal 

epithelium by immature cells with high cytoplasmic ratios. CIN grade II constitutes 

50% replacement by immature cells, and CIN grade III reveals almost complete 

replacement by immature cells. Condyloma is another term associated with cellular 

changes and refers to koilocytosis in the absence of marked nuclear atypia. Stong 

evidence suggest that HPV16 and 18 are linked to high - grade CIN and invasive 

cervical cancer, whereas low – grade CIN and condyloma are linked to other types of 

HPV .Low – grade lesion are also more likely to regress. 

 The Development of Micro invasive and Invasive Cervical 

Carcinoma. Micro invasion cervical carcinoma occurs when immature cells traverse or 

break through the basement membrane. Micro invasion occurs commonly with CIN III 

and less commonly with lower – grade lesions. Invasive carcinoma occurs when 

epithelia Cells have traversed the basement membrane, and progress and invade the 

underlying stroma. 

 Routes of Metastasis. Cervical cancer beings as a superficial 

ulceration, or it may present as an exophytic tumor in the exocervix or as extensive 

infiltration of the endocervix. The cancer then spreads locally to adjacent vaginal 

fornices or to paracervical and parameterial tissue. It eventually invades the bladder 

and the rectum. Approximately 10% to 30% of all cases extend to the lower uterine 

segment and endometrial cavity. 

 Regional spread of the disease occurs through lymphatic or 

hematogenous spread, and it usually disseminates in an orderly, adjacent manner. The 

spread occurs to the paracervical and parametrial lymphatics, a medial group of the 
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external iliac nodes (obturator lymph nodes), other external iliac nodes, the 

hypogastric lymph nodes. Hematogenous spread occurs less often but is more common 

in advanced stages. This route involves the spread of cancer calls thought the venous 

plexus and paracervical veins. Distant metastatic sites include the lungs, mediastinum, 

supraclavicular lymph nodes, bones, and liver. 

1.2  Progression of disease  

       Cervical cancer progressively develops from the initial lesion or 

dysplasia. This early-stage lesion will subsequently change into carcinoma in situ 

under appropriate condition and   reach the stage of invasive carcinoma eventually 

(Clark, 1994).   

Dysplasia refers to the presence of atypia in squamous cell membrane.  

The abnormality is classified into three levels: mild, moderate, and severe (Brant, 

1999).   

  Carcinoma in situ (CIS) refers to the condition of which the whole layer 

of squamous cell membrane is full or nearly full of atypia cancerous cells (Klemm, 

2000)  

Cytological studies have shown that the atypia cells in dysplasia and in  

carcinoma in situ have the same characteristics. Therefore, it could be concluded that   

the abnormal changes of cells in these two stages reflect progressive cell 

transformation. Dysplasia at various stages and carcinoma in situ are named together 

as cervical intraepithelial neoplasia (CIN), which is divided into three stages, as listed 

below (Srisomboon, J., 2006).  

CIN I or mild dysplasia refers to the dysplasia of which the cell change  

is less than one-third of the thickness of cervical membrane.  

CIN II or moderate dysplasia   refers to the dysplasia of which the cell  

change is less than two-thirds of the thickness of cervical membrane.  

CIN III or severe dysplasia refers to the dysplasia of which the cell  

change is less than two-thirds of  the thickness of cervical membrane and there is an 

evidence of carcinoma in situ, or changes of the whole lining layer of cell membrane.   

CIN does not always progress to invasive cancer in every case. Studies  

have shown that approximately 40 - 60 percent of untreated CIN will develop into CIS 

but in some cases, CIN may progress directly to invasive carcinoma without entering 
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the CIS stage. The time of progression varies. The change from dysplasia to CIS will 

take about seven years and about 14 years from CIS to invasive cancer (Srisomboon, J., 

2006). 

1.3  Stages of cervical cancer   

       The International Federation of Gynecology and Obstetrics (FIGO) has 

classified cervical cancer into the following stages (Klemm, 2000): 

Preinvasive carcinoma 

Stage 0: the initial stage of cancer, including the CIN and CIS 

Stage I: the cancerous cells are found around the cervical area only.  

Stage Ia: the cancerous cells can be seen only under a microscope to 

detect the abnormalities.  

Stage Ib: cervical cancer has progressed and the abnormal cells can be 

seen without a microscope.  

Stage II: the cancer has spread beyond the cervix but has not reached 

the pelvic wall or has spread to the vagina but still covers less than one-third of lower 

vagina.  

Stage IIa: the cervical cancer has spread to the upper vagina but still 

has not reached the parametrium. 

Stage IIb: the cancer has spread to the parametrium but still has not 

reached the pelvic cavity.  

Stage III: the cervical cancer has spread to the pelvic wall and one-third 

of lower vagina  

Stage IIIa: the cancer has spread to one-third of lower vagina but still 

has not reached the pelvic wall.  

Stage IIIb: the cancer has spread to the pelvic wall and urinary tracts, 

causing nephredema and renal dysfunction.  

Stage IV: the cancer has invaded other organs outside the pelvic cavity.  

Stage IVa: the cancer has spread to nearby organs such as bladder and 

rectum.  

Stage IVb: the cancer has spread to other vital organs such as brain, 

kidney, lungs, etc.  
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1.4  Signs and symptoms  

 Patients with CIN do not usually have specific signs or symptoms of  

illness. In some cases, the patients may have symptoms of preinvasive carcinoma, 

followed by increasingly severe symptoms as the cancer progresses to invasive stage. 

The progress of symptoms is detailed below (Moore, 1997, Higgs, 2000):  

  -  Asymptomatic. Most patients do not have abnormal symptoms at 

precancerous or early stage of cancer because the pathological condition is not yet 

severe to cause any abnormal symptoms.  

 -  Mucous leucorrhea. The cell reaction of each gland on the cervical 

membrane is similar to general inflammatory reaction. This is a common symptom 

that brings the patients to seek medical advice. During the invasive and final stage of 

cancer, the patients may have foul leucorrhea from wide spread of cancer cells in 

addition to infection and cell decomposition. 

  -  Abnormal vaginal bleeding or hemorrhage. In early stage of cancer, 

the patients may have spotted bleeding during or after sexual intercourse; or may have 

laceration on the cervix. In later stage of cancer, the patients will have heavy bleeding, 

which could be so severe to cause anemia. There may be vascular laceration in 

combination with dead tissues, leading to decomposition. As a result, the vaginal 

discharge may appear bloody and mixed with pus from infection.  

  -  Pelvic examination does not usually find specific characteristics of 

cervical cancer but the examiner may detect some changes in the cervix; for instance, 

the changes showing experiences of vaginal intercourse or child birth, chronic 

infection, or laceration.  

 -  Pain. This symptom is usually present at later stages of cancer, 

when the cancerous cells have spread to nerves and other organs. For instance, the 

patients may have abdominal pain from pelvic thrombophlebitis, lympangitis, and 

cellulitis.  

 -  Symptoms of terminal stage of cancer. The symptoms derive from 

the spreading of cancer cells to various organs, e.g. bladder, lymphatic glands, bones, 

and lungs. The patients will appear fatigue, weak and thin. They usually have anemia, 

hematouria, cough, edema of lower limbs, and shortness of breath.  
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1.5  Risk factors of cervical cancer 

      Research and literature concerning factors related to health behavior in 

cervical cancer screening were reviewed for the study in women living in the affiliated 

areas of primary care units, as detailed below.   

1.5.1  Marriage or sexual intercourse. The risk of cervical cancer is 

directly associated with sexual intercourse (Furniss, 2000). It is found that the 

incidence rate of cervical cancer increases in women with the following characteristics:  

   1.5.1.1 Women who get married or start having sexual 

intercourse at young age, especially at the age younger than 17 years. This is probably 

because the cervix is sensitive to transformation at this age (Thongsong, T., & 

Srisomboon, J., 1996; Morris & Burke, 1993).  Women who start having sexual 

intercourse before 16 years old are at risk of cervical cancer by 2.7 times higher than 

women who start having sexual intercourse after 22 years old (Srisomboon, J., 2006). 

This report is in accordance with a study conducted by Aree Pantusart (1998), which 

found that 77.60 percent of women with cervical cancer who received treatment at 

Maharaj Nakhonchiengmai Hospital got married and had sexual intercourse for the 

first time at the age between 10 and 20 years.     

   1.5.1.2  Women having sexual intercourse with many men. This 

characteristic indicates the increased risk of contact with carcinogens (Reid, 2001). 

Studies have shown that women who have sexual intercourse with many men are at 

higher risk of cervical cancer than women having intercourse with one man by 2 – 3 

times (Thongsong, T., & Srisomboon, J., 1996).  

   1.5.1.3  Women having sexual intercourse at high frequency.  

Patients with cervical cancer are found having sexual intercourse frequently 

(Pengmongkon, Y., 2003).  

   1.5.1.4  Women with several pregnancies and child births. 

Pregnancy and child delivery cause changes in cervical cells due to frequent 

lacerations and subsequent tissue repairing (Pengmongkon, Y., 2000).  

1.5.2 Age. Invasive cervical cancer is mostly found in women aged 45 

– 55 years old, or averagely 48 years. Early-stage cervical cancer is commonly found 

at younger age, averagely 38 years old; nowadays, however, it is increasingly found in 

women aged 20 years old or younger  (Pengmongkon, Y., 2000).   This is consistent 
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with a survey of cervical cancer at early stage in the rural area of Thailand conducted 

by Penkae Pitakpraiwan, Pisit Pantumchinda, and Woramontree (1999), which 

collected data from 6 hospitals that are about 100 – 150 kilometers far from Bangkok. 

It was found that most women with abnormal cervical cells were aged between 40 and 

49 years. The risk of developing this cancer is very low among girls less than fifteen, 

but unlike many cancers that rarely affect young adults, cervical cancer can affect 

women in their twenties and late teens. Many older women do not realize that they 

have the highest risk of developing cervical cancer, and that it is important for them to 

continue having Pap tests. (Public Health Seattle & King County, 2005) 

1.5.3 Husbands or partners. It is found that the characteristics of 

husbands or sexual partners are associated with the incidence of cervical cancer, as 

detailed below.   

 1.5.3.1 Men who do not have circumcision are likely to increase 

risk of cervical cancer in their female partners more than those who have had 

circumcision. This is because of the smegma contains myobacteria smegmatis, which 

could change cholesterol in dead cells into carcinogens (Thongsong, T., & Srisomboon, 

J., 1996).  

 1.5.3.2  Men with penile cancer are found related to increased 

risk of cervical cancer in women by 3.6 times (Pengmongkon, Y., 2000).   

 1.5.3.3  Men with history of sexual transmitted disease and those 

who started having sexual intercourse at young age, are sexually promiscuous, or 

having extramarital sexual intercourses.  

 1.5.3.4 Women who have sexual intercourse with men whose 

wives or former wives have cervical cancer may be at higher risk of cervical cancer 

than general women.    

 1.5.3.5 Men whose sperm heads contain protamine, which has 

effect on DNA of cervical cells and causes dysplasia. Protamine is found at high level 

in sperms of men with low socioeconomic status.   

1.5.4  Contraceptive substance. The mechanism of action of contraceptive 

hormone on cervical cells is not yet identified. However, it is found that women who 

receive contraceptive pills or injection are at higher risk of cervical cancer (Reid, 

2001). There is evidence that long-term oral contraceptive (OC) use increases the risk 
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of cancer of the cervix. Some research suggests a relationship between using OCs for 

5 or more years and an increase in the risk of cervical cancer. In one study the risk was 

increased fourfold in women who used OCs longer than 10 years. In the meantime, the 

American Cancer Society believes that a woman and her doctor should discuss 

whether the benefits of using OCs outweigh this very slight potential risk. A woman 

with multiple sexual partners should use condoms to lower her risk of sexually 

transmitted illnesses no matter what other form of contraception she uses. (ACS, 2005)   

1.5.5 Smoking. Cigarette smoking is found associated with squamous  

cell carcinoma (Reid, 2001). Studies have shown that the incidence of cervical cancer 

in female smokers is two-time higher than the incidence in non-smokers. The risk 

increases in heavy smokers, long-time smokers, non-filtered cigarette smokers, and 

passive smokers who expose to cigarette smoke more than three hours everyday.  

1.5.6  Infection. Cervical cancer is found associated with a number of 

sexual transmitted infections, as listed below.  

1.5.6.1  Human pailloma virus (HPV). This is the most 

significant cause of cervical cancer (Chamarro, 2000). There are more than 70 kinds of 

HMV; but the HMV that account for high risk of cervical cancer are type 16, 18, and 

31. HMV type 18, in particular, causes rapid progress of cervical cancer from early 

stage to invasive stage (Brant, 1999).  The most important risk factor for cervical 

cancer is infection by human papillomavirus. HPVs are a group of more than 80 types 

of viruses that may cause warts and other types of cell changes in various parts of the 

body. About 30 strains of HPV can be passed sexually and infect genital organs and 

the anal   Condoms do not fully prevent transmission of HPV. When HPV infects the 

skin of the genital organs and anal area it may cause raised bumpy warts. The 

particular strains that cause genital warts rarely develop into cancer and are called 

"low risk" viruses. Other sexually transmitted HPVs have been linked with genital or 

anal cancers in both men and women. These "high risk" HPV types can cause pre-

cancerous cell changes on the cervix or vagina that are not visible and cause no 

symptoms. Over time and without treatment, these pre-cancerous cell changes may 

develop into cervical or vaginal cancers. (Public Health Seattle & King County, 2005) 

 1.5.6.2 Herpes simplex virus type 2 (HSV – 2). A number of 

studies indicate no direct relation between this virus and cervical cancer. However, it 
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is possible that this virus may activate other viruses, such as HPV, to induce cervical 

cancer (Chamarro, 2000).  

1.5.6.3 Other infections. A number of infections, such as 

trichomonas, gnorhea, or syphilis, may cause cervical cancer at early stage but these 

causes are not yet definite (Chamarro, 2000).  

1.5.7 Diet .Women with diets low in fruits and vegetables may be at 

increased risk for cervical cancer. Also overweight women are more likely to develop 

this cancer.Vitamin deficiency. The deficiencies of vitamin A, C, and E, including 

folate, increase the risk of cervical cancer (Furniss, 2000).  

1.5.8 Low socioeconomic status. It is found that women with low  

education level and low economic status are at five-time higher risk of cervical cancer, 

in comparison with those with better socioeconomic status (Thongsons, T., & 

Srisomboon, J.,  1996).  This is probably because women with low economic status 

usually have low education level thus lacking knowledge about hygienic care and 

health behavior, leading to high incidence of cervical cancer (Ingkatawornwong, T., 

1998).   

1.5.9 Race, religion, and culture. Cervical cancer is found in African 

women more than Caucasian women (Ingkathawornwong, T., 1998). African 

American, Latino, Vietnamese and Native American women have cervical cancer 

death rates that are significantly above the national average. These associations may 

be partly related to greater poverty and reduced access to preventive health care in 

these populations. (Public Health Seattle & King County, 2005)  

1.5.10 Diethylstilbestrol (DES): DES is a hormonal drug that was 

prescribed between 1940 and 1971 for some women thought to be at increased risk for 

miscarriages. Of every 1,000 women whose mother took DES when pregnant with 

them, about 1 develops clear-cell adenocarcinoma of the vagina or cervix. Stated 

another way, about 99.9% of "DES daughters" do not develop these cancers. Clear cell 

adenocarcinomas are more common in the vagina than the cervix. The risk appears to 

be greatest in those whose mothers took the drug during their first 16 weeks of 

pregnancy. The average age at diagnosis of DES-related clear-cell adenocarcinoma is 

19 years. Most DES daughters are now between 35 and 65, so the number of new 

cases of DES-related cervical and vaginal clear-cell adenocarcinoma has been 
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decreasing during the past 2 decades. However, this type of cancer has recently been 

found in a woman in her early 40s, and doctors still do not know exactly how long 

women remain at risk for DES-related cancers. Although DES daughters have an 

increased risk of developing clear cell carcinomas, about 40% of women with this 

cancer have not been exposed to DES or related medications. Some of these patients' 

mothers might have taken DES but did not recall the name of the drug. It is certain, 

however, that women don’t have to be exposed to DES for clear cell carcinoma to 

develop since some cases of the disease were diagnosed before DES was invented. 

Some studies suggest that DES daughters are also at somewhat increased risk of 

developing squamous cell cancer of the cervix and precancerous changes of cervical 

squamous cells. (ACS, 2005), a hormonal drug prescribed to women at high risk of 

miscarriages between 1940 and 1971, has been found to increase the risk of cervical 

cancer in these women’s daughters. This drug is no longer prescribed in the United 

States. According to the American Cancer Society, approximately 1 in 1000 women 

(0.1%) whose mothers were given DES during pregnancy develop cervical cancer. 

The risk is highest in women whose mothers took DES during the first 16 weeks of 

pregnancy. (Health NJ, 2006) 

1.5.11 Family history of cervical cancer: Cervical cancer may run in 

some families. If your mother or sister had cervical cancer, your chances of 

developing the disease are increased by 2 to 3 times. Some researchers suspect that 

some instances of this familial tendency are caused by an inherited condition that 

makes some women less able to fight off HPV infection than others. In other instances, 

women from the same family as a patient already diagnosed may be more likely to 

have one or more of the other non-genetic risk factors previously described in this 

section. (ACS, 2005)   

1.5.12 Lesbians and bisexual women may be at less risk of acquiring 

HPV if they have less sexual intercourse with men. However, many lesbians and 

bisexual women do or have had sexual intercourse with men. Furthermore, HPV is 

transmitted between women during sex. There is evidence that lesbians and bisexual 

women are less likely seeking routine health care because of the discomfort of coming 

out to health care providers and less access to health insurance. Additionally, because 

lesbian and bisexual women are less likely to need birth control, they are less likely to 
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have regular gynecological check-ups and Pap tests. For these reasons, lesbians and 

bisexual women may be at greater risk for cervical cancer as precancerous cervical cell 

changes would be less likely to be detected at earlier, more treatable, stages. (Public 

Health Seattle & King County, 2005) 

 

2.  Cervical cancer screening and nurse roles in primary care units 
2.1  Cervical cancer screening  

 Cervical cancer screening is secondary prevention, aiming to early 

detect the disease. Good screening should be simple, convenient, and uncomplicated. 

It should also acceptable for clients with inexpensive cost and high validity. The 

following qualities are required for effective screening (Moore, 1997, Higgs, 2000): 

 -  High sensitivity. Sensitivity is defined as the ratio of true positive 

tests to the total number of affected patients.  

  -  High specificity. Specificity is defined as the ratio of true negative 

tests to the total number of unaffected people.  

  -  High positive predictive value. Positive predictive value refers to 

the probability that with positive test results have the disease.  

  -  High negative predictive value. Negative predictive value refers to 

the probability that that people with negative test results do not have the disease.  

  Low false positive rate. False positive results mean the test results are 

positive for the disease in normal people.  

Low false negative rate. False negative results mean the test results are 

negative for the disease in affected people. 

Cervical cancer screening is the most important test for early detection, as it 

could increase the patient’s survival rate. The most common cervical cancer screening 

is the Pap smear, or the Papanicalaou smear, which is a procedure used to collect 

mucus or cells from posterior formix, ectocervix, and endocervix for cervical cytology 

testing in order to detect early stage of cervical cancer. This screening is high in 

sensitivity and specificity. It is also inexpensive and can detect cell abnormalities at 

early stage, whilst causing only slight discomfort to the client. This cytology test was 

developed in 1928 by Dr. George N Papanicolau, who proposed this cytology testing 

for cervical cancer detection. The procedure has been called the Pap smear since then 
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and it is found that to be 98 percent accurate for making diagnosis of cervical cancer. 

The American Cancer Society has recommended this procedure as the fundamental 

and starting test for making diagnosis of cervical cancer.  

2.1.1 Indication and frequency of Pap smears  

Through a succession of medical conferences, a number of 

associations and institutes in the USA  have agreed that every woman older than 18 

years of age or  having started vaginal intercourse should get a Pap smear once a year 

and after three normal Pap tests the duration may be extended, depending on the 

physician’s opinion (Clark, 1994). Other organizations also give guidelines and 

recommendations about Pap smears, as reviewed below.  

-  The American Cancer Society (ACS) recommends that all 

women should get Pap smears when they are older than 20 years of age or have started 

vaginal intercourse. Women who have a normal Pap smear result should get tested 

again in a year and if the following result is normal, they should have the Pap smear 

every three years until they are 65 years old. However, women who are at high risk of 

having cervical cancer should get the Pap smear more frequently (ACS, 2005).  

-  The American College of Obstetricians Gynecologists 

(ACOG) recommends that women older than 18 years of age or having had regular 

vaginal intercourse should have the Pap smear every year (ACOG, 2005).  

-  The National Institute of Health recommends women to get 

the Pap smear when they start having regular sexual intercourse and repeat the test 

again within a year. If both Pap test results are normal, the women should then get a 

Pap smear every 1 – 3 years (National Institute of Health, 2005).   

- The American Society for Clinical Pathology (ASCP) 

recommends that women who have started regular sexual intercourse and those older 

than 18 years of age should have the Pap smear every year (ASCP, 2002).  

 In the old days, Thai women were recommended to get the Pap smear when 

they were 35 years old or after giving birth. However, cervical cancer is found in 

women at younger age in the past 20 years as women tend to start having vaginal 

intercourse at young age. Thus the National Institute of Cancer recommends that 

women should get the Pap smear when they start having vaginal intercourse, 

regardless of their age (2001). Women who have not had vaginal intercourse should 
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start getting the Pap smear at 35 years of age and once a year afterward because the 

incidence rate of cervical cancer in Thai women is high. A study conducted by 

Penkhae Pitakpraiwan and associates (1999) found that women are at high risk of 

cervical cancer at the age between 40 and 49 years. The National Institute of Cancer 

reported that cervical cancer mostly occurs at 41 – 50 years old.  

Preparation for the Pap smear 

The Pap smear should be done at appropriate timing to ensure the quality of 

the collected cells and the accuracy of result.  The test should not be done during 

menstrual period and the most suitable time for the Pap smear is 7 – 10 days after the 

menstruation (National Institute of Cancer, 2005). The woman should abstain from 

sexual intercourse 24 – 48 hours before the test and should not use vaginal tampon, 

vaginal cream or medications, or douche to ensure the accuracy of the result (Belcher, 

1992).  

2.1.2 The Pap smear procedure 

 The Pap smear is conducted in the following manners (Moore, 

1997, Higgs, 2000):  

 2.1.2.1  The client will be asked to lie in the lithotomy position; 

then a vaginal speculum will be inserted into the vagina and it is gently widen until the 

cervix can be seen clearly. The physician then looks at general appearance of the 

cervix to detect any abnormalities and scrapes a sample of cell and mucus from the 

cervix with a small spatula, turning the spatula around in 360 degree direction. The 

sample will be smeared onto a glass microscopic slide, coated with fixative substance, 

and transferred for laboratory test.       

 2.1.2.2  The sample cells are usually collected from the 

following three areas:  

 -  Posterior fornix. This area has an accumulation of 

cells shed from the upper part. The sample from this area gives high rate of false 

negative result at approximately 50 percent.  

 -   Ectocervix. The sample from this area comes from the 

areas close to the vagina and the result is more accurate and less likely to be false 

negative than the result of sample from the posterior fornix.  
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 -  Endocervix. This area is the most appropriate for the 

Pap smear because the cells are most likely to have abnormal changes and develop 

into cervical cancer.  

2.1.3  The Pap smear reports 

 2.1.3.1  Papanicolaou report system. This system reports the 

result as listed below (Brant, 1999).  

 Class I means the cells are normal.  

 Class II means the cells are normal but have signs of 

inflammation.  

 Class III means dysplasia is found. 

 Class IV means numerous cells have dysplasia.  

 Class V means having cancerous cells in invasive stage.    

2.1.3.2 The World Health Organization report system. This 

system is widely used with the following categorization of results (Brant, 1999):  

 - Unsatisfactory smear or inadequate smear, meaning 

that the sample is unreadable because of inadequate amount of cells, dried cells from 

inadequate fixative substance, or poor cell-dye; 

 -  Negative, referring to normal cells; 

2.1.3.3 Repeat, referring to signs of inflammation and 

requirements for appropriate treatment; and recommending repeated Pap smear in 3 – 

6 months;  

2.1.3.4  Dysplasia, referring to the presence of abnormal cells 

which are divided into three levels – mild, moderate, and sever dysplasia;  

2.1.3.5  Positive smear, classified into the following:  

-  Squamous cell carcinoma in situ, referring to lesions 

on squamous membrane with abnormal cells that look like cancerous cells spreading 

over the lining tissues;  

-  Invasive carcinoma, referring to the presence of 

invasive cancerous cells, which could be both invasive squamous cell carcinoma and 

adenocarcinoma.  

When cervical cancer screening shows abnormal cells, further investigation 

is needed to establish clinical diagnosis. 
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2.1.4  Process of clinical diagnosis  

 The diagnosis could be made in two ways for the health centers 

having colposcope and not having colposcope.  

 2.1.4.1 For the health centers that do not have a colposcope, the 

physicians will conduct pelvic examination after the Pap smear shows abnormal result. 

If a cervical lesion is found, a biopsy test will be done and cancer treatment will be 

immediately started as soon as the result of biopsy test shows invasive cancer. 

However, for the biopsy test that shows negative or less-than-invasive result, the 

physician will conduct conization to investigate whether the cancerous cells have 

spread to other areas that are not covered by the previous biopsy test. The conization 

surgery can cover the wider area and if the result indicates invasive cancerous cells, 

the treatment will promptly begin.   

 2.1.4.2 For the health centers that have a colposcope, the 

physicians look for lesions with colposcope when the Pap smear shows abnormal 

result. If the result of colposcope is satisfactory, biopsy test will be conducted and 

treatment will be given according to the result of biopsy test. However, if the result is 

unsatisfactory, i.e. the transformation zone (T Zone) is not clearly seen, the diagnosis 

has to be made with conization and the treatment will be given accordingly (Amphai 

Suphapha, 1998).  

2.1.5  Treatment   

 Treatment for cervical cancer is divided into two stages: 

precancerous treatment and treatment of cervical cancer (Srisomboon, J., 2004). 

 2.1.5.1  Precancerous treatment.  

 -  Mild or moderate dysplasia (CIN I or CIN II). The 

most common treatment at this stage includes cruyourgery, electrocautery laser 

treatment, and loop electrosurgical procedure (LEEP). Medical treatment is also given 

to patients with HPV or bacterial infection.  

 -  Moderate to severe dysplasia (CIN III). Common 

treatment at this stage includes cruyourgery, electrocautery, laser treatment, and loop 

electrosurgical procedure (LEEP). Surgical treatment, especially conization, may be 

given if the lesion has spread to the cervical neck.   
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 -  Severe dysplasia (CIS). The most effective treatment 

at this stage is hysterectomy in patients older than 40 years of age. However, patients 

who want to have children may be treated with cervical conization surgery.  

 The patients need to have follow-up examination regardless of which 

precancerous treatment they have received because the cancer may recur or the 

treatment may fail. The follow-up examination could be pelvic examination with Pap 

smear, or colposcopy with endocervical curettage. The patients should have follow-up 

examination every three months in the first year after treatment and every six months 

in the following five years. Afterward, it is recommended to have cervical cancer 

screening every six months.  

2.1.5.2  Cervical cancer treatment 

 -  Emergency treatment. For instance, a patient may 

vaginal hemorrhage from cancerous lesion that causes laceration on vaginal wall, thus 

emergency treatment is needed.  

 -  General treatment, including the treatment of vaginal 

infection or urinary tract infection before surgical therapy or radiotherapy, treatment of 

anemia,   nutritional condition improvement, and pain relief.   

 -  Local treatment. For instance, vaginal douche with 

warm water during radiotherapy can help the patients feeling more comfortable.  

 -  Treatment according to specific stage of the cancer, 

comprising surgical therapy, radiotherapy, and chemotherapy. 

 2.2 Nurse Role in Primary care units. 

 2.2.1  Primary care units 

 Primary care units, or in recent name “Community Health Centers”, 

are the first stops for health care services that general people can easily access. 

Primary care units are developed from the government policy by the Ministry of 

Public Health in 2001, which aims to provide health insurance with universal coverage 

under the “30-baht project”.  Primary care units are part of the three parties in health 

care service settings (primary, secondary, and tertiary). The main responsibility of 

primary care units is to provide primary health care services, including medical care 

and public health care with an integration of medical, psychological and social 

knowledge. The provided services cover every aspect of health care: health promotion, 
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disease prevention, treatment, and rehabilitation. Primary care units provide continual 

care to individuals, families, and community with holistic approach. They have a 

transferal system with appropriate connection with hospitals, as well as coordination 

with local community organizations to promote people’s knowledge about self-care 

during illness and health promotion for well-being (Satjapong, P., 2002) which having 

health promotion to go for population in detail below 

         Pregnant/Postpartum women ANC/PP (Ant neonatal Nursing 

Care/Postpartum), AIDS, Breast Feeding, Child Rearing 

Young children aged 0- 5 years; Immunization, Growth & Development 

School children and teenagers; School hygiene, life skills, sex education, FP, addictive 

substances. 

Women at reproductive age; Cervical cancer screening, breast cancer 

screening, premarital counseling 

People at working age; Modification of health behavior, occupational health, 

menopause 

The elderly; Prostate cancer screening 

General people at all ages; Nutrition education, dental health, exercise, stress 

relief, accidents, annual check-up, medications/ health products. 

People with illness; general illness, emergency, communicable disease, 

chronic illness terminal stage; Medical care and treatment, forensic examination, 

transferal system, home care, appointment and follow-up system, counseling. 

Specific group; people with disabilities, people with mental health problems 

disadvantaged people Rehabilitation, stress management, transfer. 

  Primary care units provide outpatient services on site as a passive approach, 

and they also have in-community activities outside the centers, which is an active 

approach. For passive services, the units provide health care to people of all ages, 

people with illness, and people with specific characteristics with the objectives to 

improve quality and standard of health care services whilst considering the following 

eight domains of quality:  

 -  Competence: the service providers should have knowledge and 

skills that are appropriate to their tasks and responsibilities and there should be regular 

work assessment.   
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 -  Accessibility: the clients should be able to conveniently access the 

services and related facilities as needed.   

 -  Acceptability: each service action should answer to the needs and 

expectation of the clients and their families.  

 -  Safety: the place and essential equipment should be well prepared 

to ensure the readiness and safety of medical care to minimize possible risks.   

 - Efficiency: the utilization of resources (i.e. times, testing, 

instruments, and places) should be mostly economized whilst achieving the target 

outcomes.      

 -  Effectiveness: the provided services should increase the clients’ 

quality of life.    

 -  Continuity: the staff coordination should be continual.     

 -  Appropriateness: the provided services should be appropriate and 

should accurately response to the clients’ needs.     

For active services, primary care units provide health care services at 

community level. The missions include disease surveillance, control and prevention of 

illness, consumer protection, and promotion of community strength with aims to 

promote community self-dependence regarding health care; for example, initiating 

local health groups or health clubs, the application of local wisdoms, and the 

utilization of traditional medicines or alternative medicines in the community. In 

addition, primary care units may encourage the community to make public or 

environmental policies for the improvement of community health. The active action  

must be the Area Function Participation (AFP), i.e. considering the needs and public 

health problems in that area and applying various strategies to encourage participation 

from the community, such as setting local people forum. The instrument previously 

developed by the Health Department, such as the program for prevention and control 

of cervical cancer, should be applied in a community. This program recommends all 

primary care units to survey and register all women aged 35, 40, 45, 50, 55, and 60 

years old in the target area. The prevention and control of cervical cancer program is 

then carried out in the following steps: 

  Public health officers send invitations to the target group and make 

appointment for them to have the Pap smears. 
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A meeting with community leaders and volunteers is set up to promote 

knowledge and understanding about cervical cancer. The meeting participants are 

informed that cervical cancer is curable if it is detected at the precancerous or early 

stage when the cervix is not yet abnormal in some cases.  

Public announcement is made in the community through local radio 

transmission. Public health volunteers also give advice and encourage the target 

women in their affiliated area to get the Pap smear.  

Mobile units may be arranged to provide services in some villages with the 

collaboration of public health officers from a number of primary care units in the same 

area. This mobile service will help quickening the operation and can also solve 

problems of women’s reluctance to get the Pap smear because of their embarrassment 

to the accustomed local public health officers. 

 2.2.2 Nurses’ Roles in Primary Health Service  

Primary health units should be managed with participation 

management process. The qualification of health care professionals working at 

primary care units should be clearly defined so that there is a definite guideline for 

staff recruitment and professional development. The communication and coordination 

process should also be systemized. The data and information management should be 

relevant to the previous system of health care units, and should be developed in 

accordance with primary health services. The evaluation of performance should be 

transparent and continuously conducted (Wutthinanchai, K., 2002). The plan for 

improvement of any work divisions should be made with participation from every 

concerning party to ensure mutual awareness of problems and to draw a plan with 

relevance to reality. Moreover, a development plan for primary care units should be 

clearly defined so that it is applicable to the   action plan of every primary care unit. It 

should also include guidelines for evaluation and action, especially on subjects that 

require mutual agreements of all concerning parties. Primary care units should provide 

health care services with an integration of the following four domains (Pollawang, T., 

2002):  

 -  Health promotion, referring to the enhancement of one’s 

ability in self-control and self development.  Health care professionals should provide 

support and encouragement to raise persons’ awareness of their health promotion.  
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-  Health maintenance, or prevention of illness and protection 

of one’s health. This domain involves the action taken to protect a person’s healthy 

condition and to prevent illnesses.  

-  Treatment, referring to the delivery of care to people with 

illness and to those affected by the illness. The provision of treatment aims to 

minimize the effects of illness and to help the patients making quick recovery from the 

illness.  

-  Health restoration and rehabilitation, referring to the services 

provided to improve one’s health condition after an illness so that the person can 

restore their normal condition rapidly.    

 In addition to conceptualizing the provision of integrative health services that 

include the aforementioned four domains, nurses also need to clearly adjust their 

professional roles. The   Thailand Nursing and Midwifery Council (2001) stated nine 

significant roles that are required for the development of quality nursing services in 

primary care units. These roles are important in public health care, as detailed below.  

 -  Caregivers. Nurses have roles in caring for and providing comfort 

to people whilst maintaining their honor and dignities. As caregivers, nurses need to 

have knowledge and be sensitive to clients’ opinion and problems. It is difficult to 

give specific definition to the role as caregivers; however, the significant target of this 

nursing role is to communicate with clients until they could comprehend what is 

important for them. Nurses should also give support to clients by expressing concerns 

on their well-being and treating them with respect and consideration as individuals, 

not objects.  

 -  Communicators and helpers. Effective communication is essential 

for the professions concerning with helping and caring for other people, including 

nursing profession. Communication can enhance relationship among members of 

healthcare team. It enables team coordination in providing health care to people in the 

affiliated areas. Likewise, effective communication among health care team, service 

providers and clients leads to good relationship, resulting in wide and thorough 

participation in health practice from individuals, families, groups of people and 

community.  
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 -  Teachers or health educators. Nurses working in primary care units 

have to provide health education to clients of all ages, including their families, in order 

to improve their knowledge about health promotion and prevention of illness. 

Techniques that could enhance people’s power for taking responsibility in adopting 

appropriate health behavior should be employed; as a result, the risk of illness and 

health problems will be decreased. Nurses should also emphasis the importance of 

health care, either for one’s self, families, group of people or the community, with 

participation from clients of all level. They should also act as educators for members 

of the same profession and for other members of the health care team.      

 -  Counselors. Nurses should provide consultations to raise clients’ 

awareness of stress-inducing problems and to help them cope with stress so that the 

clients can develop and improve their interpersonal relationship and have advanced 

personal growth. Consultation is a way to give emotional, psychological, and 

intellectual support. Psychotherapists provide therapeutic consultations to relieve 

clients’ problems. However, nurses can also provide consultations to healthy people 

who are confronted with usual difficulties in self-adjustment. It is a nursing role to 

help persons developing knowledge and behavior that are beneficial to their health, 

and help improving their abilities for self-control and self-care.        

 -  Protectors of clients’ rights. Nurses working at primary care units 

are health professionals that are closest to clients. Being the protectors of clients’ 

rights means nurses’ provision of support to ensure clients’ reception of accurate 

information, proper services, and standard quality care with thorough service and with 

equality. Moreover, nurses should also act as speakers to solve health problems in 

communities. They should negotiate with other concerning officials to maintain 

clients’ rights to access health services with equality, including the rights of people 

with disadvantages or with disabilities.  

 -  Leaders of changes. Leaders of changes may be a person or a group 

of people who initiate changes or help other people changing them or the system. The 

leaders identify problems, assess the resources, determine helping role, and create an 

opportunity for appropriate cooperation. They develop and maintain assisting 

relationship. The leaders are also aware of stages of changes and guide people to pass 

these stages safely.  
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 The leader of changes is a significant role in providing health care to 

individuals, families, groups of people, and communities. It is important to set mutual 

target, as well as to take action and to maintain positive changes. Such changes include 

knowledge, skills, feelings and attitudes in appropriately promoting, protecting and 

caring one’s health, as well as the family’s, in any circumstances.    

 -  Leaders. This role refers to interpersonal relationship in which 

nurses initiate or encourage clients to make decision about their target and to seek 

means for achieving that target in order to improve health condition and well-being of 

individuals, families, groups of people, and communities. Nurses should also 

encourage people to participate in developing plan and policy concerning health 

promotion and should also act as   models of healthy people.  

 -  Managers. As managers, nurses should make plans of direction for 

human development, including the monitoring and control. They should also act as 

representatives of communities. The management in this role refers to health 

management for individuals, families, groups of people, and communities. The 

services at primary care units should be provided with standard quality and with active 

approach of health promotion. Nurses will assess clients’ needs and problems, 

participate in making plans, and take action for solving problems either by direct 

delivery of care or by developing a problem-solving program with the community. 

They will also give support and follow up the program to ensure achieving of the goal, 

and will evaluate the performance of both health care team and the people.   

 -  Researchers. Nurses working at primary care units should be able to 

systemically seek knowledge, collect data, and analyze data to solve of public health 

problems. They need to conduct research to find solution for further development or 

for verified problem-solving methods. Therefore, nursing professionals have to 

constantly seek additional knowledge about various concepts relating to nursing 

practices in primary care services.     

2.2.3 Nurses’ roles in the development of primary care service 

system  

 Health care centers staffed with professional nurses produced 

best outcomes in active health promotion and community health care, in comparison 

with other types of health care centers (Sukimanin, U., 2004). It is evident that nurses 
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have significant roles in primary health services and are the most important work force 

in the promotion of people’s health, especially during the age of health reform. This is 

because nurses already have basic knowledge and skills for primary health care and 

are able to work as a team. Moreover, they provide health services with sensitivity and 

sympathy toward other people. In addition, the number of nurses is sufficient for 

public health services. Thus nurses should participate in the development of primary 

health services for the promotion of people’s health. Concerning professionals should 

also be encouraged to participate in the development of primary health services as 

listed below.  

Health care units 

-  Modify the structures and work mechanism of the organizations to be 

consistent with primary health services.   

-  Prepare human resources in aspects of management concept and active 

service approach with a common goal of health for all. 

-  Participate in the PDCA with cooperation from all concerning parties.  

-  Develop a system for staff recruitment and development, as well as 

preparing other supportive resources for working with primary health services.  

 Professional organizations 

 -  Make movements for government’s decision on the definite number of 

nurses for each post in primary care units.  

 -  Develop the capability of professional nurses in establishing health 

foundation among clients of primary health services.  

 -  Develop a quality control system for health care centers.  

 -  Develop standard service packages that can be used as guidelines for 

people    

              -  Develop the system of payment that is relevant to actual work 

performance to motivate the staff.  

 Nursing study institutes 

-  Develop the curriculum that prepares nurses for primary health services.  

-  Modify attitude and aptitude of teachers and learners to improve their 

capacity for primary health services.  
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-  Integrate learning experiences with research and academic services for the 

improvement of community health.  

-  Organize a nursing curriculum for experts who can perform advanced 

nursing practice in delivering integrative care for individuals, families, and 

communities.  

-  Promote opportunities for health care professionals who provide primary 

health services in communities to further their education at all levels.   

 Health services in Thailand are provided at different levels – primary, 

secondary and tertiary. However, the provision of primary health services is frequently 

overlapped with the health services at higher level; and, as a result, the primary health 

services are frequently overlooked. Clients are likely to seek health services from 

hospitals even though their health problems could be treated or cared for at the health 

care centers or primary care units in their community. The clients then receive services 

that focus on the treatment of illness and some technology may be unnecessarily used 

for the treatment. Moreover, they may experience services with lack of awareness of 

human and social dimensions. Such phenomenon leads to problems in quality of 

service. Moreover, the focus on development of secondary and tertiary health services  

without enough attention to primary health services is an obstacle to the provision of 

effective health services with active approach. Hence the concept of primary health 

services is applied to the delivery of health care to general people. However, since 

there is not yet a clear pattern of primary health services, it is essential to develop the 

primary health service system with the efficiency and quality suitable for Thai society 

in each region.  Nurses have significant roles in primary health services and will be the 

most important work force in health promotion, especially in the time of health reform, 

because they already have basic knowledge and skills of primary health care. 

Moreover, nurses can work as a team and can deliver health care with sensitivity and 

sympathy toward other people. The number of nurses is also sufficient for public 

services.  Therefore, nurses should participate in   the development of primary health 

services that can answer to the needs for primary health care. As a result, the provision 

of primary health services will be effective and of goof quality, leading to people’s 

well-being.  
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2.3  National Health Strategy  

2.3.1  Health Promotion Alliance for Healthy Thailand 

A movement for health promotion and improvement of quality of 

life in Thai people reached another milestone during a formal field cabinet meeting in 

Ubon Ratchathani. On the 16th November 2003, the cabinet expressed an approval to 

the policy, concept, and plan of the national strategy “Health Alliance for Healthy 

Thailand”. This national strategy was determined as a national agenda and a 

significant strategy for the country’s development. The government defined it as a 

national agenda in order to promote cooperation and collaboration from all 

organizations, either public or private sectors, including interested parties in general 

public. It was expected that the public would ally with the government and contribute 

their effort to promote the capacity and health of Thai people in both physical and 

mental aspects. The changes and improvements would be in agreement with Thai 

society of the present days, which has become more complex and has been through 

rapid changes. The success, however, was unlikely to be accomplished by only one 

office or organization. The collaboration and participation from every sector in Thai 

society were required to achieve the desired goal. 

 

Background and Concept 

 - Health, according to the World Health Organization, is a complete state of 

physical, mental, social, and spiritual well-being.  The development and improvement 

of health in all these four domains among Thai people would strengthen Thailand, 

enabling the country to stand strong in global community.    

 - Thailand has supported the policies and actions for health promotion, 

according to the Ottawa Charter. The new concept and definition of health promotion 

is expanded to cover improvement of capacity so that persons can control the 

resources that determine their health, thus maintaining their well-being.  The persons 

would be able to monitor and control their behavior appropriately and would 

participate in developing healthy environment for their well-being in every domain. 

This is a new concept that is widely accepted with mutual agreements that health is 

connected to other dimensions in persons’ life. The definition differs from traditional 

concepts and meanings that only considered health in aspect of medical and public 
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health management. The new concept was followed and actions were taken with 

considerable progress and success, as reviewed below.   

-  Healthy Public Policy. 

The government sector have allied with academic institutes, professional 

organization, and  general public  for longer than two decades in initiating a number of 

campaigns for public health promotion, such as anti-smoking campaigns and 

campaigns to reduce alcohol drinking. The laws for tax increment on alcoholic drinks 

and cigarettes were issued to use the money for health promotion fund. There are also 

campaigns against the loss of lives and assets from road accidents. A conscription of 

National Health Act was also developed. 

- Healthy Environment.   

The “Healthy City” program was initiated and promoted on the principle 

for betterment of capacity and well-being of people, as well as the strength in every 

part of the community. It is aimed to promote the sense of belonging and 

responsibility to the society as a whole, resulting in behavioral changes to create good 

living environment. Community members would from an alliance and actively 

participate in actions, as listed below. 

- Community Strengthening. In the past two decades, the fundamental 

public health strategy was followed and   was expanded to the program for quality of 

life improvement, which was an integration of multi-sectors and several ministries. 

The public health volunteer system was developed and has grown to the extent that the 

number of members is higher than 800,000 nowadays.  

- Personal Skill Development. There are interventions and movements to 

induce education reform and to increase opportunities for education in order to 

improve education level of Thai people, as stated in the present constitution. 

Traditional Thai medicines and alternative treatments were restored and reviewed to 

raise an awareness of Thai wisdoms regarding health care and to further develop the 

existing knowledge.  

-  Health Service System Reorientation. A significant reorientation is the 

introduction of “Health for All” with the 30-baht policy proposed by the present 

government. This policy aimed to ensure the access to standard medical service for all 

Thais. The year 2002 was announced as the year of “Standard Health for All” with a 
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campaign for the promotion of exercise, nutrition, emotional health, environmental 

hygiene, and non-illness.  National programs were induced to promote people’s 

constructive interests in health care. Thai people widely participated in exercise. The 

Food Safety Program was launched in 2004, which was announced as the year of safe 

foods, and the program activities were continuously conducted.  

- Health promotion policy in Thailand was implemented with active 

approaches for measurable outcomes during past years. The country was then 

entrusted to host the 6th Global Conference on Health Promotion 2005 for the World 

Health Organization from the 7th to 11th August, 2005. The success of health 

promotion, which is reflected in noticeable outcomes since the year 2002, was 

expected to be continued with cooperation and coordination of various sectors, either 

government offices or private organizations, including the general public.  ‘Health’ 

management was based on the new definition, which does not limit to medical and 

public health services only. Therefore, after having consultations with a group of 

experts, the government proposed to launch ‘Healthy Thailand’ as a national age 

- Referring to the conceptual philosophy and health promotion activities, 

the Ministry of Public Health alone would not be able to implement the health 

promotion policy that covers every dimension of health. The health promotion policy 

was aimed for 63 million Thai people, and every Thai played significant role in the 

development of “Healthy Thailand” either in economic, social, political or 

technological aspect. The cooperation from every sector – government offices, private 

organizations, and general public, is needed in promoting the policy into the national 

agenda. The government could appoint a national committee to oversee the 

coordination and integration of working plans and resources in government 

organizations, so that the plan and actions were implemented with unity within the 

same strategic framework. The present government had implemented an important 

policy as a national agenda that already contributed to the healthiness of Thai people. 

The policy involved the elimination of ignorance, poverty and illness, which are 

significant obstacles to the development of quality of life in Thai people. A number of 

actions were taken; for example, the health-for-all policy, war on drugs and war on 

poverty policies, education reform, and provision of education opportunities. These 

policies helped relieving the sufferings of Thai people. The announcement of “Healthy 
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Thailand” as another national agenda would additionally contribute to the country 

development, completing all dimensions of “relieving suffers” and “creating 

happiness”.  It could be an example of successful complete policy and could be 

presented in the 6th Global Conference on Health Promotion 2005. Such success 

would add to the country’s reputation as the host of the conference. The “Healthy 

Thailand” policy would be a concrete vision, reflecting every dimension of health.  

The policy has 63 million Thai people as the main target for the economic, social, 

political, and technological development. The ultimate goals included healthy Thais, 

healthy society, healthy economy, and, finally, the lasting and stable “Healthy 

Thailand”.  

2.3.2 Healthy Thailand   

         Thai people will live with mental, physical, social and spiritual well-

being. They will have career with proper income, be satisfied with their work, and be 

able to live with considerable comfort under the philosophy of sufficiency economy 

according to the instruction from His Majesty the King. Thai people will have warm 

and stable families, living in good environment that is safe for their health, lives and 

assets. Thai society will become a learning and supportive society. The people will 

live a long and healthy life.  

Objectives. 

To muster potential from all sectors, either government offices, 

academic institutes, private organizations, or general public. These sectors would 

systematically and continuously cooperate with a mechanism for following-up and 

monitoring, as well as enforcing the implementation of plan so that the goal of 

“Healthy Thailand” would be achieved.  

Announcement of the policy and goals of “Healthy Thailand”  

- Physical Health 

- Every Thai older than 6 years of age has regular exercise in every 

village, district, community, organization and workplace.   

- All Thais have safe and nutritious diets that are sufficient for body 

requirements. The sources of food must not be contaminated with toxic substances. All 

fresh-food markets, restaurants and food stalls have to follow the rules of hygienic 

standard. All food manufacturers have proofs of Good Manufacturing Practice (GMP).  
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- Thai people have longer average life-span with healthy condition. 

The morbidity and mortality rates significantly reduce, especially the rates from 

common causes of death in the country such as AIDS, cancer, heart disease, 

hypertension, hemorrhagic fever, and diabetes.  

- Thai people reduced the amounts of cigarette smoking and alcohol 

drinking.  

- The rates of injuries and death from accident reduce.  

-  Every Thai has insurance for assess to standard medical services.  

- Mental Health  

- Thai people live in warm and loving family. Children and the 

elderly receive good care from their family. 

- The rates of suicide and prevalence of mental illness among Thai 

people decrease.  

- The I.Q. and E.Q. of Thai people increase to or higher than the 

international standard.     

Social Health and Sufficiency Economy  

- Thai people are safe from crimes and violence that lead to physical and 

mental abuse, including sexual and property harassments.  

- Every Thai receives at least 12 years of formal basic education and has 

life- time opportunities for continual learning in order to improve their knowledge and 

understanding, as well as developing health skill and life skill.-Thai people have 

honest occupation with sufficient income for their well-being.  

- Thai people live in hygienic household, having adequate water for 

everyday living and healthy environment.  

  

Spiritual Health  

 - Thai people avoid, reduce, or abstain from gambles and addictive 

substances.  

 - Thai people live in unity, with the senses of loving and sharing for 

each other.  
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 - Thai people maintain the presence of mind and peace, solving 

problems and conflicts with justification in peaceful ways.  

 - Thai people have faith in religion teachings and proper cultured 

manners.  

 

Implementation periods 

 To achieve the goals of “Healthy Thailand”, the implementation was divided 

into stages, as listed below.  

- Stage 1(August 2004 – August 2005); this period was set to be relevant 

with the 6th Global Conference, which was hosted by Thailand.  

- Stage 2 (2005 – 2009), to be relevant with the timeframe for the 

government’s campaign of war against poverty.  

- Stage 3 (2009 – 2015), to be inline with the Millennium Development 

Goals (MDGs) proposed by the United Nations.  

 To be used as a basic concept for the integration of all sectors and for 

introducing learning process to community ways. The potential of all sectors, either 

government, private, academic or general public, would be utilized. Likewise, every 

area of any administrative level, from community to villages, sub districts, districts 

and provinces, would participate under the process of mutual learning and unity. A 

problem-solving process would be developed with relevance to problems, lifestyle, 

and culture of each community in order to achieve the goal of “Healthy Thailand”.  

 -  The implementation is to be focused on setting and age groups. The 

potential of the youth, the elderly, women, religion leaders, and people with 

disadvantages or with disabilities would be mustered. People in multi-cultural 

communities, local organization administrators, community leaders and business 

owners are to be encouraged to participate in the development of “Healthy Thailand”.  
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Operational Strategies  

 The following seven strategies will be applied to the implementation of plan. 

 - Participation strategy. Every sector in the society - political, governmental, 
academic and professional sector, as well as private organizations and general public, 
will be encouraged to participate and collaborate with a systematic, concrete, 
consistent and continuous approach. The government offices (i.e. ministries and major 
concerning organizations) will act as key supporters to ensure an integrated operation. 
The political sector will provide support concerning policy and budget.  

 - Community Strategy. All sectors cooperate in the development of mutual 
awareness, learning, and taking action; thus public relations through various channels 
are needed. Likewise, the information technology should be widely utilized in order to 
unite all social sectors whilst propelling the operation.  

 - Strengthening and creating public mind strategy. This strategy aims to 
promote an awareness and confidence in self-potential, as well as creating the sense of 
social responsibility and mutual trust, among Thai people. This will lead to the 
participation and cooperation from all sectors.   

 - Service Strategy. Various services are to be improved and modified to be 
relevant to contemporary society and rapid changes in social problems. The 
transparency and efficiency of services must be emphasized in every aspect.   

 - Social Measure Strategy. Various social measures are to be reviewed and 
the application must be accelerated to ensure the protection of people’s rights and to 
promote behavioral changes. Campaigns for appropriate social manners are to be 
launched in order to present a model for behavioral changes. 

 - Knowledge and Learning Strategy. This strategy aims to introduce work 
culture on the basis of knowledge and mutual, continual learning. This is because there 
is no single standard formula for a perfect success of any job, thus it is important to 
develop a process of academic work for further development of knowledge and 
learning process that is creative, continual, and sustainable. 

 - Result-based Management Strategy. This strategy aims to develop an up-
to-date management system that is rapid, convenient, cost-effective and efficient. The 
system should induce effective results and promote the integration of all sectors’ 
potential. The government organizations will act as a major key, providing full support 
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and maintaining unity of the implementation 
 

Management Mechanism  

 The following actions were recommended to assign responsible 

organizations for the development of prototypical plan, including the subsequent 

follow-up and support, to ensure the implementation of the above national strategy.   

- Having the Prime Minister’s announcement of “Healthy Thailand” policy 

as a national agenda.  

- Appointing a committee for the administration of “Healthy Thailand” 

strategy with the Prime Minister or Deputy Prime Minister being the chairman and the 

ministers of concerning ministries being vice chairman. The committee members 

should consist of general secretaries of concerning ministries, and the directors of 

concerning offices or departments. The committee is responsible in propelling the 

national strategy. In addition, a center for the implementation of plan should be 

established. The Thai Health Promotion Foundation should provide budgets for the 

operation of administration center of “Healthy Thailand”.  The government should 

provide adequate budgets to concerning offices and organizations in order to achieve 

the goals of “Healthy Thailand” 

2.2.3 Operation Plan for the Prevention and Control of Cervical 

Cancer in Thailand (Bureau of Medical Technical Development, 2004) 

 The Ministry of Public Health is aware of the seriousness of 

cervical cancer, which is a significant health problem in Thailand. Cervical cancer 

causes substantial losses of lives and expenses and it is most commonly found among 

Thai women. For the prevention and control of cervical cancer, it is recommended that 

the condition should be detected at early stages or at pre-cancerous stages, in which 

the illness is still curable and requires lower cost of treatment than the advanced stages 

of illness. For effective reduction of mortality and morbidity rate of cervical cancer, 

the operation plan should be clearly written. The plan should be feasible and the result 

should be measurable. 

 In an effective and feasible operation, the overall economic and social 

impacts of the service should be taken into consideration. It is important to use limited 
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resources to the highest benefits of the society. Therefore, the plan for prevention and 

control of cervical cancer was developed on the basis that public health services would 

be provided to cover the whole community with low budget. Moreover,   clients, 

service providers, and the whole society were also taken into consideration in the 

development of plan.   

 Goal 

 At least 50 percent reduction in the incidence of cervical cancer and 

mortality rate from this in the provinces where the program was implemented within 

five years  

 Objectives 

1. To provide people with knowledge about cervical cancer 

2. To screen cervical cancer in early and pre-cancerous stages, along with a 

transfer system for making diagnosis and providing treatment in complete circle of 

health care  

3.  To encourage the development and cooperation among various 

organizations in the Ministry of Public Health and other organizations in both state 

and private sectors as planned.  

4.  To improve the public health service system and capacity of healthcare 

professionals so that the designated plan could be implemented and feasible for 

clinical practice.   

Target 

Every woman aged 35, 40, 45, 50, 55, and 60 years, including women with 

signs and symptoms related to cervical cancer will receive Pap smear examination. 

Women whose results are abnormal would receive further investigations for 

differential diagnosis and receive full treatment if needed.   

Principles for early cervical cancer screening  

1. Avoid using advanced technology  

2. Use the available appropriate technology that could be applied to with the 

majority of the country population  

3. The prevalence of cervical cancer should be high enough for the screening 

test to be effective and cost-effective. 

4. Overall success could be achieved if there is an adequate number of health 
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care professional to perform cervical cancer screening. Moreover, it should be convenient 

and easy to make diagnosis, give treatment, and follow up the progress of illness.      

Steps of activities  

1. A meeting should be arranged for concerning parties in the target 

provinces, including the administrators and academic professionals. The attendants are 

informed about the policy and guidelines for prevention and control of cervical cancer, 

which was designed according to the existing resources; so that the concerning parties 

would have common knowledge and understanding, and would conduct the activities 

in the same way.  

2.  Programs for the promotion of people’s knowledge about cervical cancer 

are initiated. Provincial Public Health Offices, Center Hospitals, and General 

Hospitals could provide courses on cervical cancer to female community leaders and 

village health volunteers. There should be public announcements about cervical cancer 

and the importance of Pap smear through various media such as radio, or village 

broadcasting channels. Leaflets containing information about cervical cancer may be 

distributed in health service centers and in community centers.   

3.  Administrators in each province should arrange academic courses for 

public health professionals or nursing professionals in district or subdistrict areas. The 

courses should contain knowledge about cervical cancer and correct procedure of Pap 

smear examination. Moreover, the professionals should also learn how to interpret the 

results.  

4.  Public Health Offices should record the number of target women in the 

province. Health care centers may conduct a survey and make a list of all women aged 

35, 40, 45, 50, 55, and 60 years in their affiliated areas.  

-  Public health officials send invitation letters to target women, inviting 

and making appointments for them to have Pap smear.  

-  Meetings with health volunteers and community leaders were 

arranged to promote their knowledge and understanding about cervical cancer. It 

should be emphasized that cervical cancer is curable if it is detected at the pre-

cancerous or at the early stages.  

- Public relations in villages could be exercised through local 

broadcasting channels. Health volunteers in the village may make an announcement, 
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encouraging and inviting target women in the area to receive Pap smear.    

-  A mobile unit could be set up to give Pap smear services in villages. 

Public health officials in nearby villages may work together in the mobile unit, so that 

the services could be provided quicker and could cover a wider area.  Moreover, 

receiving Pap smear services from unacquainted healthcare staff helps solving 

problems of shyness toward familiar healthcare providers that might hinder the 

women’s decision to receive the examination from their local health centers.  

5.  Features of the clients 

5.1 All target women, or those at 35, 40, 45, 50, 55, and 60 years of age, 

will have knowledge about cervical cancer and receive Pap smear.    

5.2  For women in other age groups:  

 -  Those without abnormal symptoms will receive knowledge and 

have appointments for Pap smear at the designated age.  

 -  Pap smear is to be given to every woman older than 60 years of 

age who never had the examination.  

 -  Pap smear is given to women with abnormal symptoms, such as 

vaginal bleeding, abnormal leucorrhea, or bleeding after sexual intercourse.     

    

6.  Pap smear must be conducted with quality and the specimens will be 

transferred to cytology departments of hospitals for the interpretation and report of 

results.  

7.  Report of Pap smear results  

7.1 In case of normal findings or having infection, the report will be sent 

through mailing services.  

7.2  For the findings of abnormal cells, the report will be sent to health 

care centers responsible for the case. Health care staff at the centers will make 

arrangements for the women to have further examination with gynecologists.   

8.  Each province should have a management system and have meetings 

between concerning staff from every district and the provincial public health office. A 

plan for providing Pap smear services in each area should be drawn to prevent 

problems from specimen overload, which will lead to delay in the interpretation and 

report of results from cytologists.  
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9.  Treatment and transfer of women with abnormal results of Pap smear 

9.1  Infection. Public health officials will give treatment for the problems 

that they can manage. For the women whose problem is beyond their treatment 

capacity, public health officials would transfer them to gynecologists for proper 

treatment.  

9.2 Presence of abnormal cells. Public health officials will make 

appointments for women whose results show presence of abnormal cells to have 

further investigation with gynecologists. The names and addresses of these women 

will be listed and checked whether they have met the gynecologists. The local health 

care centers will contact women who have not come to see gynecologists. 

10. Transfer of women with abnormal cervical cells for further diagnosis and 

treatment  

Women whose Pap smear result shows atypical glandular cells of 

uncertain, high-grade squamous intraepithelial lesion, or carcinoma, will be transferred 

to receive diagnostic examination with colposcope. The gynecologist would conduct a 

biopsy and send the specimen for examination in micropathology laboratory for 

definite diagnosis.  

If the result of Pap smear shows preinvasion lesion, the women will 

received treatments with various techniques that are appropriate for their condition; for 

instance, Loop Electosurgical Excision Procedure (LEEP), cryotherapy, or conization. 

Women whose result indicates invasion carcinoma will be transferred for 

further treatment according to the stage of their condition and the results of treatment 

will be followed up.   

Treatment in the preinvasion stage depends on the severity of the lesion. 

Most cases could be treated with cryotherapy, which could be given at the Outpatient 

Department and the cost of treatment is not high. Moreover, the patients do not have to 

be hospitalized thus saving the bed-space for other patients. This treatment is also 

found efficient by 80 – 90 percent of the cases thus it is recommended to have this 

operation available in every hospital.  

11. Follow-up and evaluation  

The program for prevention and control of cervical cancer should have a 

follow-up and evaluation process. There should be measures to determine the success 
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of each activity in the program. In a long term, the program should achieve the target 

of reducing the incidence and mortality rate of cervical cancer in the target 

communities or provinces with the use of limited resources. The result of evaluation 

could be used as guidelines for the improvement of plan for prevention and control of 

cervical cancer, increasing both the effectiveness and efficiency of the program.  

 

3. PRECEDE Framework 
3.1  PRECEDE Framework (Green, Kreuter, Deed &Patridge, 1980) 

PRECEDE (Predisposing, Reinforcing and Enabling Constructs in 

Education/environmental Diagnosis and Evaluation) starts from the final desired target, 

which is quality of life or healthy condition.  The causes or related factors are then 

considered, including personal behavior, behavior of people who control the use of 

resources or distribution of rewards, and the environment that support the person or 

the community to continuously conduct the changed behavior. The PRECEDE 

framework states three key factors for behavior modification, as detailed below.   

3.1.1  Predisposing factors, referring to the factors that are fundamental 

and motivate one’s behavioral performance. In other words, these factors are a 

person’s preference that develops from his or her educational experience. Such 

preference may have either promoting or inhibiting effects on behavioral performance, 

depending of each individual. Predisposing factors are knowledge, attitude, belief, and  

perception, including socio-economic status, age, gender, education level, and family 

size. These factors also affect the development of health education plan.   

Knowledge. This is a significant factor for behavioral performance. 

Nevertheless, an increase in knowledge does not necessarily lead to behavioral 

changes.  Even though knowledge is related to behavior and is essential for behavioral 

changes, it is not enough to solely induce changes in health behavior. Other factors are 

also required for behavior modification.  

 Perception, referring to body’s reception of stimuli through any sensory 

receptors. The body then responds to the stimuli in psychological characteristics that 

develop from the combination of various physical senses, opinions, and preexisting  
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experience. Perception is a psychosocial variable, which is believed to have 

stimulating effects on persons’ health behavior.  

 Belief, referring to the confidence in either a phenomena or an object as a 

true and trustworthy matter. Becker’s Health Belief Model emphasizes that health 

behaviors depend on belief in the three following domains (Becker cited in Green, 

1980: 72) 

 -  Belief of being at risk of disease or of being susceptible to pathogens this 

is the belief concerning health risk or dangers.   

 - Belief about the severity of the health-threatening sources in aspect of 

bodily pain and sufferings, and time and economic loss.  

 - Belief about the outcomes of having appropriate behavior regarding cost 

and time effectiveness, as well as the spent budget and resources. A person having this 

belief will be ready to perform the behavior.  

  Value, referring to one’s acknowledgement and satisfaction toward 

something. An individual’s value may be contradictory; for instance, a person 

acknowledging the importance of healthiness may enjoy cigarette smoking. 

Contradictions in value also have effect on behavioral changes.  

 Attitude, referring to one’s fairly consistent feeling toward persons, objects, 

actions, and opinions. Such feeling may have positive or negative effects on the 

person’s behavioral changes.   

3.1.2 Enabling factors refer to the factors that support or inhibit the 

development of certain behavior. The initiation or development of behavior requires 

support from the following factors:  

- Skill, for performing the desired behavior; 

- Resource, for the development of the desired behavior; 

- Health services, including the convenience of access to the 

services.  

3.1.3  Reinforcing factors refer to the factors that reinforce or motivate 

persons to perform the desired behavior. The reinforcing factors are external factors 

delivering from individuals or groups of people that could influence the persons to 

accept or not accept that health behavior.  
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The aforementioned three factors are presented to demonstrate their 

connection with health behavior, which is a specified problem. The connection could 

be used in the analysis of relationship between behavioral causes and these factors. In 

this study, behavioral causes were defined in order of priority, as listed below.     

- Motivation of one’s determination to take action.   

- Adaptation or search for resources that enable the 

development of that behavior 

- Other people’s reaction after the behavior is performed. 

- Requiring reinforcement or attempts to maintain that 

behavior.  

- When factors that have effect on the behavior are identified, 

the appropriateness of and the agreement of results concerning the aforementioned 

three types of factors influential to the behavior should be taken into consideration. 

This will finally lead to   the modification of health behavior. The connection of these 

factors and health behavior could be summarized as shown in the following diagram.  
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 Diagram 2:  Relationship of factors influential to health behavior (Green, Kreuter, 

Deed & Patridge, 1980) 

3.2  Health Belief Model  

 Health Belief Model explains a person’s behavior in prevention of 

illness. This concept is influenced by Kurt Lewin’s theory, which states that persons’ 

perception indicates their behavior as the persons will act or approach on their 

preference or upon the thought that such action is good for them while avoiding 

undesired objects. 

Predisposing factors  
- Knowledge 
- Belief 
-Attitude 
-Perception 

Enabling factors  
-Health resources 
-Access to health resources  
-laws, regulations, 
prioritization, and government’s 
and community’s determination  

Certain specific behavior of 
an individual or an 
organization  

Reinforcing factors  
- Family 
- Friends 
- Teachers 
- Employers 
- Health care professionals  
- Community leaders 
- Authorities  
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 According to Becker (1974), the Health Belief Model could be applied to 

explain a person’s performance for illness prevention and illness-related behavior. The 

constituents of perception are summarized below. 

3.2.1  Perceived susceptibility refers to one’s belief that has direct 

effect on their practice according to health advice, either in healthy or ill condition. 

The perceived susceptibility is classified into three ways of perception.  

 -   Patients’ belief in the accuracy of medical diagnosis. In case 

of very severe illness, lack of confidence in the physician or the physician’s diagnosis, 

or false belief, may lead to patient’s denial of medical diagnosis. In addition, the 

patient may have inaccurate perceived susceptibility of illness.  

 -  Patients’ expectation of illness recurrences or relapses of 

symptoms.  

 -  Patients’ feeling about their susceptibility to other diseases 

 According to the Health Belief Model, perceived susceptibility of illness is a 

significant factor and is more influential than other factors in leading a person to 

perform behavior for disease prevention.   

3.2.2 Perceived severity refers to persons’ feelings  and opinions 

toward the severity of illness that leads to difficulties in their life due to time-

consuming treatment,  complications, cost of treatment, impact on social status,  

disabilities, or even loss of life. It is believed that persons with perceived susceptibility 

of illness are unlikely to follow health advice regarding appropriate practice unless 

they perceive severity of the illness and its physical and mental impacts on themselves 

and their family.  

3.2.3 Perceived benefits and cost refer to persons’ feelings and opinions 

toward perceived susceptibility and perceived severity of illness as having physical 

and mental impact on themselves, their family and the society. The persons then seek 

practice for the prevention or treatment of disease. They accept such treatment as the 

most useful and most appropriate for their illness and believe that the treatment will 

induce positive outcome more than negative outcome. Moreover, the persons’ 

understanding in medical advice and trust in healthcare professionals are also 

influential to their practice. Persons’ perception of illness recurrence and severity that 

causes dangers and has indirect effect on the body will lead to the attempt to seek for 
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treatment in order to cure the illness. However, persons’ acceptance of an action 

results from their belief in the action as a good solution that is the most beneficial and 

most appropriate treatment for the disease. 

Nevertheless, there may be obstacles in patients’ practice for illness 

treatment since they may be confronted with inconvenience, high cost of treatment, 

discomfort and pain, shyness, etc. Thus, their decision to take recommended action 

may depend on the weighing of advantages against disadvantages of the action. The 

patients then choose to take the action that is seemingly more beneficial.  

3.2.4 Motivation, referring to persons’ feelings and emotions in 

response to stimulation. The stimuli may be internal, such as general interest in health, 

belief in risk and severity of illness, and perceived positive outcome of action. They 

may also be external stimuli, such as news or advice from family members. Persons’ 

practice in response to advice from healthcare professional depends on the level of 

motivation. Motivation can be generally assessed from patients’ satisfaction and their 

intention to follow medical advice.  

3.2.5 Modifying factors. In addition to the aforementioned factors from 

the Health Belief Model, modifying factors also have effects in promoting one’s 

performance of health behavior. Modifying factors include demographic variables, 

social status, attitude, interaction, and support. These factors are socio-behavioral 

variables. Previous studies have shown that only a few variables could consistently 

predict persons’ behavior.  

The Health Belief Model is used for the explanation and prediction of 

persons’ disease prevention behavior along with other factors beyond one’s perception, 

as summarized in the diagram below.  

  

 

 

 

 

 

 

 



Jiraporn  Sripiboonbat                                                                                                Literature Review /    54

 

 

 

Individual perception              Modifying factor                        Likelihood of action  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Diagram 3:  Health Belief Model (Becker, 1974)  

 

 

 

 

 

 

 

Demographic variables – 
age, gender, race, etc. 
  
Psychosocial variables – 
personality, social status, 
colleagues    

- Perceived 
susceptibility 
of disease 
- Perceived 
severity of 
disease  

Perceived dangers of 
the disease 

Perceived benefits of 
action for disease 
prevention  

Following advice for 
the prevention of 
disease  

Factors encouraging health 
practice 
- Published articles or 
advertisements in the media.  
- Doctors and Public health 
professionals 
- Other people 
- Family members or friends 
with illness history 
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4. Factors affecting health behavior regarding cervical cancer 

screening 
The review of literature concerning health behavior in disease prevention and 

health promotion shows that a number of factors are associated with cervical cancer 

screening, as detailed below.  

4.1  Education level and occupation 

           Education level and occupation have effects on persons’ health behavior. 

People with high level of education have more opportunities to seek resources that 

support their behavior performance whereas people with low education level have 

limitations in their learning and opportunities to seek knowledge and to develop self-

care experience. Likewise, people who are in laboring work tend to have times for 

seeking health resources more than those who are in laboring work. Wismer and 

associates (2001) studied the development of program for cervical cancer and breast 

cancer screening in American women based on the PRECEDE – PROCEED model, 

and they found that education level and occupation have significant relationship with 

cancer screening at statistical level (p-value = 0.01 and 0.00, respectively). This 

finding is consistent with the study conducted by Williams and Wilkins (2004), who 

investigated cervical screening with cytology test provided directly in group and 

individual screening programs. It was found that education level and occupation are 

significantly related to cervical cancer screening at statistical level (p-value = 0.000). 

Lanzt, Weigers, and House (1997) surveyed the intention to have cervical cancer 

screening among American women and found that laboring work has effect on the 

women’s intention to get cervical cancer screening. 

Results of studies on health behavior in Thailand are inconsistent with those 

of foreign studies. It is also consistent with a study conducted by Sukanya 

Tecahchokewiwat (1998), which investigated the relationship between self-care 

behavior and quality of life on the basis of holistic care in patients with cancer. The 

sample of this study was composed of 200 patients receiving medical care at hospitals 

affiliated to Department of Medical Services, Ministry of Public Health and 

Bangpakok Hospital. The study reported relationship between education level and 

self-care behavior, but no relationship between occupation and self-care behavior. 

Nevertheless, this finding is inconsistent with a study conducted by Sakawduen 



Jiraporn  Sripiboonbat                                                                                                Literature Review /    56

Odeme (1998) studied the factors associated with the use/ not use of condoms for the 

prevention of sexual transmitted diseases and AIDS among male clients at the Bangrak 

Venereal Disease Clinic and found no relationship between education level and male’s 

behavior of using or not using condoms for the prevention of diseases.     

Studies in Thailand have shown that education level and occupation are not 

related to the reception of health services. This finding is inconsistent with foreign 

studies, which found relations among these variables.  

4.2 Knowledge about cervical cancer 

This is a significant factor for behavioral performance. Nevertheless, an 

increase in knowledge does not necessarily lead to behavioral changes.  Even though 

knowledge is related to behavior and is essential for behavioral changes, it is not 

enough to solely induce changes in health behavior. Other factors are also required for 

behavior modification. Su I Hou and associates (2003) studied the relationship 

between cervical cancer screening and cervical cancer by examining various factors 

affecting cervical cancer screening in Taiwanese women, and they found that 

knowledge is significantly related to cervical cancer screening at statistical level (p-

value = 0.034). William and Wilkins (2004), who investigated cervical cancer 

screening with cytology test provided directly in group and individual screening 

programs, also found significant relationship between knowledge and cervical cancer 

screening at statistical level (p-value = 0.000). Lantz, Weigers, and House (1997) 

surveyed the intention to have cervical cancer screening among American women and 

found that knowledge has effect on the women’s intention to get cervical cancer 

screening. Dolan and associates (2004) studied the relationship of attitude and belief to 

cervical cancer screening in women aged 50 years and elderly women. They found 

that knowledge has significant relationship to cervical cancer screening at statistical  

level (p-value = 0.001). Sukanya Techachokewiwat (1998) conducted a study on 

factors related to self-care behavior and quality of life on the basis of holistic approach 

in 200 patients with cancer who received care at the Health Care Center 6, Department 

of Medical Services and Ministry of Public Health and at Bangpakok I Hospital. The 

result showed relation between knowledge and self-care behavior.  
Referring to the aforementioned studies, the level of knowledge is related to 

reception of health services. Knowledge leads to appropriate health behavior because 
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persons with high level of knowledge can relate the newly acquired knowledge to their 

pre-existing knowledge and can seek resources to support their health practice. On the 

other hand, persons with low level of knowledge have limitations in learning new 

information that differs from their basic knowledge thus they are unable to conduct 

appropriate health practice.  

4.3  Attitude toward cervical cancer screening   

    Attitude is the feelings from and opinions that persons develop their 

learning and experience. Each individual has different attitudes, either positive or 

negative. Sukanya Techachokewiwat (1998) conducted a study on factors related to 

self-care behavior and quality of life on the basis of holistic approach in 200 patients 

with cancer who received care at the Health Care Center 6, Department of Medical 

Services, Ministry of Public Health and at Bangpakok I Hospital. The result showed 

relation between attitude and self-care behavior. Prapaporn Suwaratchai (1996) 

investigated factors affecting cervical cancer screening in married women who lived in 

Muang District, Ubonratchathani Province and found significant relation between 

attitude and cervical cancer screening (p-value = 0.001). This finding is consistent 

with a study conducted by Sirikarn Loimake (2006), which examined the effect of 

participating learning program on knowledge, attitude, and intention on receiving 

cervical cancer screening of women aged 35 – 60 years and found that the sample 

demonstrated good level of attitude.      

4.4  Perception of cervical cancer 

          Perception is another significant factor influential to people’s behavior 

because it is a psychological process deriving from brain interpretation on the basis of 

previous experience. Referring to Becker and associates (1974), persons will perform 

health preventive behavior only when they have correct perception of illness, 

comprising perceived risk of illness, perceived severity of illness, and perceived 

benefits of action for preventing the illness. Moreover, there are cues to action, 

including persons’ concern about health, intention to seek prevention and treatment of 

illness, and other factors that may have direct or indirect effects on persons’ behavior. 

These components can be used to explain and predict self-care behavior during illness, 

including one’s compliance with medical advice. In a study of health belief and 

practice to quit smoking among male hospital staff, Prapaporn Suwaratchai (1996) 
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investigated factors affecting cervical cancer screening in married women who lived in 

Muang District, Ubonratchathani Province and found  no relationship between 

perceived severity and cervical cancer screening (p-value = 0.232). Pornthip Thaksin 

(1998) conducted a research on behavior for primary and secondary prevention of 

cervical cancer in 240 prostitutes working in tourist zones in Pattaya City.  The study 

shows that women’s perception about cervical cancer is significantly related to both 

primary and secondary prevention (p-value < r = 0.326; p – value < 0.01, respectively). 

Nittaya Nakha (1996) found that perceived risk of illness is significantly related to self 

practice in giving up smoking. This is consistent with the finding of a study conducted 

by Wanida Thangarm (1999), which investigated the promotion of health behavior 

regarding cervical cancer screening of the Women’s Friend Group in married women 

and found that after the intervention women in the experimental group demonstrated 

higher levels of perceived risk of illness, perceived severity of illness and perceived 

benefits of action in following advice with statistical significance, in comparison with 

the levels before the intervention and with results in the control group (p-level = 

0.000). 

Previous studies have shown that the three domains of perception, 

comprising perceived susceptibility of disease, perceived severity of disease, and 

perceived benefits of prevention practice, are basic factors that lead to behavioral 

performance. These factors are significant components in encouraging a person to 

have behavior modification that is suitable in certain situation. Nevertheless, persons 

with perceived susceptibility and perceived severity of disease may not conduct 

appropriate health behavior if the illness seems distant from their lives or never 

occurred to them, their relatives, or family members. The persons, therefore, may 

neglect health practice. However, if they perceive the benefits of practice for 

prevention of illness, the persons are more likely to conduct the practice rather than 

neglecting it. 

4.4  Distance from home to primary care units  

                      Sirinthip Konsanthia conducted a study on factors influential to health 

promotion behavior of menopausal women in Nakhon Ratchasima Province and found 

significant relationship between distance from home to primary care units and health 

promotion behavior of menopausal women at statistical level (p-value = 0.003).   
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Channipa Tanpumiprated (2000) were to study health services utilization at health 

center among the people in Tombon Wanghin  and found no significant relationship 

between  distance with health services utilization at health center. Jane werapong 

(1999) were to study health services at health center among and found significant 

relationship between distance with health services utilization at health center 

Environmental factor is another variable that can facilitate one’s conduct of 

health behavior. In this study, the environmental factor enabling persons to take action 

is the reception of information or advice, the distance between home and primary care 

units, and convenience of access to the service.  

4.5  Reception of information or advice about cervical cancer 

The reception of information or advice is another factor that leads to 

health preventive behavior. Women at reproductive age can receive information about  

cervical cancer from various media, such as newspaper, radio, or television. In a study 

of health behavior for primary and secondary prevention of cervical cancer in 400 

female farmers in the western region, Waliapa Cholsuk were (1998) study. This is 

consistent with a research conducted by Pannee Songsai (1998), which was a study of 

primary and secondary prevention of cervical cancer and factors related to preventive 

behavior carried out with 250 prostitutes in Bangkok. It was found that 64.8 percent of 

the sample had received information about cervical cancer and the reception of this 

information was associated with secondary prevention of cervical cancer with 

statistical significance (p-value < 0.001). Amphai Suphapha (1998) found that 23.6 

percent of women who received information about cervical cancer conducted primary 

preventive behavior. This number is higher than the   number of those who conducted 

primary preventive behavior but never received the information (5.6%). It was also 

found that the reception of information and advice had positive relationship to 

behavior for the prevention of cervical cancer with statistical significance (p-value < 

0.01)., Jattana Srisai (1997) studied factors affecting cervical cancer screening among 

women in Nan Province and found that the sample who had received information and 

advice tended to have cervical cancer screening more than those who never received 

information or advice. Further examination of correlation showed significant 

relationship between the women’s reception of information about cervical cancer and 

cervical cancer screening at statistical level (p-value < 0.01). This is consistent with a 
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research conducted by Pannee Songsai (1998), which was a study of primary and 

secondary prevention of cervical cancer and factors related to preventive behavior 

carried out with 250 prostitutes in Bangkok. It was found that 64.8 percent of the 

sample had received information about cervical cancer and the reception of this 

information was associated with secondary prevention of cervical cancer with 

statistical significance (p-value < 0.001). The examination of conditional coefficient (c) 

revealed low level of correlation (c = 0.201). Pornthip Taksin (1998) also found that 

the reception of information about prevention of cervical cancer was significantly 

related to primary and secondary preventive behavior (p-value < 0.05 and < 0.001,  

Respectively).  
The review of literature found that several factors are related to use of 

cervical cancer screening services. In this study, the factors being investigated were 

education level, occupation, knowledge about cervical cancer, attitude toward cervical 

cancer screening, perception of cervical cancer, distance from home to primary care 

units, and reception of information or advice about cervical cancer screening. A 

numbers of factors related to the use of cervical cancer screening services were not 

examined in this study, including obstacles of service access, number of pregnancies, 

duration of having birth control treatment, dietary behavior, and sexual deviation 

behavior, etc.     
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CHAPTER Ш 

METHODOLOGY 
 

 

Research Design 
This research was a descriptive study,aiming to investigate predisposing 

factors, enabling factors, a reinforcing factor, and the relationship between these 

factors and the use of cervical cancer screening services among women in the 

catchment area of primary care units in Muang District, Nakhon Sawan Province 

 

Population and Sample of the Study  
 Population  

 The populations of this study were women aged between 35 and 60 

years old who could communicate in Thai and had family health record in family 

folders of primary care units in Muang District, Nakhon Sawan Province.  The total 

number of women with such characteristics was 41,617 (Division of Public Health 

Strategy Development Nakhon Sawan, 2005). Primary care units in Muang District 

consists of five Primary Care Units including Sapahan Dam Primary Care Unit, Wat 

Sai Tai Primary Care Unit, Wat Chorng Primary Care Unit, Sawapracharak Primary 

Care Unit, and Wat Khao Primary Care Unit, which one Primary Care Unit to 

response nine or ten community .  

 Sample 

 The sample of this study was composed of women living in the 

catchment area of the primary care units in Muang District, Nakhon Sawan Province. 

The women were selected using clustered random sampling method.  

 Exclusion criteria  

Unable to communicate in Thai.     

Being diagnosed with cervical cancer during the period of data 

collection  
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 Sample size 

 The sample size was calculated with Cohen’s formula for correlation 

analysis (Cohen, 1988: 259).This research examined seven independent variables with 

power analysis at .08, the reliability value .05, and the effect size was determined 

at .30, which is a medium value. The calculation with this formula found that 

appropriate sample size was 160. However, the sample size of this study was increased 

to 210 as an increase of sample size  by 20 – 30 percent is recommended in case of 

incomplete  responses or unreturned questionnaire  (Burn &Grove, 1997).  

           Random selection of the sample 

                Study site and sampling.  

                 Among the total five primary care units in Muang District, three 

units were randomly selected and 210 women   were selected from these units. The 

sample was selected from family folders of the primary care units with cluster random 

sampling method. Each of the three primary care units that were selected from the 

total five units (i.e. about 70 percent of all units in areas) had approximately 9 – 10 

communities under their responsibility; seven communities, or approximately 70 

percent, were randomly selected from each unit; and 10 women were then selected 

from each community with random numbers. 

                The sample was selected with cluster sampling method.  

  Step 1 – Three primary care units were randomly selected from the 

total five units in the municipal zone (or 70% of the total number of primary care units 

in the study site). Each unit is encoded with letters, as follows: 

A – Wat Sai Primary Care Unit 

B – Wat Chong Primary Care Unit  

C – Wat Khao Primary Care Unit 

Step 2 – The affiliated communities of the three selected 

 primary care units were randomly selected. Each primary care unit is responsible for 

approximately 9 – 10 communities in the catchment area, thus seven communities 

were selected for each primary care unit (70% of the total number of communities 

catchment to each primary care unit). Therefore, the total number of communities 

selected for the study was 21. Each community was represented with a letter, as listed 

below.  
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A – Nawamintr Community 
B – Wat Sai Tai Community  
C – Wat Sai Nua Community 
D – Rong Kha-sat Mai Community  
E – Rong Kha-sat Gao Community  
F – Thano Kosee Community 
G – Sai-thong Pattana Community  
H – Khang Puan Community 
I – Prachanukhrau Community 
J – Lang U-thanjit Community 
K – Wat Puth Community 
L – Khao Krok Pama Community  
M – Wat Kiriwong Community 
N – Sawasdi-pattana Community 
O – Nong Plahaeng Community  
P – Khao Rong Khrua Community  
Q – Bang Prong Community 
R – Wat Tabaek Community 
S – Talart Mai Community 
T – Satani Rot-fai Community 
U – Wat Khao Community 
Step 3 – Women aged 36 – 60 years from the selected 21 communities 

were randomly selected from the family folder of primary care units. The random 
numbers method was used to select 10 women from each community, the random 
sampling started from random selection of house numbers, using a random number 
table. Then, the selected house was checked whether there was a target woman 
following in rule. If there was, the house number and its address, along with the 
woman’s name, would be noted and the woman was to be a subject of this study. If 
there was not a target woman living in the selected house, the house would be 
excluded in the subsequent samplings. The sampling process was continued in this 
way until the total number of 10 women was obtained from each community.  Thus the 
sample was composed of 210 women. The sampling process is summarized in the 
diagram below. 
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Primary care units  
 Nakhon Sawan province  

5 primary care unit in 
Muang District  

Primary care unit 
#A 

Primary care unit 
# B  

 Primary care unit 
#C 
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10
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Diagram 4: Cluster sampling for the study of factors related to the use of cervical 

cancer screening services among women who lived in catchment area of 

primary care units in Muang District, Nakhon Sawan Province.  

 

Research Setting 
The research setting was communities in catchment area of the three primary 

care units in Sawanpracharak hospital. 
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Resea ch instruments  

this research was a questionnaire, which was developed 

from the

1.  Personal information. This questions in this part enquired personal 

informati

els in this study were education 

level, oc

on level was classified into three levels, with a reference to Thai 

education

ucation level refers to no schooling or being educated at primary 

vel.  

Moderate education level refers to the education at secondary level up to 

iploma or c

 to the education at a bachelor’s degree or 

d education level was then divided into two levels according to the 

al education of not less than 12 

efers further education either at lower-than-degree level 

r
The instrument of 

 review of related literature and the adaptation of a number of instruments 

previously developed by experts. The questionnaire was consisted of the following 

parts:  

on comprising age, marital status, education level, occupation, and family 

income. The respondents were also asked about cervical cancer screening, 

transportation used in traveling to primary care units, length of time for traveling to 

primary care units, distance from home to primary care units and the reception of 

information or advice about cervical care screening.  

The variables that were classified into lev

cupation, distance from home to primary care units, and the reception of 

information or advice about cervical cancer screening. These variables were classified 

as detailed below.  

-  Educati

 system.  

 Low ed

le

 

d ertificate equal to diploma.  

 High education level refers

higher level.  

 an

National Education Act of B.E. 2542. This classification was then used for the 

calculation with Chi-square statistical method and for finding odd ratios. The act 

divided formal education into two levels, as follows: 

 Low education refers to the basic form

years before higher education. 

 Higher education r

or degree level.  
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- Occupation was classified into two groups, according to physical and 

muscular

 laboring job that requires muscular strength and 

relatively in

l 

activities or

  two kilometers between the 

sample’s home

o kilometers between the sample’s 

home a d the n

r advice about cervical cancer screening was 

lassified in

ved 

ormation o

er received 

formation or

ions in this part enquired 

e response was 

ed 0.

statements - True response was scored 0 and false response was 

 work required for the job. 

Labor work refers to the

tense physical activities such as agricultural work or construction work.    

Non-labor work refers to the work that does not involve intense physica

 laboring efforts, such as housewives, vendors, private businesspersons, or 

civil servants.  

 -   Distance was classified into two groups:   

Near refers to the distance not longer than

 and the nearest primary care unit.  

 Far refers the distance longer than tw

n earest primary care unit.  

 -  Reception of information o

c to two groups of receiving or not receiving the information or advice.  

 Receiving information refers to the women who had recei

inf r advice to use of cervical cancer screening services from medical 

personnel or media such as public health personnel, television, radio, etc.  

 Not receiving information refers to the women who nev

in  advice about cervical cancer screening from medical personnel or 

media such as public health personnel, television, radio, etc.  

 2. Knowledge about cervical cancer test. The quest

the respondent’s knowledge about causes of cervical cancer, sign and symptoms, 

progression of illness, and prevention of cervical cancer. It was adapted from 

Prapaporn Suwaratchai’s instrument (1996). There were 10 questions in this part, 

presented in statements and the respondents were asked to state either the statement 

was true or false in their opinion. The scoring criteria are listed below 

     Positive statements -True response was scored 1 and fals

scor  

     Negative 

cored 1.   
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The positive statements were questions number 1, 2, 3, 4, 5, 8, and 9. 

reference, as 

recomme

 score – Minimum Score  

 

this study 

    =      10 – 1

The negative statements were question number 6, 7, and 10.  

The interpretation of scores was based on criterion 

nded by Wichian Katusingh (2000).    

Class interval   =  Maximum

                Number of groups  

  

In 

Class interval   

he score  were in s follow: 

dge. 

dge. 

And to c o groups according mean 

ss than 7.09 points 

 

This survey was 

  

e rating scale for measurement of 

                                              3 

   =          3 

T s terpreted a

Score 1 -3 reflected low level of knowle

Score 4 -7 reflected moderate level of knowle

Score 8 – 10 reflected high level of knowledge.   

lassified knowledge about cervical cancer into tw

score for chi – square and odd ratio as follow; 

 Low levels refer to mean score was le

 High levels refer to mean score was more than 7.09 points

 3.  Survey of attitude toward cervical cancer screening. 

adapted from Prapaporn Suwaratchai’s study (1996). The five questions in this part 

reflected positive and negative attitudes toward cervical cancer screening as follows:  

 Positive statements were item 4 and 5;  

 Negative statement were item 1, 2, and 3

 The responses were given in Likert - typ

attitude with four level of option: mostly, highly, slightly and least. The response to 

each statement was scored with the following criteria:    

  

 

 

 

 



Jiraporn  Sripiboonbat                                                                                                       Methodology / 68

 Positive statement  

4 points  

e   =   1 points  

he inte score  based rion reference, calculated from 

the follow

mum score – Minimum score 

 
 this study 

al   =      20 – 5

  Mostly agree   =   

  Highly agree = 3 points 

  Slightly agree = 2 points 

  Least agree =  1 point  

 Negative statement  

  Mostly agre

  Highly agree = 2 points 

  Slightly agree = 3 points 

  Least agree =  4 point  

 T rpretation of was  on crite

ing formula (Wichien Katusingh, 2000):  

Class interval   =  Maxi

                  Number of groups  

In

 Class interv   

 

The scores were interpreted as follows:  

interpreted as negative attitude 

0.01 to 15.00 were interpreted as moderate attitude 

 15.01 to 20.00 were interpreted as positive attitude 

t cervical cancer into two groups according mean 

al cancer refer to mean score was less 

than 13.98 points 

                                              3 

   =          5 

 The attitude score ranged from 5 to 20 points 

 The scores ranging from 5.00 to 10.00 were 

toward cervical cancer screening.  

 The scores ranging from 1

toward cervical cancer screening  

 The scores ranging from

toward cervical cancer screening   

And to classified knowledge abou

score for chi – square and odd ratio as follow; 

 Negative attitude toward cervic
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4.  Pe

nida Thangarm’s questionnaire (1999), which was based on the 

concept o

 

0, 11, 14, 15 and 17.   

Secti  

 the followin

 

e statements – questions number 22, 24, 25, 26, 28 and 30.    

Secti ncer, 

 

s number 34, 36, 37, 38, 40, 41, 42 and 43.  

The ikert-type scale for 

perceptio

e   =   4 points  

3 points 

    

  Highly e = 2 points 

 Positive attitude toward cervical cancer refer to mean score was more 

than 13.98 points 

rception of cervical cancer assessment. The questions in this part were 

adapted from Wa

f Becker (1974) with reliability value 0.61, 0.59, and 0.73. This part was a 

43-item assessment, divided into three sections as listed below.  

 Section 1: Perceived susceptibility of cervical cancer, containing 20 

questions with both positive and negative statements, as follows 

 Positive statements - questions number 2, 5, 7, 9, 12, 13, 16, 18, 19 and 20;  

 Negative statements - questions number 1, 3, 4, 6, 8, 1

on 2: Perceived severity of cervical cancer, consisting of 13 questions as

in g list:  

Positive statements – questions number 21, 23, 27, 30, 31, 32 and 33;  

 Negativ

on 3: Perceived benefits of action for the prevention of cervical ca

consisting of 10 question items, as follows:  

Positive statement – questions number 35 and 39; 

 Negative statements – question

responses were given on rating scale, utilizing L

measuring mostly, highly, slightly and least agreement. The scoring criteria for 

n are the following:  

 Positive statement  

  Mostly agre

  Highly agree = 

  Slightly agree = 2 points 

  Least agree =  1 point  

Negative statement  

  Mostly agree =   1 points 

agre

  Slightly agree = 3 points 

  Least agree =  4 points 
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 The interpretation of score was based on criterion reference, as in the 

 – Minimum score

following formula (Wichien Katusingh, 2000):  

Class interval   =   Maximum score       

  

Perceived susceptibility of cervical cancer 

   =      80 – 20

                                                       Number of groups 

In this study 

Class interval
      

 he score  were in cording to the following criteria:  

 of cervical 

cancer   r

lected low level of perceived susceptibility of 

cervical c

 to60.00 points reflected moderate level of perceived susceptibility 

of cervic

o 80.00points reflected high level of perceived susceptibility of 

cervical c

assified perceived susceptibility of cervical cancer into two groups 

according

9 points 

 

 

erceived severity of cervical cancer 

    =      52 – 13

                                         3 

   =          20 

T s terpreted ac

The total score of 20-item assessment of perceived susceptibility

anged from 20 to 80 points.  

-  20.00 to 40.00 points ref

ancer.  

-  20.01

al cancer.  

 -  60.01 t

ancer.   

and to cl

 mean score for chi – square and odd ratio as follow; 

 Low levels refer to mean score was less than 52.5

 High levels refer to mean score was more than 52.59points

P

In this study 

Class interval
                                              3 

   =         13 

 he tota core o assessment of perceived severity of cervical 

lected low level of perceived severity of cervical 

cancer.  

T l s f 13-item 

cancer ranged from 11 to 52 points.  

   -  13.00 to 26.00 points ref
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ancer.  

 mean score for chi – square and odd ratio as follow; 

 

.49 points 

cer 

    In this study 

  -  26.01 to 39.00 points reflected moderate level of perceived severity of 

cervical c

   -  39.01 to 52.00 points reflected high level of perceived severity of cervical 

cancer.   

And to classified perceived severity of cervical cancer into two groups 

according

 Low levels refer to mean score was less than 31.49 points 

  High levels refer to mean score was more than 31

 

 Perceived benefits of following advice for the prevention of cervical can

 Class interval   =      40 – 10
                                               3 

 
sessment of perceived benefits of following 

dvice for the prevention of cervical cancer ranged from 10 to 40 points.  

q are and odd ratio as follow; 

 

the study was submitted to three experts 

ee experts comprised:  

nd  

   =           10 

The total score of 10-item as

a

-  10.00 to 20.00 points reflected low level of perceived benefits of 

following advice for the prevention of cervical cancer  

-  20.01 to 30.00 points reflected moderate level of perceived benefits of 

following advice for the prevention of cervical cancer  

-  30.01 to 40.00 points reflected high level of perceived benefits of 

following advice for the prevention of cervical cancer.  

and to classified perceived benefits of action for the prevention of cervical 

cancer into two groups according mean score for chi – s u

Low levels refer to mean score was less than 7.09 points 

 High levels refer to mean score was more than 7.09 points 

 Quality of the Instrument  

  Content validity 

 The questionnaire for 

for the examination of content validity. The thr

1 Experienced Physician in Obstetrics – Gynecologic; 

1 Nurse Instructor in Obstetrics - Gynecologic; a



Jiraporn  Sripiboonbat                                                                                                       Methodology / 72

1 Professional nurse in Obstetrics - Gynecologic.   

 The questio  suggestions 

from the experts on ent, and the 

 study with women whose 

tudy population. The subjects in pilot 

udy were 30 women

ction 
The researcher conducted the study from July to August 2006, in the 

ated to Human Experimentation, Mahidol University.  

spital and 

Heads of

its catchment area to the hospital to and asked 

for their 

nnaire was then amended according to comments and

 the relevance of content, the clarity of statem

appropriateness of language, and the order of statements. 

  Reliability  

 The researcher carried out a pilot

characteristics met the inclusion criteria of the s

st  living in the catchment area of Saphan Dam Primary Care Unit. 

The data obtained from the test of knowledge about cervical cancer were calculated for 

reliability of the test with the KR-20 (Kuder-Richardson 20) method whereas the 

reliability of questionnaire regarding attitude toward cervical cancer screening and 

perception of cervical cancer were examined with the Cronbach’s alpha coefficient. 

The KR-20 reliability of the instrument for knowledge of cervical cancer was 0.91. 

The Cronbach’s alpha coefficient reliability of the instrument for attitude toward 

cervical cancer screening and perception of cervical cancer were 0.73 and 0.63 

respectively. 

 

 Data Colle
 

following manners:  

1.  The research proposal was submitted for the approval from the Committee 

on Human Rights Rel

2.  The researcher made a request for introduction letters from the Faculty of 

Graduate Studies, Mahidol University to the Director of Sawanpracharak Ho

 Primary care units catchment area to the hospital, asking for permission and 

cooperation in the collection of data.   

3.  The introduction letters were submitted to the Director of Sawanpracharak 

Hospital and Heads of Primary care un

permission to conduct the study.   
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4.  The researcher had a meeting with the heads of primary care at 

Sawanpracharak Hospital for self-introduction and for giving detailed information 

about the study. 

5.  The researcher distributed the questionnaire to every woman who met the 

inclusion criteria and willing to participate in the study to collect data, as detailed 

below.   

5.1  Before data collection, the sample was randomly selected from the 

family folders in primary care units, according to the criteria. 

5.2  At participants, home, the researcher explained the objectives of the 

study, the length of time required for answering the questionnaire, expected benefits of 

the study, and the subjects’ rights to withdraw from the study without any impact on 

their access to public health services. They were informed about the protection of their 

rights and would be used for academic purpose only and that all data would be kept 

confidential and them to sign from. The participants were asked to participate in the 

study.  

5.3  After the subjects expressed willingness to participate in the study by 

signing consent from they would receive the questionnaire which was composed of 

four parts asking about personal information, knowledge about cervical cancer, 

attitude toward cervical cancer screening, and perception of cervical cancer. The 

subjects were also informed that they could ask questions at anytime if there was any 

doubt about the questionnaire and that they could answer the questions independently. 

The researcher would give answer if there was any doubt about the questionnaire but 

would not guide the sample’s responses.  

5.4 After the self – administered questionnaire was to the participant, the 

research made an appointment to collect the questionnaire within one week. If the 

participant could not read the questionnaire, the researcher read the questions to her 

and also recorded the responses.   

6.  The researcher collected the responded questionnaires after one week and 

the completeness of responses and opened to inquire doubtful points.  

7.  The obtained data were analyzed with statistical method.  
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Protection of Human Subjects  

 The rights of sample in this study were completely protected from the 

beginning. The research proposal was submitted for the approval from the Committee 

on Human Rights Related to Human Experimentation, Mahidol University. Before 

distributing the questionnaire to the sample, the researcher introduced herself, gave 

detailed information about the objectives of the study and process of data collection, 

and informed the sample that the responses to the questionnaire were to be given on 

their own will. The sample was also informed that all data would be kept confidential 

and would not have any impact on their lives, either in personal, career or health care 

aspect. They could withdraw from the study at any time should they not want to 

answer the questionnaire. When the sample expressed willingness to participate in the  

study, they were asked to sign consent forms.  The questionnaire was then distributed 

to the sample. 

 

 Data analysis  
The obtained data were analyzed with a standard packaged computer 

program. The statistical methods used in data analysis were listed below.  

1. Age, marries  status ,income ,education ,occupation, knowledge about 

cervical cancer ,attitude toward cervical cancer screening, perception of cervical 

cancer  and reception information or advice about cervical cancer screening were 

analyzed with frequency, mean, standard deviation and percentage.   

2.  The relationships of predisposing factors, i.e. occupation, education, 

knowledge, attitude and perception; enabling factor, i.e. distance from home to 

primary care units and reinforcing factor, i.e. the reception of information or advice 

about cervical cancer screening were analyzed with chi-square test and odd ratio.   
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CHAPTER IV 

RESULTS 
 

 

 This was a descriptive study aiming to investigate predisposing factors, 

enabling factors, a reinforcing factor and the relationship between these factors and the 

use of cervical cancer screening services. The sample was women aged between 35 -

60 years living in catchment area of three primary care units in Muang District, 

Nakhon Sawan Province. The total of 210 women were randomly selected and asked 

to complete a self – reported questionnaire. Consequently, 188 women, or 89.52 

percent returned questionnaires. Results of the study are presented in the following 

sections:  

1. Demographic characteristics data of the sample  

2. Use of cervical cancer screening services  

3. Predisposing, enabling and reinforcing factors and the relationship 

 between these factors and the use of cervical cancer screening services of the sample      
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1. Demographic characteristics data of the sample  
       1.1Demographic characteristics data and the use of cervical cancer screening 

services  

The overall result showed varied percentages of women in different age groups, 

ranging from 15.4 to 24.5, with the highest percentage in the age range 46 – 50 years 

(24.5%) and the lowest percentage in the age range 56-60 years (15.4%).Most women 

using cervical cancer screening services aged between 46–50 (26.3%) and 51 – 55 

years (26.3%), which accounted of 52.6 percent of the sample. There were lower 

percentages of women using cervical cancer screening services among those in the 

other age groups. The percentages of women not using cervical cancer screening 

services in different age groups were varied, ranging from 14.6 to 25.9 percent. The 

highest percentage of women not using cervical cancer screening services were in the  

age range  35 – 40 years(25.9%), followed by those in the age range  46 – 50 years 

(22.5%) . 
Among women aged between 35-40 years and 56-60 years, the percentage of 

women not using cervical cancer screening services was higher than the percentage of 

women using the screening services, 25.9% VS 17.1% and 20.1%VS 11.1 % 

respectively. 

The results showed that 63.3 percent of women were married or lived with 

their spouses, 14.4 percent were widowed, 13.8 percent were separated, and only 8.5 

percent of them were single. It was found that almost all women (91.5%) were married 

or had sexual experience. Among married and divorced women, there were higher 

percentage of women using cervical cancer screening services than those of women 

not using cervical cancer screening services, 68.7% VS 57.3% and  15.1% VS 13.5% 

respectively. 

 In respect to family income, the percentages of women using cervical cancer 

screening services and those not of women using the screening services were almost 

similar in each income range. Most women had family income less than 5,000 baht per 

month (62.7%), follow by 5,000-10,000 baths per month (27.2%). Among women 

whose family income was less than 5,000 baht per month, the percentage of women 

not using cervical cancer screening services (65.2%) was higher than those of women 

using the screening services (60.6%).  
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For the means of transport to primary care units, 84.1 percent of the sample 

reported traveling with a vehicle and only 15.9 percent walked to the units. The most 

frequent used vehicle was a motorcycle as 53.7 percent of the sample reported riding a 

motorcycle to the primary care units. The majority of women who use and not use 

cervical cancer screening services traveled by a motorcycle(53.5% and 53.9% 

respectively), followed by foot (18.2% and 13.5% respectively). Traveling time to 

primary units for most women (78.2%) were less than 15 minutes, as presented in 

Table 1. 

 

Table 1 Numbers and percentages of the sample, categorized by demographic  

               characteristics and the use of cancer screening services. 

 

Demographic 
characteristics 

Use 
n (%) 

Not use 
n (%) 

Total  
n (%) 

Total 99 (100.0) 89 (100.0) 188 (100.0) 
Age    
   35-40 17 (17.1) 23 (25.9) 40 (21.3) 
   41-45 19 (19.1) 15 (16.9) 34 (18.1) 
   46-50 26 (26.3) 20 (22.5) 46 (24.5) 
   51-55 26 (26.3) 13 (14.6) 39 (20.7) 
    56-60 11 (11.1) 18 (20.1) 29 (15.4) 
Mean   48      SD = 7.35    range 35 – 60                           
Marries   status    
    Married and together 68 (68.7) 51 (57.3) 119 (63.3) 
    Widow/Divorce 15 (15.1) 12 (13.5)  27 (14.4) 

    Married and separate 11 (11.1) 15 (16.9)  26 (13.8) 
    Single  5  (5.1) 11 (12.3)             16 (8.5) 
Mean= 6424.10    SD = 6383.82     Mode =    3,000   Min =300Max=60,000 
Income 
    ≤5,000                             60 (60.6) 58 (65.2)          118 (62.7) 
    5,001 – 10,000                28 (28.3) 23 (25.8) 51 (27.2) 
    >10,000  11 (11.1) 8 (9.0) 19 (10.1) 
Transportation used in traveling to primary care units 
  Vehicle  
    Motorcycle 53 (53.5) 48 (53.9)            101 (53.7) 
    Bus 11 (11.1) 7 (7.9) 18 (9.6) 
    Bicycle          8 (8.1)         10 (11.2) 18 (9.6) 
    Taxi 6 (6.1) 3 (3.4)   9 (4.8) 
    Car 3 (3.0)   9 (10.1) 12 (6.4) 
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Table 1 Numbers and percentages of the sample, categorized by demographic  

               characteristics and the use of cancer screening services (continued) 

 
Demographic 
characteristics 

Use 
n (%) 

Not use 
n (%) 

Total  
n (%) 

Total 99 (100.0) 89 (100.0) 188 (100.0) 
 Non - Vehicle 
    Foot 18 (18.2) 12 (13.5) 30 (15.9) 
Traveling time 
    less  than 15 minutes      80 (80.8) 67 (75.3)           147 (78.2) 
    longer than 15 minutes   19 (19.2) 22 (24.7)   41 (21.8) 
 

2. Use of cervical cancer screening services  
Among the whole sample of 188 women aged between 35 – 60 years, 52.7 

percent used cervical cancer screening services and 47.3 never used such services, as 

presented in Table 2. 

  
Table 2 Numbers and percentages of the sample who used, did not cervical cancer  

              screening services . 

 

Using of cervical cancer  

screening services 
 Number Percentage 

Use    99  52.7 

No use   89  47.3 

Total 188 100.0 

 

Health care centers where the sample used cervical cancer screening services   

  Ninety Nine women who used cervical cancer screening services, received 

cervical cancer screening services at various health care facilities. Fifty Nine women 

(59.6%) used such services at primary care units, 35 women (35.4%) at pubic hospitals, 

and 5 women (5.0%) at private medical clinics.  

The reasons for not using cervical cancer screening services were mostly 

shyness (76.4%), followed by having no presence abnormal sing and symptoms 

(62.9%), as detailed in Table 3.  
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Table 3 Numbers and percentages of the sample categorized by reason for not using  

              cervical cancer screening services.  

 

Reasons* Number Percentage 

Feeling shy about exposing the genital 68 76.4 

No presence of abnormal signs and symptoms 56 62.9 

Afraid of being hurt 27 30.3 

Not having time 22 24.7 

Afraid of having disease 7  7.9 

*each woman had more than one answer 

 

3. Predisposing, enabling, and reinforcing factors, and the  

relationship between  these factors and the use of cervical cancer 

screening services  
3.1 Predisposing factors and the use of cervical cancer screening services  

       3.1.1 Education level and occupation  

      The analysis of data concerning predisposing factors showed that 

more than half of the sample were educated at primary level (61.20%) and 14.4 

percent of them did not have formal education. The majority of the samples were 

educated at primary level: 68.7% for the group using and 52.8% for the group not 

using cervical cancer screening services. In addition, among women who did not use 

cervical cancer screening services, 20.2 % did not have education compared to 9.1% 

among women who use such services. The percentages of women with high education 

level in both groups who used and did not use cervical cancer screening services were 

almost equal. 

               This study found that 68.1 percent of the sample works in non-labor 

job, the rest  had labor work (31.9%).The majority of women who used cervical cancer 

screening services were employees/workers (33.3%), followed by traders (29.3%) and 

unemployed or housewives (22.2%). Among women who were employees or workers, 

the percentage of women using cervical cancer screening services(33.3%) was higher 
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than the percentage of those not using the screening services (29.2%), as shown in 

Table 4.   

 

Table 4 Numbers and percentages of the sample categorized by education level 

              and occupation and the use of cancer screening services.  

 

Predisposing factors Use 

n (%) 
Not use 

n (%) 
Total 

n (%) 

Total 99 (100.0) 89 (100.0) 188(100.0) 

Education level 
 Low level    

     No formal education 9 (9.1) 18 (20.2) 27 (14.4) 

     Primary school 68 (68.7) 47 (52.8) 115 (61.2) 

  Moderate level     

     High school 10 (10.1) 7 (7.9) 17 (9.0) 

     Certificate or diploma 3 (3.0) 9 (10.1) 12 (6.4) 

  High level    

     Bachelor or high 9 (9.1) 8 (9.0) 17 (9.0) 

Occupation    

 Laborious    

     Employee /Workers 33 (33.3) 26 (29.2) 59 (31.4) 

     Agriculture  1 (1.0) 0 (0) 1 (0.5) 

  Non - laborious     

     Trader 29 (29.3) 22 (24.7) 51 (27.1) 

     Housewife/unemployed 22 (22.2) 26 (29.2) 48 (25.5) 

     Business 6 (6.1)  5 (5.6)       11 (5.9) 

     Government  8 (8.1) 10 (11.3)       18 (9.6) 
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                  3.1.2 Knowledge about cervical cancer and attitude toward cervical 

cancer screening services  

                             Most women had high level of knowledge about cervical cancer 

screening (68.1%), followed by moderate level (27.6%). The analysis revealed higher 

proportion of women with high level of knowledge to those with moderate and low 

level of knowledge among the sample who used cervical cancer screening services 

(72.7%, 26.3%and 1.0% respectively). Similarly, the sample who did not use cervical 

cancer screening services was composed of those with high level of knowledge about 

cervical cancer more than those with moderate level and low level of knowledge 

(63.0%, 29.2%and 7.8 % respectively).  Nevertheless, the percentage of the sample 

with low level of knowledge among those who did not use cervical cancer screening 

services (7.8%) was higher than the percentage of those who used the screening 

services (1.0%).The percentage of sample with high level of knowledge among those 

who used cervical cancer screening services (72.7%) was higher than the percentage 

of those who did not use the screening services (63.0%).  

              As for attitude toward cervical caner screening, 52.7 percent of the 

sample expressed moderate level of attitude toward the screening, followed by positive 

attitude (27.1%).The majorities of women in both groups – using and not using 

cervical cancer screening  had moderate attitude toward cervical cancer screening 

services (60.0%  and 43.8% respectively).  However, the sample who uses cervical 

cancer screening services demonstrated positive attitude toward the screening at a 

higher percentage than the sample who did not use cervical cancer screening services. 

(35.4% and 18.0% respectively) (Table 5). 
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Table 5 Numbers and percentages of the sample categorized by knowledge about  

              cervical cancer and attitude toward  cervical cancer screening  and the use of  

              cancer screening services .    
                            

Predisposing factors                 Use  

n (%) 
Not use 

n (%) 
Total  

n (%) 
Total   99 (100.0) 89 (100.0) 188 (100.0) 

Levels of knowledge about  

cervical cancer 

 Low  (1-3 points)                          1 (1.0) 7 (7.8)   8 (4.3) 

 Moderate (4-6 points)                              26 (26.3) 26 (29.2)  52 (27.6) 

 High (7-10 points)                                    72 (72.7) 56 (63.0) 128  (68.1) 

Levels of attitude toward  cervical cancer screening  

 Negative attitude(5.00-10.00 points)  4 (4.0) 34 (38.2)    38 (20.2) 

 Moderate attitude(10.01- 15.00points) 60 (60.6) 39 (43.8) 99 (52.7) 

 Positive attitude (15.01-20.00 points) 35 (35.4) 16 (18.0) 51 (27.1) 

 

       3.1.3 Perception of cervical cancer  

                        The majority of the sample demonstrated high level of perceived 

susceptibility of cervical cancer (85.1%).  The sample in both groups – using and not 

using cervical cancer screening services , demonstrated high level of perceived 

susceptibility of  cervical cancer at a higher percentage than those with moderate and 

low level of perceived susceptibility of cervical cancer (87.9%, 9.1%, 3.0%  and 

82.1%, 15.7%, 2.2% respectively) .Among the women expressing high level of 

perceived susceptibility of cervical cancer, the number of those using cervical cancer 

screening services was higher than those not using screening services, at 87.9 and 82.1 

percent respectively. 

               The majority of the sample, 85.6 percent, expressed moderate level of 

perceived severity of cervical cancer. The sample in both groups – using and not using 

cervical cancer screening services, demonstrated moderate level of perceived severity  
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of cervical cancer at a higher percentage than those with high and low level of cervical 

cancer (86.9%, 9.1%, 4.0% and 84.2%,14.6%,1.2% respectively).  

                            For the sample not using cervical cancer screening services, there 

were more women demonstrated perceived benefits of following advice for the 

prevention of cervical cancer at moderate level than those at low and high level 

(59.6%, 39.3% and 1.1% respectively). The percentage of sample with high level of 

perceived benefits among those who use screening services (61.6 %) was higher than 

the percentage of those who did not use the screening services (39.3%), as detailed in 

Table 6. 

 

Table 6 Numbers and percentages of the sample categorized by perception of cervical 

              cancer and the use of cancer screening services.    
 

Predisposing factors Use 

n (%) 

Not use 

n (%) 

Total 

n (%) 

Total   99 (100.0) 89 (100.0) 188 (100.0) 

Levels of perceived susceptibility of cervical  cancer  

   Low(20.00-40.00 points)                    3 (3.0) 2 (2.2)   5 (2.7) 

   Moderate(20.01-60.00 points)             9 (9.1) 14 (15.7)  23 (12.2) 

   High(60.01-80.00 points)                      87 (87.9) 73 (82.1) 160  (85.1) 

Levels of perceived severity of cervical cancer        
    Low(11.00-22.00 points)              4 (4.0) 1 (1.2)      5 (2.7) 

    Moderate(20.01-33.00 points)                  86 (86.9) 75 (84.2)  161 (85.6) 

    High(33.01-44.00 points)                9 (9.1) 13 (14.6)   22 (11.7) 

Levels of perceived benefits of  following advice for the prevention of cervical cancer

    Low(11.00-22.00 points)              3 (3.0)  1 (1.1)  4 (2.1) 

    Moderate(20.01-33.00 points)                  35 (35.4) 53 (59.6) 88 (46.8) 

    High(33.01-44.00 points)                61 (61.6) 35 (39.3) 96 (51.1) 

 

 

 



Jiraporn  Sripiboonbat                                                                                                              Results / 
 

84 

3.2 Enabling factors and the use of cervical cancer screening services. 

                The analysis of enabling factors, distance from home to primary care units, 

showed that the percentage of women whose houses were in a near distance from 

primary care units was higher than the percentage of those living far from the units, 

57.0 and 43.0 percent respectively. Among the women who used cervical cancer 

screening services, the percentage of those who lived near primary care units (66.7%) 

was higher than the percentage of those living far from the units (33.3%). Among the 

women not using cervical cancer screening services, the percentage of those who lived 

far from primary care units (83.7%) was higher than the percentage of those living 

near the units (16.9 %), as detailed in Table 7. 

 

 Table 7 Numbers and percentages of the sample categorized by enabling factor 

               and the use of cancer screening services. 

 

Enabling factors                                Use  

n (%) 
Not use    

n (%) 
Total 

   n (%) 

Distance from home to primary care units 

  Far   ( >2 kilometers )                    33 (33.3)     74 (83.1) 107 (57.0) 

  Near ( ≤ 2 kilometers)   66 (66.7)      15 (16.9)        81 (43.0) 

Total   99 (100.0) 89 (100.0) 188 (100.0) 

 

3.3 Reinforcing factor and the use of cervical cancer screening services. 

       The study of reinforcing factors that may effect on the use of cervical 

cancer screening services focused on the sample’s reception of information or advice 

about cervical cancer. It was found that among 188 women, 185 of them (98.4%) to 

receive information and suggestion to have cervical cancer screening services whereas, 

only three of them (1.6%) never received advice about cervical cancer screening 

services. The results revealed higher proportion of women received information or 

advice to those who did not receive such information, in both groups of the sample 

using and not using cervical cancer screening services (Table 8). The sample reported 
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that the sources of information and advice were closed persons, such as community 

health volunteers, nurses, neighbors, and others, as detailed in Table 9. 

 

Table 8 Numbers and percentages of the sample categorized by reinforcing factor  

             and the use of cancer  screening services.     
 

Reinforcing 

factor               
Use  

n (%) 
Not use    

n (%) 
Total 

   n (%) 

Reception of information or advice about cervical cancer screening  

  No reception            2  (2.0)  1   (1.1)     3 (1.6) 

  Reception 97 (98.0) 88  (98.9) 185 (98.4) 

Total   99 (100.0) 89 (100.0) 188 (100.0) 

 

Table 9 Numbers and percentages of the sample categorized by source 

              information or advice. 

 

Sources of information or advice* Number Percentage 

Community health volunteers                 120 63.8 

Nurses   110 58.5 

Neighbors  61 32.4 

Television      52 28.1 

Radio  35 18.9 

Doctor    25 13.3 

Newspaper    25 13.3 

Sound broadcast  23 12.2 

Poster / internet                                        19 10.1 

*each woman had more than one answer 

 

 

 

 



Jiraporn  Sripiboonbat                                                                                                              Results / 
 

86 

3.4 The relationships between predisposing, enabling and reinforcing 

factors and the use of cervical cancer screening services      

 3.4.1 Relationships between the use of cervical cancer screening services 

and predisposing factors comprising education level, occupation, knowledge 

about cervical cancer, attitude toward cervical cancer screening services and 

perceptions of cervical cancer.   

   3.4.1.1 Education level and occupation 

            Both predisposing factors, education and occupation, did not 

have statistically significant relationship with the use of cervical caner screening 

services, (Table 10).  

Table 10 Chi – square and odd ratio (OR) of education, occupation and the use 

                 of cervical cancer screening services . 

 

Predisposing 
factors 

Use  
n (%) 

Not use    
n (%) 

OR 95% CI ของ OR 

Total  99 (52.7) 89 (47.3)   
Education level 
  Low   87 (46.3) 72 (38.2) 0.55 0.25 – 1.24 
  High 12 (6.4)      17 (9.1) 1.00  

2χ  = 2.053 (p- value =0.152) df = 1   
Occupation     
  Labor                 34 (18.1) 26 (13.8) 0.78 0.23 – 4.94 
  Non- labor        65 (34.6) 63 (33.5) 1.00  

2χ  = 0.568 (p- value =0.451) df = 1   
 

      Table 11 presents the mean and standard deviation of the scores of each 

factor that were categorized for the analysis of the relationships between these factors 

and the use of cervical cancer screening services. Using mean and standard deviation, 

the samples were categorized into two groups of low and high levels according to their 

scores on knowledge, attitude and perception.  
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Table 11 Mean and standard deviation of score of the predisposing factors. 

 

Predisposing factors mean SD 

Knowledge about cervical cancer (Total score = 10) 7.09 1.63 

Attitude toward cervical cancer screening services (Total score=20) 13.98 2.42 

Perceived susceptibility of cervical cancer (Total score = 80) 52.59 4.52 

Perceived severity of cervical cancer (Total score = 52) 31.49 4.06 

Perceived benefits of following advice for the prevention of cervical 

cancer (Total score = 40) 

28.18 4.76 

 

3.4.1.2Knowledge about cervical cancer screening and attitude 

 toward cervical cancer screening services 

                       The analysis revealed statistically significant relationship 

between the use of cervical cancer screening services and the predisposing factor 

concerning knowledge about cervical cancer at statistical level (P < 0.05). It was found 

that women with low level of knowledge about cervical cancer were less likely to use 

of cervical cancer screening services by 1.97 times of those with high level of 

knowledge. The sample’s attitude toward cervical cancer screening services was also 

found related to the use of cervical cancer screening services with statistical 

significance (P < 0.05). Women with negative attitude toward cervical cancer 

screening services were less likely to use of cervical cancer screening services by 3.46 

times of those with positive attitude toward the screening, as shown in Table 12. 
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Table 12 Chi – square and odd ratio (OR) of knowledge about cervical cancer, attitude 

                toward cervical cancer screening  and the use of  cervical cancer screening  

                services. 

 

Predisposing 

factors 
Use 

n (%) 
Not use 

n (%) 
OR 95% CI ของ 

OR 

Total 99 (52.7) 89 (47.3)   
Knowledge about cervical cancer 

  Low (<7.09) 47 (25.0) 57 (30.3) 1.97 1.09 – 3.54* 
  High(>7.09) 52 (27.7) 32 (17.0) 1.00  

2χ = 5.206 (p- value =0.023)           df = 1        

Attitude toward cervical cancer screening  

  Negative attitude       

(>13.98) 

26 (13.9) 44 (23.4) 2.74 1.49-5.05* 

  Positive attitude         

(<13.98) 

73 (38.8) 45 (23.9)   

2χ = 10.771 (p- value =0.001)     df = 1               

  * Statistical significance less than 0.05 
 

3.1.4.3 Perception of cervical cancer  

          The analysis of the relationship between the predisposing factor 

regarding perceptions of cervical cancer and the use of cervical cancer screening 

services revealed that perceived susceptibility of cervical cancer and perceived 

severity of cervical cancer did not have significant relationship with the use of cervical 

cancer screening services. Perceived benefits of following advice for the prevention of 

cervical cancer was related to the use of cervical cancer screening services with 

statistical significance (P < 0.05). It was found that women with low level of perceived 

benefits of following advice for the prevention of cervical cancer were less likely to 

use of cervical cancer screening services by 4.16 times of those who demonstrated 

high level of perceive benefits, as shown in Table 13. 
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Table 13 Chi – square and odd ratio (OR) of perception of cervical cancer and the use  

                 of cervical cancer screening services. 

 

Predisposing 

factors             
Use  

n (%) 
Not use    

n (%) 
OR 95% CI ของ OR 

Total 99 (52.7)            89(47.3)                
Perceived susceptibility of cervical cancer  
  Low (<52.59)        43 (22.9) 51 (27.1) 1.70 0.98 – 3.11 
  High (>52.59)         56 (29.8) 38 (20.2) 1.00  

2χ = 3.606 (p-value=0.058)   df = 1                 
Perceived severity of cervical cancer    
  Low (<31.49)     54 (28.8) 51 (27.1) 1.18 0.62 – 1.99    
  High (>31.49)      45 (23.9) 38 (20.2) 1.00  
  2χ     = 0.145 (p-value=0.70)     df = 1                    
Perceived benefits of following advice for the prevention of cervical cancer 

  Low (<28.18) 39 (20.8) 65 (34.6) 4.16 2.24 – 7.77  *     
  High (>28.18) 60 (31.9) 24 (12.7) 1.00  

2χ       = 11.349    (p-value=0.003)    df = 1                 

  * Statistical significance less than 0.05 

3.4.2 Relationships between the use of cervical cancer screening services 

and enabling factors, comprising distance from home to primary care units. 

 The analysis revealed statistically significant relationship between 

distance from home to primary care units and the use of cervical cancer screening 

services at statistical level (P < 0.05). It was found that women whose house was far 

from primary care units were less likely to use of cervical cancer screening services by 

2.46 times of those who lived near primary care units, as shown in Table 14.  
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Table 14 Chi – square and odd ratio (OR) of distance from home to the primary care 

                units and the use of cervical cancer screening services. 

 

Enabling factors     Use  

n (%) 
Not use    

n (%) 
OR 95% CI ของ 

OR 

Total 99 (52.7) 89 (47.3)   
Distance from home  to the primary care units  

  Far 33 (17.6) 74 (39.3) 2.46 1.23 – 4.94*

  Near  66 (35.1)      15 (8.0) 1.00  
2χ   = 6.694 (p- value = 0.010) df = 1   

 * Statistical significance less than 0.05 
 

3.4.3 The relationships between reinforcing factor comprising reception of 

information or advice about cervical cancer screening and the use of cervical 

cancer screening services  

           Based on the data in this study, it was unable to identify the relationship 

between the factor of reception of information or advice. There was not sufficient data 

of the group not receiving information or advice for a statistical test, Chi – square 

(Table 15). 

 

Table 15 Numbers and percentages of reception of information or advice about  

              cervical cancer screening and the use of cervical cancer screening services. 

 

Reinforcing 

factor               
Use  

n (%) 
Not use    

n (%) 
Total 

   n (%) 

Reception of information or advice about  cervical cancer screening  

  No reception            2  (2.0)  1 (1.1)   3 (1.6) 

  Reception               97 (98.0) 88 (98.9) 185 (98.4) 

Total     99  (100.0)   89 (100.0) 188 (100.0) 
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           3.5 Odd ratio of factors related to the use of cervical cancer screening 

services      

      The study found the significant relationship between the use of cervical 

cancer screening services and three predisposing factors including knowledge about 

cervical cancer , attitude toward cervical cancer screening services ,perceived benefit 

of following advice for the prevention of cervical cancer and one enabling factors 

which was distance from home to primary care units. Statistical information of the 

significant factors related to the use of cervical cancer screening services was 

summarized in Table 16.  

 

Table 16   Chi – square and odd ratio (OR) of the predisposing and enabling factors 

                   and the use of cervical cancer  screening services.  

 

Factors 2χ  p- value OR 95% CI of OR

Predisposing  factor 

Knowledge about cervical 

cancer  

 

5.206 

 

0.023 

 

1.97 

 

1.09-3.54 

Attitude toward cervical 

cancer screening  

10.771 0.001 2.74 1.49-5.05 

Perceived benefits of 

following advice for the 

prevention of cervical cancer 

11.349 0.003 4.16 2.24-7.77 

Enabling  factor 

Distance from home to 

primary care units 

 

6.694 

 

0.010 

 

2.46 

 

1.23 – 4.94 
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CHAPTER V 

DISCUSSION 
 

 

 This research was a descriptive study, aiming to investigate predisposing 

factors, enabling factors, a reinforcing factor, the relationship between these factors 

and the use of cervical cancer screening services. The sample was composed of 188 

women who were selected using cluster sampling method from female population 

aged 35 -60 years who lived in the catchment area of primary care units in Maung 

District, Nakhon Sawan Province. The study was conducted during July to August, 

2006. The research instrument was a self - administered questionnaire, of which the 

validity was examined by a panel of the three parts of the experts. The reliability 

values of three questionnaires were 0.91, 0.73, and 0.65. The obtained data were 

analyzed using descriptive statistics, including frequency and percentage. The 

correlations of the variables were analyzed using chi-square test and odd ratios . The 

results are discussed in this chapter in the following two parts:  

 Part1: Demographic characteristics data of the sample 

        Part 2: Use of cervical cancer screening services 

 Part3: Predisposing, enabling, and reinforcing factors and their relationships 

with the use of cervical cancer screening services       
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1. Demographic characteristics of the sample 
            1.1 Demographic characteristics data and the use of cervical cancer 

screening services  

      More than half of the women, who used cervical cancer screening 

services, or 52.6%, was between 46 and 55 years old.  Generally, the women in this 

age group are married and have grown-up children, so they have more time to look 

after their own health.  In addition, by receiving information about cervical cancer 

screening from various sources or media, they may realize that they are at the age in 

which the risk of cervical cancer is high (Pengmongkon, 2000).  Thus, the women in 

this age group constituted the largest group of the women who used cervical cancer 

screening services. 

      On the other hand, the largest group of women who did not use cervical 

cancer screening services consisted of those who were 35 to 40 years old.  This may 

have been because these women were still in their working age, or they may have to 

take care of young children, so they are unable to take time off to have cervical cancer 

screening test.  Furthermore, they may have thought that they were not at risk of 

cervical cancer, so they did not pay attention to having the screening test.  Moreover, 

when comparing the women who used and did not use cervical cancer screening 

services, it was found that the percentage of women aged 56-60 years old who did not 

use cervical cancer screening services was 20.1% higher than that of the women of the 

same age who used the services.  This may have resulted from their misconception 

that such screening was no longer necessary for them as they were not sexually active 

at this age. 

       In this study, almost all subjects, or 91.5%, were married, and close to 

two-thirds, or 62.7%, earned less than 5,000 baht per month.  These findings were in 

congruence with the findings of Sirikarn Loimek (2006) who investigated the effects 

of a participatory learning program on knowledge, attitudes, and intention to have 

cervical cancer screening services of women and found that most of the subjects were 

married and earned less than 5,000 baht per month. 

       As regards traveling to the primary care unit, most of the women used a 

motorcycle, which was available in almost all households.  This was followed by 

walking, as they lived near to the primary care unit. The majority of women used less 
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than 15 minutes to travel between home and a primary care unit.  This was because all 

primary care units were situated within two kilometers from the residential areas, so it 

took less than 15 minutes to travel there. 

 

2. Use of cervical cancer screening services 
Among 188 women in the study, more than half, or 52.7%, used the cervical 

cancer screening services. The high utilization rate of cervical cancer screening 

services found in this study may due to the continuous and consistent campaign to 

promote cervical cancer screening services through different channels in Nakhon 

Sawan Province since 2002.   Thai Government has launched a campaign to promote 

cervical cancer screening services in women aged 35 to 60 years in 75 provinces in the 

country, with the aim set at least 50% of the target population (Bureau of Medical 

Technical Development, 2004).This finding was consistent with the findings of 

Pajaree Janpeng (1998) who explored cervical cancer preventive behaviors of 

agricultural housewives on the upper part of the southern region and found that 

56.60% of the women used cervical cancer screening services.  It was also found that 

for the women did not use such services, they did not have any abnormal symptoms or 

they did not know that such services were necessary.  Likewise, in this study, the 

women who did not receive cervical cancer screening services explained that they did 

not have any abnormal symptoms that made them worried or concerned enough to use 

such services.  Other reasons included embarrassment, having no time, afraid of being 

hurt, and afraid of having disease. 

 

3. Predisposing, enabling, and reinforcing factors and their with the 

use of cervical cancer screening services 
3.1 Predisposing factors and the use of cervical cancer screening services 

       Between women who used and did not use cervical cancer screening 

services, there were similar proportions of women in every group within each factor. 

Out of 188 women 61.2% and 14.4% of them completed elementary education and 

were not educated, respectively.  Most did not have laborious work; they were 

housewives, traders, businesswomen, or government officials.  Most of the samples 
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completed elementary education because during the past 30 to 60 years, only 

elementary education was compulsory. As for the fact that, most of the women had a 

low economic status. It is because so they had to start working early to earn their 

living.  For some after they got married, they became housewives and did not work.  

As a result, their monthly income was lower than 5,000 baht. 

       As for the knowledge about cervical cancer, the findings revealed that 

almost three-quarters of the women who used cervical cancer screening services, or 

72.7%, had a high level of knowledge about cervical cancer.  Similarly, more than half, 

or 63.0%, of the women who did not use cervical cancer screening services also had a 

high level of knowledge about cervical cancer.  One plausible explanation is that both 

groups of women received knowledge about cervical cancer screening services and 

cervical cancer from different media due to continuous campaigns carried out by the 

government, so they were more knowledgeable in cervical cancer and cervical cancer 

screening services. Therefore, the majority of women had higher scores indicating a 

higher level of knowledge. 

      When considering each aspect of knowledge of cervical cancer, it was 

discovered that the three items of which most of the samples had incorrect knowledge 

were spreading of the disease, treatment of cervical cancer, and health care centers for 

cervical cancer screening.  Similar findings were reported by Prapaporn Suwaratchai 

(1996) who carried out a study to investigate factors affecting cervical cancer 

screening of married women in Muang District, Ubon Ratchthani Province, and found 

that the samples had incorrect knowledge about cervical cancer screening service, 

spread of the disease, and cancer treatment, respectively. 

      Furthermore, most of the women who used and did not use cervical 

cancer screening services had a moderate level of attitudes toward cervical cancer 

screening.  In the present study, it was found that attitudes toward cervical cancer 

screening were associated with embarrassment with cervical cancer screening, gender 

of the examiner, screening expenses, and waiting time.  Similarly, Prapaporn 

Suwaratchai (1996) investigated factors affecting cervical cancer screening of married 

women in Muang District, Ubon Ratchthani Province, and found that the attitudes of 

the samples that needed to be improved included embarrassment, gender of the 

examiner, and screening expenses.  This could be explained that in the Thai culture 
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sex has a significant influence on attitudes of women.  In general, Thai women are 

taught not to talk about sex, and sexual issues are regarded as something to be 

ashamed of and thus should be avoided.  Therefore, it is not naturally easy for Thai 

women to let others see their genital, so they are too embarrassed to use cervical 

cancer screening services. 

       With regard to perception of cervical cancer, both of the women who 

used and did not use cervical cancer screening services had a high level of perceived 

susceptibility of cervical cancer and a moderate level of perceived severity of cervical 

cancer, but with a higher proportion in the group of women who use the screening 

services.  These findings yielded support to the findings of Prapaporn Suwaratchai 

(1996) who investigated factors affecting cervical cancer screening of married women 

in Muang District, Ubon Ratchthani Province, and found that the samples had a high 

level of perceived susceptibility of cervical cancer but a low level of perceived 

severity of the disease.  One plausible explanation is that even though both groups of 

women may have received information about cervical cancer from various sources that 

it was incurable and highly painful, they had never had direct experience with cervical 

cancer.  Therefore, even though their perceived susceptibility of cervical cancer were 

at a high level and perceived severity of cervical cancer was at a moderate level, many 

women still decided not to use cervical cancer screening services. 

       It is worth noting that most women had a high level perceived benefit of 

following advice for the prevention of cervical cancer. The percentage of the women 

who used cervical cancer screening services was about two times higher than that of 

the women who did not use such services.  These findings were consistent with the 

findings of Pradab Thongsai (1998) who reported that the samples had a high level of 

perceived benefits.  This could be explained that when individuals realize that what 

they do will benefit them, they will do take that action.  By the same token, when the 

women realized how beneficial cervical cancer screening services were, they made an 

effort to use such services.  On the contrary, most of the women who did not use 

cervical cancer screening services had only a moderate level of perceived benefits to 

use cervical cancer screening services.  It may have been because the women felt that 

cervical cancer screening was not beneficial, so they did not use such services. 
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3.2 Enabling factors and cervical cancer screening services 

       The findings showed that most of the women who sought cervical cancer 

screening services had to travel less than two kilometers from home to the primary 

care units, hence an easy access to cervical cancer screening services.  On the other 

hand, the women who did not use cervical cancer screening services had to travel 

more than two kilometers to get to the primary care unit, so they may have found it 

inconvenient to use such services.  In brief, traveling distance may have been an 

obstacle in using cervical cancer screening services.  Likewise, Wantem Sangkhao 

(1999) studied the relationships between predisposing factors, enabling factors, and 

reinforcing factors and child delivery services among 140 Muslim mothers with 

normal birth and found that traveling distance was an important factor because if the 

health care facility was located near their residence, it would be convenient and fast to 

gain access to the services. 

3.3 Reinforcing factors and cervical cancer screening services 

      Regarding receiving information or advice to have screening for cervical 

cancer, the percentages of the women who used and who did not use cervical cancer 

screening services were rather similar, accounting for more than 90% in both groups. 

Most of the women had received information or advice to use cervical cancer 

screening services from various sources such as village health volunteers, nurses, 

neighbors, radio programs, television programs, etc.  These findings were in 

agreement with the findings of Porntip Thaksin (1998) who investigated cervical 

cancer prevention behaviors in 240 prostitutes in Pattaya City and found that the 

samples received information on prevention of cervical cancer from public health 

officials, physicians, and nurses, respectively.  One explanation for such findings is 

that there was a public health education system in Nakhon Sawan Province which was 

used by staff members of primary care units to publicize health information.  Thus, 

most of the women had received information on cervical cancer screening services.  In 

addition, the questionnaire used to collect data asked only whether the women had or 

had not received information about cervical cancer screening services.  It did not elicit 

in-depth information which may have raised the participants’ awareness or stimulated 

the women to realize the significance of cervical cancer screening services, which may 

have affected their use or lack of use of cervical cancer screening services.  For this 
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reason, the women who used and who did not use cervical cancer screening services in 

this study had similar experiences with reception of general information on cervical 

cancer screening services, rather than in – depth the information which, in turn, did not 

have an influence on their use of cervical cancer screening services. 

3.4 Relationships between predisposing factors, enabling factors, and 

reinforcing factors and cervical cancer screening 

 Hypothesis 1: Predisposing factors comprising educational level, 

occupation, knowledge about cervical cancer, attitudes toward cervical cancer 

screening, and perception of cervical cancer were related to the use of cervical 

cancer screening services. 

Educational level: The study findings indicated that educational level was 

associated with cervical cancer screening with no statistical significance.  In other 

words, women with different educational backgrounds did not use cervical cancer 

screening services differently.  Similarly, Prapaporn Suwaratchai (1996) investigated 

factors affecting cervical cancer screening of married women in Muang District, Ubon 

Ratchathani Province, and found that there was no statistically significant relationship 

between education and cervical cancer screening.  This may be because the education 

provided in school is general education, so it is not influential enough to instill 

appropriate knowledge or attitudes which promote necessary self-care in individuals.  

As a result, levels of education do not affect the use of cervical cancer screening 

services. 

 Occupation: Occupation was associated with cervical cancer screening with 

no statistical significance.  This means that women used similar cervical cancer 

screening services regardless of the type of their occupation.  Similar findings were 

reported by Prapaporn Suwaratchai (1996) who studied factors affecting cervical 

cancer screening of married women in Muang District, Ubon Ratchathani Province, 

and discovered that there was no statistically significant relationship between 

occupation and cervical cancer screening.  One explanation is that women who have 

laborious or non-laborious work have to take leave from work to use cervical cancer 

screening services during official hours, so the type of work does not have an effect on 

use of cervical cancer screening services. 
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 Knowledge about cervical cancer: According to the study findings, there 

was a statistically significant relationship between knowledge about cervical cancer 

and use of cervical cancer screening services (P < 0.05).The women demonstrating 

low level of knowledge about cervical cancer did not use cervical cancer screening 

services by 1.97 times of the women with high level of knowledge. This finding is 

consistent with the result of a study conducted by Prapaporn Suwarat (1996), which 

investigated factors affecting cervical cancer screening in married women living in 

Muang District of Ubon Ratchathani and found significant relationship between 

knowledge about cervical cancer and cervical cancer screening.  This can be explained 

that knowledge is an important factor that enables individuals to perform different 

behaviors and actions.  When individuals are knowledgeable in certain issues, they 

will develop appropriate behaviors accordingly.  However, if individuals lack 

knowledge about something, they will be unable to develop desired behaviors (Green, 

1980).  As such, women who are knowledgeable about cervical cancer including 

treatment of cervical cancer, preparation for cervical cancer screening, effectiveness of 

cervical cancer treatment, and initial screening of cervical cancer are likely to realize 

the significance of cervical cancer screening and to use such services. 

 Attitudes toward cervical cancer screening: The findings showed that 

there was a statistically significant relationship between attitudes toward cervical 

cancer screening and the use of cervical cancer screening services (P < 0.05).  The 

women with negative attitude toward cervical cancer screening did not use cervical 

cancer screening services by 2.74 times of the women expressing positive attitude 

toward the screening. This finding is consistent with the result of a study conducted by 

Prapaporn Suwarat (1996), which investigated factors affecting cervical cancer 

screening services in married women living in Muang District of Ubon Ratchathani 

and found significant relationship between attitude and cervical cancer screening.  

This is probably because attitude involves an individual’s opinion and feeling toward 

situations and things. If the individual feels satisfied or agrees with such situation or 

things, he or she would conduct the recommended action; on the contrary, the 

individual would withdraw or refuse to perform the action if he or she feels 

dissatisfied or disagrees with it (Green, 1980).  For this reason, if the women do not 
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have positive attitudes toward cervical cancer screening, they are not likely to use such 

services. 

 Perception of cervical cancer 

 Perception of susceptibility of cervical cancer: The findings 

revealed that perception of susceptibility of cervical cancer was associated with use of 

cervical cancer screening services with no statistical significance.  In other words, the 

subjects who had a high or low level of perception of susceptibility of cervical cancer 

were not different when it came to the use of cervical cancer screening services.  This 

finding is consistent with the result of a study conducted by Prapaporn Suwarat (1996), 

which investigated factors affecting cervical cancer screening in married women living 

in Muang District of Ubon Ratchathani, and found no relationship between perceived 

susceptibility of cervical cancer and cervical cancer screening. This can be explained 

that even though most of the women had a high level of perception of susceptibility of 

cervical cancer, they did not use cervical cancer screening services because they did 

not have any symptoms which would have been obvious signs that they may have had 

cervical cancer.  Consequently, perception susceptibility of cervical cancer did not 

have an influence of the use of cervical cancer screening services. 

            Perception of severity of cervical cancer: Perception of severity of 

cervical cancer was associated with cervical cancer screening with no statistical 

significance.  This finding was in consistent with the finding of Jane Weerapong (2000) 

who investigated factors associated with the use of healthcare services at health 

stations in Nakhon Sawan Province, and found that perception of severity of illness 

was not associated with the use of services provided at the health centers.  This may be 

explained that women with different perceptions of severity of cervical cancer did not 

use cervical cancer screening services differently because those with a high level of 

perception may have heard accounts of how incurable and painful cervical cancer was, 

but they had not met anybody who suffered or died from cervical cancer.  As a 

consequence, perception of severity of cervical cancer did not have an effect on the 

subjects’ use of cervical cancer screening services. 

             Perceived benefits of following advice for the prevention of 

cervical cancer: The results showed that perceived benefits of following advice for 

the prevention of cervical cancer was related to cervical cancer screening with 



Fac. of Grad. Studies, Mahidol Univ.                                          M.N.S. (Family Nurse Practitioner) / 101

statistical significance (P < 0.05). It was found that the women who expressed low 

level of perceived benefits of following advice for the prevention of cervical cancer 

prevention would not use cervical cancer screening services  by 4.16 times of those 

expressing high level of perceived benefits of following advice for the prevention of 

cervical cancer. This finding is similar to the result of a study conducted by Pradab 

Thongsai (1998), which also found significant relationship between perceived benefits 

of action for cervical cancer prevention and the behavior for cervical cancer 

prevention.  According to Backer (1974), perceived benefits of action to prevent 

diseases are individuals’ thinking and conception that what they choose to do is 

effective and beneficial, so they are likely to adopt such action or behavior to benefit 

them.  In addition, the campaign to promote cervical cancer screening of the 

government emphasizes the benefits of cervical cancer screening to prevent cervical 

cancer and relationship between early detection and rate of survival rather than risks or 

severity of cervical cancer. 

 Hypothesis 2: An enabling factor of distance from home to primary care 

units was related to the use of cervical cancer screening services 

 Distance from home to primary care units: According to the study finding, 

there was a statistically significant relationship between distance from home to 

primary care units and the use of cervical cancer screening (P < 0.05).  The women 

whose house was far from primary care units did not use cervical cancer screening 

services by 2.46 times of those who lived near primary care units. This finding is 

consistent with the study conducted by Sirinthip Konesanthia (1998), which examined 

health promotion behavior in menopausal women in Nakhon Ratchasima. The sample 

of that study was composed of 450 women aged 45 – 54 years, and it was found that 

distance from home to community health centers was related to health promotion 

behavior with statistical significance.  According to Green (1980), manifestation of 

individuals’ behaviors depends on skills and abilities to utilize resources including 

distance and accessibility.  Thus, the women who lived near to primary care units were 

more likely to use cervical cancer screening services. 
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 Hypothesis 3: A reinforcing factor of reception of information or advice 

about cervical cancer screening was related to the use of cervical cancer 

screening services. 

 Reception of information or advice on cervical cancer screening: In the 

present study, the relationship between reception of information or advice on cervical 

cancer screening and use of cervical cancer screening services could not be determined 

as the data collected from the study sample were not sufficient according to 

requirements of the Chi-square analysis 
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CHAPTER VI 

CONCLUSION 
 

 

This descriptive aimed to investigate predisposing factors, enabling factors, a 

reinforcing factor, and the relationship between these factors and the use of cervical 

cancer screening services among women in the catchment area of primary care units in 

Muang District, Nakhon Sawan Province. The study was conducted with 188 women 

who were selected using cluster sampling method. The research instrument was a self - 

administered questionnaire of which the validity was examined by a panel of three 

experts. The reliability of the three parts of the questionnaire was examined after a 

trial with 30 women living in Saphan Dam Community. The reliability of each part of 

the questionnaire were 0.91, 0.73, and 0.65 respectively.     

 Data were collected in a period of two months, from July to August 2006. 

The obtained data were then analyzed using frequency count method and the results 

were presented in percentage. The correlations of variables were analyzed using Chi-

square test and odd ratios. The results of this study are summarized in the following 

sections. 

 

1. Demographic data of the sample 
                 The majority of the samples were aged between 46-50 years (24.5%).Most 

of them were married and still lived with spouses (63.3%), and  had family incomes 

less than 5,000 baht per month(62.7%) .Approximately half of the sample traveled to 

primary care units with motorcycles (53.7%), and three - quarters of them traveled 

from home to primary care units using less than 15 minutes (78.2%). 
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2. Use of cervical cancer screening services  
Among 188 women in this study, 99 of them used cervical cancer screening 

services (52.7%), and 89 of them did not use such services (47.3%). The most frequent 

reasons for not using cervical cancer screening services reported in this study included 

feeling shy and not having abnormal symptoms.  

 

3. Predisposing factors, enabling factors, reinforcing factor and the 

relationship between these factors and the use of cervical cancer 

screening services 
In term of education and occupation, 61.2 percent of the sample finished 

primary school, 31.4 percent were employee/worker. Concerning, knowledge about 

cervical cancer, attitude toward cervical cancer screening and perception of cervical 

cancer, 68.1 percent of the sample had high level of knowledge, and 52.7 percent had 

moderate attitude. As for the factor concerning perception, 85.1 percent of the sample 

had high level perceived susceptibility, 85.6 percent had moderate level of perceived 

severity cervical cancer, and 51.1 percent had high level of perceived benefits 

following advice for the prevention of cervical cancer. Almost half of the sample lived 

near primary care units (43.0%) and almost all of them received information or advice 

about the screening (98.4%) 

The result indicated statistical significant relationships between knowledge 

about cervical cancer, attitude toward cervical cancer screening, perceived benefits of 

following advice for the prevention of cervical cancer, and distance from home to 

primary care units, and the use of cervical cancer screening services at P < 0.05.   

The results showed that education, occupation, perceived susceptibility of 

cervical cancer, perceived severity of cervical cancer were not significantly related to 

the use of cervical cancer screening services. 
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Recommendations 
 1. There was a restriction in sample selection in the present study because 

there was no directory of women aged 35 to 60 years who resided in the catchment 

area under the responsibility of primary care units to randomly drawn from.  For this 

reason, the sampling was compromised by sampling the family folders rather than the 

individuals.  In future studies, before sampling is conducted, the name lists of 

prospective sample aged 35 to 60 years should be compiled into a database so that 

random sampling could be used to increase generalizability of the findings. 

 2. The reinforcing factor in the present study was reception of information or 

advice on cervical cancer screening.  The questionnaire asked only if the women had 

or had not received information or advice on cervical cancer screening, so the data did 

not match the definition of the studied variables which actually involved information 

regarding perception of causes, symptoms, and treatment of cervical cancer.  In further 

studies, questions should be written in accordance with the variable, s definition should 

be to elicit more accurate data. 

 3. During data collection, the questionnaire was distributed to the women 

who were able to read and write the Thai language, and appointments were made 

when the women could return the questionnaire to the researcher.  In so doing, the 

participants who had questions or doubts about the items included in the questionnaire 

did not have the opportunity to use clarification from the researcher.  In the future, 

when data collection is conducted, the researcher should be accessible for the 

participants to reach when the need clarify.  

 4. Even though the instrument used in this study had been examined to 

ensure content validity, there were still some problems when it was actually used with 

the study sample.  In further studies, the instrument should be revalidated by a panel of 

experts who are highly experienced in the area under study to ensure both content 

validity of the instrument. 

 5. One of the important findings of this study is that close to half of the 

women did not use cervical cancer screening services because they did not have any 

abnormal signs and symptoms, they did not have time, they were afraid of pain, and 

they were afraid cervical cancer would actually be detected.  Based on this finding, the 
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following recommendations can be made to promote use of cervical cancer screening 

services: 

 -Emphases should be placed on dissemination of knowledge and information 

about cervical cancer, especially benefits of cervical cancer screening which is not 

painful and which can leads to complete cure if early detection is made.  In particular, 

the benefits of early detection should be stressed by comparing chances of survival at 

different stages of detection.  Finally, the misconception that no sign or symptom 

means any cervical cancer present in the body should be changed.   

 6. The findings showed that the subjects had negative attitudes toward 

screening expenses, screening time, embarrassment with revealing their genitals, and 

gender of the examiner.  Based on such findings, the following recommendations are 

made: 

 -To promote use of cervical cancer screening services, it should be 

publicized that some of the medical staff who perform the screening are female.  More 

importantly, the screening is carried out in a private room and the women do not have 

to expose their genitals more than necessary. 

 -The information on expenses and duration of cervical cancer screening 

should be publicized to encourage more use of the services.  In fact, cervical cancer 

screening is offered free of charge and the screening time is usually less than five 

minutes. 

 7. In this study, most of the participants had a moderate level of perceived 

severity of cervical cancer.  Also, the findings revealed that perception of cervical 

cancer, attitudes toward cervical cancer screening, and perceived benefits of action to 

prevent cervical cancer were associated with the use of cervical cancer screening 

services.  Thus, knowledge and information about cervical cancer should be 

disseminated in a wider circle, and positive attitudes toward cervical cancer screening 

should be promoted so as to enable women to have more correct self-care practices to 

prevent cervical cancer.  Dissemination of knowledge and information should be done 

using the language that is easy to understand and the information should be practical.  

Different cases of cervical cancer patients may be exemplified, and knowledge can 

also be provided to the women individually or in groups, at home or at primary care 

units, as seen appropriate by healthcare team members and related personnel. 
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 8. In terms of policy, budgets should be allocated to generate proactive 

efforts to provide correct information among the public to change their attitudes 

toward cervical cancer screening.  Operational strategies may be devised to promote 

free, accessible, fast, and non-embarrassing cervical cancer screening services to 

encourage women aged 35 to 60 years to use more cervical cancer screening services 

to protect themselves from cervical cancer. 

 

Recommendations for Future Research 
 1. With more knowledge and understanding on factors affecting the use of 

cervical cancer screening services found in this study and other studies, further 

research should be conducted to develop a model of cervical cancer screening services 

provide at a primary care unit in various settings with different contexts in order to 

better promote the use of cervical cancer screening services in the target pupations.  

2. A program should be developed based on the factors influencing use of 

cervical cancer screening services and an experimental study should be carried out to 

determine whether the program can effectively encourage women to use cervical 

cancer screening services more frequently and more regularly. 
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ฝายนโยบายและแผน สํานักงานสาธารณสุขจังหวดั จังหวัดนครสวรรค.(2546). (Office of 

Policy and Strategy Depart of Public Health Office Nakhonsawan, 2003). 
                 สรุปรายงาน ประจําป 2546 จังหวัดนครสวรรค.มปพ. 
_________. (2548). (Office of Policy and Strategy Depart of Public Health Office  
         Nakhonsawan, 2005).ขอมูลประชากรของจังหวดันครสวรรค.มปพ.   
สกาวเดือน โอดมี.(2541). (Odeme, S., 1998).ปจจยัที่มีความสัมพนัธตอการใชหรือไมใชถุงยาง 
         อนามัย เพื่อปองกันโรคติดตอทางสัมพันธและโรคเอดสในกลุมชายที่มาตรวจที่สถาน

บริการ กามโรคบางรัก.วิทยานิพนธพยาบาลศาสตรมหาบัณฑิต  สาขาการพยาบาล 
ผูใหญ บัณฑิตวิทยาลัย    มหาวิทยาลัยมหิดล 

สถาบันมะเร็งแหงชาต.ิ (2544). (National Institute of Cancer, 2001).การบริการของสถาบัน 
         มะเร็งแหงชาติ. Retrieved November 20, 2006 from http://www.nci.go.th/
         service/index.html. 
_________. (2548). (National Institute of Cancer.2005) .ผลงานประจําป 2547  

         สถาบัน มะเร็งแหงชาติ . กรุงเทพฯ : แนวทางเศรษฐกิจ 2004 จํากัด  
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สํานักงานคณะกรรมการการศึกษาแหงชาติ สํานักนายกรัฐมนตรี.(2542). (The National  

         Education Act, 1999).พระราชบัญญัติการศึกษาแหงชาติ 2542. Retrieved January 
1, 2007, from  http://www.onec.go.th/Act/law2542/index_law2542.htm

สํานักพัฒนาวชิาการแพทย. (2547).( Bureau of Medical Technical Development,2004). 
         แนวทางปฏิบัติการตรวจคัดกรองมะเร็งปากมดลูกและการรักษาผูปวยทีม่ีความผิดปกติ

ของปาก มดลูก.นนทบุรี  : สํานักพัฒนาวชิาการแพทย กรมการแพทย กระทรวง
สาธารณสุข. 

สุกัญญา เตชะโชควิวัฒน.(2541). (Techachokewiwat, S., 1998).ปจจัยที่มีความสัมพันธตอ 
        พฤติกรรมการดูแลตนเองใน สถานพยาบาล กระทรวงสาธารณสุข กรมการแพทย.

วิทยานิพนธปริญญาศึกษาศาสตรมหาบัณฑิต สาขาวิชาการสงเสริม สุขภาพ บัณฑิต
วิทยาลัย มหาวิทยาลัยเชียงใหม. 

สถาบันมะเร็งแหงชาติ, กรมการแพทย และกระทรวงสาธารณสุข.(2541). (National  
 Institute of Cancer, Department of Medical Services and Ministry of Public  
 Health, 2001). สรุปโครงการคนหาวินิจฉัยและการรักษาโรคมะเร็งปากมดลูก พ.ศ.  
 2532-2537. มปท. 
ศิรินทิพย โกนสันเทียะ.(2541).(Konesanthia, S.,1998).ปจจยัที่มีอิทธิพลตอพฤติกรรมสงเสริม 
         สุขภาพสตรีวยัหมดประจําเดือน จังหวัดนครราชสีมา.วิทยานิพนธปริญญาวิทยาศาสตร 
         มหาบัณฑติ(สาธารณสุขศาสตร) สาขาวิชาเอกการพยาบาลสาธารณสุข บัณฑิตวิทยาลยั 
         มหาวิทยาลัยมหิดล. 
ศิริกาญจน ลอยเมฆ. (2549). (Loimake, S., 2006). ผลของการใชโปรแกรมการเรียนรูแบบมีสวน 
          รวมที่มีตอความรู   เจตคติ และความตั้งใจในการมารับบริการตรวจคัดกรองมะเร็งปาก

มดลูก ของสตรี. วิทยานพินธปริญญาคุรุศาสตรมหาบัณฑิต มหาวิทยาลัยราชภัฎ
นครสวรรค. 

ศูนยมะเร็งอุบลราชธานี.(2546). (Ubonratchathani Cancer Center, 2003).การตรวจหามะเร็ง. 
         Retrieved 8 January 2006 from 

http://www.uboncancer.org/Cancer/Default.asp 
อําไพ  สุภาภา.(2541). (Suphapha, A., 1998).พฤติกรรมการปองกันโรคมะเร็งปากมดลูกของ 
         แมบาน เกษตรในภาค ตะวนัตก.วิทยานพินธพยาบาลศาสตรมหาบัณฑิต  สาขาการ

พยาบาลผูใหญ   บัณฑิตวิทยาลัย    มหาวทิยาลัยมหดิล. 
อารีย  พันธุศาสตร.(2541). (Pantusart, R., 1998).ปจจัยที่พบรวมกบัโรคมะเร็งปากมดลูก.

ภาควิชาสูติศาสตรและนรีเวชวิทยา คณะแพทยศาสตร มหาวิทยาลัยเชยีงใหม. 
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APPENDIX A 

LIST OF EXPERTS  
 

The contents validated by three experts as follows: 

1. Chananon Srijunthongsiri,(physician 8) 

Department of Obstetrics-Gynecologic , 

Sawanpracharak   Hospital, 

Nakonsawan.  

 

2. Sirikarn Loimake, (Professional Nurse 7) 

Department of Family plan  , 

Sawanpracharak Hospital, 

Nakonsawan  

 

3. Asso. Prof. Dr. Pannipa Thammawirat, 

Department of Obstetrics-Gynecologic Obstetrics -Gynecologic, 

Faculty of Nursing, 

Mahidol University. 

 

 

 

 

 

 

 

 

 

 

 



Jiraporn  Sripiboonbat                                                                                                              Appendix / 116 
 

 

 
APPENDIX B 

Questionnaires 

เครื่องมือท่ีใชในการเก็บรวบรวมขอมูลและการวจิัย 
 

เลขที่แบบสอบถาม.............. 
 

เร่ือง  “ปจจัยท่ีมีความสัมพันธกับการมาใชบริการตรวจคัดกรองมะเร็งปากมดลูกของสตร ี

                ท่ีอาศัยอยู ในพื้นท่ีรับผิดชอบศูนยสุขภาพชุมชน” 
 
คําชี้แจง  

แบบทดสอบนี้ประกอบดวย  4 สวน คือ 

1.แบบสอบถามขอมูลสวนบุคคล 

2.แบบทดสอบความรูเกี่ยวกับโรคมะเร็งปากมดลูก 

3.แบบสอบถามทัศนคติเกีย่วกับการตรวจคดักรองมะเร็งปากมดลูก 
4.แบบสอบถามการรับรูเรื่องโรคมะเร็งปากมดลูก 
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แบบสอบถาม 
เร่ือง  ปจจัยท่ีมีความสัมพันธกับการมาใชบริการตรวจคดักรองมะเร็งปากมดลูกของสตร ี

                ท่ีอาศัยอยู ในพื้นท่ีรับผิดชอบศูนยสุขภาพชุมชน 
สวนที่ 1 ขอมูลสวนบุคคล 
คําชี้แจง  โปรดเติมเขียนเครือ่งหมาย   /  ลงใน  (  )  หนาขอความที่ตรงกับความเปนจริง 
1.ปจจุบันทานอายุ....................................ป 
2.สถานภาพสมรส 

   โสด 
           มีคูสมรสแลวอยูดวยกนั 
           มีคูสมรสแลวแยกกนัอยู 
           หมาย/หยา 
. 
. 
. 
9.ทานไดรับขอมูลขาวสารและคําแนะนําจากสื่อตาง ๆ เกี่ยวกับการไปตรวจมะเร็งปากมดลูก  
         ไมเคยไดรับ    
         เคยไดรับ  (ตอบไดมากกวา 1 ขอ) 
             วิทย ุ                                                        แพทย 
            โทรทัศน                                                    พยาบาลและเจาหนาที่สาธารณสุข          
              หนังสือพิมพ / วารสาร                                     อาสาสมัครประจําหมูบาน          
             อินเตอรเน็ต                                                 เพื่อน/ญาติ 
             โปสเตอร  /  ภาพพลิก                                       อ่ืน  ๆ  ระบุ  .................. 
             อ่ืน ๆ  ระบุ  ..............                                        
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สวนที่  2 แบบทดสอบความรูเก่ียวกับมะเร็งปากมดลูก 
คําชี้แจง  ใหใสเคร่ืองหมายถกู  /  หนาขอความท่ีถูก และเครื่องหมาย      หนาขอความที่ผิด 
.....1.มะเร็งปากมดลูกเปนโรคติดเชื้อที่สามารถแพรกระจายสูกันได 
.....2.ผูหญิงที่มีสามีเที่ยวหญิงขายบริการหรือมีคูนอนหลายคน  มีโอกาสเปนมะเร็งปากมดลูกมากขึ้น 
. 
. 
. 
 
.....10.หากตองการตรวจหามะเร็งปากมดลูก  แมกระทั่งมีประจําเดือนก็สามารถตรวจได 
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สวนที่ 3 ทัศนคติเก่ียวกับการตรวจคัดกรองมะเร็งปากมดลูก 
คําชี้แจง  โปรดเติมเขียนเครือ่งหมาย   /  ลงใน  ชองทายขอความตามความรูสึก  ความคิดเห็นหรือ
ความเชื่อตามความเปนจริงมากที่สุด  ซ่ึงแตละขอตอบไดขอเดียว โดยในแตละขอมีความหมายดงันี้ 
  เห็นดวยอยางยิ่ง        หมายถึง     เมื่อทานเห็นวาขอความนั้นตรงกับความรูสึกนึกคดิ 
                                                                   ของทานมากที่สุด หรือทั้งหมด 
  เห็นดวย        หมายถึง    เมือ่ทานเห็นวาขอความนั้นตรงกับความรูสึกนึกคิด 
                                                                   ของทานมาก   หรือเปนสวนใหญ 
  ไมเห็นดวย    หมายถึง     เมือ่ทานเห็นวาขอความนั้นไมตรงกับความรูสึกนึกคิด 
                                                                   ของทานมาก หรือเปนสวนใหญ 
  ไมเห็นดวย    หมายถึง     เมือ่ทานเห็นวาขอความนั้นไมตรงกับความรูสึกนึกคิด 
                                                                   ของทานเลย หรือทั้งหมด 
 
ขอ ขอความ เห็นดวย

อยางยิง่ 
 

เห็นดวย ไมเห็น
ดวย 

ไมเห็น
ดวย
อยางยิง่ 

1. การตรวจมะเรง็ปากมดลูกเปนเรื่องที่นาอาย     
 .     
 .     
 .     
5. ทานจะใชเวลาไมนานขณะเขาตรวจหามะเรง็ปาก

มดลูกจากเจาหนาที ่
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สวนที่  4 การรับรูเก่ียวกับโรคมะเร็งปากมดลูก   
คําชี้แจง  โปรดเติมเขียนเครือ่งหมาย   /  ลงใน  ชองทายขอความตามความรูสึก  ความคิดเห็นหรือ
ความเชื่อตามความเปนจริงมากที่สุด  ซ่ึงแตละขอตอบไดขอเดียว โดยในแตละขอมีความหมายดงันี้ 
  เห็นดวยอยางยิ่ง    หมายถึง     เมื่อทานเหน็วาขอความนัน้ตรงกับความรูสึกนึกคิด 
                                                                   ของทานมากที่สุด หรือทั้งหมด 
  เห็นดวย        หมายถึง    เมือ่ทานเห็นวาขอความนั้นตรงกับความรูสึกนึกคิด 
                                                                   ของทานมาก   หรือเปนสวนใหญ 
  ไมเห็นดวย    หมายถึง     เมือ่ทานเห็นวาขอความนั้นไมตรงกับความรูสึกนึกคิด 
                                                                   ของทานมาก หรือเปนสวนใหญ 
  ไมเห็นดวย    หมายถึง     เมือ่ทานเห็นวาขอความนั้นไมตรงกับความรูสึกนึกคิด 
                                                                   ของทานเลย หรือทั้งหมด 
 
ขอ ขอความ เห็นดวย

อยางยิง่ 
 

เห็นดวย ไมเห็น
ดวย 

ไมเห็น
ดวยอยาง
ยิ่ง 

 
 
 
 
1. 

การรับรูโอกาสเสี่ยงของการเกิดโรคมะเร็งปาก
มดลูก 
การมีเพศสัมพนัธกับผูชายหลายคนมีโอกาสเสี่ยง
เปนมะเร็งปากมดลูกไดพอๆกับการมี
เพศสัมพันธกบัผูชายคนเดยีว 

    

 .     
 .     
20. อาการตกขาวหรือเลือดออกทางชองคลอด

ผิดปกติเปนอาการแสดงอยางหนึ่งของโรคมะเร็ง
ปามดลูก 

    

 
21. 

การรับรูตอความรุนแรงของโรคมะเร็งปากมดลูก
ความรุนแรงของโรคมะเร็งปากมดลูกขึ้นอยูกับ
ระยะของโรค 

    

 .     
 .     
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ขอ ขอความ เห็นดวย

อยางยิง่ 
 

เห็นดวย ไมเห็น
ดวย 

ไมเห็น
ดวยอยาง
ยิ่ง 

33. ผูหญิงที่เปนมะเร็งปากมดลกูจะไมสามารถเอาใจ
ใสเล้ียงดูบุตรไดอยางเต็มที ่

    

 
 
 
 
34. 

การรับรูผลดีของการปฏบิัติเพื่อปองกัน
โรคมะเร็งปากมดลูก   
การตรวจมะเรง็ปากมดลูกจะตรวจเฉพาะผูหญิงที่
มีบตุรแลวเทานั้น 

    

 .     
 .     
43. เมื่อทานตรวจมะเร็งปากมดลูกแลวพบวา ผลการ

ตรวจปกต ิ ถือวาปลอดภัยจากโรคมะเร็งปาก
มดลูกแลวไมจําเปนตองตรวจอีก 
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APPENDIX C 

Consent form 

เอกสารชี้แจงผูเขารวมการวจัิย 
        

เรียน  ผูตอบแบบสอบถามทุกทาน 
 
  เนื่องดวยดิฉนั นางสาวจิราพร ศรีพิบูลยบัติ นักศึกษาหลักสูตรพยาบาลศาสตรมหาบัณฑิต 
สาขาการพยาบาลเวชปฏิบัติครอบครัว คณะพยาบาลศาสตร มหาวิทยาลัยมหิดล กําลังทําวิทยานิพนธ
เร่ือง “ปจจยัทีม่ีความสัมพันธตอการมาใชบริการตรวจคดักรองมะเร็งปากมดลูกของสตรี ที่อาศัยอยู
ในพื้นที่รับผิดชอบศูนยสุขภาพชุมชน” ซ่ึงวัตถุประสงคของการวิจยัคร้ังนี้เพื่อศึกษาปจจัยที่มี
ความสัมพันธกับการมาใชบริการตรวจคัดกรองมะเร็งปากมดลูกของสตรี ที่อาศัยอยู ในพื้นที่
รับผิดชอบศูนยสุขภาพชุมชน เพื่อนําผลทีไ่ดมาวางแผนในการรณรงคสงเสริมใหสตรีมารับบริการ
ตรวจคัดกรองมะเร็งปากมดลูก  โดยจะมีผูเขารวมวิจยัทั้งสิ้น 160ใชเวลาในการตอบแบสอบถาม
ประมาณ 30 - 40 นาที 

โรคมะเร็งปากมดลูกเปนโรคที่พบบอยในสตรีที่มีอายุตั้งแต  35 ปขึ้นไป  แตสมารถที่จะ
คนพบไดตั้งแตระยะเริ่มตนดวยวิธีทางเซลลวิทยาที่เรียกวา  การตรวจแพพสเมยีร (Pap  smear) แตที่
ผานมากลับพบวามีผูรับบริการตรวจมะเรง็ปากมดลูกนอยมาก  และมารับการตรวจไมสม่ําเสมอ  สวน
ใหญจะมารับบริการเมื่อโรคมะเร็งเขาสูระยะที่  2-4  ซ่ึงเปนระยะที่มคีวามรุนแรง  การรักษายากหรือ
รักษาไมไดแลว  ดังนั้นการตรวจคัดกรองมะเร็งปากมดลูกจะชวยใหกลุมตัวอยางสามารถปองกันการ
เกิดโรคมะเร็งปากมดลูกได  และถาเกิดมีผลการตรวจนี้ผิดปกตกิ็จะไดรับคําแนะนําใหรับการตรวจ
เพิ่มเติม  เพื่อการวินจิฉัยที่ละเอียดยิ่งขึ้น  และวางแผนการรักษาตอไป  ทานจึงเปนบุคคลสําคัญอยาง
ยิ่ง ที่สามารถใหขอมูลที่เปนประโยชนตอการศึกษาครั้งนี้  
 ทานไดรับเชิญใหเขารวมการวิจัยนี้เพราะทานมีอายุตั้งแต  35-60 ป และมีภูมิลําเนาอยูใน
จังหวดันครสวรรค 
 เมื่อทานยินยอมเขารวมการวจิัยดวยความสมัครใจแลว ผูวิจัยจะคดัเลือกผูเขารวมการวิจัยโดย
คัดเลือกกลุมตวัอยาง 160 คน จากนั้นเปนการตอบแบบสอบถามซึ่งประกอบดวย 4 สวน ไดแก 
แบบสอบถามขอมูลทั่วไป แบบทดสอบความรูเกีย่วกับโรคมะเร็งปากมดลูก แบบสอบถามทัศนคติ
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เกี่ยวกับการตรวจคัดกรองมะเร็งปากมดลกู และแบบสอบถามเกี่ยวกับการรับรูเรื่องโรคมะเร็งปาก
มดลูก     
 ผลของการวิจัยที่ไดจะแปลผลออกมาและเก็บเปนความลับ โดยไมมกีารเปดเผยชื่อใหคนอื่น
ทราบ ขอมูลจะวิเคราะหเปนภาพรวมเพื่อประโยชนในการวิจัยและการพยาบาลเทานัน้ 

 ในการวิจัยคร้ังนี้ผูวิจยัรับรองวาจะไมเกดิความเสี่ยงหรือเปนอันตรายตอตัวทาน ถาหากพบวามี
ความผิดปกตใิดๆเกิดขึ้นทานจะไดรับการดูแลเบื้องตนและสงตอที่เหมาะสมตอไป  

ในการเขารวมวิจัยนี้  ผูเขารวมการวิจยัไมตองรับผิดชอบคาใชจายใดๆทั้งส้ิน 

ทานสามารถติดตอผูวิจยัไดตลอดเวลาตามที่อยูและเบอรโทรศัพทที่แนบมา 
 การตัดสินใจเขารวมการวจิยัคร้ังนี้เปนไปตามความสมัครใจของทาน และไมวาทานจะเขารวม
การวิจยัหรือไมก็ตาม จะไมมีผลกระทบใด ๆ ตอตัวทาน ถึงแมวาทานจะยินยอมเขารวมการวจิัยแลว 
ทานก็มีสิทธิ์ที่จะยกเลิกการเขารวมการวจิยั ไดตลอดเวลาตามที่ทานตองการ โดยไมมขีอแมใด ๆ  
 ผูวิจัยขอขอบคุณทานที่ไดเสียสละเวลาในการตอบแบบสอบถามครั้งนี้ 
   
          จิราพร  ศรีพิบูลยบัติ 
                  ผูวิจัย 
 
 
 

    ขาพเจาไดรับทราบรายละเอียดในเอกสารนี้ครบถวนแลว 
 

ลงชื่อ................................................................................ 
                    (..................................................................................)                                               

วันที่.............................................................................. 
 
 
 
 
 
 
 
ติดตอผูวิจยั 

นางสาวจิราพร  ศรีพิบูลยบัติ 
 วิทยาลัยพยาบาลบรมราชชนนี สวรรคประชารักษ  นครสวรรค 
เบอรโทรศัพท   086 - 2118705 
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แบบฟอรมใบยินยอมใหทําการวิจัย 

โดยไดรับการบอกกลาวและเต็มใจ (Informed Consent Form) 
 

การวิจัยเร่ือง ปจจัยที่มีความสัมพันธกับการมาใชบริการตรวจคัดกรองมะเร็งปากมดลูกของสตรี 
                   ที่อาศัยอยูในพื้นที่รับผิดชอบศูนยสุขภาพชุมชน 
 
วันที่ใหคํายนิยอม วันที่........................เดือน................................. พ.ศ. ............................ 
 
 กอนที่จะลงนามในใบยินยอมใหทําการวิจยัในครั้งนี ้ ขาพเจาไดรับการอธิบายจากผูวจิยัถึง
วัตถุประสงคของการวิจยั วธีิการวิจัย อันตราย หรืออาการที่อาจเกดิขึ้นจากการวิจยั รวมทั้งประโยชนที่จะ
เกิดขึ้นจากการวิจัยอยางละเอียด และมีความเขาใจดแีลว 
 ผูวิจัยรับรองวาจะตอบคําถามตาง ๆ ที่ขาพเจาสงสัยดวยความเต็มใจ ไมปดบังซอนเรนจะขาพเจา
พอใจ 

ขาพเจามีสิทธิที่จะบอกเลกิการเขารวมโครงการวิจยันี้เมื่อใดก็ได และเขารวมโครงการวิจยันี้
โดยความสมัครใจ และการบอกเลิกการเขารวมการวจิัยนี้ จะไมมีผลกระทบตอประโยชนตาง ๆ ที่
ขาพเจาจะพึงไดรับตอไป 

 ผูวิจัยรับรองวาจะเก็บขอมูลเฉพาะที่เกีย่วกบัตัวขาพเจาเปนความลับ และจะเปดเผยเฉพาะใน
ลักษณะของการสรุปผลการวิจัย การเปดเผยขอมูลของขาพเจาตอหนวยงานตาง ๆ ที่เกี่ยวของจะทําได
เฉพาะดวยเหตผุลจําเปนทางวิชาการเทานัน้ 
 ผูวิจัยรับรองวาหากเกิดอันตรายใด ๆ จากการวิจยัดังกลาว ขาพเจาจะไดรับการรักษาพยาบาล โดย
ไมคิดมูลคา ตามมาตรฐานวิชาชีพ และจะไดรับการชดเชยรายไดทีสู่ญเสียไประหวางการรักษาพยาบาล
ดังกลาว ตลอดจนเงนิทดแทนความพกิารที่อาจเกิดขึน้ 

ผูวิจัยรับรองวา หากมีขอมลูเพิ่มเติมที่สงผลกระทบตอการวิจยั ขาพเจาจะไดรับการแจงใหทราบ
โดยไมปดบังซอนเรน 

ขาพเจาไดอานขอความขางตนแลว และมีความสมัครใจดทีุกประการ และไดลงนามในใบยนิยอม
ดวยความสมัครใจ 
 

ลงนาม ...................................................................................... ผูยินยอม 
ลงนาม ...................................................................................... พยาน 
ลงนาม ...................................................................................... พยาน 
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ในกรณีที่ผูยินยอมตนใหทําการวิจยัไมสามารถอานหนังสือได จะตองไดรับการยนิยอมในขณะ ที่

ยังมีสติสัมปชัญญะ และระบุขอความไวตามนี้ ขาพเจาไมสามารถอานหนังสือได  แตผูวจิยัไดอาน 
ขอความในใบยินยอมนี้ใหแกขาพเจาฟงจนเขาใจดีแลว ขาพเจาจึงลงนาม  หรือประทับลายนิว้แมมือขวา 
ของขาพเจาในใบยินยอมนีด้วยความเต็มใจ 
 

ลงนาม ………………………………………………………………… ผูยินยอม 
ลงนาม ………………………………………………………………… พยาน 
ลงนาม ………………………………………………………………… พยาน  
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APPENDIX D 
Numbers and percentages of the sample, categorized by responses to questions on 

knowledge about cervical cancer and the mean and standard deviation 

             

Predisposing factors                     

Knowledge about cervical cancer 

Incorrect 
n (%) 

correct 
n (%) 

Total score = 10      Mean    =   7.09   SD = 4.01         range 3-10 
1. Spreading of the disease                     109  (58.0) 79 (42.3) 

2. .Husband’s behavior in   seeking        

sexual services             

107 (56.9) 81 (43.1) 

3. Infection of reproductive organs        66 (35.1) 122 (64.9) 

4. Long-term use of contraceptive pills  58 (30.9) 130 (69.1) 

5. Abnormal symptoms at early stage     57 (30.3) 131 (69.7) 

6. Health care centers providing              

service for cervical cancer screening  

45 (23.9) 143 (76.1) 

7. Treatment of cervical cancer              38 (20.2) 150 (79.8) 

8. Cervical cancer at early stage             

and surgical therapy    

31 (16.5) 157 (83.5) 

9.  Cervical cancer screening at early 

stage and effectiveness of treatment   

18 (9.6) 170 (90.4) 

10.Cervical cancer screening 

menstruation             

18 (9.6) 170 (90.4) 
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APPENDIX E 
Mean and standard deviation of the predisposing factors 

 

Predisposing factors  mean SD 

Attitude 2.79 1.07 

1. Feeling shameful about having                  

pelvic examination 

2.94 1.17 

2. Gender of the health care professional      

who conduct the examination                                        

2.41 1.16 

3. Cost of cervical cancer screening              3.19 0.93 

4. Married women should be examined 2.31 1.14 

5.  The duration of examination 3.13 0.96 

Perceived susceptibility of cervical cancer              2.06 0.92 

1.Having sexual relation with  one man or several 

men 

2.04           1.07 

2. Age and risk of disease                                2.02           0.93 

3. Having first sexual intercourse                    

at the age younger than 17  

2.16           0.93 

4.Frequency of sexual intercourse                    2.09           0.92 

5.Number of children                                       2.37           1.03 

6.Health condition and illness                                 

with cervical cancer                               

2.74           1.09 

7.  Cleansing after having sexual intercourse               3.11           0.75 

8. Frequent symptom of leucorrhea                         2.30           1.00 

9. Husband’s having sexual transmitted disease     3.15           0.81 

10. Husband’s use of sexual services causing less   

frequent sexual intercourse 

2.45           0.94 
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Predisposing factors  mean SD 

11. Cigarette smoking of the women                          

or their husband 

2.72 1.06 

12.Injury or tear of cervix after childbirth 2.88 0.95 

13. Husband  having cancer of penis 2.99 0.83 

14. Having HMV or HSV-2 infection of                  

reproductive organs 

2.24 1.00 

15. Cleansing of husband’s sexual organ                  

 before having sexual intercourse 

2.11 0.87 

16. Having relatives or sibling with cervical can      2.86 1.08 

17. Eating unwell cooked foods                                2.35 1.12 

18. Having cervical cancer screening every year      3.38 0.62 

19. Having frequent cervical inflammation               3.30 0.71 

20. Having leucorrhea or vaginal bleeding,               

which are symptoms of cancer  

3.27 0.76 

Perceived severity of cervical cancer                      2.86 0.95 

21. Severity of cancer and the efficacy of treatment 2.26 1.13 

22. Cervical cancer had not treatment  2.50 1.20 

23. Efficacy of treatment at the early stage of cancer 3.22 0.87 

24. Duration of treatment at early stage and               

advanced stage of cancer  

2.47 

 

1.10 

25.Duration of time no different at early stage and  

advanced stage of cancer 

2.63 0.86 

26. Cervical cancer screening and the patient’s 

recovery from the disease  

2.88 0.99 

 

27. The spreading of cancer to other organs               3.15 0.89 

28. Vaginal bleeding in every patient with                 

cervical cancer 

3.02 0.90 

29. Comparison of treatment cost between   

mild and severe illness 

2.57 1.04 
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Predisposing factors  mean SD 

30. Suffering from pain at advanced stage of cancer     3.31 0.85 

31. Having anemia after  having cancer for a long 

time        

3.07 0.93 

32. Some patients receiving surgical therapy                3.18 0.72 

33. Child-care efficacy and illness with cancer             2.39 1.03 

Perceived benefits of following advice for the 

prevention of cervical cancer 

3.13 0.91 

34.Cervical cancer screening is only good for 

women  who already have children 

2.59 1.09 

 

35.Women at 30 years of age should get cervical 

cancer screening 

3.52 0.67 

 

36. It is shameful to observe one’s own sexual organ 2.93 1.03 

37. It is not necessary to have medical examination 

when there is an abnormal symptom 

2.82 1.08 

 

38. It is a waste of money to pay for cervical cancer 

screening when there is not an abnormal symptom 

2.86 1.02 

 

39. Pelvic examination is beneficial for women.           3.44 0.62 

40.Insignificance of the examination and the 

expectation complete recovery from the illness   

3.30 0.93 

 

41. Cervical cancer screening to be contented for 

patient 

2.75 0.96 

42. not necessary because patients with this disease 

can recover by themselves 

3.48 0.78 

 

43. Cervical cancer screening should be repeated 

when  the result shows abnormal cells 

3.26 0.95 
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APPENDIX F 

PERMISSION LETTER FOR DATA COLLECTION 

 



Fac.of Grad. Studies, Mahidol Univ.                                                                 M.N.S. (Family Nursing) /131 
 

 

 



Jiraporn Sripiboonbat                                                                                                          Biography / 
 

132

BIOGRAPHY 

 

 
NAME    Miss Jiraporn Sripiboonbat 

DATE OF BIRTH   18 February 1979 

PLACE OF BIRTH   Nakhonsawan, Thailand 

INSTITUTION ATTENDED Naresuan University, 2002:  

      Bachelor of Nursing 

     Mahidol University, 2006 

Master of Nursing Science  

(Family Nurse Practitioner)  

POSITION&OFFICE  Boromarajonani College of Nursing,  

     Sawanpracharak Nakhonsawan 

     Nakhonsawan, Thailand 

     Position:  Nurse 

     Tel. (056) 213741 

     E-mail: jirapa_jirapa@hotmail.com 

HOME ADDRESS   337/24 Mu 7  

Tambol  Hongping  

Ampour Maung 

Nakhonsawan, Thailand 

60000 

 
        


	JIRAPORN SRIPIBOONBAT 
	Conts.pdf
	CONTENT 
	 I INTRODUCTION………………………………………………… 1 
	 II LITERATURE REVIEW……………………….......................... 11 
	CONTENT (CONT.) 
	 III METHODOLOGY…………………………………………… 61 

	CONTENT (CONT.) 
	  V        RESULTS……………………………………………………… 75 
	  VI       DISCUSSION………………………………………………….. 92 
	  VII     CONCLUSION………………………………………………… 103 
	 
	 
	LIST OF TABLES 
	LIST OF TABLES (CONT.) 
	LIST OF FIGURES 





	Appendix.pdf
	 
	APPENDIX B 




