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ABSTRACT 

 
“A pre experimental study to evaluate the effectiveness of Information 

Education Communication package regarding iron deficiency anemia in terms 

of knowledge and expressed practice among blind adolescent girls in Rovers 

girls Hr. Sec. School, Perambalur 2011”. 

 
Objectives 

1. To assess the knowledge of blind adolescent girls regarding iron 

deficiency anemia. 

2. To assess the expressed practice of blind adolescent girls regarding iron 

deficiency anemia. 

3. To evaluate the effectiveness of Information Education Communication 

package regarding iron deficiency anemia. 

4. To determine the relationship between the knowledge and expressed 

practice of blind adolescent girls regarding iron deficiency anemia. 

5.  To determine the association between the knowledge of blind 

adolescent girls regarding iron deficiency anemia with demographic 

variables.  

6. To determine the association between the   expressed practice of blind 

adolescent girls regarding iron deficiency anemia with demographic 

variables. 

 
Conceptual frame work 

Rosenstock’s and Becker’s health belief model. 

 
Research design 

Pre experimental design (One group pretest posttest). 

 
Population 

Blind adolescent girls 



Sample size 

30 samples 

 
Sampling technique 

Non probability convenience sampling technique. 

 
Setting 

 Rovers Girls Hr. Sec. School, Perambalur. 

 
Tool 

Knowledge questionnaire 

Expressed practice questionnaire 

 
Data Collection 

The period of the data collection was started from 04.07.2011 – 

12.08.2011.  Before starting the study the investigator obtained formal 

permission from the principal of Rovers Hr. Sec. School to conduct the study. 

 
Data Analysis 

1. Percentage, mean, chi-square and standard deviation would be used to 

know the association between demographic variables and the post test 

scores. 

2. Correlation would be used to determine the relationship between 

knowledge and expressed practice. 

3. Paired T-test would be used to compare the pretest and posttest score. 

 
Major Findings 

1) The mean pretest level of knowledge is higher than the mean post test 

level of knowledge. 

2) The mean pretest level of expressed practices higher than the mean post 

test level of expressed practices. 



3) There is significant improvement in the level of knowledge and 

expressed practice after administering the IEC package which shows the 

IEC given was effective. 

4) There was a positive correlation between the post test knowledge and 

post test expressed practice of blind adolescent girls. 

5) Significant association was found between the post test level of 

knowledge and selected demographic variables of blind adolescent girls 

such as father’s occupation (p < 0.01), mother’s education (p < 0.01), 

father’s education (p < 0.01). 

6) Significant association was found between the post test level of 

expressed practice and selected demographic variables of blind 

adolescent girls such as father’s occupation (p < 0.01), mother’s 

education (p < 0.01), father’s education (p < 0.01). 

 
Conclusion 

1. Improves the knowledge and expressed practice of blind adolescent girls 

regarding iron deficiency anemia after IEC package. 

2. Blind adolescent girls are having positive attitude. 
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CHAPTER I 

INTRODUCTION 

 
In India, Nutritional anemia is an important public health problem 

affecting people from all walks of life. The WHO (2002) reported that 

“Preventing Risk, Promoting healthy life”, mentioned iron deficiency at the 9th 

of 26 preventable risks to disease, disability and death in the world today.  

Stone (2000) stated that iron is a mineral needed by our bodies. Iron is a 

part of all cells and does many things in our body. For example, iron (as part of 

the protein hemoglobin) carries oxygen from our lungs throughout our body. 

Having too little hemoglobin is called anemia. Iron also helps our muscles store 

and use oxygen. Iron is a part of many enzymes and is used in many cell 

functions. Enzymes help our body to digest foods and also help with many 

other important reactions that occur within our body. When our body doesn't 

have enough iron, many parts of our body are affected. Iron helps in improving 

cognition which leads to better academic performance that may be an incentive 

for girls to remain in school. 

European food information council (2006) mentioned that adolescence 

is a “coming of age”, as children grow into young adults. These teen years are a 

period of intense growth, not only physically, but also mentally and socially. 

During this time, 20% of final adult height and 50% of adult weight are 

attained. Because of this rapid growth, adolescents are especially vulnerable to 

anemia. Proper nutrition, including adequate iron intake, plays an important 

part of teenager’s growth and development. 

Singh (2004) insisted that during adolescence, teenagers will acquire the 

knowledge and skills that will help them to become independent, successful 

young adults. Iron deficiency and iron deficiency anemia can affect this 

learning and development, but parents can help their teenagers stay healthy by 
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teaching them some easy ways to prevent iron deficiency. Adolescent period is 

the right time to invest in nutrition, health, education and social spheres of life 

as they are the citizens of tomorrow. 

Hockenberry and Wilson (2007) stated that anemia, especially, iron 

deficiency anemia is more prevalent in our state among adolescent girls. 

Adolescent period is a time of increased iron needs, because of the expansion 

of blood volume, increase in muscle mass, blood loss due to excessive 

menstrual losses, hook worm infestations, deficiency of iron in the diet, 

increased demands, inadequate iron absorption, decreased vitamin C intake, 

more intake of phytates, frequent blood donation, skipping meals, eating junk 

foods, eating irregularly, chronic infection and rapid growth. 

Beard (2000) mentioned that iron requirements peak during adolescence 

due to rapid growth with sharp increase in lean body mass, blood volume and 

red cell mass which increases iron needs for myoglobin in muscles and 

haemoglobin in blood. 

Swaminathan (2003) stated that iron-rich foods include chicken, peas, 

beans, eggs (yolk), fish, meat (liver is the highest source), peanut, butter, ragi, 

maize, mint, coriander leaves, drum-stick, dates, soyabeans, whole-grain and 

bread. Other sources include oatmeal, and other greens. 

Akman et al. (2004) insisted that lowered resistance to infection, poor 

cognitive development, fatigue, poor mental and physical ability, feeling tired 

and weak, decreased work and school performance, cracks in side of mouth, 

soreness of tongue, breathlessness, palpitation, difficulty in maintaining body 

temperature, decreased immune function, glossitis, pale skin, irritability, loss of 

appetite ,have a short attention span, grow more slowly than normal, develop 

skills, such as walking and talking, later than normal are the major 

consequences of this deficiency, hence it is essential to emphasize the need for 

iron.  
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Centers for Disease Control (CDC) (2007) stated that iron deficiency 

anemia is often first noticed during a routine examination. To diagnose iron 

deficiency, one of these blood test (complete blood count, hematocrit test, 

reticulocyte count, serum iron, serum ferritin) will probably be done. Stool test 

also to be done because iron deficiency anemia can be caused by gradual loss 

of small amount of blood through the gastrointestinal tract. A colour change 

indicates the presence of blood in stool. 

Hockenberry and Wilson (2007) mentioned that treatment of iron 

deficiency anemia depends on the cause and severity of the condition. 

Treatment includes dietary modification, iron therapy and blood transfusion. 

During treatment the hemoglobin should be monitored every few months to 

check that the treatment is working and that iron levels is returning to normal. 

Large amount of iron may be harmful, so take iron supplements only as doctor 

prescribed. 

Prodigy (February 2008) insisted that if iron deficiency anemia is not 

treated, it causes many complication like hypoxemia, koilonychias, glossitis, 

dysphagia, atrophic gastritis, neurological pain, numbness, tingling, increased 

intra cranial pressure, impaired immune function, behavioral disturbance, 

growth impairment, coronary insufficiency, myocardial ischemia, chronic 

pulmonary disease, angular stomatitis and cold intolerance. 

Maeyer (2000) stated that iron deficiency anemia can be prevented by 

regular intake of iron with vitamin C containing diet, wearing chapels while 

walking, regular de-worming 6 months once, cooking in iron vessels, using 

toilet for defecation, avoiding junk foods, administering prophylactic iron 

supplements at puberty to meet the increased need during the period of growth 

spurt. 

Stolzfus (1998) emphasized that iron deficiency anemia is an easily 

treatable disorder with an excellent outcome; However, it does depend on the 
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cause. Usually, blood counts will return to normal in 2 months.Chronic iron 

deficiency anemia is seldom a direct cause of death; however, moderate or 

severe iron deficiency anemia can produce hypoxia to aggravate underlying 

pulmonary and cardiovascular disorders. Hypoxic deaths have been observed in 

patients who refuse blood transfusions for religious reasons. 

Deshpande (2003) mentioned that nutrition education has been defined 

as educational measure for inducing desirable behavioral changes for the 

ultimate improvement in the nutritional status of individual and family. 

Marlow (2005) stated that nutrition education is rational approach to 

prevent iron deficiency anemia. Nutrition education is the process of applying 

knowledge of nutrition related scientific information of social and behavioural 

sciences, in ways designed to influence individuals and groups to eat the kinds 

and amount of foods that will make a maximum contribution to health and 

social satisfaction.  

 
NEED FOR THE STUDY 

Adolescence is a period of transition between childhood and 

adulthood. The word adolescence comes from the Latin word adolescence 

which means “to grow” or “to grow maturity”. Adolescence is a period of 

transition when the individual changes physically and psychologically from a 

child into adult. Adolescence in contrast to puberty is not a single stage but a 

range of 13 to 18 years. The period of adolescence is accomplished by its 

profound changes in growth rates, body compositions and marked 

physiological and endocrinal changes. The velocity of physical growth in 

adolescent period is secondary to the rate of growth during infancy. The 

dramatic physical changes of body include increase in height and weight, 

deposition and redistribution of fat, increased lean body mass and enlargement 

of many organs including the sexual components. 
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Prabhakaran (2003) stated that adolescent girls are very important 

section of our society as they are our potential mothers and future home 

makers. Adolescents aged between 10-19 years account for more than fifth of 

the world’s population. In India this age group forms 21.4 percent of total 

population. 

Brownlie (2001) insisted that unfortunately adolescent girls are a neglected 

sector of the population of our country. They are poorly fed members of family 

under our present economic conditions. As a social custom and cultural 

practice, an adolescent girl enters married life and motherhood when she is 

neither matured enough to understand the meaning of motherhood nor is in 

good health to cope with the triple needs of growth, pregnancy and lactation. 

Several factors such as socioeconomic status, environment, attitude towards 

girls, ignorance with regard to nutritional requirement, hygiene and illness are 

responsible for present nutritional status of adolescent girls. 

It is a significant period of human growth. It occurs with unique changes 

during this phase of life. Iron requirement increases due to increased growth 

pattern and loss of iron through menstrual blood loss. Nutritional anemia 

during adolescence can affect women in the child bearing years and lead to 

fetal and maternal morbidity and mortality.  

Anemia is one of the problems of public health throughout the world, 

especially in developing countries. In India, it is an important public health 

problem affecting people from all walks of life. Iron deficiency anemia is most 

prevalent and severe in pregnant women, young children and adolescent girls. 

Seventy percent of the adolescent girls are anemic in India according to many 

research studies. Iron deficiency anemia is a major threat to safe motherhood. It 

contributes to increased perinatal maternal mortality, increased fetal growth 

retardation and low birth weight. In general, Iron deficiency anemia is a major 

contributory cause of lowered resistance to infection, poor cognitive 
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development, fatigue, lowered physical activity, poor mental concentration and 

productivity. 

National nutrition monitoring bureau (NNMB) (2000-2001), which 

conducted a survey and found out that girls between the age of 13-15 years 

consume 50% of Recommended Dietary Allowance and 68% of them had 

inadequate to iron.   

Health initiatives (2005) conducted a survey and found out iron 

deficiency anemia is a global public health problem. With global population of 

6700 million atleast 3600 million have iron deficiency and out of these, 2000 

million suffering from iron deficiency anemia. Adolescence is a crucial phase 

of growth in the life cycle of an individual. Due to rapid growth there is an 

increased iron requirement and 65-70% of adolescent girls in India are 

estimated to be anemic. Anemia not only affects the present health status but 

also has deleterious effect in the future.   

National Family Health Services (NFHS) (1998), reported that 56%of 

adolescent girls are anemic with 1.9% having severe anemia, 17.9% moderate 

anemia and 36.2% having mild anemia.  

Iron deficiency is the most common cause of anemia in adolescents, and 

an adolescent girl is 10 times more likely to develop anemia than a boy. 

Teenagers and adolescents in lower-income homes are also at a higher risk. 

However, children from all backgrounds can develop iron deficiency and iron 

deficiency anemia. 

In our country, girl children are not cared more as compared to boys, 

they are given less preference starting from food to everything when compared 

to male children. This condition is now being changed. This may be one of the 

reasons for adolescent girls being anemic. 
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As a nurse she should participate in all the three levels of care such as 

preventive, promotive and curative aspects of care. Preventive care is more 

needed in case of iron deficiency anemia. The nurse should educate the 

vulnerable group about the dietary pattern and other healthy practices like 

wearing chapel, avoiding open-field defecation, dewarming regularly, intake of 

iron rich diet. She should reinforce if through health education to the 

community. She can guide them to receive the benefits of governmental 

programmes and make the benefits available to the needed people. 

Through nutrition education the health status of adolescent girls will be 

improved. Creating awareness can tremendously affect the prevalence of iron 

deficiency anemia among adolescent girls. Through IEC package awareness 

can be created regarding Iron deficiency anemia. There are only minimum 

number of IEC studies on iron deficiency anemia in Tamil Nadu. 

Jose and Sandeep (2009) conducted a study on school eye screening and 

the national programme for control of blindness. As a result, it is estimated that 

there are 1.4 million blind children in the world, the prevalence of blindness in 

India is estimated to be 0.8/1000 children in the age group of 0 to 18 years. 

Currently it is estimated that 270,000 blind children in India. 

Blind adolescent girls are neglected in all ways and proper guidelines 

were not given to them. Most of them stay in the hostel and going to school. It 

was noticed that they did not get good nutrition and medical services, their 

menstrual problem were not considered. They did not get proper guidelines, 

which pose them at risk for iron deficiency anemia. So the investigator is 

interested in doing this study. 

 
STATEMENT OF THE PROBLEM 

A pre experimental study to evaluate the effectiveness of Information 

Education Communication package on iron deficiency anemia in terms of 
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knowledge, expressed practice among blind adolescent girls in Rovers Girls  

Hr. Sec. School, Perambalur, 2011. 

 
OBJECTIVES 

1. To assess the knowledge of blind adolescent girls regarding iron 

deficiency anemia before IEC package. 

2. To assess the expressed practice of blind adolescent girls regarding iron 

deficiency anemia before IEC package. 

3. To evaluate the effectiveness of Information Education Communication 

package regarding iron deficiency anemia among blind adolescent girls. 

4. To determine the relationship between the knowledge and expressed 

practice of blind adolescent girls regarding iron deficiency anemia. 

5. To determine the association between the knowledge of blind adolescent 

girls regarding iron deficiency anemia with selected demographic 

variables. 

6. To determine the association between the expressed practice of blind 

adolescent girls regarding iron deficiency anemia with selected 

demographic variables. 

 
RESEARCH HYPOTHESES 

At p < 0.05 level 

H1: There would be a significant difference in the level of knowledge 

related to iron deficiency anemia among blind adolescent girls 

after Information Education Communication package. 

H2: There would be a significant difference in the level of expressed 

practice related to iron deficiency anemia among blind adolescent 

girls after Information Education Communication package. 

H3: There would be a significant relationship between the knowledge 

and expressed practice of blind adolescent girls regarding iron 

deficiency anemia. 
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H4: There would be a significant association between the selected 

demographic variables with knowledge on iron deficiency anemia 

among blind adolescent girls. 

H5: There would be a significant association between the selected 

demographic variables with expressed practice on iron deficiency 

anemia among blind adolescent girls. 

 
OPERATIONAL DEFINITION 

Effectiveness 

Measuring the extent to which targets are being met, and detecting the 

factors that hinder or facilitate their realization. It also involves establishing 

cause-effect relationships about the extent to which a particular policy (or a set 

of policies) produces the desired outcome. 

In this study, it refers to find out a desired result of information 

education communication package on iron deficiency anemia among blind 

adolescent girls, as measured by knowledge and expressed practice 

questionnaire. 

 
Information Education Communication Package 

Information Education Communication for health is used as a general 

terms for communication activities in health promotion. Various aspects 

coming under Information Education Communication package are health 

behavior, health education, planning for health education, education with 

individuals, groups and communities, communicating health messages and 

media for communicating health messages. 

In this study, it refers to a technique which helps to provide teaching to 

blind adolescent girls regarding iron deficiency anemia by using models, fruits 

which contains iron rich foods and handouts by braille method on prevention of 

iron deficiency anemia. 
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Iron Deficiency Anemia 

Iron deficiency anemia is a hypochromic type of anemia caused by a 

disorder in haemoglobin synthesis due to decreased amount of total body iron.  

 
Knowledge 

Information and skills acquired through experience or education. 

 In this study, it refers to understanding about Iron Deficiency Anemia 

among blind adolescent girls as measured by structured questionnaire. 

 
Expressed Practice 

The actual application or use of a plan or method are expressed, as 

opposed to theories related to it. 

In this study, it refers to the expression of the blind adolescent girls 

regarding causes, diagnosis, management and prevention of iron deficiency 

anemia as measured by expressed practice questionnaire. 

 
Blind Adolescent Girl 

It refers to the blind girls between the age group of 12 to 18. 

 
ASSUMPTION 

1. Health education will promote early health seeking behaviour. 

2. Adequate knowledge of iron deficiency anemia will help in adopting 

positive attitude towards health practice. 

3. Knowledge awareness regarding iron deficiency anemia is poor among 

blind adolescent girls. 

 
DELIMITATION 

This study was delimited to  

1. blind adolescent girls 

2. 30 samples  

3. 6 weeks 
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CHAPTER II 

REVIEW OF LITERATURE 

 
INTRODUCTION 

Researchers almost never conduct a study in an intellectual vacuum, 

these studies are usually undertaken within the content of an existing base of 

knowledge. Researchers often undertaken a literature review to familiarize 

themselves with the knowledge base. 

(Polit and Hungler 1995) 

An extensive review of literature was done to get a broader view of the 

problems. The review of related literature had been arranged as the following 

headings.  

Literature related to prevalence, causes, consequences and management 

of iron deficiency anemia among adolescent girls. 

Literature related to IEC package on iron deficiency anemia among 

adolescent girls. 

 
LITERATURE RELATED TO PREVALENCE, CAUSES, CONSEQUENCES 

AND MANAGEMENT OF IRON DEFICIENCY ANEMIA AMONG 
ADOLESCENT GIRLS 

Mittal et al. (2010) conducted an interventional study on the effect of 

change in dietary behaviors and iron supplementation for reduction of iron 

deficiency anemia among 104 adolescent girls. The girls were administered 

iron/folate and calcium tablets on alternate day for 3 months. Result showed 

there was an increment of 19.55g/l hemoglobin in the group of girls receiving 

IFA supplements whereas hemoglobin decreased slightly in girls in the control 

group. A significant weight gain of 2.66kg was seen in the intervention group, 

where as girls in the control group showed little weight gain. 
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Meier (2010) conducted an interventional study to evaluate the 

effectiveness of iron supplementation regarding prevention of iron deficiency 

anemia in adolescent girls. Randomized double blind clinical trial placebo 

control design was used, participants were randomized to receive iron 

supplementation or placebo. The result was 59% of adolescent placebo-

supplemented and 20% of adolescent iron-supplemented patients exhibited iron 

deficiency anemia. 

Toteja (2009) stated that iron deficiency anemia is one of the major 

public health problem. The prevalence of iron deficiency anemia is 60% 

among adolescent girls. Under the anemia prevention and control program of 

the government of India, iron and folic acid tablets are distributed, but no such 

program exists for adolescent girls. 

Hockenberry and Wilson (2009) stated that iron deficiency anemia 

causes edema, retarded growth, irritability, tachycardia, fatigue, glossitis, 

angular stomatitis, koilonychias, impaired cognitive and motor skills, social 

and behavioral problems. 

Kyle (2009) stated that children who belongs to low socio economic 

status may be more prone to iron deficiency anemia. 

Gandhi (2009) conducted a survey among adolescent girls between 17-

19 years of age and found out that girls with low socio economic background 

were more prone for iron deficiency anemia. 

Kyle (2009) stated that iron supplement are usually provided in the form 

of ferrous sulfate or ferrous fumarate. In severe cases blood transfusions may 

be indicated. 

Bowden (2009) stated that nurse has significant role in providing 

education concerning the treatment and prevention of iron deficiency anemia. 

In addition to providing education the nurse reaches out into the community. 
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Children and families who develop dietary habits that facilitate iron intake  and 

absorption, and who receive prophylactic iron supplements during time of 

increased iron need, are less likely to experience iron deficiency anemia. 

Kanani and Sen (2009) conducted a study to assess impact of daily and 

intermittent IFA supplementation on physical work capacity of under-

privileged school girls, 163 adolescent girls were involved, 3 randomly selected 

schools were given IFA tablets either once weekly or twice weekly or daily for 

one year. The fourth school was selected as control group, the effects on 

physical work capacity in young girls are more in daily IFA supplementation 

than twice weekly supplementation. 

Sharma (2008) stated that lack of dietary iron is the Leading cause of 

nutritional deficiency and most common cause of anemia in adolescent girls is 

heavy menstrual flow. Only 1mg. of iron is absorbed for every 10 to 20 mg of 

iron ingested. Anemia leads to fall in academic performance with decline in 

memory and concentration levels and also susceptibility of infection in 

adolescents. 

Kowsalya (2008) conducted a study on prevalence of anemia in 100 

adolescent girls (13-18 years) in Manipur. The results revealed that, among the 

total subjects, 30 were moderately anemic (7-10 g/dl) and 25 girls were mildly 

anemic (10-12 g/dl). Ten girls were severely anemic (< 7.0 g/dl). 

Elizabeth (2008) stated that treatment for iron deficiency is oral iron 

supplementation upto 6mg/kg elemental iron/day for 3-4 months to correct iron 

deficiency and to replenish the stores. Ferrous sulphate supplies 20% of 

elemental iron. Iron deficiency anemia is also treated by iron rich food items 

like meat, 3Gs (green leafy vegetables, grams and grains), dates, water melon 

etc. Cooking in iron vessels is said to increase iron intake. 
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Vikas (2008) conducted a study to assess the clinical response and side 

effects of ferrous sulfate and iron polymaltose complex (IPC) in 118 

adolescence (12-18 years) with IDA subjects were randomized to receive 

therapy with either oral IPC or oral FS. Children who received ferrous sulfate 

were having high Hemoglobin level and less residual complaints as compared 

to those who had received iron polymaltose complex. This study suggests 

ferrous sulfate has a better clinical response and less significant adverse effects 

during treatment of iron deficiency anemia in children. 

Amsterdam (2008) conducted a cross-sectional study to determine the 

prevalence of iron deficiency anemia among adolescent girls between the age 

group of 12-18 years from 20 different school in western Iran. The prevalence 

of anemia among adolescent girls was 21.4%, there were 47 girls with iron 

deficiency anemia. Around 57.3% of anemic girls were iron deficient, there 

were no significant differences between the presence of anemia and level of 

education of parents. 

Alade, Zee and Turgean (2007) conducted a study to determine the 

association between estimated absorbable iron intake and iron deficiency. The 

association between dietary iron intake and iron status was studied in 1000 

adolescent girls aged between 14-16 years from Benin. 50 were boarding at the 

school, while 50 lived at home. Dietary intake were obtained by 24 hours 

recalls and absorbable iron intakes were estimated. 73% of adolescents met the 

recommendation for dietary iron intake, 43% of subjects were anemic, iron 

deficiency was present in 14 % of subjects, while 13% had iron deficiency 

anemia. The result was total absorbable iron intake were highly and positively 

associated with hemoglobin and hematocrit concentration. 

Saini (2007) stated that there are estimated 1.2 billion young adolescent 

girls aged 10-19 years in the world. In our country, nearly 50% of children are 

anemic. The children during the phase of rapid growth such adolescent age are 

at higher risk of developing iron deficiency anemia. 
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Hockenberry and Wilson (2007) stated that adolescent girls are also at 

risk for iron deficiency because of their rapid growth rate, menstrual flow, poor 

eating habits and obesity. 

Gale (2007) stated that iron deficiency is still a big problem today. In 

fact, the WHO lists iron deficiency as one of the top 10 risk factors 

contributing to death. 

Rajaratnam, Abel, Asokan, Jonathan (2007) conducted a study to assess 

the prevalence of iron deficiency anemia, a baseline survey was carried out in 

vellore. By selecting 155 and 161 adolescent girls in the age group of 13 to 19 

years.  Hemoglobin was assessed. The prevalence of anemia was 44.8% with 

severe anemia being 2.1%, moderate 6.3% and mild anemia 36.5%. There was 

a decrease in the prevalence as the age increased. A significant association was 

found between the hemoglobin concentration and girl’s education and her 

mother’s educational status. 

Gera (2006) conducted a study to evaluate the effect of iron 

supplementation on physical performance in children (0-18 years) through 

systemic review of randomized controlled traits. The result was iron 

supplementation may have a positive effect on the physical performance of 

children as evaluated through the post exercise heart rate in anemic subjects, 

blood lactate levels and treadmill endurance time. 

Agarwal (2005) conducted a study to examine the benefits of anemia 

prophylaxis in adolescent school girls by weekly or daily iron-folate 

supplementation. The result was 85% girls were iron deficient out of which 

49.3% were anemic. Weekly administration took longer time to raise 

hemoglobin but was effective as well as practical. Plasma ferritin estimation in 

girls showed rise in level in both the treated group. 
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Basu (2005) conducted a cross sectional study and reported that the 

prevalence of anemia calculated as per WHO guidelines was significantly 

higher among adolescent girls (23.9%) as compared to boys. Anemia was 

observed more in rural (25.4%) as compared to urban (14.2%) adolescents, iron 

stores estimated by serum ferritin in 183 subjects were deficient in 81.7% and 

41.6% of the adolescent girls and boys respectively. 

Kaur (2005) reported that the anemia among adolescent girls was found 

to be due to low socio-economic status, low iron intake, vegetarian diet, history 

of worm infestation and history of excessive menstrual bleeding but not 

significantly. 

Kara (2004) stated that anemia is defined as quantitative or qualitative 

deficiency of circulating red cell. Main causes of anemia are insufficient 

consumption of iron containing foods, poor absorption of iron by the body and 

loss of blood. Iron deficiency anemia is most prevalent in young children, older 

children and adolescents. 

Malhotra (2004) conducted a descriptive study to find out the prevalence 

of anemia in adolescents among rural population of north India 215 samples 

were underwent blood investigation including hemoglobin estimation. The 

result was low socio economic status, illiteracy and lower body mass index, 

were associated with higher prevalence of anemia. 

Singh (2004) stated that non-vegetarian foods are excellent sources of 

iron, which is more readily absorbed. Iron absorption is enhanced by intake of 

vitamin C rich food. Iron therapy must be continued for at least 2 to 3 months 

to correct anemia and build up the body stores of iron. 

Gordon (2004) conducted a study to evaluate the prevalence, severity 

and risk factors of iron deficiency anemia in adolescent school girls in an area 

with intense malaria transmission in western Kenya. Two cross- sectional 
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survey design was used. The study was conducted in schools.648 randomly 

selected adolescent school girls aged between 12-18 years were involved. The 

result was the prevalence of anemia was 21.1%, and the prevalence of iron 

deficiency was 19.8% and 30.4% of anemic girls were iron deficient, malaria 

was the main risk factor for anemia in younger girls (12-13 years), while 

menstruation was the principal risk factor in older girls (14-18 years). 

Hogan (2003) stated that iron deficiency anemia is treated by correcting 

bleeding, implementing dietary modification promoting rest, protecting from 

infection, monitoring cardiac functions. It is often necessary to restrict their 

milk intake, milk intake should be limited to a maximum of 1 quart per day, As 

milk decreases iron absorption. 

Nelson (2002) stated that various risk factors are involved in anemic like 

age, family history, genetic factors, oral nutrition, diarrhea and infectious 

disease. The children who belongs to vulnerable groups such as infancy, older 

childhood and adolescence are at risk due to rapid physical growth. Especially, 

school children have lack of knowledge for good dietary practices and personal 

hygiene. 

Ghai (2001) stated that iron deficiency is the most common cause of 

nutritional anemia in the world. In our country, nearly 50% of children are 

anemic. The children during the phase of rapid growth such as pre-school and 

adolescent age are at higher risk of developing iron deficiency anemia. 

Marlow (2001) stated that the most significant manifestation of iron 

deficiency anemia is a porcelin-like or waxy pallor. Other signs symptoms of 

this condition develop slowly over time and are related to the duration and 

severity of anemia. The infant or child will have irritability, restlessnee, 

anorexia, constipation, cardiac dilatation, tachycardia, systolic murmur, 

spleenomegaly, slowed motor development and cardiac failure.  
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Sampathkumar (2001) conducted a study on prevalence of anemia and 

hookworm infestation among adolescent girls in one rural block of Tamil 

Nadu. This study was conducted among 13-17 years of girls in 10 school of 

Tamil Nadu. The prevalence of anemia was 76.6% of the 130 girls who 

provided stool samples, 63% had hookworm infestation. Whom questioned 

about personal hygiene practices 48.5% of girls reported they did not wear 

slippers when they go outside, only 65% were bathing daily. 

Clayden (2001) stated that iron deficiency anemia is managed by diet 

like red meat (beaf, lamp, liver, kidney) oily fish and iron therapy is given 

orally. Although ferrous sulphate is the most readily absorbed salt and 

treatment of choice, the liquid is unpleasant to taste and usually not well 

tolerated in young children and adolescent. 

Gupta (2001) stated that adolescents are likely to develop iron 

deficiency anemia because of increased demands. In girls an important 

additional factor is excessive loss of blood in menses. It is therefore advisable 

to provide them supplementations of iron/folate, preferably with vitamin C. A 

public health approach comprising one weekly distribution of iron/folate 

through school and welfare centers is a describable strategy. 

Mckinne (2000) stated that several factors can contribute to iron 

deficiency anemia, including decreased iron intake, increased iron loss and 

periods of increased growth rate. Adolescents are also at risk for iron 

deficiency anemia as they too are experiencing increased growth, often with 

poor dietary habits. 

Deshmuk, Garg and Bharambe (2000) conducted a study on 

effectiveness of weekly supplementation of iron to control iron deficiency 

anemia among urban-slum, rural and tribal girls of Maharastra. A baseline and 

the mid term assessments were done using the cluster-sampling techniques. 

The haemoglobin estimation was done. The over all prevalence of anemia came 
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down significantly to 54.3% from 65.3%, the decline was statistically 

significant in tribal girls (48.6% from 68.9%) and among rural girls (51.6 from 

62.8%), but the decline was not statistically significant among urban slum girls. 

The number of tablets consumed by tribal and rural girls was more compared to 

urban-slum. 

 
LITERATURE RELATED TO IEC PACKAGE ON IRON DEFICIENCY 
ANEMIA AMONG ADOLESCENT GIRLS 

Kala et al (2010) conducted a study to assess the effectiveness of 

information education communication programme on knowledge and attitudes 

of adolescent girls in prevention of Iron and folic acid deficiency anemia. After 

the intervention 73% had adequate knowledge and 79% of them had most 

favourable attitude. 

Paul, Sulochana (2009) conducted a study to assess the consumption of 

iron rich food among adolescent girls. The main objective of the study was to 

increase the number of daily meals from 2 meals to 3-4 meals. Blood samples 

were collected, IEC teaching was given. It was found that intervention has 

influenced dietary behaviour, eat lemon with their meals, as well as in the 

frequency of eating fruits increased blood testing showed that mean 

hemoglobin levels increased from 5.8 to 9.5. 

Kotecha (2005) conducted a study to assess the effectiveness of 

information education communication package on iron and folic acid 

supplementation among adolescent girls. The result of the project is, anemia 

reduced to 20% and improved hemoglobin for 82% of girls in 17 months of 

intervention period. 

  Department of preventive and social medicine Vadodora (2005) 

conducted a study to assess the prevalence and evaluate the effectiveness of 

information education communication package and iron supplementation. The 
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result of the study was the reduction achieved minimum in rural area followed 

by urban area, with both showing a net reduction of over 23% severe anemia 

and prevalence was reduced from 1.6% at base line to 0.5%. 

Saibaba et al (2002) conducted a study to asses the nutritional status and 

nutritional knowledge of 2500 adolescent girls aged between 10-19 years blood 

study was done. The study was conducted in three stages in the first stage pre-

test was given, in second stage IEC intervention was given for a period of 6 

months. It was concluded that IEC intervention resulted in improvement of 

nutritional knowledge of adolescent girls as well as behavioural pattern 

envisaged by better cooking methods and increase in the consumption of 

nutrient rich food. 

 
CONCLUSION 

The review of literature explains about prevalence, causes, 

consequences and management of iron deficiency anemia. It also explains the 

importance of information education communication programme. The above 

studies suggest that iron is very important to adolescent girls.  
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CONCEPTUAL FRAME WORK 

 
Conceptual frame work for a study develop from the existing theory and 

proposing relationship among them. The model gives directive for planning, 

data collection and interpretation of findings. 

(Burns and Grove, 1995) 

The present study aims at determining the effectiveness of IEC package 

on knowledge and expressed practice of blind adolescent girls regarding iron 

deficiency anemia. The conceptual framework of the present study is 

developed based on Rosenstock’s and Becker’s health belief model. 

Good health is a common objective to all people - Rosenstock (1974). 

 
Individual Perception 

In this study, the individual perceptions are the deficient and expressed 

practices of the blind adolescent girls regarding iron deficiency anemia. 

 
Perceived Threats 

In this study, perceived threat is the deficiency in the blind adolescent 

girls knowledge and expressed practices regarding iron deficiency anemia 

which hinder the performance in their real life which will affect the 

performance, growth and development. 

 
Modifying Factors 

Factors that modify a persons perception included the following: 

 
Demographic variables 

In this study the demographic variables that have influence over the 

blind adolescent girls knowledge and expressed practice regarding iron 

deficiency anemia include age, father’s education, father’s occupation, 

mother’s education, type of family, family monthly income. 
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Structural variables 

In this study the Structural variables are the prior knowledge and 

expressed practice of blind adolescent girls regarding iron deficiency anemia. 

 
Cues to action 

Cues to action can be either internal or external. In this study the internal 

cues include the feeling or thoughts about iron deficiency anemia. The external 

cues is the investigators and IEC regarding iron deficiency anemia. 

Blind adolescent girls are educated regarding definition, grading, causes, 

clinical manifestation, diagnostic evaluation, management, prevention of iron 

deficiency anemia, general instruction for iron intake and iron containing diet. 

 
Likelihood of action 

The likelihood of a person taking recommended preventive health action 

depends on the perceived benefits of the action, minus the perceived barriers to 

the action. 

 
The perceived benefits of action 

In this study are the improvement of the knowledge and expressed 

practice regarding iron deficiency anemia. 

 
The perceived barriers to action 

In this study are level of education, family monthly income, parents 

occupation and negligence of blind adolescent girls. 

Likelihood to taking recommended prevention health action is the 

improvement in the knowledge and expressed practice of blind adolescent girls 

regarding iron deficiency anemia. 

The intervention which is given by the researcher, is based on meeting 

the needs of the blind adolescent girls regarding iron deficiency anemia. 
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The model, Rosenstocks and Becker’s health belief model, is best suited 

for this study which was undertaken to determine the knowledge and expressed 

practice of blind adolescent girls regarding iron deficiency anemia, using pre-

test and post-test method. 
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FIGURE  1  CONCEPTUAL FRAME WORK BASED ON ROSEN-STOCKS AND BECKER’S HEALTH BELIEF MODEL
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CHAPTER III 

RESEARCH METHODOLOGY 

 
Methodology of research refers to investigation of the ways of 

obtaining, organizing and analyzing data. Methodology studies address the 

development, validation and evaluation of research tools or methods.  

(Polit and Beck 2004) 

This section discusses the research approach, research design, setting of 

the study, population, sample, sample size, sampling techniques, data collection 

procedure. 

 
RESEARCH APPROACH 

Experimental approach, a subtype of quantitative approach was used in 

this study to evaluate the effectiveness of Information Education 

Communication package among blind adolescent girls. 

 
RESEARCH DESIGN 

 Pre-experimental (one group pretest posttest design) 

 O1 X O2 

KEY 

O1 - Pre test  

X - IEC 

O2 - Post test 

 
SETTING OF THE STUDY 

This study was conducted in Rover’s girls Hr. Sec. School at 

Perambalur, 40 blind adolescent girls were studying in that school, between the 

age group of 12-18 years. 3 specially trained teachers were working there. The 

blind girls were given special education by using braille method. These blind 

adolescent girls were staying in a hostel near by the school. The reason for 
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selecting this school was the availability of samples, facility for study and 

expectation of cooperation from the teaching staff and from parents for 

collection of data.  

 
POPULATION 

The population of the study consisted of blind adolescent girls. 

 
SAMPLE 

Blind adolescent girls who were studying in Rover’s girls Hr. Sec. 

School at Perambalur, during the data collection period. 

 
SAMPLE SIZE 

The sample size was 30. 

 
SAMPLING TECHNIQUE 

 Non probability convenience sampling technique was used for selection 

of samples. 

 
CRITERIA FOR SAMPLE SELECTION 

Inclusion Criteria 

1. Blind adolescent girls in Rovers Girls Hr. Sec. School, Perambalur. 

2. Blind adolescent girls who were willing to participate in study. 

 
Exclusion Criteria 

1. Blind adolescent girls with major ailment. 

2. Blind adolescent girls who were not attending the class. 

 
DESCRIPTION OF THE TOOLS 

The researcher developed a questionnaire to measure the knowledge and 

expressed practice regarding iron deficiency anemia, this instrument consist of 

3 parts, it was described below: 
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Part 1 : Consisted of demographic characteristics of blind 

adolescent girls. 

Part 2 : Consisted of questionnaire to assess the knowledge 

related to basic facts about iron  deficiency anemia. The 

knowledge questionnaire consist of 20 questions. 

Part 3 : Consisted of expressed practice related to iron deficiency 

anemia. This questionnaire consist of 10 questions. 

 
INFORMATION EDUCATION COMMUNICATION PACKAGE 

Information Education communication package was given for the study 

subjects. The Information Education communication Programme consists of 

information of iron deficiency anemia. This includes definition, etiology, 

pathophysiology, clinical manifestation, diagnostic evaluation, management, 

prevention and complication of iron deficiency anemia. 

 
SCORING PROCEDURE 

Knowledge Scores 

 The total score was 20. A score of one mark was given for every correct 

answer and zero was given for every wrong answer. The score was ranged as 

follows 

Adequate knowledge   - 76 to 100 % 

Moderately adequate Knowledge  - 51 to 75 % 

Inadequate knowledge   - less than 50% 

Expressed Practice Scores 

The expressed practice was assessed by a questionnaire, which contains 

10 questions with 2 columns rated as “yes” and “no” .If the blind adolescent 

girl performed the step completely a score 1 was given and if the step was not 

performed by blind adolescent girls, a score zero was given. The total score 

was 10.The score was ranged as follows 
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Unfavorable practice  - 0 to 50% 

Moderately favorable practice - 51 to 75% 

Favorable practice   - 76 to 100% 

 
TESTING OF TOOL 

VALIDITY 

The tool was evaluated by 5 experts, who were requested to give their 

valuable suggestion about the content areas, relevant, clarity and appropriate 

need of the items. 

 
RELIABILITY 

The reliability of the tool was established by assessing the quality and 

adequacy of the tool by using split half method, ‘r’ value was 0.82 

 
PILOT STUDY 

After obtaining formal administrative approval the pilot study was 

carried out with 5 blind girls in blind girls rehabilitation center Trichy, from 

13.6.2011 to 29.6.2011. There was no modification done in the study. The data 

collection were amenable to statistical analysis and thus the study was found to 

be feasible. 

 
DATA COLLECTION PROCEDURE 

The period of data collection was started from 2.7.2011 to 12.8.2011. 

Before starting the study the investigator obtained formal permission from the 

principal of blind school in Perambalur to conduct the study. After obtaining 

permission, the blind adolescent girls were first met by the researcher and she 

introduced herself to them. Samples were selected and pre-experimental design 

was used. The sample were collected for 6 days a week. The timing of data 

collection was from 9.30 am to 4.30 pm. According to the availability and 

convenience of the students, 2 to 3 blind girls were selected per day. The nature 

and the purpose of the study was explained to the girls. Oral informed consent 
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was obtained, pre test was conducted, then IEC package was administered to 

the sample. After 15 days post test was conducted. 

  
PLAN FOR DATA ANALYSIS 

The collected data would be tabulated to represent the finding of the 

study. Descriptive statistics numbers, percentage, mean and standard deviation 

would be used to analyze the demographic data. Inferential statistics paired ‘t’ 

test would be used to evaluate the effectiveness of IEC package on Iron 

Deficiency Anemia. Correlation would be used to determine the relationship 

between knowledge and expressed practice. Chi-square would be used to find 

out the association between demographic variables of blind adolescent girls. By 

using SPSS 13 version all the statistics would be done at p < 0.05 level. 

 
ETHICAL CONSIDERATION 

The research proposal was approved by the dissertation committee prior 

to the pilot study. Permission was obtained from the co-ordinator, principal of  

Dr. G. Sakunthala College of Nursing and the principal of the blind school to 

conduct the study. The oral consent was obtained from each participant of the 

study before starting the data collection. Assurance was given to the subjects 

that the anonymity of each individual would be maintained. 
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CHAPTER IV 

ANALYSIS AND INTERPRETATION OF DATA 

 
 
INTRODUCTION 

The data themselves do not provider answer to research questions. So 

the data need to be processed and analyzed in an orderly coherent fashion. 

After the analysis, they must be systematically interpreted. Interpretation is the 

process of making sense of the results and examining their implications. 

This chapter deals with the description of the sample, analysis and 

interpretation of data to assess the knowledge and expressed practice of blind 

adolescent girls regarding iron deficiency anemia, evaluate the effectiveness of 

information education communication in terms of knowledge regarding iron 

deficiency anemia of blind adolescent girls in Rovers Girls Hr. Sec. School. 

The obtained data have been classified, grouped and analyzed statistically 

based on the objectives of the study. 

 
OBJECTIVES 

1. To assess the knowledge of blind adolescent girls regarding iron 

deficiency anemia before IEC package. 

2. To assess the expressed practice of blind adolescent girls regarding iron 

deficiency anemia before IEC package. 

3. To evaluate the effectiveness of Information Education Communication 

package regarding iron deficiency anemia among blind adolescent girls. 

4. To determine the relationship between the knowledge and expressed 

practice of blind adolescent girls regarding iron deficiency anemia. 

5. To determine the association between the knowledge of blind adolescent 

girls regarding iron deficiency anemia with selected demographic 

variables. 
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6. To determine the association between the expressed practice of blind 

adolescent girls regarding iron deficiency anemia with selected 

demographic variables. 

 
THE STUDY FINDINGS WERE REPRESENTED AS FOLLOWS 

Section:1 Frequency, percentage distribution of demographic variables of 

blind adolescent girls. 

Section:2 Percentage distribution of knowledge and expressed practice 

percentage scores of blind adolescent girls before IEC package 

administration.  

Section:3 Comparison of mean scores between pretest and posttest. 

Section:4 Correlation between knowledge and expressed practice scores of 

posttest. 

Section:5 Association between the selected demographic variables and 

post-test level of knowledge and post-test level of expressed 

practice of blind adolescent girls regarding iron deficiency 

anemia. 
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SECTION I 

This section deals with demographic variables of the samples. 

Table 1 

Frequency distribution of sample according to the demographic 

variables. 

n = 30 

S. No. Demographic Variable Frequency Percentage 

1. Age   

 a. 12 to 14 years  12 40 

 b. 15 to 18 years  18 60 
    

2. Father’s occupation   

 a. Unemployed 15 50 

 b. Business 13 43.3 

 c. Employee 2 6.7 
    

3. Mother’s education   

 a. Illiterate  16 53.3 

 b. Secondary education 12 40 

 c. Under graduate 2 6.7 
    

4. Father’s education   

 a. Illiterate 6 20 

 b. Secondary education 22 73.3 

 c. Under graduate 2 6.7 
    

5. Type of family   

 a. Nuclear 12 40 

 b. Joint  18 60 
    

6. Family monthly income   

 a. < Rs.3000/- 11 36.7 

 b. Rs.3000/- to 8000/-  17 56.7 

 c. > Rs.8000/-  2 6.7 
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Table 1 describes the frequency distribution of sample according to their 

demographic variables. 

Majority of blind adolescent girls 18(60%) were between 15 to 18 and 

12(40%) were between 12 to 14 years. 

Regarding father’s occupation majority of them 15(50%) were 

unemployed, 13(43.3%) were doing business, 2(6.7%) were employed. 

Regarding mother’s education most of them 16(53.3%) were illiterate,  

12 (40%) were secondary educated and 2(6.7%) were under graduated. 

Regarding father’s education, most of them 22(73.3%) were secondary 

educated, 6(20%) were illiterate and 2(6.7%) were under graduated. 

Regarding type of family most of them 18(60%) were belonged to joint 

family and 12(40%) were belonged to nuclear family. 

Regarding family monthly income majority of them 17(56.7%) have 

family income between Rs.3000/- to 8000/-, 11(36.7%) have family income 

below Rs.3000/- and 2(6.7%) have family income above Rs.8000/-. 
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SECTION II 

This section deals with the knowledge scores and expressed practice scores 

before IEC package. 

Table 2 

 Percentage distribution of knowledge scores of blind adolescent girls 

before IEC package administration. 

S. No. Knowledge Frequency Percentage 

1. Inadequate 29 96.7 

2. Moderately adequate 1 3.3 

3. Adequate 0 0 

 

 Table 2 describes percentage distribution of knowledge scores of blind 

adolescent girls before IEC package administration. The level of knowledge 

during pre-test was, inadequate among 29(96.7%) subjects, moderately 

adequate among 1(3.3%) subject. 
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Table 3 

 Percentage distribution of expressed practice scores of blind adolescent 

girls before IEC package administration. 

S. No. Expressed Practice Frequency Percentage 

1. Unfavorable practice 26 86.7 

2. Moderately favorable practice 4 13.3 

3. Favorable practice 0 0 

 
 Table 3 describe the percentage distribution of expressed practice scores 

of blind adolescent girls before IEC package administration. The level of 

expressed practice during pretest was unfavorable among 26(86.7%) subjects, 

moderately favorable among 4(13.3%) subjects. 
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SECTION III 

This section deals with the comparison of mean scores between pre-test 

and post-test.  

Table 4 

Comparison of mean scores between pre-test and post-test. 

Component 
Pre-test 
Mean 

Post-test 
Mean 

Mean 
Differences 

Standard 
Deviation 

Paired ‘t’ 
test 

Knowledge 43.33 78.00 34.67 1.145 33.494** 

Expressed Practice 43.33 78.00 34.67 1.253 15.305** 

** p < 0.01 

Table 4 describe the comparison of mean scores between pre-test and 

post-test the mean post-test knowledge (78.00) was higher than the mean 

pretest knowledge (43.33) with standard deviation (1.145) and the obtained  

‘t’-value (t-33.494) was significant at < 0.01 where as the mean posttest 

expressed practice (78.00) was higher than the mean pretest expressed practice 

(43.33) with the standard deviation (1.253) and obtained ‘t’- value (t-15.305) 

was significant at < 0.01. The stated research hypothesis H1 and H2 was 

accepted. 
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Figure 2 

Percentage distribution of knowledge scores of blind adolescent girls 

before and after IEC package administration. 

Figure 2 describes percentage distribution of knowledge scores of blind 

adolescent girls before and after IEC package administration. The level of 

knowledge during pre-test was inadequate among 29(96.7%) subjects, 

moderately adequate among 1(3.3%) subjects. Where as the level of knowledge 

during the post-test was adequate among 23(76.7%) subjects, moderately 

adequate among 7(23.3%) subjects. 
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Figure 3 

Percentage distribution of expressed practice scores of blind adolescent 

girls before and after IEC package administration. 

Figure 3 describes percentage distribution of expressed practice scores 

of blind adolescent girls before and after IEC package administration. The level 

of expressed practice during pretest was unfavorable among 26(86.7%) 

subjects, moderately favorable among 4(13.3%) subjects. Where as during post 

test the level of expressed was favorable among 23(76.7%) subjects, 

moderately favorable among 7(23.3%) subjects. 
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SECTION IV 

This section deals with correlation between knowledge and expressed 

practice scores of the posttest. 

Table 5 

Correlation between knowledge and expressed practice scores of the 

posttest. 

Component Correlation  ‘r’ 

Knowledge 

Expressed practice 
0.874** 

**p < 0.01 

Table 5 describes the correlation between knowledge and expressed 

practice scores of the post-test. There was a significant correlation (r=0.874) 

between the post-test knowledge and post-test expressed practice. Hence the 

stated hypothesis H3 was accepted. 



 40 

SECTION V 

This section deal with the association between the selected background 

variable of the sample and the post test knowledge and expressed practice.  

Table 6 

 Association between the selected background variable of the sample and 

post test knowledge. 

S. No. Demographic Variable 
Moderately 
Adequate  

Adequate χ2 

1. Age    

 a. 12 to 14 years 3 9  

 b. 15 to 18 years 4 14 0.31 
     

2. Father’s occupation    

 a. Unemployed  7 8  

 b. Business  0 13  

 c. Employee 0 2 9.130** 
     

3. Mother’s education    

 a. Illiterate  7 9  

 b. Secondary education 0 12  

 c. Under graduate 0 2 7.989** 
     

4. Father’s education    

 a. Illiterate  5 1  

 b. Secondary education 2 20  

 c. Under graduate  0 2 15.178** 
     

5. Type of family    

 a. Nuclear  3 9  

 b. Joint   4 14 0.31 
     

6. Family monthly income    

 a. <Rs.3000/-  3 8  

 b. Rs.3000/- to 8000/- 4 13  

 c. >Rs.8000/-  0 2 0.704 

**p < 0.01 
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Table 6 describes association between selected demographic variables 

and post-test knowledge. Significant association was found between the post 

level of knowledge and selected demographic variable of blind adolescent girls 

such as father’s occupation (χ2 - 9.130), mother’s education (χ2 - 7.989), 

father’s education (χ2 - 15.178). So the hypothesis H4 was accepted for father’s 

education, mother’s education, father’s occupation. The other demographic 

variables (age, type of family, family monthly income) were independent on 

the post-test knowledge. 
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Table 7 

Association between the selected demographic variables and post 

expressed practice. 

S. No. Demographic Variable 
Moderately 
Adequate 

Adequate χ2 

1. Age    

 a)12 to 14 years  3 9  

 b)15 to 18 years 4 14 0.31 
     

2. Father’s occupation    

 a. Unemployed 7 8  

 b. Business 0 13  

 c. Employee 0 2 9.130** 
     

3. Mother’s education    

 a. Illiterate  7 8  

 b. Secondary education 0 12  

 c. Under graduate  0 2 7.989** 
     

4. Father’s education    

 a. Illiterate  5 1  

 b. Secondary education  2 20  

 c. Under graduate  0 2 15.178** 
     

5. Type of family     

 a. Nuclear 3 9  

 b. Joint  4 14 0.31 
     

6. Family monthly income    

 a. < Rs.3000/- 3 8  

 b. Rs.3000/- to 8000/- 4 13  

 c. > Rs.8000/- 0 2 0.704 

**p < 0.01 
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Table 7 describes the association between selected demographic 

variables and post-test expressed practice. Significant association was found 

between the post test level of expressed practice and selected demographic 

variables of blind adolescent girls such as father’s occupation (χ2 - 9.130), 

mother’s education (χ2 - 7.989), father’s education (χ2 - 15.178). So the 

hypothesis H5 was accepted for father’s occupation, mother’s education, 

father’s education. The other demographic variables (age, type of family, 

family monthly income) were independent on the post expressed practice. 
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CHAPTER V 

DISCUSSION 

 
This chapter presents the interpretation of the statistical findings. It has 

been discussed based on the objectives of the study. The study was done to 

evaluate the effectiveness of Information Education Communication package 

on iron deficiency anemia among blind adolescent girls at Rovers Hr. Sec. 

School, Perambalur. 

A pre-experimental design was used to conduct the study. Knowledge 

and expressed practice were assessed by using questionnaire. Non-probability 

convenience sampling technique was used. The study sample consisted of 30 

blind adolescent girls, between 12-18 years of age. Using the above tool, data 

were collected, grouped and analyzed through descriptive analysis and 

inferential statistics. The study findings revealed the following. 

The aim of the study was to evaluate the effectiveness of Information 

Education Communication package on iron deficiency anemia among blind 

adolescent girls. 

Majority of blind adolescent girls (60%) were between 15 to18 and 

(40%) were between 12 to 14 years. Regarding father’s occupation majority of 

them (50%) were unemployed, (43.3%) were doing business, (6.7%) were 

employed. Regarding mother’s education most of them (53.3%) where 

illiterate, (40%) where secondary educated and (6.7%) were under graduated. 

Regarding father’s education, most of them (73.3%) were secondary educated, 

(20%) were illiterate and (6.7%) were under graduated. Regarding type of 

family most of them (60%) were belonged to joint family and (40%) were 

belonged to nuclear family. Regarding family monthly income majority of 

them (56.7%) have family income between Rs.3000/- to 8000/-, (36.7%) have 

family income below Rs.3000/- and (6.7%) have family income above 

Rs.8000/-. 
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Majority of them were belongs to low socioeconomic status because 

most of their parents were uneducated and unemployed and there family 

monthly income is between Rs.3000/- to 8000/-. This findings were supported 

by, Asha Gandhi et al. (2009), Malhotra et al. (2004). 

The first objective of the study was to assess the knowledge of blind 

adolescent girls regarding iron deficiency anemia before IEC package. 

The results of this study showed that most of the blind adolescent girls 

lacks knowledge, some of them had fairly poor knowledge regarding iron 

deficiency anemia. They were not aware about importance of iron and 

complication of iron deficiency anemia because most of their parents were 

uneducated and unemployed and this blind adolescent girls were not exposed to 

this educational environment. By identifying this, I planned to educate them, 

the information education communication package was prepared according to 

the need and understanding capacity of the blind adolescent girls. The teaching 

was given by using hand-out and models. 

The second objective of this study was to assess the expressed practice 

of blind adolescent girls regarding iron deficiency anemia before IEC package. 

The level of expressed practice during pretest was unfavorable among 

most of the subjects because they were unaware. A represented study finding 

indicates that the nurse can identify the task to improve the practice through 

health education. Work on a series of small steps to behavioral change which 

are manageable, achievable and results in recognizable health benefits. The 

essence of development is to empower people to take change of their own 

health, and to foster a spirit of self- reliance. This findings were supported by 

Sampath Kumar (2001). 
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The third objective of this study was to evaluate the effectiveness of 

Information Education Communication package regarding iron deficiency 

anemia among blind adolescent girls. 

It was surprising to see improvement in the girl’s knowledge and 

practice after the IEC package. They wanted to learn the health aspects, related 

to iron deficiency anemia. They showed interest in learning from health 

personnel to obtain necessary information to maintain healthy life. So the 

investigator concluded that the IEC package was much effective to improve the 

adolescent girl’s knowledge and practice. This study was supported by  

Ms. Kala et al. (2010), Prakash V. Kotecha (2005), Saibaba A. et al. (2002), 

Dinesh Paul, Sulochana (2009). 

The fourth objective of this study was to determine the relationship 

between the knowledge and expressed practice of blind adolescent girls 

regarding iron deficiency anemia. 

Achieving health literacy implies that health education not only relays 

information, but also enhances a person’s ability to think about healthy 

behaviors, seek and use information and motivate people to take action to 

improve health (Raquiba A. Jahan, 2006). 

Results from this study indicate that health programs are doing enough 

to raise health literacy and improve health outcomes, or if they are merely 

increasing awareness related issues. The concept of health literacy as an 

outcome of health education, going further than the simple dissemination of 

messages and enhancement of people’s ability to think about healthy behaviors, 

to seek and use information and motivate people to take action to improve 

health. This findings was supported by Jose. O. Mora (2002) who stated that 

information education communication programmes could help to modify 

consumer behavior in some cases. 
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The fifth objective of the study was to determine the association 

between the knowledge of blind adolescent girls regarding iron deficiency 

anemia with selected demographic variables. 

The present study shows that there was a significant association which 

was found between the post test level of knowledge and selected demographic 

variables of blind adolescent girls such as father’s occupation mother’s 

education and father’s education. The educated parents were aware about the 

causes and consequences of iron deficiency anemia, so their children have little 

amount of knowledge regarding iron deficiency anemia. 

In this study the association between the demographic variable and blind 

adolescent girls knowledge may proportionately be influenced by their father’s 

occupation, education and mother’s education. This study was supported by 

C.M.S. Rewat et al. (2001), Malhotra et al. (2004), Kala et al. (2010)  

Saibaba A. et al. (2002). There was no significant association found between 

the post test level of knowledge and selected demographic variables of blind 

adolescent girls such as age, type of family, family monthly income. 

The sixth objective of the study was to determine the association 

between the expressed practice of blind adolescent girls regarding iron 

deficiency anemia with selected demographic variables. 

The present study shows that there was a significant association which 

was found between the posttest level of expressed practice and selected 

demographic variables of blind adolescent girls such as father’s occupation, 

mother’s education, father’s education. In this the parents who are having 

knowledge regarding iron deficiency will apply that in their practical life and 

try to modify their practice. 

There was no association between the post test level of expressed 

practice and selected demographic variables of blind adolescent girls such as 
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age, type of family, family monthly income. The demographic variables of this 

study indicate that blind adolescent girl’s expressed practice may directly be 

influenced by their father’s education, father’s occupation, mother’s education. 

This study was supported by Saibaba A. et al. (2002). 
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CHAPTER VI 

SUMMARY, CONCLUSION, LIMITATIONS, IMPLICATIONS 

AND RECOMMENDATIONS 

 
This chapter presents the summary of the study, conclusion and 

implications for different areas like Nursing practice, Nursing education, 

Nursing administration and Nursing research and recommendations for further 

study. 

 
SUMMARY OF THE STUDY 

The purpose of the study was to evaluate the effectiveness of 

information education, communication package on knowledge and expressed 

practice regarding iron deficiency anemia among blind adolescent girls at 

Rovers Hr. Sec. School, Perambalur, 2011. 

 
THE FOLLOWING OBJECTIVES WERE SET FOR THE STUDY 

1. To assess the knowledge of blind adolescent girls regarding iron 

deficiency anemia before IEC package. 

2. To assess the expressed practice of blind adolescent girls regarding iron 

deficiency anemia before IEC package. 

3. To evaluate the effectiveness of Information Education Communication 

package regarding iron deficiency anemia among blind adolescent girls. 

4. To determine the relationship between the knowledge and expressed 

practice of blind adolescent girls regarding iron deficiency anemia. 

5. To determine the association between the knowledge of blind adolescent 

girls regarding iron deficiency anemia with selected demographic 

variables. 

6. To determine the association between the expressed practice of blind 

adolescent girls regarding iron deficiency anemia with selected 

demographic variables.  
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The conceptual model of the study was based on Rosen Stock’s and 

Becker’s health belief model. The study was conducted by using pre 

experimental one group pre-test post-test design. The sample size used of the 

study was 30 blind adolescent girls. Non-probability convenience sampling 

technique was used to select study samples. The instruments used for the data 

collection were knowledge and expressed practice questionnaire regarding iron 

deficiency anemia among blind adolescent girls. 

The data were analyzed and interpreted in terms of objectives and 

research hypothesis. Descriptive statistics (frequency, percentage, mean and 

standard deviation) and inferential statistics (paired - ‘t’ Test, correlation  

co-efficient and chi-square) were used to test the hypothesis. 

 
MAJOR FINDINGS WERE AS FOLLOWS 

 Regarding percentage distribution of sample according to 

demographic variables, most of the subjects were at the age group of above 15 

years. Mostly their fathers were unemployed and secondary educated. Majority 

of their mothers were illiterate. Most of them belong to joint family and their 

family monthly income was between Rs.3000 to Rs.8000. 

In the present study the level of knowledge during the pre-test was 

inadequate among 29(96.7%) subjects and moderately adequate among 

1(3.3%) subject where as the post-test was adequate among 23(76.7%) 

subjects, moderately adequate among 7(23.3%) subjects. 

In the present study the level of expressed practice during pretest was 

infavorable among 26(86.7%) subjects, moderately favorable among 4(13.3%) 

subjects. Where as during post test the level of expressed was favorable among 

23(76.7%) subjects, moderately favorable among 7(23.3%) subjects. 

The paired ‘t’ test shows the  mean posttest knowledge (78.00) was 

higher than the mean pretest knowledge (43.33) with standard deviation (1.145) 
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and the obtained ‘t’-valve (t-33.494) was significant at p < 0.01. Where as the 

mean posttest expressed practice (78.00) was higher than the mean pretest 

expressed practice (43.33) with the standard deviation (1.253) and obtained  

‘t’- valve (t-15.305) was significant at p < 0.01. 

The investigator found that there was a significant correlation (r =0.874) 

between the post level of knowledge (mean =78.00), standard deviation (0.889) 

and post level of expressed practice mean (78.00), standard deviation (0.465) 

significant at p <0.01. 

Significant association was found between the post level of knowledge 

and selected demographic variable of blind adolescent girls such as father’s 

occupation, mother’s education, father’s education. There was no significant 

association found between the post test level of knowledge and selected 

demographic variable of blind adolescent girls such as age, type of family, 

family monthly income. 

Significant association was found between the post test level of 

expressed practice and selected demographic variables of blind adolescent girls 

such as father’s occupation, mother’s education, father’s education. There was 

no significant association found between the post test level of expressed 

practice and selected demographic variable of blind adolescent girls such as 

age, type of family, family monthly income. 

 
CONCLUSION 

The following are the conclusions based on the study findings. 

The knowledge of blind adolescent girls toward iron deficiency anemia 

were deficient, also their mother’s and father’s education have effect on 

knowledge of blind adolescent girl’s knowledge. There is need for educational 

program for blind adolescent girls about iron deficiency anemia. 
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 The expressed practice of blind adolescent girls regarding iron 

deficiency anemia were inadequate also their demographic variables such as 

their father’s education, occupation and mother’s education were significantly 

in relation with blind adolescent girl’s expressed practice regarding iron 

deficiency. There was a relationship between knowledge and expressed 

practices of iron deficiency anemia. Therefore, if the knowledge of the girl’s 

increased, simultaneously the expressed practice also increased. 

The overall findings of the study showed that there is effectiveness in 

improving the health of adolescent girls by means of teaching, thus preventing 

mortality and morbidity rate due to anemia and improve the nutritional status of 

adolescent girls and motivating a healthy practice. 

 
IMPLICATIONS FOR NURSING PRACTICE 

The findings of the study have several implications on nursing practice, 

education and nursing administration. 

 
NURSING PRACTICE 

The findings create awareness that IEC package is an effective tool for 

teaching. In-service education needs to be provided to all nurses, to update their 

knowledge regarding Iron deficiency anemia. The nurse must develop a self 

instructional module aimed at improving knowledge on iron deficiency anemia 

to the adolescent girls. Repeated education or emphasize on the importance of 

intake of iron rich sources and other preventive measures should be stressed, as 

they have a direct bearing on prevention and control of iron deficiency anemia. 

The nurse should train the teachers to identify the anemia among 

adolescent girls by the clinical science and to act as a liaison between the 

adolescent girls and health care agency. The nurse should create awareness 

among the teachers and adolescent girls regarding the programs available to 

prevent and control iron deficiency and other such as nutritional anemia 
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program. Survey can be conducted to identify the risk group girls. Screening 

camps can be arranged and early detection can be done through school system 

to treat and prevent anemia. 

The result of the study will help the nurse to enlighten the knowledge on 

importance of health education. They could also participate in giving health 

education to the client and the family health education will enhance the 

knowledge and expressed practice of the people which is an important 

component in all the MCH services to reduce the mortality and morbidity. 

 
NURSING EDUCATION 

The practical knowledge of nurses depends upon the education they 

receive. So the nursing education should prepare the nurses to realize their 

responsibility as ‘nurse educator’. The nursing education should prepare the 

nurses to practice as ‘nurse communicator’ to render their health services in 

various settings like community, hospital and other areas. The nursing 

curriculum has to focus the nursing student to develop quality skills in 

providing IEC package. 

All aspects of iron deficiency anemia should be given special focus in 

the pediatric and community nursing curriculum. In-service education should 

be carried out periodically to teach nurses and nursing students regarding iron 

deficiency anemia. Continuing education program can be planned and 

implement to the nurses to update their knowledge and skills with the new 

trends in iron deficiency anemia. 

 
NURSING ADMINISTRATION 

Studies of this nature will help the nursing administrator authorities to 

recognize the need for conducting in-service education and continuing 

education programs for the nursing personnel. The administrator should 

provide adequate monetary resources in their budget and educative materials 
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like pamphlets, posters, slides, models and cassettes that contain information 

on all aspects about iron deficiency anemia. 

Nursing administrator should formulate policies that will include staff 

and students to be actively involve in health teaching. A separate health 

education department can be organized which can play a major role in 

educating the adolescents. They should arrange for mass health education 

campaigns using IEC package. Nurse administrator should be actively involved 

in initiating awareness programs that will help to bring down the mortality rate. 

The administrator should support the staff to conduct program in prevention 

and treatment of iron and folic acid deficiency anemia. 

 
NURSING RESEARCH 

The findings of the study helps to expand the body of professional 

knowledge upon which further researches can be conducted. The study will be 

a valuable reference material for further researchers. The result of the study can 

encourage the adolescent girls to adopt healthy life styles. The Indian literature 

shows that there are only very limited studies conducted so far. Hence more 

studies can be conducted in this area in order to strengthen the expanded role of 

nurses. 

 
LIMITATION 

1. The study assessed only the blind adolescent girls knowledge and 

expressed practice, the actual practice could not be observed. 

2. There was no control on certain extraneous variables like source of 

information after the pre-test. 

3. The blind adolescent girls were not randomly assigned. Hence the 

convenience sampling restricts the generalization. 

4. The study was done in school set up only 
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RECOMMENDATIONS FOR FURTHER STUDY 

1. A pre experimental study could be conducted to evaluate the 

effectiveness of IEC package on a large sample in different settings. 

2. A pre experimental study could be conducted to evaluate the 

effectiveness of IEC package by administering IEC package for more 

days before post-test. 

3. A comparative study could be conducted among early and late 

adolescent girls. 

4. Descriptive and qualitative study can be done on iron deficiency anemia. 

5. The explorative study can be done to evaluate the association of 

prevention and management of Iron deficiency anemia with the 

demographic variables of blind adolescent girls. 

6. Quasi-experimental study can be done on prevention and management 

of iron deficiency anemia. 

7. A pre experimental study could be conducted to evaluate the 

effectiveness of IEC package for mothers who have under 5 children in 

different settings. 

8. A pre experimental study could be conducted to evaluate the 

effectiveness of IEC package for antenatal mothers in different settings. 

9. A pre experimental study could be conducted to evaluate the 

effectiveness of IEC package with post test after 1 month, 3 months, 6 

months. 
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APPENDIX - A 
LETTER REQUESTING FOR VALIDATION 

From 
A. Beula Joyce, 
II year M.Sc (N), 
Dr. G. Sakunthala College of Nursing, 
Trichy-5. 

To 
 
 
 
Through,  

The Principal, 
Dr. G. Sakunthala College of Nursing, 
Trichy-5 

Respected Sir, 

Sub: Seeking experts opinion and suggestions on content validity of 
the tool. 

I am A. Beula Joyce M.Sc(N)., student of Dr. G. Sakunthala college of 
Nursing humbly request you to go through the tools which is to be used for 
data collection of my dissertation, to be submitted to Dr. M.G.R. Medical 
University, Guindy, Chennai, as partial fulfilment of my university 
requirements for the award of the degree of Masters of Science in Child Health 
Nursing. 

The problem statement is “A pre experimental study to evaluate the 
effectiveness of Information Education Communication package regarding iron 
deficiency anemia in terms of knowledge, expressed practice among blind 
adolescent girls at Rovers Hr. Sec. School, Perumbalur, 2011”. 
 With regard to his, I request you to give your valuable suggestions 
regarding the appropriateness of the tool, which I have enclosed. Kindly give 
your expert comments on the tool. 
 I also request you to kindly sign the certificate stating that the tool has 
been validated. Your kind co-operation and your expert judgment will be 
highly appreciated. 

Thanking you, 
Yours sincerely, 

A. Beula Joyce 
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APPENDIX - C 

RESEARCH INSTRUMENT (ENGLISH) 

QUESTIONNAIRE ON IRON DEFICIENCY ANEMIA 

Introduction 

Good morning, I am A. Beula Joyce, II year, M.Sc nursing student of 

Dr. G. Sakunthala College of Nursing, Trichy. I will ask you a few questions 

regarding iron deficiency anemia. This is only for educational purpose. The 

confidentiality will be strictly maintained. Interview schedule to assess the 

knowledge of blind adolescent girls regarding iron deficiency anemia. 

PART A 

Instruction 

 I will read every question please listen carefully and choose the response 

and answer me. 

 
Demographic Data 

1) Age 

a) 12 to 14 years     ( ) 

 b) 15 to 18 years     ( ) 

2) Father’s education      

 a) Illiterate      ( ) 

b) Secondary educated    ( ) 

c) Under graduated     ( ) 

3) Mother’s education  

a) Illiterate      ( ) 

b) Secondary educated    ( ) 

 c) Under graduated     ( ) 

4) Father’s occupation 

a) Unemployed     ( ) 

b) Business      ( ) 

c) Employee      ( ) 



5) Type of family 

 a) Nuclear      ( ) 

 b) Joint      ( ) 

6) Family monthly income 

a) < Rs.3000/-     ( ) 

b) Rs.3000/- to 8000/-    ( ) 

c) > Rs.8000/-      ( ) 

 



PART B 

 
Knowledge Questionnaire 

1) What is iron deficiency anemia? 

 a) Deficiency of calcium in blood 

 b) Deficiency of Iodine in blood 

c) Deficiency of hemoglobin in the blood 

d) Deficiency of Potassium in the blood 

2) What is the important cause of Iron Deficiency Anemia? 

 a) Inadequate intake of Iron 

b) Inadequate intake of Carbohydrate 

c) Inadequate intake of Calcium 

d) Inadequate intake of Fat 

3) What are the common clinical manifestation of anemia? 

a) Abdominal pain and swelling 

b) Pallor and irritability 

c) Nausea and vomiting 

d) Fever and diarrhea 

4) How will be the academic performance of adolescent girls affected by 

Iron deficiency anemia? 

 a) Concentration decreases  

b) Concentration increases 

c) Activity increases 

d) Play activity decreases 

5) How is the Iron deficiency anemia diagnosed? 

 a) Blood test 

b) Stool test 

c) Sputum test 

d) Urine test 



6) What is the normal Hb level of adolescent girl? 

 a) 5 to 7 gms/dl 

b) 7 to 10 gms/dl 

c) 10 to 12 gms/dl 

d) 12 to 13 gms/dl 

7) What is the dietary manifestation to prevent Iron deficiency Anemia? 

 a) Intake of iron rich foods 

b) Intake of fatty foods 

c) Intake of Iodine rich foods 

d) Intake of calcium rich food 

8) Which Vitamin should be taken orally along with Iron rich foods? 

 a) Vitamin C 

b) Vitamin B 

c) Vitamin D 

d) Vitamin A 

9) What are the common side effects of oral iron supplementation? 

 a) Fever and Chills  

b) Discoloration of stool and constipation 

c) Insomnia and Anorexia 

d) Palpitation and Oliguria 

10) What should be kept in mind while taking oral iron supplementation? 

a) Avoid coffee or tea for 30 mts. Before and after iron intake  

b) Avoid fatty meals for 30 mts. Before and after iron intake  

c) Avoid protein for 30 mts. Before and after iron intake  

d) Avoid Carbohydrate for 30 mts. Before and after iron intake  

11) What among the following is the richest source of Iron? 

a) Liver  

b) Brain 

c) Egg 

d) Fish 



12) Which among the following are the richest source of Vitamin C? 

a) Drumstick leaves 

b) Coriander leaves 

c) Amaranth 

d) Fenugreek leaves 

13) Which among following fruits is the richest source of Vitamin C? 

a) Apple 

b) Orange 

c) Amla 

d) Guava 

14) What is the complication of severe Iron deficiency anemia? 

a) Diabetic mellitus 

b) Hypertension 

c) Cardiac failure 

d) Asthma 

15) What are the important measures to prevent Iron deficiency anemia? 

a) De-worming and intake of iron rich food 

b) Intake of fat and Calcium rich food 

c) Intake of protein and Iodine rich food 

d) Intake of Carbohydrate and Sodium rich food 

16) What is the commonly used Iron preparation? 

a) Ferrous sulphate 

b) Calcium 

c) Phosphate 

d) Sodium 

17) Regular de-worming must be done once in  

a) 6 months 

b) 10 months 

c) 1 year 

d) 3 years 



18) Management of severe anemia is 

a) Blood transfusion 

b) Antibiotic administration 

c) Proper nutrition 

d) Immunization  

19) Iron deficiency anemia will be resolved within  

a) 8 to 12 weeks 

b) 10 to 14 weeks 

c) 1 to 3 months  

d) 6 to 12 months 

20) Usual amount of Iron intake per day is 

a) 180 mg 

b) 150 mg 

c) 160 mg 

d) 200 mg 



PART – C 
 
Expressed Practice Questionnaire 
 

S. 
No. 

Questionnaire Yes No 

 
1 
 
2 
 
3 
 
4 
 
5 
 
6 
 
7 
 
8 
 
9 
 
10 

 
Do you eat more green leafy vegetables  
 
Do you eat more citrus fruits  
 
Does your mother add asafetida in diet 
 
Do you eat food 3 times daily 
 
Does your mother use Iron vessels to cook 
 
Do you wear chapels while going out 
 
Do you take treatment periodically to de-worm 
 
Do you defecate in open field 
 
Do you take excess tea or coffee 
 
Do you seek medical advice if there is excessive 
menstrual bleeding  
 

  

 
 
 



NeHKfj;NjHtpd;NeHKfj;NjHtpd;NeHKfj;NjHtpd;NeHKfj;NjHtpd;    tbtikg;tbtikg;tbtikg;tbtikg;GGGG    –    jkpjkpjkpjkpohf;fk;ohf;fk;ohf;fk;ohf;fk;    

    
gFjpgFjpgFjpgFjp----1111::::    topj;jpwd; ,oe;j tshpsk; ngz;fisg; gw;wpa tptuk; 

Fwpg;GFwpg;GFwpg;GFwpg;G    ::::    ehd; tptuq;fis Nfl;Fk;NghJ ed;whff; ftdpj;Jr; rhpahf  

gjpyspf;fTk;. 

    

1. taJ 

 m) 12y; ,Ue;J 14 taJ   ( ) 

 M) 15y; ,Ue;J 18 taJ  (   ) 

 
2. je;ijapd; fy;tpj;jFjp 

 m) fy;yhjtH    (   ) 

 M) ,ilepiyf;fy;tp fw;NwhH  (   ) 

 ,) ,sq;fiy gl;ljhhp   (   ) 

 
3. jhapd; fy;tpj;jFjp 

 m) fy;yhjtH    (   ) 

 M) ,ilepiyf;fy;tp fw;NwhH  (   ) 

 ,) ,sq;fiy gl;ljhhp   (   ) 

 
4. je;ijapd; njhopy; 

 m) Ntiy ,y;yhjtH   (   ) 

 M) tpahghuk;    (   ) 

 ,) gzpahsH    (   ) 

 
5. ve;j tiff; FLk;gj;ijr; NrHe;jtH 

m) jdpf;FLk;gk;    (   ) 

M) $l;Lf;FLk;gk;    (   ) 

 
6. FLk;g khj tUkhdk; 

 m) &.3>000/-f;Ff; FiwT   (   ) 

 M) &.3>000/- - &.8>000/-   (   ) 

 ,) &.8>000/-f;F Nky;   (   ) 
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Kd;DiuKd;DiuKd;DiuKd;Diu    

 
 
tzf;fk;> 

 M. gpA+yh [hap]; vd;fpw ehd; lhf;lH [p. rFe;jyh nrtpypaH 

fy;Y}hpapy; gbf;Fk; khztp. ehd; tshpsk; ngz;fSf;F ,Uk;Gr;rj;Jf; 

Fiwtpdhy; Vw;gLk; ,uj;jNrhif gw;wp> cq;fSf;Fj; njhpe;jpUf;Fk; 

jfty;fis mwpa tpUk;GfpNwd;. mjdhy; cq;fis ,e;j Ma;tpy; 

gq;nfLj;Jf; nfhs;SkhW Ntz;bf; nfhs;fpNwd;.  cq;fSila gjpy;fs; 

,ufrpakhf itj;Jf;nfhs;sg;gLk; vd;W cWjpaspf;fpNwd;. 

    
mwpT rhHe;j kjpg;gPl;LKiwmwpT rhHe;j kjpg;gPl;LKiwmwpT rhHe;j kjpg;gPl;LKiwmwpT rhHe;j kjpg;gPl;LKiw    

 jaT nra;J fPo;f;fz;l thf;fpaq;fis ftdkhf Nfl;fTk;. 

ePq;fs; ,jpy; ehd;F tpjkhd gjpy;fis NjHe;njLf;fyhk;.  ,e;j 

Nfs;tpfs; ,Uk;Gr;rj;Jf; Fiwghl;bdhy; Vw;gLk; ,uj;jNrhif gw;wpa 

cq;fsJ vz;zq;fis ehq;fs; njhpe;Jnfhs;s cjTNk jtpu NtW 

vjw;fhfTk; ,y;iy.  vy;yh Nfs;tpfSf;Fk; gjpy; nrhy;y Kaw;rp 

nra;Aq;fs;. 

 
1. ,uj;jNrhif vd;why; vd;d? 

 m) ,uj;jj;jpy; fhy;rpak; Fiwjy; 

 M) ,uj;jj;jpy; mNahbd; Fiwjy; 

 ,) ,uj;jj;jpy; `PNkhFNshgpd; Fiwjy; 

 <) ,uj;jj;jpy; nghl;lhrpak; Fiwjy; 

 
2. tshpsk; ngz;fSf;F ,uj;jNrhif Vw;gl Kf;fpa fhuzk;? 

 m) ,Uk;Gr;rj;Js;s czit NghJkhd msT cl;nfhs;shjjhy; 

 M) khTr;rj;J (fhHNghi`l;Nul;) cs;s czit NghJkhd 

msT cl;nfhs;shjjhy; 

 ,) (fhy;rpak;) Rz;zhk;Gr;rj;Js;s czit NghJkhd msT 

cl;nfhs;shjjhy; 

 <) nfhOg;Gr;rj;Js;s czit NghJkhd msT cl;nfhs;shjjhy; 

 



3. ,Uk;Gr;rj;J Fiwtpdhy; Vw;gLk; ,u;jNrhifapd; nghJthd 

mwpFwpfs; ahit? 

 m) tapw;Wtyp kw;Wk; tPf;fk; 

 M) ntspwpapUj;jy; kw;Wk; NrhHT 

 ,) the;jp vLg;gJ Nghd;w czHT kw;Wk; the;jp 

 <) fha;r;ry; kw;Wk; rsp 

 
4. ,Uk;Gr;rj;J Fiwtpdhy; Vw;gLk; ,uj;j Nrhifapdhy; 

ghjpf;fg;gl;l tshpsk; ngz;zpd; fy;tpj;jpwd; vt;thW ,Uf;Fk;? 

m) ftdf; FiwghL Vw;gLjy; 

M) ftdpf;Fk; jpwd; mjpfhpj;jy; 

,) RWRWg;G mjpfkhf ,Uj;jy; 

<) tpisahLk; jpwd; Fiwjy; 

 
5. ,Uk;Gr;rj;J Fiwtpdhy; Vw;gLk; ,uj;jNrhifia vt;thW 

fz;lwpayhk;? 

 m) ,uj;jg; ghpNrhjid 

 M) kyk; ghpNrhjid 

,) rsp ghpNrhjid 

<) rpWePH ghpNrhjid 

 
6. tshpsk; ngz;fSf;F rhjhuzkhf ,Uf;f Ntz;ba 

(`PNkhFNshgpd;) ,uj;j epwkpapd; msT vd;d? 

 m) 5-7 fp/nlrpypl;lH 

M) 7-10 fp/nlrpypl;lH 

,) 10-12 fp/nlrpypl;lH 

<) 12 fp/nlrpypl;lUf;F Nky; 

 
7. ,Uk;Gr;rj;Jf; Fiwtpdhy; Vw;gLk; ,uj;jNrhif tuhky; jLf;f 

vd;d nra;ayhk;? 

 m) ,Uk;Gr;rj;J mjpfKs;s czit cl;nfhs;Sjy; 

M) nfhOg;Gr;rj;J mjpfKs;s czit cl;nfhs;Sjy; 

,) mNahbd; rj;J mjpfKs;s czit cl;nfhs;Sjy; 

<) fhy;rpak; rj;J mjpfKs;s czit cl;nfhs;Sjy; 



8. ,Uk;Gr;rj;J mjpfKs;s czTld; ve;j itl;lkpd; 

vLj;Jf;nfhs;s Ntz;Lk;? 

m) itl;lkpd; rp 

M) itl;lkpd; b 

,) itl;lkpd; V 

<) itl;lkpd; < 

 
9. ,Uk;Gr;rj;J khj;jpiufs; rhg;gpLk;NghJ vd;ndd;d gpur;ridfs; 

Vw;glyhk;? 

 m) fha;r;ry; kw;Wk; eLf;fk; 

M) kyj;jpd; epwk; khWjy; kw;Wk; kyr;rpf;fy; 

,) J}f;fkpd;ik 

<) glglg;G kw;Wk; rpWePH fopg;gjpy; gpur;rid 

 
10. ,Uk;Gr;rj;J khj;jpiu rhg;gpLk;NghJ ftdj;jpy; nfhs;s 

Ntz;bait vd;ndd;d? 

 m) 30 epkplj;jpw;F Kd;Dk; gpd;Dk; fhgp (m) B Fbf;ff;$lhJ 

 M) 30 epkplj;jpw;F Kd;Dk; gpd;Dk; nfhOg;Gr;rj;Js;s czit 

cl;nfhs;sf;$lhJ 

,) 30 epkplj;jpw;F Kd;Dk; gpd;Dk; Gujr;rj;Js;s czit 

cl;nfhs;sf;$lhJ 

<) 30 epkplj;jpw;F Kd;Dk; gpd;Dk; khTr;rj;Js;s czit 

cl;nfhs;sf;$lhJ 

 
11. fPo;f;fz;ltw;Ws; vjpy; ,Uk;Gr;rj;J mjpfKs;sJ? 

 m) <uy; 

 M) %is 

 ,) Kl;il 

<) kPd; 

 
12. fPo;f;fz;l fPiu tiffspy; vjpy; ,Uk;Gr;rj;J mjpfKs;sJ? 

 m) KUq;iff;fPiu 

 M) gUg;Gf;fPiu 

 ,) Kisf;fPiu 

 <) nte;jaf;fPiu 



13. fPo;f;fz;l goq;fspy; vjpy; itl;lkpd; rp mjpfKs;sJ? 

 m) Mg;gps; 

 M) MuQ;R 

 ,) ney;ypf;fdp 

 <) nfha;ah 

14. ,Uk;Gr;rj;Jf; Fiwtpdhy; Vw;gLk; ,uj;jNrhifapd; 

gpd;tpisTfs; ahit? 

 m) rHf;fiu tpahjp 

 M) ,uj;jf;nfhjpg;G 

 ,) ,jaf;NfhshW 

 <) M];j;Jkh 

15. ,Uk;Gr;rj;Jf; Fiwtpdhy; Vw;gLk; ,uj;jNrhifapid jLf;Fk; 

nray;Kiwfs; ahit? 

 m) tapw;Wg; GOf;fis ePf;Fk; rpfpr;ir kw;Wk; ,Uk;Gr;rj;J 

mjpfKs;s czit cl;nfhs;Sjy; 

 M) nfhOg;Gr;rj;J kw;Wk; fhy;rpak; rj;J mjpfKs;s czit 

cl;nfhs;Sjy; 

,) mNahbd; rj;J kw;Wk; itl;lkpd; mjpfKs;s czit 

cl;nfhs;Sjy; 

<) khTr;rj;J kw;Wk; itl;lkpd; V mjpfKs;s czit 

cl;nfhs;Sjy; 

16. nghJthf gad;gLj;jg;gLk; ,Uk;Gr;rj;J vJ? 

 m) ngu]; ry;Ngl; 

 M) Rz;zhk;Gr;rj;J 

 ,) gh];Ngl; 

 <) Nrhbak; 

17. ve;j fhy ,ilntspapy; tapw;Wg;GO ePf;fj;jpw;fhd kUe;J 

cl;nfhs;s Ntz;Lk;? 

 m) 6 khjk; 

 M) 10 khjk; 

 ,) 1 tUlk; 

 <) 3 tUlq;fs; 



18. fLikahd ,uj;jNrhiff;F ve;j rpfpr;ir Kiwia 

gad;gLj;jyhk;? 

 m) ,uj;jk; Vw;Wjy; 

 M) khj;jpiufs; cl;nfhs;Sjy; 

 ,) rhpahf czT cl;nfhs;Sjy; 

<) jLg;G+rp nrYj;Jjy; 

 
19. ,Uk;Gr;rj;J Fiwtpdhy; Vw;gLk; ,uj;j Nrhifia ve;j fhy 

,ilntspapy; rhpnra;ayhk;? 

 m) 8y; ,Ue;J 12 thuq;fs; 

 M) 10y; ,Ue;J 14 thuq;fs; 

 ,) 1y; ,Ue;J 6 khjq;fs; 

 <) 6y; ,Ue;J 12 khjq;fs; 

 
20. xU ehspy; ve;j msT ,Uk;Gr;rj;J cl;nfhs;s Ntz;Lk;? 

 m) 180 kp.fp. 

 M) 150 kp.fp. 

 ,) 160 kp.fp. 

 <) 200 kp.fp. 
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nray;Kiw gw;wpa Nfs;tnray;Kiw gw;wpa Nfs;tnray;Kiw gw;wpa Nfs;tnray;Kiw gw;wpa Nfs;tpj;njhFg;Gpj;njhFg;Gpj;njhFg;Gpj;njhFg;G    

    jaT nra;J fPo;f;fz;l thf;fpaq;fis ftdkhf Nfl;fTk;. 

ePq;fs; ,jpy; ,uz;L tpjkhd gjpy;fis NjHe;njLf;fyhk;.  ,e;j 

Nfs;tpf;s ,Uk;Gr;rj;J Fiwghl;bdhy; Vw;gLk; ,uj;jNrhif gw;wpa 

cq;fsJ vz;zq;fis ehq;fs; njhpe;J nfhs;s cjTNk jtpu NtW 

vjw;fhfTk; ,y;iy. vy;yh Nfs;tpfSf;Fk; gjpy; nrhy;y Kaw;rp 

nra;Aq;fs;. 

t.t.t.t.    
vz;vz;vz;vz;    

nray;Kiw gw;wpa Nfs;tpfs;nray;Kiw gw;wpa Nfs;tpfs;nray;Kiw gw;wpa Nfs;tpfs;nray;Kiw gw;wpa Nfs;tpfs;    Mk;Mk;Mk;Mk;    ,y;iy,y;iy,y;iy,y;iy    

1. ePq;fs; fPiu tiffis mjpfk; 
rhg;gpLtPHfsh? 

  

2. ePq;fs; Gspg;G RitAs;s goq;fis mjpfk; 
rhg;gpLtPHfsh? 

  

3. cq;fs; jha; cztpy; ngUq;fhak; 
NrHg;ghHfsh? 

  

4. ePq;fs; jpdKk; jtwhky; 3 NtisAk; 
czT cl;nfhs;tPHfsh? 

  

5. cq;fs; jha; rikg;gjw;F ,Uk;gpyhd 
ghj;jpuq;fis gad;gLj;JthHfsh? 

  

6. ePq;fs; ntspapy; nry;Yk;NghJ fhyzpfs; 
mzptPHfsh? 

  

7. ePq;fs; tapw;Wg; GOf;fis ePf;f Kiwahf 
rpfpr;ir ngWtJz;lh? 

  

8. ePq;fs; jpwe;j ntspapy; kyk; fopg;gJz;lh?   

9. ePq;fs; fhgp my;yJ B mjpfk; Fbg;gJz;lh?   

10. khjtplhapd; NghJ mjpf ,uj;jg;Nghf;F 
Vw;gl;lhy; kUj;Jt MNyhrid ngWtPHfsh? 

  

 

 
 
 
 
 



 

APPENDIX – D 

SCORING KEY 

ITEM SCORE -1 KNOWLEDGE QUETIONNAIRE 
 

Item 

No. 
a b c d 

1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 

0 

1 

0 

1 

1 

0 

1 

1 

0 

1 

1 

1 

0 

0 

1 

1 

1 

1 

1 

1 

0 

0 

1 

0 

0 

0 

0 

0 

1 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

1 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

1 

1 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

1 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

 
 
 
 
 
 
 



 

 

ITEM SCORE 2 – EXPRESSSED PRACTICE QUESTIONAIRE 

ITEM NO. YES NO 

1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

1 

1 

1 

0 

0 

1 

1 

1 

1 

1 

0 

0 

0 

0 

0 

0 

0 

1 

1 

0 

 
 
 



APPENDIX E 
IEC PACKAGE 

 
TEACHING MODULE 

Topic    : Iron deficiency anemia 

Group    : Blind adolescent girls 

Venue   : Rover Girls Hr. Sec. School 

Time duration  : 45 minutes 

A.V. Aids   : Models, Handouts, Fruits 

Method of teaching : Lecture cum Discussion 

 
GENERAL OBJECTIVES 

The sample (Blind adolescent girls will be able to acquire 

knowledge regarding iron deficiency anemia and will apply this 

knowledge into the day to day practice, 

 
SPECIFIC OBJETIVES 

The sample (Blind adolescent girls) will be able to  

• understand the definition of Iron deficiency anemia 

• state the grading of Iron deficiency anemia 

• enumerate the causes of Iron deficiency anemia 

• identify the clinical manifestation of Iron deficiency anemia 

• state the diagnostic evaluation of Iron deficiency anemia 

• explain the management of Iron deficiency anemia 

• describe the general instruction for iron intake 

• enumerate Iron containing diet 

• discuss the preventive measures of Iron deficiency anemia 



 
Specific 

Objectives 
Time Content 

Teachers 
activity 

Learners 
Activity 

A.V. 
Aids 

Evaluation 

 
 
 
 
 
 
 
 
 
 
 
 

 
 
Understand 
the 
definition of 
iron 
deficiency 
anemia 
 
 
 
 

5mts 
 
 
 
 
 
 
 
 
 
 

 
 
 
2mts 
 
 
 
 
 
 
 
 
 

INTRODUCTION 
 Nutritional deficiency is more common in our 
country, Among these anemia is the most common 
problem especially iron deficiency anemia in 
adolescents. They are vulnerable group who are in a 
state of rapid growth and development. 
 Iron deficiency anemia caused by lack of 
sufficient iron for the synthesis of hemoglobin. Iron is 
a necessary mineral for body function and good health. 
Only healthy adolescents can give birth to healthy 
children. 
 Anemia, especially iron deficiency anemia can 
be prevented by regular intake of iron rich diet. 

 
DEFINITION 
ANEMIA 
 A decreased amount of hemoglobin in the 
blood. 
 
IRON DEFICIENCY ANEMIA 
 Anemia which is caused by deficiency of iron. 

 
NORMAL HEMOGLOBIN COUNT 
 Adolescent girls: - 12 to 13 gms/dl. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
Explaining 

 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
Listening 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

What do you 
mean by iron 
deficiency 
anemia 
 
 
 
 
 
 



State the 
grading of 
iron 
deficiency 
anemia 
 
 
Enumerate 
the causes of 
iron 
deficiency 
anemia 
 
 
 
 

Identify the 
clinical 
manifestatio
n of iron 
deficiency 
anemia 
 
 
 
 
 

2mts 
 
 
 
 
 
 
6mts 
 
 
 
 
 
 
 
 

10mts 
 
 
 
 
 
 
 
 
 
 

GRADING 
 HB count                                     Grade 
Below 10 gm/dl  Mild anemia 
Between 7 to 10 gm/dl            Moderate anemia 
Under 7 gm/dl                         Severe anemia  
 
 
CAUSES 

• Poor dietary intake of iron  
• Hook worm infestation 
• Excessive menstrual bleeding 
• Rapid growth rate 
• Excessive milk intake 
• Chronic diarrhea 
• Mal absorption disorders 

 
CLINICAL MANIFESTATION 

• Pallor (Skin, conjunctiva, tongue) 
• Irritability 
• Anorexia 
• Tiredness 
• Poor attention span 
• Decreased concentration 
• Decreased activity 
• Diarrhoea 
• Pica 

Explaining 
 
 
 
 
 

 
Explaining 

 
 
 
 
 
 
 
 

Explaining 
 
 
 
 
 
 
 
 
 
 

Listening 
 
 
 
 
 
 
Listening 
 
 
 
 
 
 
 
 

Listening 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Tell any two 
causes of 
iron 
deficiency 
anemia 
 
 
What are all 
the clinical 
manifestation 
of iron 
deficiency 
anemia 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 
 
 
 
 
 
 
 
 

State the 
diagnostic 
evaluation of 
iron 
deficiency 
anemia 
 
Explain the 
management 
of iron 
deficiency 
anemia 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 

2mts 
 
 
 
 
 
 
10mts 
 
 
 
 
 
 
 
 
 

• Unhappiness 
• Atrophy of tongue papillae 
• Light headedness 

In severe cases 
• Spleenomegaly 
• Nails become thin, brittle and flat 
• Koilonychia (spoon shaped concave nails) 
• Cardiomegaly 
• Growth retardation 

 
DIAGNOSTIC EVALUATAION 

• Blood test 
• Physical examination 
 
 
 
 

MANAGEMENT 
• Treat the cause 
• Oral iron therapy 

� Ferrous sulphate 
� Folic acid 

• Iron rich diet 
• Parental therapy 

 If oral is not possible means Iron can be given 
through intramuscular or intra venous injection  

 
 
 
 
 
 
 
 
 
 

Explaining 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 

Listening 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 
 
 
Describe the 
general 
instruction 
for iron 
intake 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
2mts 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

• Blood transfusion  
 It is recommended for severe Anemia and in 
life threatening situation. 

 
GENERAL INSTRUCTION FOR IRON INTAKE 

• For better absorption of iron , administer 
vitamin C along with iron rich foods  

• Since iron can cause constipation it is advisable 
to drink plenty of fluids and eat raw fruits, 
vegetables. 

• Avoid the intake of  coffee or tea, 30 minutes 
before or after the intake of iron 

 
SIDE EFFECTS OF IRON THERAPY 

• Gastric irritation 
• Nausea 
• Vomiting 
• Diarrhoea / constipation 
• Abdominal cramps 
• Staining of teeth 
• Discoloration of stool in black colour 

 For side effects, doors can be adjusted but 
therapy should be continued. 

 
 
 

 
 

 
 
Explaining 
 
 
 
 
 
 
 
 
 
Explaining 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
Listening 
 
 
 
 
 
 
 
 
 
Listening 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
What are all 
the side 
effects of 
iron therapy 
 
 
 
 
 
 
 
 
 



 
Enumerate 
iron 
containing 
diet 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
2mts 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
IRON RICH FOOD 

• Rice flakes 
• Ragi 
• Cholam 
• Bengal gram 
• Soya bean 
• Amaranth 
• Fenugreek leaves 
• Mint 
• Coriander leaves 
• Drumstick leaves 
• Dates 
• Drumstick 
• Asafoetida 
• Cumin 
• Meat liver 
• Amla 
• Guava 
• Cabbage 
• Bitter guard 
• Pepper 

 

 
Listing 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Listening 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Original 
fruits 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
List any 5 
iron 
containing 
diet. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 
 
 
 
 
 
 
 
 

List the 
complication 
of iron 
deficiency 
anemia 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 

2mts 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

VITAMIN C RICH FOODS 
• Amla  
• Drumstick leaves 
• Guava 
• Cashew fruits 
• Green chillies 
• Coriander 
• Cabbage 
• Amaranth 

 
COMPLICATION 

• hypoxemia  
• koilonychias 
• glossitis 
• Dysphagia 
• gastritis  
• Neurological pain or numness and tingling 
• Increased intra cranial pressure 
• Impaired immune function 
• Behavioural disturbance 
• Growth impairment 
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Models 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 

What are all 
the 
complication 
of iron 
deficiency 
anemia 



Discuss the 
prevention 
of iron 
deficiency 
anemia 
 
 
 
 
 
 
 
 
 
 
 
 

2mts 
 
 
 

PREVENTION 
• Regular intake of iron containing food along 

with vit. C rich foods. 
• Avoid intake of  coffee or tea, 30 minutes before 

or after iron intake 
• Wearing chapels while walking 
• Regular deworming at once in 6 months 
• Cooking in iron vessels 
• Avoid eating junk foods 
• Administration of prophylactic iron supplements 

at puberty to meet the increased needs during 
the period of growth spurt. 

• Using toilets for defecation 
 
SUMMARY 
 Till now we have seen about definition, causes, 
grade, clinical manifestation, diagnostic evaluation, 
management and prevention. I hope you all have 
gained knowledge on Iron deficiency Anemia and you 
will apply this in practice.  

Explaining Listening Handout 

 
 



,Uk;G,Uk;G,Uk;G,Uk;Gr;rj;Jr;rj;Jr;rj;Jr;rj;J    Fiwtpdhy; Vw;gLk; ,uj;jNrhifFiwtpdhy; Vw;gLk; ,uj;jNrhifFiwtpdhy; Vw;gLk; ,uj;jNrhifFiwtpdhy; Vw;gLk; ,uj;jNrhif    
    
    

ghlk;   : ,Uk;Gr;rj;Jf; Fiwtpdhy; Vw;gLk; ,uj;jNrhif 

FO   : tpopj;jpwd; ,oe;j tshpsk; ngz;fs; 

Neuk;   : 45 epkplq;fs; 

,lk;   : NuhtH ngz;fs; caHepiyg;gs;sp> nguk;gY}H. 

fw;gpf;Fk; Kiw : fw;gpj;jy; kw;Wk; fye;Jiuahly; 

fw;gpf;f cjTk; 
cgfuzq;fs; : ifNaL> khjphpfs;> goq;fs; kw;Wk; tpsf;fTiu 

    
nghJthd nghUSiunghJthd nghUSiunghJthd nghUSiunghJthd nghUSiu    

 tpopj;jpwd; ,oe;j tshpsk; ngz;fs; ,Uk;Gr;rj;Jf; Fiwtpdhy; 

Vw;gLk; ,uj;jNrhif gw;wpa tptuq;fis mwpe;J nfhs;thHfs;. gpd;G 

mij mtHfs; filgpbg;ghHfs;. 

    
Fwpg;gpFwpg;gpFwpg;gpFwpg;gpl;l nghUSiul;l nghUSiul;l nghUSiul;l nghUSiu    

� ,Uk;Gr;rj;Jf; Fiwtpdhy; Vw;gLk; ,uj;jNrhif gw;wp $Wf. 

� ,Uk;Gr;rj;Jf; Fiwtpdhy; Vw;gLk; ,uj;jNrhiff;fhd 

fhuzq;fis tpthpf;fTk;. 

� ,Uk;Gr;rj;Jf; Fiwtpdhy; Vw;gLk; ,uj;jNrhiff;fhd mwpFwpfs; 

ahit. 

� ,Uk;Gr;rj;Jf; Fiwtpdhy; Vw;gLk; ,uj;jNrhifapd; rpfpr;ir 

Kiwfs; gw;wp tpthpf;fTk;. 

� ,Uk;Gr;rj;J epiwe;j czTg;nghUl;fis thpirg;gLj;Jf. 

� ,Uk;Gr;rj;Jf; Fiwtpdhy; Vw;gLk; ,uj;jNrhifia jLf;Fk; 

topKiwfis gw;wp tpthpf;fTk;. 

� ,Uk;Gr;rj;Jf; Fiwtpdhy; Vw;gLk; ,uj;jNrhifapd; 

gpd;tpisTfis thpirg;gLj;Jf. 

 

 

    



Fwpf;NFwpf;NFwpf;NFwpf;Nfhs;fhs;fhs;fhs;    Neuk;Neuk;Neuk;Neuk;    nghUslf;fk;nghUslf;fk;nghUslf;fk;nghUslf;fk;    
fw;gpg;gtHfw;gpg;gtHfw;gpg;gtHfw;gpg;gtH    
nray;ghLfs;nray;ghLfs;nray;ghLfs;nray;ghLfs;    

fw;gtHfw;gtHfw;gtHfw;gtH    
nray;ghLfs;nray;ghLfs;nray;ghLfs;nray;ghLfs;    

fw;gpf;ffw;gpf;ffw;gpf;ffw;gpf;f    
cjTk;cjTk;cjTk;cjTk;    

cgfuzcgfuzcgfuzcgfuzqqqq;fs;;fs;;fs;;fs;    
kjpg;gPLkjpg;gPLkjpg;gPLkjpg;gPL    

 2epkp Kd;DiuKd;DiuKd;DiuKd;Diu    
 Cl;lr;rj;J FiwghL 
ekJ ehl;by; kpf 
nghJthdjhff; 
fhzg;gLfpwJ. ,tw;wpy; 
Nrhif> mjpYk; ,Uk;Gr;rj;J 
Fiwghl;bdhy; Vw;gLk; 
,uj;jNrhif 
ngUk;ghd;ikahd tshpsk; 
ngz;fspy; cs;sJ.  mjpf 
tsHr;rp gUtj;jpy; cs;s 
mtHfNs mjpf 
ghjpg;Gf;Fs;shgtHfshf 
cs;sdH. 
 ,Uk;Gr;rj;J 
Fiwghl;bdhy; cz;lhFk; 
,uj;jNrhif tshpsk; 
ngz;fs; kj;jpapy; mjpfk; 
fhzg;gLfpwJ. 
MNuhf;fpakhd tshpsk; 
ngz;fshy; kl;LNk 
MNuhf;fpakhd 
Foe;ijfisg; ngw KbAk;. 
,uj;jNrhif Fwpg;ghf 
,Uk;Gr;rj;J Fiwghl;bdhy; 
cz;lhFk; ,uj;jNrhif 
,Uk;Gr;rj;J mjpfk; cs;s 
czit njhlHe;J 
cl;nfhs;tjd; %yk; jLf;f 
KbAk;. 

    



,Uk;Gr;rj;Jf; 
Fiwtpdhy; Vw;gLk; 
,uj;jNrhif gw;wpf; 

$Wf. 

5epkp ,uj;jN,uj;jN,uj;jN,uj;jNrhif vd;gjd; nghUs;rhif vd;gjd; nghUs;rhif vd;gjd; nghUs;rhif vd;gjd; nghUs;    
 ,uj;jNrhif vd;gJ 
,uj;j rptg;gZf;fs; my;yJ 
,uj;jj;jpYs;s ,uj;j 
epwkpapd; msT> tajpw;Nfw;w 
msT ,Ug;gijtpl Fiwthf 
,Ug;gNj MFk;. 

tpsf;fTiu fye;Jiuahly; 
kw;Wk; gq;Nfw;wy; 

 ,Uk;Gr;rj;Jf; 
Fiwghl;bdhy; 

Vw;gLk; ,uj;jNrhif 
vd;why; vd;d? 

  ,Uk;Gr;rj;Jf; Fiwghl;bdhy;,Uk;Gr;rj;Jf; Fiwghl;bdhy;,Uk;Gr;rj;Jf; Fiwghl;bdhy;,Uk;Gr;rj;Jf; Fiwghl;bdhy;    
cz;lhFk; ,uj;jNrcz;lhFk; ,uj;jNrcz;lhFk; ,uj;jNrcz;lhFk; ,uj;jNrhifhifhifhifapd;apd;apd;apd;    
nghUs;nghUs;nghUs;nghUs;    
,Uk;Gr;rj;J Fiwghl;bdhy; 

Vw;gLk; ,uj;jNrhif vd;gJ 
,Uk;Gr;rj;J Fiwtjhy; 
Vw;gLfpwJ. 

    

  ,uj;j rptg;gZf;fspd;,uj;j rptg;gZf;fspd;,uj;j rptg;gZf;fspd;,uj;j rptg;gZf;fspd;    
vz;zpf;ifvz;zpf;ifvz;zpf;ifvz;zpf;if    

14 taJf;F Nky; (Mz;)–
13fp/100kp.yp. 
14 taJf;F Nky; (ngz;)–
12fp/100kp.yp. 

    

  ,uj;jNrhifapd; epiy,uj;jNrhifapd; epiy,uj;jNrhifapd; epiy,uj;jNrhifapd; epiy    

1. 10fp/100kp.ypf;Fk; 
Fiwthf P̀NkhFNshgpd; 
,Ue;jhy; - kpfkpjkhd 
,uj;jNrhif 

2. 7-10 fp/100kp.yp.f;Fk; 
,ilNa `PNkhFNshgpd; 
,Ue;jhy; - kpjkhd 
,uj;jNrhif 

3. 7fp/100kp.yp.f;Fk; 
Fiwthf P̀NkhFNshgpd; 
,Ue;jhy; - fLikahd 
,uj;jNrhif 

    



,Uk;Gr;rj;Jf; 
Fiwtpdhy; Vw;gLk; 
,uj;jNrhiff;fhd 
fhuzq;fis 
tpthpf;fTk; 

5epkp ,Uk;Gr;rj;J Fiwghl;bdhy;,Uk;Gr;rj;J Fiwghl;bdhy;,Uk;Gr;rj;J Fiwghl;bdhy;,Uk;Gr;rj;J Fiwghl;bdhy;    
cz;lhFk; ,uj;jNrhifcz;lhFk; ,uj;jNrhifcz;lhFk; ,uj;jNrhifcz;lhFk; ,uj;jNrhif    
Vw;gLtjw;fhd fhuzVw;gLtjw;fhd fhuzVw;gLtjw;fhd fhuzVw;gLtjw;fhd fhuzq;fs;q;fs;q;fs;q;fs;    

� ,Uk;Gr;rj;Js;s czit 
rhptu vLj;Jf;nfhs;shjJ. 

� mjpfkhf ghy; mUe;Jjy; 
� Foe;ijf;F ,iz czT 
Muk;gpg;gij 
jhkjg;gLj;Jjy;. 

� nfhf;fpg;GOj; njhw;why; 
jpdKk; 0.5 kp.yp. ,uj;jk; 
FlypypUe;J cwpQ;rg;gLfpwJ. 

� khjtplhapd;NghJ mjpfkhd 
,uj;jg;Nghf;F Vw;gLtjhy;. 

� ,Uk;Gr;rj;J tsHrpij 
khw;wj;jpy; Vw;gLk; gpiofs;. 

� jiyapy; Ngd; mjpfkhf 
,Uj;jy;. 

� xU ehSf;F 35 kp.fp. tpl 
Fiwthf ,Uk;Gr;rj;J 
vLj;Jf;nfhs;Sjy;. 

� Fiwthd msT ,Uk;Gr;rj;J 
Flypy; cwpQ;rg;gLjy;. 

� ghdq;fs; fhgp (fhgpd;) 
kw;Wk; NjdPH (lhdpd;) 
,Uk;Gr;rj;J 
cwpQ;rg;gLtij jLf;fpwJ. 

� irt czT mjhtJ rpy 
fha;fwpfspy; mjpfkhf 
cs;s igl;Nll; vdg;gLk; 
nghUSk; ,Uk;Gr;rj;J 
cwpQ;rg;gLtij jLf;fpwJ. 

� njhlH tapw;Wg;Nghf;F. 

tpsf;fTiu fye;Jiuahly; 
kw;Wk; gq;Nfw;wy; 

 ,Uk;Gr;rj;Jf; 
Fiwghl;bdhy; 

Vw;gLk; 
,uj;jNrhiff;fhd 
fhuzq;fs; ahit? 



,Uk;Gr;rj;Jf; 
Fiwtpdhy; Vw;gLk; 
,uj;jNrhiff;fhd 
mwpFwpfs; ahit? 

5epkp mwpFwpfs;mwpFwpfs;mwpFwpfs;mwpFwpfs;    

� ntSg;ghf ,Uj;jy; 
(Njhy;> fz;> ehf;F) 

� vhpr;ry; (m) vspjpy; 
NfhgKWjy;. 

� grpapd;ik 

� NrhHT 

� jpdKk; nra;Ak; 
nray;ghLfspy; njha;T 

� ftdpf;Fk; jpwd; Fiwjy;. 

� tapw;Wg;Nghf;F 

� cz;zj;jfhj 
nghUs;fis cz;z 
Mir. (fspkz;> rhf;gP];) 

� cw;rhfkpd;ik 

� ehf;fpy; cs;s Rit 
nkhl;Lf;fs; kiwjy; 
my;yJ mopjy;. 

� ePH Nfhj;jy;. 

� Fiw tsHr;rp. 

tpsf;fTiu fye;Jiuahly; 
kw;Wk; gq;Nfw;wy; 

 ,Uk;Gr;rj;Jf; 
Fiwtpdhy; Vw;gLk; 
,uj;j Nrhiff;fhd 
mwpFwpfisf; $Wf. 

  ,uj;jNrhif,uj;jNrhif,uj;jNrhif,uj;jNrhif    Kw;wpaKw;wpaKw;wpaKw;wpa    
epiyapy;epiyapy;epiyapy;epiyapy;    

� kz;zPuy; tPf;fk; 

� ,jaj;Jbg;gpy; jfhj 
khw;wk;. 

� efq;fs; nkype;J 
cilAk; 
jd;ikAilajhf 
khWjy;. 

� ];G+d; tbt Fope;j 
efq;fs;. 

� ,ja tPf;fk; 

    



,Uk;Gr;rj;Jf; 
Fiwtpdhy; Vw;gLk; 
,uj;jNrhifapd; 
rpfpr;irKiwfs; 
gw;wp tpthpf;fTk;. 

5epkp rpfpr;ir Kiwfs;rpfpr;ir Kiwfs;rpfpr;ir Kiwfs;rpfpr;ir Kiwfs;    

� ,uj;jNrhif 
Vw;gLj;Jk; fhuzpfis 
rhpnra;jy;. 

� ,Uk;Gr;rj;J rpfpr;ir 
tha; topahf 
vLj;Jf;nfhs;Sjy;. 

� fLikahd Nrhifapy; 
,uj;jk; Vw;Wjy; 
njhluNtz;Lk;.  vdNt 
clypy; Fiwthf 
,Uk;Gr;rj;ij <L 
nra;a 8-12 thuq;fs; 
Njitg;gLfpwJ. 

tpsf;fTiu fye;Jiuahly; 
kw;Wk; gq;Nfw;wy; 

 ,Uk;Gr;rj;Jf; 
Fiwtpdhy; Vw;gLk; 
,uj;jNrhifia 

vt;thW rhpnra;ayhk;? 

  tha; topahftha; topahftha; topahftha; topahf    
vLj;JfvLj;JfvLj;JfvLj;Jf;;;;nfhs;nfhs;nfhs;nfhs;Sk;Sk;Sk;Sk;    
,Uk;Gr;rj;J rp,Uk;Gr;rj;J rp,Uk;Gr;rj;J rp,Uk;Gr;rj;J rpffffppppr;irahy;r;irahy;r;irahy;r;irahy;    
Vw;gLk; gf;f tpisTfs;Vw;gLk; gf;f tpisTfs;Vw;gLk; gf;f tpisTfs;Vw;gLk; gf;f tpisTfs;    

� tapW vhpr;ry; (m) 
cghij 

� the;jp 

� kyr;rpf;fy;> 
tapw;Wg;Nghf;F 

� tapw;Wj; jirgpbg;G 

� gw;fspy; fiwgbjy; 

� kyk; fUg;ghf 
ntspNaWjy;. 

Nkw;fz;l gf;f 
tpisTfSf;F ,Uk;Gr;rj;jpd; 
msit rhp nra;J 
nfhs;syhNk jtpu 
rpfpr;iria epWj;jhky; 
njhlu Ntz;Lk;. 

    



  ,Uk;Gr;rj;J ed;whf Flypy;,Uk;Gr;rj;J ed;whf Flypy;,Uk;Gr;rj;J ed;whf Flypy;,Uk;Gr;rj;J ed;whf Flypy;    
cwpQ;rg;gl nra;acwpQ;rg;gl nra;acwpQ;rg;gl nra;acwpQ;rg;gl nra;a    
Ntz;baitNtz;baitNtz;baitNtz;bait    
1. capHr;rj;J rp cs;s 

czit ,Uk;G 
rj;Js;s czTld; 
NrHj;J cl;nfhs;sy; 
(v.fh.) ney;ypf;fdp> 
MuQ;R> jpuhl;ir> 
nfha;ah Nghd;wit. 

2. B (m) fhgp Nghd;w 
ghdq;fs; ,Uk;Gr;rj;J 
vLj;Jf;nfhs;Sk; 
miukzp Neuj;jpw;F 
Kd;Dk; gpd;Dk; 
jtpHj;jy;. 

3. mjpf ePH mUe;j 
Ntz;Lk;. 

    

,Uk;Gr;rj;J 
epiwe;j 

czTg;nghUl;fis 
thpirg;gLj;Jf. 

5epkp ,Uk;Gr;rj;J epiwe;j,Uk;Gr;rj;J epiwe;j,Uk;Gr;rj;J epiwe;j,Uk;Gr;rj;J epiwe;j    
czTg;nghUl;fs;czTg;nghUl;fs;czTg;nghUl;fs;czTg;nghUl;fs;    
    mty;> Nfo;tuF> 
Nrhsk;> Jtuk;gUg;G> 
NrhahgPd;];> fliyg;gUg;G> 
nte;jaf;fPiu> Gjpdh> 
nfhj;jky;yp> NghPr;rk;gok;> 
KUq;iff;fha;> ngUq;fhak;> 
rPufk;> Ml;Lf;fy;yPuy; 

tpsf;fTiu fye;Jiuahly; 
kw;Wk; gq;Nfw;wy; 

khjphpfs;> 
goq;fs; 

,Uk;Gr;rj;J epiwe;j 
czTg; 

nghUl;fisf; $Wf. 

  capHr;rj;J mjpfKs;scapHr;rj;J mjpfKs;scapHr;rj;J mjpfKs;scapHr;rj;J mjpfKs;s    
czTg;nghUl;fs;czTg;nghUl;fs;czTg;nghUl;fs;czTg;nghUl;fs;    
    ney;ypf;fdp> 
KUq;iff;fPiu> nfha;ah> 
Ke;jphpg;gok;> gr;ir kpsfha;> 
mfj;jpf;fPiu> nfhj;jky;yp 
fPiu> Kl;ilNfh];> 
Kisf;fPiu> ghfw;fha;. 

    



,Uk;Gr;rj;Jf; 
Fiwtpdhy; Vw;gLk; 
,uj;jNrhifapd; 
gpd;tpisTfis 
thpirg;gLj;Jf. 

2 
epkp 

gpd; tpisTfs;gpd; tpisTfs;gpd; tpisTfs;gpd; tpisTfs;    

� ,jak; nraypoj;jy; 

� Neha; vjpHg;G rf;jp 
Fiwjy; 

� tsHr;rp FiwghL 

� eltbf;iffspy; 
khw;wk; 

� fhy; kuj;Jg;Nghjy; 

� tha;g;Gz; 

� tapw;Wg;Gz; 

� ,uj;jj;jpy; 
capHthAtpd; msT 
Fiwjy; 

tpsf;fTiu fye;Jiuahly; 
kw;Wk; gq;Nfw;wy; 

 ,Uk;Gr;rj;Jf; 
Fiwtpdhy; Vw;gLk; 
,uj;jNrhifapd; 
gpd;tpisTfs; 
ahit? 

,Uk;Gr;rj;Jf; 
Fiwtpdhy; Vw;gLk; 
,uj;jNrhifia 

jLf;Fk; 
topKiwfisg; 
gw;wp tpthpf;fTk;. 

10epkp ,Uk;Gr;rj;J Fiwtpdhy;,Uk;Gr;rj;J Fiwtpdhy;,Uk;Gr;rj;J Fiwtpdhy;,Uk;Gr;rj;J Fiwtpdhy;    
Vw;gLk; ,uj;jNrhifiaVw;gLk; ,uj;jNrhifiaVw;gLk; ,uj;jNrhifiaVw;gLk; ,uj;jNrhifia    
jLf;Fk; topKiwfs;jLf;Fk; topKiwfs;jLf;Fk; topKiwfs;jLf;Fk; topKiwfs;    
1. ,Uk;Gr;rj;Js;s 
czTld; capHr;rj;J rp 
mjpfKs;s czit 
cl;nfhs;Sjy;. 

2. ,Uk;Gr;rj;Js;s czT 
cl;nfhs;Stjw;F 30 
epkplq;fSf;F Kd;Ngh 
my;yJ gpd;Ngh fhgp 
my;yJ B 
mUe;jf;$lhJ. 

3. tPl;bw;F ntspNa 
elf;Fk;NghJ fhypy; 
nrUg;G mzpa Ntz;Lk;. 

4. 6 khjj;jpw;F xUKiw 
nfhf;fpg;GO njhw;W 
ePf;fj;jpw;fhd kUe;J 
cl;nfhs;Sjy;. 

tpsf;fTiu fye;Jiuahly; 
kw;Wk; gq;Nfw;wy; 

ifNaL ,Uk;Gr;rj;Jf; 
Fiwtpdhy; Vw;gLk; 
,uj;jNrhifapid 
vt;thW jLf;fyhk;? 



  5. ,Uk;gpyhd 
ghj;jpuq;fspy; rikg;gJ. 

6. jpz;gz;lq;fs; mjpfk; 
cl;nfhs;tijj; 
jtpHj;jy;. 

7. tshpsk; gUtj;jpy; 
Njitahd ,Uk;Gr;rj;J 
Njitia rhpnra;a 
,Uk;Gr;rj;ij 
Njitahd msT 
gUtkilAk;NghJ 
vLj;Jf;nfhs;s Ntz;Lk;. 

8. kyk; fopf;f foptiwia 
gad;gLj;Jjy;. 

9. jiyapy; Ngd;fs; 
tuhky; jLj;jy;. 

    

  KbTiuKbTiuKbTiuKbTiu    
 ,Jtiu ehk; 
,uj;jNrhif> mjd; tiffs;> 
,Uk;Gr;rj;J Fiwtpdhy; 
Vw;gLk; ,uj;jNrhif> 
fhuzq;fs;> mwpFwpfs;> 
fz;lwpAk; Kiwfs;> rpfpr;ir 
kw;Wk; jLg;G Kiwfs; gw;wp 
fw;Wf;nfhz;Nlhk;.  ePq;fs; 
midtUk; ,g;NghJ 
,Uk;Gr;rj;J Fiwtpdhy; 
Vw;gLk; ,uj;jNrhif gw;wp 
KOikahf mwpe;J 
nfhz;lJld; kl;Lkpd;wp mij 
jLf;Fk; nra;Kiwfis 
cq;fs; jpdrhp tho;tpYk; 
filgpbg;gPHfs; vd ek;GfpNwd;. 

    

 



APPENDIX-F 
LETTER SEEKING PERMISSION TO CONDUCT THE 

RESEARCH STUDY 
 
To 

The principal,  
Rovers Girls Hr. Sec. School, 
Perambalur. 

 
Respected madam, 
  

Sub: Letter seeking permission to conduct the study. 
   

This is to introduce Mrs. A. Beula Joyce, M.Sc. (N) II year student of 

Dr. G. Sakunthala College of Nursing, Trichy. She is to conduct a research 

project which is submitted to the Tamil Nadu Dr. M.G.R. Medical University, 

Chennai, as partial fulfilment of university requirement for the award of Master 

Degree in Nursing. 

Her Topic: “A pre experimental study to evaluate the effectiveness of 

Information Education Communication package regarding iron deficiency 

anemia in terms of knowledge, expressed practice among blind adolescent girls 

in Rovers Girls Hr. Sec. School, Perambalur, 2011”. 

The student is interested in conducting her study among blind adolescent 

girls on iron deficiency anemia in Rovers Girls Hr. Sec. School.  I should be 

obliged if you kindly grant permission for conducting her study in your 

esteemed institution. 

 Thanking you in anticipation. 
Yours sincerely, 

A. Beula Joyce 
 

 
 
 
 
 



REQUISITION LETTER TO MEDICAL GUIDE 
 
From  

A. Beula Joyce, 
II year M.Sc (N), 
Dr.G.Sakunthala College of nursing, 
T.V. Kovil, 
Trichy-5. 

 
To 

Dr. V. Kanagaraj, 
Paediatrician & ENT Surgeon, 
Dr. G. Viswanathan Speciality Hospitals, 
Trichy. 

 
Respected madam, 
 

Sub: Requesting permission for the guidance to conduct the study 
regarding iron deficiency anemia. 

 
I am studying in II year M.Sc nursing in Dr.G.Sakunthala college of 

nursing, Trichy. I would like to conduct a study as a partial fulfillment for the 

degree of M.Sc nursing.  

 The statement of the problem is “A pre experimental study to evaluate the 

effectiveness of Information Education Communication package regarding iron 

deficiency anemia in terms of knowledge, expressed practice among blind 

adolescent girls in Rovers Girls Hr. Sec. School, Perambalur, 2011”. 

 I humbly request you to guide me and kindly give suggestions for 

conducting the study, I will be thankful madam. 

 
 Thanking you in anticipation  
 

Yours sincerely, 

A. Beula Joyce 
Place: 

Date : 


