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ABSTRACT

A STUDY TO EVALUATE THE EFFECTIVENESS OF
PLANNED TEACHING PROGRAMME ON PREVENTION AND
CONTROL OF MALARIA AMONG MOTHERS AT
KARATTUPPALAYAM UNDER TIRUCHENGODU TALUK,
NAMAKKAL DISTRICT, TAMIL NADU.

OBJECTIVES

1. To assess the knowledge of mothers regarding Prevention and control
of malaria before administering teaching programme.

2. To develop and administer Planned teaching programme on
Prevention and control of malaria.

3. To find out the effectiveness of Planned teaching programme in
improving the knowledge of mothers by post test.

4. To compare the pretest and post test knowledge score of mothers on
prevention and control of malaria.

5. To explore the relationship between pretest knowledge scores with
selected demographic variables like age, education, occupation, type
of family, family income, method of water storage and drainage
system.

The conceptual framework adopted for this study was based on
Stuffle Beams Evaluation Model.

The research approach adopted for this study was quasi-

experimental approach. The research design selected for this study was



one group pretest, post test, which was used to measure the effectiveness
of planned teaching programme.

The selection of mothers was done by simple random sampling
technique and the sample consists of 50 mothers in Karattuppalayam
area, Tiruchengodu Taluk, Namakkal District.

The instrument developed and used for this present study was
semi-structured interview schedule, which had two parts.

Part |: Comprised of 17 items related to socio demographic variables.
Part I1: Comprised of

Section A: Comprised of 10 items related to knowledge of malaria

Section B: Comprised of 24 items related to prevention and

control of malaria

The study was conducted during the month of December 2010, the
collected data were analysed by using descriptive and inferential statistics
in terms of frequencies, percentages, mean, SD, t-test and chi-square test.
SUMMARY OF THE MAJOR FINDINGS

In the present study, majority of them were between 26-35 yrs and
all are hindus and educated.58% of the mothers were house wives and
38% had the monthly income between 4001-6000.Among 50 mothers
38% of them belonged to nuclear family.12% of the mothers had the
previous history of malariain the family.

The post test mean score percentage (77.4%) o prevention and

control of malaria were comparatively more than their pre-test knowledge



score 32.88%.It confirms that ,there was increase in knowledge after
administration of planned teaching programme.

The paired 't test analysis of the pre and post test knowledge
t=34.253(P<0.05) was highly significant. This result evidently supports
the effectiveness of planned teaching programme on prevention and
control of malaria

The present study also reveals that, there is a significant association
between the score on prevention and control of malaria with selected
socio demographic variables like age, income, occupation, method of
water storage, type of drainage and previous history of malaria.
RECOMMENDATIONS

1. The study can be replicated by using a larger sample there by
findings can be generalized.

2. Comparative study may be conducted to find out smilarities or
difference in knowledge between urban and rural communities.

3. A study may be conducted to identify the factors which influence
the spread of malariaamong the people in the community.

4. A longitudinal study can be done among the public on the
prevention and control of malaria.

5. Mass and individual regional language health education campaign

can be conducted.
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CHAPTER |
INTRODUCTION

“Health is Wealth”

Health is the secret of every happy man. It helps people live well,
work Wl and enjoy them in the word.

Health is a state of complete physical, mental and social well being
and not merely an absence of disease or infirmity (WHO). Hedlth is
considered as the most important component of the level of living
because its impairment always means impairment of the level of living.

Attainment by all people of the highest possible level of health is
the target of WHO. This implies the removal of obstacles to hedlth that is
the elimination of malnutrition, ignorance, disease, unsafe water supply
and unhygienic housing If a person loses his health then he also loses
happiness from his life. The UN Millennium Development Goals
(MDGs) recognize, health is inextricably linked with development - a
falling economy cannot provide adequate health care, and a sick
population, unable to work productively, cannot boost the economy.

The infectious diseases often affect the developing nations, malaria
HIV/AIDS, and tuberculosis is ravaging the vast areas of Africa, Latin
America and Asa. These diseases are especially common in poor,

deprived and under developed regions where it has enormous effect on



public health. An increasingly globalized world makes it harder than ever
to contain these diseases. Malaria imposes a great socio economic burden
on humanity. Maaria itsef accounts for 85% of globa infectious
diseasesburden.

Malaria is a communicable protozoan disease caused by protozoan
of genous plasmodium and transmitted to man by species of infectious
female anopheles mosquitoes called vectors or carriers. The term malaria
is derived from Latin (Ma = bad), aria = air). One of the oldest
manifestations known to the mankind. One of the Vedas Postulates that
Malariais caused by mosguitoes.

Sir Horace and Walpole first time named the fever as malaria
(1740). Lavelon (1880) discovered mdaria parasite in blood. The four
distinct species of malarial parasites are plasmodium Vivax, Plasmodium
falciparum, plasmodium, malaria and plasmodium Ovale. PI. Vivax has
the widest geographical distinction throughout the word. In India about
70% of the infections are reported to be due to Pl. Vivax, 20-30% due to
PI. falciparum and 4-8% due to mixed infection.

The four factors that determine the epidemiology of malaria are
environmental, Vectonal, parasite and host factors. Ther interplay
determines the two polar epidemiological extremesstable malaria and
unstable malaria. The transmission plateau of malaria does vary within

the same country, sometimes within short distances.



Madaria is primarily a disease of developing world. But the
developed countries like United Nations, Europe and Italy had the vectors
still present in their areas. All of the malaria cases reported in the United
States have occurred among immigrants, refuges and travelers from parts
of the world where ongoing transmission persists.

In developing countries, the malaria burden is considerable,
accounting to 300-500 million clinical cases per year — 80% of which
occur in Africa. It isresponsible for 1 million deaths per year and 90% of
which in Africa. In the south East Asian Regon (SEAR) of WHO, 1.2
billion people are exposed to the risk of malaria, most of whom live in
India. India alone contributes 76% of the total cases. Although annually
India reports about two million cases and 1000 deaths attributable to
Malaria (Dash A.P., 2008).

In India, the States of Orissa, Jharkhand, west Bengal, North
Eastern States, Chhattisgarh, Madhyapradesh Contribute to the bulk of
malaria. Urban areas contribute about 15% of the total malaria cases n
India and are primarily associated with construction activities and
migrant population. WHO estimated that there had been 10.6 million
cases of malaria and 15,000 deaths from malaria in India during 2006

(WHO, World Malaria Report, 2008).



In Tamilnadu out of total malaria cases reported in the State 74%
are occurring in Chennai city and remaining percentage of diseases arein
Tuticorin, Erode, Vellore, Dindigul, Salem, Tiruchengodu, Tiruvallur and
Tiruvottriyur.

The coastal villages (Ramanathapuram, paramakudi, Nagapatinam)
and reverine villages (Dharmapuri, Krishnagiri, and Tiruvannamalai)
were endemic for Maaria. Maaria is a emerging problem in Nagerkoil.
Malarial cases in Tamilnadu also imported from other States. The
importations of cases are due to migration of labors and fisherman,
pilgrimage population.

Malaria affects millions of people in India today, despite decades
of effortsto control it. National Malaria control Programme (NMCP) was
launched in 1953. The NMCP was in operation for 5 years (1953-1958).
It was highly successful in that an estimated 80% reduction in the malaria
problem in 1958.

In 1958, National malaria eradication progranme (NMEP) was
launched by the government of India with a view to eradicate the malaria
from India. Initially the programme was successful but soon setbacks
appeared. The malariawas resumed. The annual incidence escalated from
50,000 in 1961 to a peak of 6.4 million malarid casesin 1976. So that the
Govt. of India revised the strategy of NMEP and implemented Urban

Malaria scheme (UMS) in 1971 and the modified plan of operation



(MPO) in 1977 under NMEP. Within the MPO, PIl. falciparum
containment programme (PFCP) has been introduced in 1977.

Under MPO, regular insecticidal spraying, entomological
assessment, surveillance, presumptive and radical treatment was greatly
emphasized. To cope up with the demand for antimalaria drugs, Drug
distribution depots (DDC) and fever treatment depots (FTDs) were
established. The Urban Malaria scheme (Ums) covers 181 cities and
towns including New Dehi, Mumbai, Kolkata and Chennai. Due
emphasis is given to the health education to the public to enlist their co-
operation in malaria control activities.

A new approach to malaria control was evolved in 1978 that is the
implementation of malaria control in the context of the primary health
care (PHC) dtrategy. In the year 1999, the government of India renamed
the term national malaria eradication programme to ‘Nationa Anti-
malaria Programme’. The Ant malaria activities were intensified in the
states of Andrapradesh, Bihar, Gujarat, Madhyapradesh, Maharashtra
Orissa, Karnataka, West Bengal and Tamilnadu, an Enhanced Maaria
Control project (EMCP) has been launched in 1997.

The launch of Roll Back Maaria (RBM) in 1998, the United
Nations Millennium declaration in 2000, the Abuja declaration by
African heads of state in 2000, the world health assembly in 2005 hasadl

contributed to the establishment of goals, indicators and targets for



malaria control. The current targets of MDGs are to reduce the number of
cases and deaths caused by malaria to one half of the 2005 values by
2010, and to one quarter by 2015.

Despite all these efforts against malaria, instead of being wiped out
from the country, still exists. The obstacles for the malaria eradication
such as insecticide resistance, changes in mosquito behavior, drug
resistance in the malarial parasites and lack of adequate resources to fight
the disease.

Environmental factors like rainfall directly or indirectly affect the
abundance of breeding sites. Man made malariais the result of economic
development direct from socia development urbanization leads to lack of
proper drainage of surface water and use of unprotected water reservoirs
favour vector breeding the occupations like bamboo cutting and mining
are few high risk occupations. Increased vector breeding through
disruption of agriculture and water management increase in man vector
contract through destruction of housing and cattle and increased
intermixing of both non-immunes and reservoirs of infection are due to
impact of breakdown of the social order.

Another obstacle for malaria eradication are operational and
administration deficiencies. There are insufficient workers or trained staff
available to cover vast areas for antimalarial work. Many of the

sanctioned posts remained unfulfilled up to the present. Overall poor



organization and administrative management, lack of supervisors and
cross checks coupled with financia constraints of local bodies causing
malaria control unachievable.

The number one killer infection, malaria the King of Diseases is
reemerging as world’s number one killer. Once merely eradicated, the
diseases now affects more than 300 million and killsmore than 3 million
people every year. Thedreaded disease is difficult to eradicate and this is
again and again gives more exercises to the health care personnel and to
genera public.

NEED FOR THE STUDY

Communicable diseases are growing threat to the communities
worldwide. Mdaia is the most important parasitic disease of the
mankind, and the most important cause of mortality and mortality in the
tropical world. About 40% of the world’s population lives in maaria
endemic areas, 300-400 million cases of maaria occur every year,
contributing to an annual mortality of 1.2 million. The incidence of
malaria has remained as such for the last two decades.

In the world scenario of 94,048 were reported as malarial cases,
America is reported to have 1,042 cases, western pacific 2,133 cases
Eastern Mediterranean 2,133 cases and Africa contribute to the bulk of

83,618 and south East Asiareported 4,338 cases (WHO, 2006).



About 109 countries in the world are considered endemic for
malaria, 45 countries within the WHO African region. Nearly 3.3 billion
people were living in malaria risk areas. The madarial deaths were
estimated at 881,000 in 2006, of which 91% were in Africa and 85%
were of children under five years of age. Mdaria is an important public
health problem in al the countries. India contributes to 70% of the
malaria cases in the region.(WHO)

Malaria continuous to pose a mgjor public health threat in India,
particularly due to R. falciparum which is prone to complications. In
India 60-65% of theinfections are dueto PI. Vivax and 35 to 45% due to
PI. falciparum. Only few cases of PIl. malaria have been reported in India.
A total of 1,533,169 malaria cases were reported in India in 2009. The
highest number of 375,401 cases were reported at Orissa, followed by
228,116 from Jharkhand (NVBDCP Report, MHFW, 2009)

In the year 2009, 14,920 malarial cases were reported in Tamil
Nadu. Out of which Chennai alone contributes 59.8%. In 2010 (Jan to
March), the total malarial cases are 2045 out of which Chennai
Contributes 67.4% and other areas 2.3%. In Tamilnadu malaria is an
urban not arural problem.

Poverty and its associated problems play a significant role in every
infectious disease in the developing countries. In order to remove the

threat of malaria and other health problems, communities need to be



empowered through awareness of primary hedth issues and healthy
behavioursThe success of Anti malaria campaign depends upon the
community participation which can be elicited by Information, Education
and Communication (IEC) and Behavioura change communication.
(Lewis KJ, 2006).

The investigator felt that the genera attitude of the public
(mosgquitogenic  conditions are exclusvely to corporation &
municipdities) has to be changed. Community co-operation, participation
and assistance are needed for the antimalarial programmes.

To achieve the prevention and control of malaria, the best method
is to educate the public about the etiology, transmission and the effect of
malaria. Stressing the importance of ongoing integrated vector control
measures and thus can only be the control of malariais possible.

The investigator has noticed that most of the public are unaware of
the causes, signs and symptoms and treatment. Also they do not realize
the severity of complications of malaria. It is essential that the general
public should receive the information on malaria. The community should
receive complete information on measures available in the health care
society to prevent and control the malaria

Thus the investigator realized the adequate knowledge regarding

prevention and control measures help the public to achieve vector control



and thus reduce the malarial incidence and also prevention of maaria is
possible.

In the light of aove ideas, it is essential to intensity and improves
the awareness regarding the prevention and control measures of malaria.
Therefore the investigator planned to conduct the study on prevention and
control of malaria among mothers to enhance their knowledge through
teaching programme on malaria. Thereby, the community may be free
from the risk of getting the malaria and the people may maintain positive
holistic health.

STATEMENT OF THE PROBLEM

A STUDY TO EVALUATE THE EFFECTIVENESS OF
PLANNED TEACHING PROGRAMME ON PREVENTION AND
CONTROL OF MALARIA AMONG MOTHERS [N
KARATTUPPALAYAM AT TIRUCHENGODU TALUK,
NAMAKKAL DISTRICT, TAMILNADU.

OBJECTIVESOF THE STYDY

& To assess the knowledge of mothers regarding prevention and
control of malaria before administering teaching programme.
& To develop and administer planned teaching programme on

prevention and control of malaria.



& To find out the effectiveness d planned teaching programme in
improving the knowledge of mothers by post test.

& To compare pretest and post test knowledge score of mothers on
prevention and control of malaria.

& To explore the relationship between pretest knowledge scores with
selected demographic variables such as age, religion, education,
occupation, type of family, family income, method of water
storage, drainage system.

OPERATIONAL DEFINITIONS

Effectiveness

It refers as a result produced by the planned teaching about
prevention and control of malaria.
Planned Teaching Programme

A systematically planned teaching material on prevention and
control of malaria to enhance the knowledge of mothers with the help of
appropriate A V aids.
Malaria

It is a communicable disease caused by protozoan infection and
transmitted through female anopheles mosquitoes
Mothers

It refers to the mothers (15 — 45 yrs) who is having school age

children.



Prevention and control
It means planned measures to stop the spread of maaria and to
influence the behaviour of the people and in the course of preventive
action.
ASSUMPTIONS
& Mothers may have inadequate knowledge regarding prevention and
control of malaria
& The planned teaching programme on prevention and control of
malaria will enhance the knowledge of mothers
& The knowledge level of mothers may be influenced by selected
socio demographic variables like age, education, Occupation, type
of family, family income.
RESEARCH HYPOTHESIS
& The mean post test score on the subjects after planned teaching
progranme with regard to the knowledge on prevention and
control of malariawill be significantly higher than pretest score.
& There will be a dggnificant relationsnip between selected
demographic variables and pretest knowledge level of mothers

regarding prevention and control of malaria.



LIMITATIONS
& The study is limited only to 50 mothers who is residing in one
particular urban area. So the generalization of the findings can not
be done.
& The study is limited to mothers who are in the age group of 15 to
45 years.
CONCEPTUAL FRAMEWORK

A conceptual framework is aprecursor of atheory. It isagroup of
concepts and a set of prepositions that spells out the relationship between
them.

Conceptual framework plays severa interrelated roles in the
progress of science. The overall purpose is to make a scientific finding
meaningful and genedizable.

Polit and Beck (2002) states that a conceptual framework is
interrelated concepts on abstraction that are assembled together in some
rational scheme by virtue of then relevance to a common theme. It is a
device that helps to stimulate research and the extensions of knowledge
by providing both direction and impetus.

The conceptual framework of the study on the context, input,
process and output (CIPP) modeled by stufflebeam. This model consists
of four steps of programme evauation and obtaining information for
making decisions. It provides comprehensive, systematic and continuous

ongoing framework for programmeeval uation.



Stufflebeam’ s evaluation model consists of the following steps:

& Context evaluation (Goals)

& |Inputevaluation (Plan)

& Process evaluation (action)

& Product evaluation (Outcomes)
CONTEXT EVALUATION

Context evaluation describes the plan for identifying the problem
and developing the objectives and its rationale. The present study is
carried out to evaluate the effectiveness of planned teaching programme
in terms of gain in knowledge of mothers regarding prevention and
control of malaria
INPUT EVALUATION

It servesas a basis for structuring decisions. It specifies resources,
strategiesand designs to meet programme goals and objectives. Here in
the present study the input refersto,

& Development of Planned teaching Programme on Prevention and
control of Malaria.

& Development of Semi Structured interview schedule to assess the
knowledge of mothers regarding Prevention and Control of
Malaria.

& Validation of the tool by getting the experts opinion.

& Establishment of reliability of tool by split haf method.

& Sample selection

& Framing of aresearch design.



PROCESS EVALUATION
It describes about how the decisions implemented based on the
limitations by means of establishing validity and reliability of the
developed tool and relevant literature. In the present study, it refers to,
& Pilot Study
& Assessing the knowledge of the participants before administering
planned teaching programme.
& Administering planned teaching Programme.
& Assessing knowledge of the participants after administration of
planned teaching programme.
PRODUCT EVALUATION
The input and process enables to achieve the objectives of the
investigation which is identified with the product evaluation. It refers to
thevalid and reliable tool development. The planned teaching programme
Is implemented as per plan. The planned teaching programme regarding
knowledge related to prevention and control of malariawill show gain in
knowledge by the participants in most of the areas which is identified
with the statistical computation.
The investigator found that this conceptual framework to be very
useful to evaluate the gain in knowledge of mothers as administration of

planned teaching programme on prevention and control of malana



CONTEXT
EVALUATION
PRE-TEST
Inadequate knowledge
regarding prevention

and control of malaria.

INPUT EVALUATION

1. Development of semi
structured interview
schedule to assess the
knowledge on
prevention and control
of malara

2. Development of
planned teaching
programme on
prevention and control

of maaria

PROCESS EVALUATION

PILOT STUDY

& Assessing knowledge
before administration
of planned teaching
programme.

& Administration of
planned teaching
programme.

& Assessing knowledge
after planned teaching

programme.

PRODUCT
EVALUATION
POST-TEST

? Post test evaluate the
effectiveness of
Planned teaching
programme in terms
of gain in score
knowledge by
comparing pretest
and posttest scores.

? Finding the
association between
the knowledge score
and socio
demographic
variables.

FIG - 1.1: CONCEPTUAL FRAME WORK ADOPTED FROM STUFFLE BEAM MODEL




SUMMARY

This chapter dealt with the introduction, need for the study,
statement of the problem, objectives of the study, operational definitions,
research hypothesis and limitations. The conceptual framework used for
this study was based on the suffle beam’s content, input, process and

product (CIPP) model of programme evaluation.



CHAPTER -1

REVIEW OF LITERATURE

“A literature review involves the systematic identification,
location, security and summary of written material that contains
information on research problem” (Polit, 2004).

The primary purpose of reviewing relevant literature is to gain a
broad background or information that is available related to a problem. In
conducting a research, the literature from various perspectives like
medicine, nursing were taken to explain about the prevention and control
of malaria

Review of literature refers to the activities involved in searching
for information and developing a comprehensive picture of knowledge on
the topic. The written literature review provides the background for the
reader understanding what has been aready learnt and illuminate
significant of new study.

Review of literature was done from published articles, text books
and reports for the present study. The investigator organised the related
literature as the following section.

? Literature related to malaria

? Literature related to prevention and control of malaria.

? Studiesrelated to prevention and control of malaria.



LITERATURE RELATED TO MALARIA

Malariakills over one million people annually and infants between
350 - 500 million. Sub Saharan Africais the hardest hit region with 90%
of these deaths, especially among children and it has a serious impact on
health and economic development (WHO, 2008)

Malariais an important cause of morbidity and mortality on south
asiaAbout 2 million cases and 1000 deaths due to malaria are reported
annually in india About 10% of cases are imported from the urban areas,
due to construction activities, population migration, inappropriate water
storage and disposal. The Nationa Health Policy (NHP 2002) and
Millennium Development Goal six are aming for the reduction in malaria
mortality. (Ghai OP, et.al, 2009)

The epidemiological patterns of malaria which has been identified
in India are rural malaria, urban malaria, tribal malaria, forest malaria,
project malaria, border malaria has unstable pattern of endemicity (Dhaar
& Robbani, 2008)

Malaria in man is caused by four distinct species (agent) of the
parasite— pl.vivax, pl.falciparum, pl.malariag, and pl.ovale. In India about
70% of the infections are due to p.vivax. Maaria is transmitted by the
bite of certain species of infected female anopheles mosquitoes. Maaria
may be induced accidently by hypodermic intramuscular injections of

blood or plasma. Persons who have lived in an endemic area and anyone



who has had malaria should not be accepted as blood donor until 3 years.
Congenital infection of the newborn from an infected mother may also
occur but rarely (Park. JE, 2009)

Malaria is transmitted by the bite of infected female anopheles
mosquitoes. Direct transmissions occur may be induced accidently by
hypodermic intramuscular and intra injections of blood or plasma
Congenital infection of the newborn from an infected mother may also
occur but it is comparatively rare.

The duration of the incubation period varies with the species of the
parasite, and in natural infections this is 12(9-14) days for falciparum
malaria, 14(8-17) daysfor vivax malaria. Some of the strains of pl.vivax,
the incubation period may be delayed for as long as 9 months (Mathur,
2008)

The attack of malaria comprises three distinct stages, the cold
stage, the hot stage and the sweating stage. These are followed by a
febrile period in which the patient feels greatly relieved (Suzanne and
Brenda, 2004)

In cold stage, the onset is with lassitude, head ache, nausea,
vomiting and chilly sensation followed in an hour or so by rigour. The
temperature rises rapidly to 39-41 degree centigrade. Parasites are
identifiable in the blood. The pulse is rapid and may be weak. This stage

lasts for %2 - 1 hour (Onila salins, 2003)



In hot stage, the skin of the patient is hot and dry, face is flushed,
pulse is full and bounding, rapid respiration and restless, the patient may
pass into delirium. Hot stage lasts for 2-6 hours. In sweating stage fever
comes down with profuse sweating. The temperature drops rapidly to
normal and skinis cool and moist. The pulse rate becomes slower; patient
feels relieved and after falls asleep. This stage lasts for 2-4 hours (Dhaar
& Robbani, 2008)

The gold standard for the diagnosis of malaria is the demonstration
of parasites in strained smears of blood. The blood is examined both in
their smear as well as thick smear diagnostics dipsticks(Rapid Detection
Tests [RDT]) depends upon immunological  recognition of malaria
antigens.Histidine-rich protein—2 (HRP-2) is used to capture antigen in
p.falciparum.A second dipstick based on the detection of parasite specific
lactate dehydrogenase(PLDH).Polymerase chain reaction(PCR) can be
used as a sendtive diagnostic method, but it is expensive(T V
Rajan,2009)

In presumptive treatment all fever cases are assumed to be due to
malaria and administered with a single dosetablet of chloroquine 150mg,
4 tablets for adults and for children according the age group the dose is
given to the malarial cases.

The new drug policy 2007 gives emphasis on complete treatment

among diagnosed cases of malaria rather than presumptive treatment to



avoid chloroquine resistance. The first line of treatment of maaria is

chloroquine.

PRESUMPTIVE TREATMENT

All fever cases are assumed asmalaria and administer a single dose

tablet of chloroquine 150mg or according to the age.

Ageinyears Dose Frequency
0-1 75mg(1/2 tab) Oncedaily

1-4 150mg(1 tab) Oncedaily

4-8 300mg(2 tab) Oncedaily
8-14 450mg(3 tab) Oncedaily
14& above 600mg(4 tab) Oncedaily

RADICAL TREATMENT

Treatment is given after confirmation of the malarial parasites in

the blood.

Plasmodium vivax (14 days treatment)

Agein Chloroquine(mg) Primaquine(mg)
years 150mg base 2.5mg base daily dosefor
14 days.
Day | Day |1 Day |11 mgbase | No. of tablets
0-1 75 75 375 nil Nil
1-4 150 150 75 25 1
4-8 300 300 150 5.0 2
0-14 450 450 225 10.0 4
15& above 600 600 300 15.0 6




Plasmodium falciparum (one day treatment only)

Agen years Chloroquing(150mg base) Primaquine (7.5mg base)

Day | Day Il Day Il | Day No. of tablets
0-1 75 75 375 nil Nil
1-4 150 150 75 75 1
4-8 300 300 150 15.0 2
9-14 450 450 225 30.0 4
15& above 600 600 300 45.0 6

? No Primaguine is given for infants and pregnant women
? Chloroquine resistant cases are treated with Artesunate (500mg
tab) + Sulpha Pyrimethamine (525mg tab) [ACT] combination.
The chloroquine toxicity is minimal. It should not be administered
in empty stomach. Some side effects may occur like gastric irritation,
nausea, vomiting, head ache, pruritis, blurring of vision and sometimes
dysplasia. Some may have ocular damages. The above symptoms usually
disappear after with drawls of chloroquine (Basavanthappa BT, 2010)
Increased ineffectiveness of antimalarial drugs due to development
of drug resistance, particularly for the parasite of the most deadly
(Pl.falciparum) form of the disease, has brought attention to the need for
new antimalarial medications. This problem is most acute on the Thar
Myanmar border in South East Asia, but aso widespread in Africa

(Allander& Spradly, 2005)




Chemoprophylaxis is essential for all the non immune individuals
visiting a malaria endemic area. Chemoprophylaxis should be given at
least one week before entering the endemic area and continued at least 4
to 6 weeks after leaving the area (Sunitha Patney , 2008)

The supportive therapy for malarial cases includes antibiotics,
anticonvulsants, blood transfusion and exchange transfusion and fluid
administration. Relapse of malaria signifies recurrence of symptoms of
disease, following a primary attack of malaria. Relapse may occur a year
or more after a primary attack. Relapses occur when parasites persisting
in liver (hypnozoites) are released in the blood stream and invade
erythrocytes, initiating a fresh cycle of schizogomy.Relapseis common in
pl.vivax and pl.ovale infections (Dhaar & Robbani, 2008)

The complications of malaria include cerebral malaria, pulmonary
involvement, gastrointestinal complications, acute renal failure, severe
dehydration and anaemia. (Gupta and Mahajan, 2004)

The centre for Disease Control Control (CDC), based in Atlanta,
Georgia, continues work on developing an antimalarial vaccine with
recombinant gene techniques. India and Kenya aso have vaccine studies
underway (Allander & Spradliey, 2005)

The vaccine (RTs, S/AS 02) is being tested by GlaxoSmithKline
and the MV1 a PATH in phase I. In 2002, Phase |l trials are being

conducted among children in Mozambique. This vaccine has been safely



tested in adult volunteers In Belgium, Gambia, and Kenya and in United
States; the vaccine protected 70% of adults against infection making it the
world's only potential malariain the field (Park J E, 2010)
LITERATURE RELATED TO PREVENTION AND CONTROL OF
MALARIA

Malaria prevention depends on protection against mosquitoes and
approximate chemoprophylaxis. Drug resistance is an increasing problem
in combating malaria (MarciaStanhope, 2008)

No preventive vaccine is avalable now aganst
malaria Antimosquito measures, persona prophylaxis, early diagnosis
and treatment, better housing, control of migration of people, better
health facilities and health education can help in prevention of malaria
(Muthu.v.k. 2005)

Preventive measures are based on following steps like

1. Personal prophylaxis against malaria.
2. Prevention of mosquito breeding

3. Destruction of mosquito larvae

4. Antiadult measures

Personal prophylaxes are the protective measures adopted by
individuals against mosquito bite. Using protective clothing's like

wearing long deeved shirts, pants and socks, using mosquito repellents



like mosquito coils, mats, liquid vaporisers and creams and lotions. Using
mosquito nets at night prevents mosquito bite.

Mosquito breeding can be reduced by avoiding stagnation of water
near the dwelling places and other parts of the city or town or village,
sanitary improvement such as filling of depressions, ponds, pools to
eliminate hiding places of mosquitoes and larvae (Clement, 2009)

Larvae are destroyed by sprinkling Malathion, fuel oil or kerosene
oil over water collections, Paris green is mixed with fine dust and sprayed
over the mosquito breeding sites. Use of larvicides and insecticides such
as Abate, Maathion, and Pyrethrum are effective against mosquito
larvae. Due to increased vector resistance DDT is now replaced with
other insecticides like Maathion and Abate. (Vidya Ratan, 1994)

Biologica methods, the use of larvicidal fishes has proved very
effective to kill the mosguito larvae. The most common fishes are guppy,
gambusia. These fishes eat up the mosquito larvae .These fishes are
available in town area authorities, municipalities and PHCs. Adult
mosquitoes are controlled by adopting personal protective measures and
using indoor and outdoor insecticidal soray. (Basavanthappa B T, 2008)

Malaria control has along history beginning with early attempts by
drainage of marshy lands in Roman Times. The introduction of DDT
(Dichloro diphenyl trichloro ethane) and other insecticides after the

Second World War gave anew dimension to another activity.



As maaria has no extra human reservoir, it is theoretically
possible by control of the vector mosquito and treatment of patients and
cariers. In India the Nationa Malaria Control Programme (NMCP)
operated very successfully for 5 years bringing down the annual
incidence of maaria from 75 million in 1953 to 2 million in 1958. The
National Malaria Eradication Programme (NMEP) was introduced in
1958, with the objective of ultimate eradication of the disease.

By 1961, the incidence dropped to an al time low of 50,000 cases
and no deaths. However there have been setbacks from 1970's and by
1976 the incidence raised to more than six million cases. In 1996, malaria
has re-emerged and virtually covered al parts of India. The obstacles
such as insecticide resistance, changes in mosquito behaviour, drug
resistance in the malaria parasites and lack of adequate resources to fight
the disease caused the re-emergencein India. (Panicker, 2002)

Considering the resurgence of malaria, the govt. of Indiaevolved a
Modified Plan of Operation (MPO) IN 1977 to control maaria. The
objectives of MPO are

? to prevent deaths due to malaria

? toreduce maariamorbidity

? tomaintain agricultural and industrial production by undertaking
? intensive anti malarial measures in such areas, and

? to consolidate the gains so far achieved



A new approach to malaria control was approved by WHO, in
1978, the implementation of malariain the context of primary health care
strategy.

During 1990s the malaria has re-emerged and virtually covered all
parts of India. In 1995, Malaria Action Plan (MAP) was launched at the
high risk areas and provided with one Fever Treatment Depots (FTDS)
per 1000 population to control malaria, if the villages are more than three
kilo meters apart. In 1999, the govt. of India decided to drop the term
Nationa Maaria Eradication Programme due to the problems
encountered in eradicating the malaria and renamed it as National Anti-
Malaria Programme.

The susceptible can be protected by using chemoprophylaxis for
travellers visiting endemic areas (300mg chloroquine) per week, one
week before and six weeks after visit, using mosquito nets and repellents,
surveillance of affected areas periodicaly and health education for the
community. (Vijay, 2007)

Space application involves the application of insecticidesin the
form of fog or mist using vehicle mounted generators or air craft
equipment. The ultra low volume method of insecticide dispersion by air
or by ground equipment has proved effective and economical. Outdoor

gace spray reduces vector population quickly. Man vector contact is



reduced by mosquito screening and using protective clothing's and insect
repellents. (Dhaar & Robbani, 2008)

The individuals can be protected from mosqguitoes by keeping the
body well covered through use of long deeved shirts, pants and socks in
thick materials, deeping in mosquito nets, providing wire gauze doors to
prevent entry of mosguitoes into the house and applying mosqguito
repellents over exposed skin like citronella oil, dimethyl phthalate (DMP)
cream, using insecticide treated nets (ITNs). (Gupta& Mahagan, 2005)

Control of malaria demands action at three levels, the case, the
community and the vector. A case of malariais areservoir of infection,
which can be eliminated only by appropriate chemotherapy. Three
regimens of chemotherapy are required to deal with chloroguine
sengitive, chloroguine resistant and severe forms of malaria. Control
measures at the community includes a sustained search through ateam of
trained health personnel identify cases of malaria, mass chemotherapy
can be carried out in high incidence areas, and health educating the
community by Information,Education,Communication IEC activities.
(Dhaar & Robbani, 2008)

Control measures are isolating the malarial cases in screened room
and investigating the source of infection and contacts and reporting about

the case to the health authorities, immediately disinfecting the infected



places with insecticides and as far as possible maintaining rigid anti
mosquito sanitation. (Clement, 2009)
STUDIES RELATED TO PREVENTION AND CONTROL OF
MALARIA

Kinung'hi SM, etal, (2010) conducted a study on knowledge,
attitudes and practices about malaria among 504 participants under
communities of Muleba District in North western Tanzania. The result
revealed that 92.1% knew that malaria is transmitted through mosquito
bite.63.3% of the respondents had at least one member in the family was
suffered from malaria.87.2% sought treatment from health facilities while
8.5% obtained drugs from drug shops and 3.1% used local herbs. It is
important that health education packages are developed to address the
intensified knowledge gap.

Adedotun AA, etal, (2010) conducted a study to determine the
level of knowledge, altitudes and practices about malaria among 192
households in South Western Nigeria. The results revealed that about
93.2% of respondents recognised mosquito bites as the cause of malaria.
The study concludes that health education improves the malaria related
knowledge attitude and parasites.

Baragatli M, et.al, (2009) conducted a study to determine the socia
and environmental malaria risk factors among 3354children in urban

areas of quagadougou, Burkino Faso. The results revealed that over al



prevalence of p.falciparum. The infections were 7.8% and 16.6%
increased during the dry season, and 12.3% and 26.1% in rainy season. In
general malaria control should be focused in areas which are irregularly
or sparsely built up or near the hydro graphic network.

Al adhorey AH, et.al, (2010) conducted a study to determine the
level of knowledge, attitudes and practices on malaria among aboriginal
and rural communities in peninsular Malaysia. The results reveaed that
knowledge about malaria and its transmission is higher among rural
participants (86.2%).The study concluded that efficient health education
iIs needed to improve knowledge, attitudes and practices regarding
malaria

Okara RM, etal, (2010) conducted a study to determine the
distribution of main malaria vectors in Kenya. The results reveaed that
anopheles arabiensis and A.funestus were widely reported widely
reported species. These data’s help with the planning of vector control
suites nationally.

Les FE, et.a, (2010) conducted a study to determine the clinical
presentation of congenital malaria among 100 mothers at the largos
university Teaching Hospital, Nigeria. The results revealed that
congenital malaria was documented in 13.6% of babies at delivery. The

study concluded that babies who present with poor feeding and irritability



on day 14" of life should be screened for maaria in addition to the
routine investigations for neonatal sepsis.

Chaturvedi HK, etal, (2009) conducted a study to determine the
treatment seeking behaviour for febrile illness among 1989 householdsin
north east India in the maaria endemic zone. The study reveded that
17.8% households seeks self medication, 39.2% went to traditiona
healer. The study concluded that popular use of self medication and
traditional system especialy in remote areas, which may be main cause of
delay in diagnosis of malaria. The health education to the people would
help to improve the utilisation of govt. hedth services and thereby
improve the quality of the people.

DeressaW, and Ali A, (2009) conducted a study to invedigate the
local perceptions, practices and treatment seeking behaviour for malaria
among women with children under the age of five yearsin rural Ethiopia
The study revealed that 80% of mothers were familiar with the main signs
and symptoms of malaria.60% of mothers with recent episodes received
initial treatment from non-public health facilities such as community
health workers and private care providers (21%).Concentrated effort is
needed to improve their knowledge of the community about the link

between malaria and mosquitoes.



Anberber. S, etal, (2003) conducted a study to determine the
symptoms of malaria among 101 under fives with malaria at district
hospital,Ethiopia. The study revealed that the most frequently reported
symptoms include fever 96.3%,chills and shivering 95.3%,head ache
96.1%,l0ss of appetite 92.2% and joint pain 90.2%.The study concluded
that the community need intensive heath education packages for the
awareness of malarial symptoms.

Daboer JC, etal, (2010) conducted a cross sectional study to
understand the knowledge and treatment practices of malaria among
mothers and caregivers of children in an urban slums in Jos,Nigeria.The
study reveaed that alow level of knowledge of malaria with 49.6% being
able to recognize the disease and 24.9% attributing it to the mosguito bite.
The attitude of most respondents towards malaria as an illness was
however good as 55% viewed it as a serious illness and most of them
would use hospitalg/clinics for treatment. The study concluded that an
improvement in the level of education and the economic power of the
urban areas could improve their knowledge and treatment practices.

Ajayi 10, et. al, (2010) conducted a study to evaluate an assessment
of accuracy of mothers presumptive diagnosis of fever among 162
children at home in Southwest Nigeria. The results revealed that 72.8%
and 83.7% of the febrile cases presumed to have malaria. The study

emphasised on al the fever cases are need to be suspected for malaria.



Srivastava. S, et.al, (2010) conducted a retrospective observational
study on cases with p.vivax among 74 patients in tertiary referral centre
of uttarkand. The results revealed that 82% of cases with
thrombocytopenia being the commonest manifestation, 62% cases had
liver dysfunction, 22% cases had renal impairment, 16% cases had shock,
and 6% of cases had severe anaemia. The complications can be prevented
by prompt treatment.

Gama H, etal, (2009) conducted a cross sectional study to
determine the factors associated with chloroquine induced pruritis during
malarial treatment among 795 participants at Mozambican university.
The results reveded that 77.4% participants reported at least one malaria
episode and 73.2% had used chloroquine The prevalence of chloroquine
induced pruritis was 30.1%.0ne third of the population using chloroquine
had pruritis at least once. The study concluded that lower doses of
chloroquine tend to reduce adverse effects.

Imbahale. SS, etal, (2010) conducted a study on peopl€e's
knowledge, attitudes and practices of mosquito larval source management
for malaria control among 90 households in Kenya. The study reveaed
that 32% of the respondents did not know that mosquitoes are responsible
for transmission of malaria66% of the respondents said that mosjuito
breeding site could be close to their homes but current knowledge of

habitat characteristics was poor. Suitable community based training



progranmes developed to increase people’s awareness of manmade
vector breeding sites communities.

Vijaykumar, et.a, (2009) conducted a study to determine the
knowledge, attitude and practices on malariawith reference to use of long
lasting treated mosguito netLLTs] among tribal belt of Orissa
state,india.64% of the respondents stated that avoiding mosguito bite
could prevent malaria99% of the people reported using personal
protection measures to avoid mosquito bites. Although a mgority of the
people were aware of malaria but still there is a need for the devel opment
of the appropriate communication strategies along with ITNSLLTNs
distribution to make the people adopt such preventive measures.

Tilaye T, and Deressa, (2007) conducted a study to determine the
community perceptions and practices about urban malaria prevention and
control among 489 households in Gondar town, North West Ethiopia. The
results revealed that 58% knew that malaria could be transmitted from
one person to another, 97.2% associated malaria with the bite of
mosquito, 39% household possessed at least one mosquito net, 46.3%
practised draining stagnant water, 43.3% clearing vegetation for malaria
prevention.81.6% knew about chloroquine and 90.4% knew about
sulphadoxime — Pyrimethamine. To fill the considerable gaps between
knowledge and practices of malaria, health education packages are need

to be intensified on prevention and control methods.



Sharma AK, et.al, (2007) conducted a study to examine the factors
that predict the knowledge of Indian population regarding malaria among
15,750 adults in tribal rural and urban from 21 states. The study reveas
that the female sex, illiteracy and tribal population were awaited with
wrong beliefs about fatality of malaria. Tribal respondents were the
important predictor of inadequate knowledge. Use of smoke for killing of
adult mosquitoes was predicted by rural or Sum residence and illiteracy.
The appropriate health education packages helps to improve the
knowledge, attitudes and practices.

Akpan. SS, (2007) conducted a study to determine the popularity
of insecticide — treated nets (ITNs) as a preventive method of malaria
control among 612 residents of calabar municipality, cross river estate,
Nigeria. The results revealed that 88.9% of residents claimed that they
were aware of the use of ITNs for preventing mosquito bites and 13.2%
of the respondents owned ITNSs.

Isash EC, etal, (2007) conducted a study to determine the
knowledge of malaria and its control methods among urban dwellers in
Benin city, Edo state by multistage sampling technique. The results
revealed that 92.5% had correct knowledge about symptoms,98% knew
its mode of transmission, al the respondents knew at least one method of
its preventive measures,87% knew chloroquine and other drugs.10.6%

knew about the artemisinin combination therapy.27.8% using door and



window nettings and only .8% using ITNs and 25.6% of the dwellers
were using insecticides. To bring about the positive changes in both
knowledge and practice of maaria control, appropriate heath education
Is need to be developed.

Omole MK, eta, (2007) conducted a study to document the
knowledge of mothers on the cause, prevention and symptoms of malaria
in Jgja clinic, university of Ibaden, Nigeria among the mothers of the
enrolled children The results revealed that 74.2% of mothers knew
mosquito bite as the cause of malaria, 86.2% practising netted windows,
76.1% using insecticides, only 17% using mosquito coils, there was less
knowledge regarding ITNS.IEC activities must be intensified among the

communities.



CHAPTER I11

METHODOLOGY

Research methodology involves systematic procedure in which the
researcher states from initial identification of problem to its final
conclusion. The role of methodology consists of procedures and
techniques for conducting a study (Polit and Hungler, 2004).

This chapter deals with methodological approach for the study.
Research methodology is a way to solve the research problems
systematically. It involves research approach, research design, study
setting, sample and sampling technique, development and description of
the tool, validity, eliability, pilot study, data collection procedure and
plan for data analysis.

RESEARCH APPROACH

A research approach tells the researcher from whom to collect the
data, how to analyse them. It also suggests possible conclusionsand helps
the researcher in answering specific research question in the most
accurate and efficient way possible (Nancy and Groove, 2005).

Research approach adopted for the present study was quas

experimental approach.



RESEARCH DESIGN

Research design is the plan, structure and strategy of investigation
conceived. Research design designates the logical manner in which the
individuals or other units are compared and analysed, it is the basis of
making interpretations from the data.

Research design adopted for this present study was one group pre

test — post test quasi experimenta design. (O, ----- X —---- 0,).

GROUP PRE TEST TREATMENT POST TEST
Mothers (15- Knowledge Planned teaching Knowledge
45yrs) who are rogramme level

yrs) level prog

having children
[PTP] 0O,
O,

O.: Knowledge level before administration of PTP

X: Planned teaching programme on prevention and control of malaria.

Oz Knowledge level after administration of PTP.
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In this study, the one group pre test post test design was used to
assess the knowledge of mothers regarding prevention and control of
maaria (O,) and administered planned teaching programme on
prevention and control of malaria (X). After 7 days, the knowledge of
mothers regarding prevention and control of malaria (O,) was again
assessed using the same tool. The differences in the score were examined
to evaluate the effectiveness of the planned teaching programme. This
design iswidely used in educational research.

VARIABLESUNDER THE STUDY
Independent variable

Independent variable isa stimulusor activity that is manipulated or
varied by the researcher to create an effect on dependent variable. The
independent variable is aso called a treatment or experiment variable. In
the present study, the dependent variable was planned teaching
programme on prevention and control of malaria.

Dependent variable

A dependent variable is the response or outcome that the researcher

wants to predict or explain the knowledge of mothers regarding

prevention and control of malaria.



Attributed variable

Attributed or demographic variable are the characteristics of
subjects that are collected to describe the samples. Age, education,
occupation, type of family and family income.

STUDY SETTING

Setting is the physical conditions and locations in which data
collection takes place in a study. Selection of the area for the study is one
of the essential steps in the research process. The selection of the setting
for the present study was on the basis of availability of subjects,
feasibility of conducting the study, economy of time and energy.

The study was conducted in karattuppalayam under Tiruchengodu
taluk, Namakkal Dt.Vivekanandha college of nursing has a health centre
in karattuppalayam with a view to impart the preventive aspects of care.
Therefore, the investigator felt that karattuppalayam was feasible to
conduct the study.

TARGET POPULATION

Target population is the entire population in which the researcher
interested and would like to generalize the study. (Polit and Beck, 2006)

Target population for the present study was mothers residing in the

Karattuppalayam area.



SAMPLE AND SAMPLING TECHNIQUE
Sample consists of a subset of tota population.Sampling
techniques refers to the process of selecting a portion of population to
represent the entire population (Polit and Hungler, 2003).The samples
were selected from karattuppalayam area. The investigator personally
visited the area with the help of health worker working in thevillage. The
list of mothers residing in the area was collected. From the list, the
mothers were selected by using simple random technique (lottery
method). The sample of the study was comprised of 50 mothers.
SAMPLE SELECTION CRITERIA
Inclusion criteria
? Mothers who are in the age group between 15-45 years and having
school age children.
? Mothers who are residing in the karattuppalayam under
Tiruchengode taluk.
SELECTION AND DEVELOPMENT OF THE TOOL
The instrument selected for research study is a vehicle that would
obtain best data for drawing conclusions pertaining to the study (Treece
and Treece, 2004).
Semi structured interview schedule was used to assess the
knowledge of mothers. Since it was considered to be the most appropriate

instrument to elicit the response from illiterate subjects.



DEVELOPMENT AND DESCRIPTION OF THE TOOL
Development of thetool

The investigator prepared semi structured interview schedule to
assess the knowledge of mothers regarding prevention and control of
malaria. In the process of developing the tool, the investigator reviewed
the related literature and held discussions with subject experts.
Description of thetool

The semi structured interview schedule was organised into two
parts.
Part | — Socio demographic variables

Consists of totally 17 items related to age, religion, marital status,
educational qualification, occupation, family income, type of family, type
of house, number of windows, number of persons living in the house,
number of children, source of drinking water, method of water storage,
method of waste disposal, stagnation of water near the house, family
history of malaria and source of information about malaria.
Part Il - Knowledge regarding malaria - Section-A

This part consists of 10 items related to knowledge on malaria and
that is causes, risk factors, transmission, signs and symptoms, diagnostic

tests and complications of malaria.



Section—B

This part consists of 24 items related to knowledge on prevention
and control of malaria which includes treatment modalities, side effects,
and anti larval and anti mosquito measures and control measures of
malaria
DEVELOPMENT OF THE PLANNED TEACHING
PROGRAMME

A planned teaching programme was developed to educate the
mothers regarding prevention and control of malaria. Kegping in mind,
the objectives, literature review and the opinion of the experts developed
a first draft of Planned Teaching Programme (PTP). The main factors
considered while preparing PTP are, the method of teaching, smplicity
of language, literacy level of the samples and the areas covered in the
knowledge assessment and the relevance of teaching aids
charts,pamphlets,flip charts, flash cards.

The PTP was prepared to enhance the knowledge of mothers
regarding prevention and control of malaria including anti malarial drugs,
duration of the treatment and control measures. PTP was finalised

according to the expert’ s opinion.



VALIDITY

The content validity of the tool was obtained from experts in the
field of health, community health nursing and medical surgical nursing.
Based on the expert’s opinion, the tool was modified. In section A, item
no. 22 and 48 were modified. The fina tool comprised of socio
demographic variables consists of 17 items, section — A has 10 items and
section — B has 24 items.
RELIABILITY OF THE INSTRUMENT

The tool was administered to 10 mothers and the reiability was
established by using spearman brown split half technique and co-relation
co-efficient was found to be r =0.90 which indicates high degree of
reliability.
PILOT STUDY

Rose Maic, (1993) states that, pilot study is a miniature trial
verson of study before the actual data are collected. Pilot study was
conducted in the month of October 2010.The investigator trandated the
semi structured interview schedule into Tamil to maintain the objectivity.
The tool was administered to selected 10 mothers. The pretest was done
and teaching programme was given. The post test was done after 7 days.
All the mothersresponded well and were very co-operative. The result of

data revealed that the tool was feasible to conduct the study.



DATA COLLECTION PROCEDURE

The permission was obtained from the concerned authority to
conduct the study. The purpose of the study was explained to the selected
subjects with self introduction. The selected subjects were made
comfortable and relaxed. Pretest was conducted with semi structured
interview schedule.PTP was administered by using charts,posters,flash
cards, flip charts and real items. Post test was done after 7 days. Totally
the investigator has taken one month to complete the study.
PLAN FOR DATA ANALYSIS

The obtained data were analysed in terms of objectives of the
objectives by using descriptive and inferential statistics. The data were
organised in master sheet. The findings of socio demographic data and
knowledge were analysed in the form of frequencies percentage.Mean,
mean score percentage and standard deviation of pre and post test scores
were analysed. Paired (t) test was used to find out the effectiveness of
PTP on prevention and control of malaria, in terms of gain in knowledge
of mothers. Inferential statistics especially chi-square test was used to
find out the association between pre-test knowledge of mothers with

selected socio demographic variables.



SUMMARY

This chapter dealt with research approach, research design,
variables under the study, study setting, target population, sample and
sampling technique, sample selection criteria, selection, development and
description of the tool and planned teaching programme, validity,

reliability, pilot study, data collection procedure and plan for data

analyss.



CHAPTER IV

DATA ANALYSIS, INTERPRETATION AND DISCUSSION

This chapter deals with the analysis and interpretation of data
collected to evauate the effectiveness of planned teaching programme on
Prevention and control of malaria among mothers. The purpose of
analysis is to reduce the data to a manageable and interpretable form, so
that the research problems can be studied and tested.

Polit and Hungler, (2003) States that the statistical analysis helps
the researcher to make sense of quantitative information statistical
procedure enable researches to summaries, organize, interpret and
communicate numerical information.

The data collected by semi structured interview schedule were
analyzed by using descriptive and inferential Statistics which are
necessary to provide substantive summary by the results in relation to the
objective.

OBJECTIVES
1. To assess the knowledge of mothers regarding Prevention and
control of malaria before planned teaching programme.
2. To develop and administer Planned teaching programme on

Prevention and control of malaria.



3. To find out the effectiveness of Planned teaching programme in
improving the knowledge of mothers by post test.
4. To compare the pre test and post test knowledge score of mothers
on prevention and control of malaria.
5. To explore the relationship between pre test knowledge score with
selected demographic variables like age, education, occupation,
type family, family income, method of water storage, drainage
system.
PRESENTATION OF DATA

The data were organized and presented in five sections.
Section — |

Description of socio demographic variables of sampled subjects.
Section - 11

Analysis of Pre test score of mothers regarding Prevention and
control of malaria before administration of planned teaching programme.
Section - 111

Analysis of Post test score of mothers regarding Prevention and
control of malaria after administration of planned teaching programme.
Section — 1V

Analysis of effectiveness of planned teaching programme by

comparison of pretest and post test scores.



Section -V

Chi—sguare analysis to find out the association between knowledge
score of mothers on prevention and control of malaria with demographic
variables such as age, educationa status, occupation, types of family,

family income, method of water storage, drainage system.



SECTION —|
DESCRIPTION OF SOCIODEMEGRAPHIC VARIABLEOF
MOTHERS

Table& Fig- 4.1.1: Distribution of subjects according to their age

S.No Age (Years) No %
1. 15-20 6 12%
2. 21-26Yrs 13 26%
3. 26 -35Yrs 20 40%
4. 36 -45Yrs 11 22%

Total 50 100%

! 26%
i 12% 13

15-20yrs 21-26yrs 26-35yrs 36-45yrs

Table4.1.1 and fig 4.1.1 shows that among 50 mothers 6 (12%) of
mothers were between 15-20 Yrs, and 13 (26%) of mothers between 21-
25 Y'rs, 26 (40%) of mothers between 26-35 Yrsand 11 (22%) of mothers

between 36-45 Yrs



Table & Fig- 4.1.2: Distribution of Subjects According to their

Educational Status

Sl.No Education No %
1. Iliterate - -
2. Primary School 16 32%
3. High School 20 40 %
4. Higher 12 24 %
5. Graduate 2 4 %

Total 50 100
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illiterate primary school  high schoaol higher graduate
secondary

Table 4.1.2 and Fig 4.1.2 shows that, among 50 mothers 20 (40%)
had high school education,16 (32%) had primary school education, 12
(24%) of them had higher secondary education and 2 (4%) of them had

graduate level education.



Table & Fig- 4.1.3: Distribution of Subjects According to ther

Occupation
SI.No Occupation No %
1. Coolie 17 34%
2. Employed (Private) 4 8%
3. Unemployed / House wife 29 58%
Total 50 100

coolie employed housewife

Table 4.1.3 and Fig 4.1.3 shows that, among the 50 nothers 29
(58%) were Housewife's, 17 (34%) of them were aoolie 4 (8%) were

Private employees.



Table & Fig - 4.1.4: Distribution of Subjects According to their

family income

S.No Family Income No %
1. Below Rs. 2000/-m 6 12%
2. Rs. 2001 - 4000/ m 15 30%
3. Rs. 4001—- 6000/ m 19 38%
4. Above Rs. 6000/ m 10 20

Total 50 100

Table.4.1.4 and Fig.4.1.4 shows that, among 50 mothers 19(38%)
of the mothers had monthly income between 4001- 6000, 15(30%) had
between Rs. 2001 — 4000, 10(20%) of them had monthly income above

6001, 6(12%) of the mothers had monthly income below 2000.



Table & Fig- 4.1.5: Distribution of Subjects According to the type of

family
Sl.No Type of family Number % (100)
1. Small 30 60%
2. Joint family 11 22%
3. Extended family 9 18%
Total 50 100

extended

Table 4.1.5 and Fig. 4.1.5 shows that, anong 50 mothers 30(60%)
belongs to small family, 11(22%) belongs to joint family and 9(18%)

belongs to extended family.



DISRIBUTION OF MOTHERSACCORDING TO THEIR LIVING
PATTERN AND HEALTH CONDITION
Table- 4.1.6: Frequency and Percentage Distribution of the mothers.

Demographic variables Number | Percentage
1. Typeof House Hut 8 16
Pucka 15 30
Kutcha 27 54
2. No. Of Windows One 6 12
Two 23 46
Three 21 42
3. No. of personin Three members 15 30
house Above three members 35 70
4. No. of childinthe | One 12 24
house Two 23 46
Above three 5 10
Tap water 46 82
5. Source of Drinking | Bore well 4 8
water
6. Type of water Vessls 40 80
storage Overhead Tank 10 20
7. Previoushistory of | Yes 6 12
malaria No 44 88
8. Typeof drainage Open 12 24
Closed 34 68
Directed to Kkitchen 4 8
garden
9. Water stagnation Yes 12 24
near the house No 38 76
10. Source of Televison/ Radio 20 40
information Books Newspapers 17 34
Friends Relatives 5 10
Health Professionals 8 16
Total 50 100




The table 4.1.6 shows that 27(54%) of the mothers were in Kutcha
type of house, 15(30%) of them in Pucka house and 8(16%) of them were
in Hut. According to the number of windows present for ventilation
23(46%) of the respondents had two windows, 21(42%) of them had three
windows and 6(12%) of them were having one window for ventilationin
their house.

According to the number of children in the house, 23(46%) had
two children, 12(24%) had one children 5(10%) of the houses had three
and above three children in the house. According to the source of
drinking water 46(82%) of houses using tap water and 4(8%) were using
Bore well Water.

According to the Number of persons living in house, 15(30%)
houses were having three members, 35(70%) houses had above three
members. According to the type of drainage, 34(68%) had closed
drainage system in the house and 12(24%) having open drainage in the
house and 4(8%) having the water directed to the kitchen garden.

According to the water stagnation near the house, 38(76%) had no
water stagnation near the house and 12(24%) had water stagnation near
the house. According to Family members history of malaria, 44(88%) of
the family had previous illness of malaria and 6(12%) of the family had

no previous illness of malaria.



According to their source of information about malaria 20(40%) of
them had information from TV/Radio, 17(34%) of them received from
Newspapers/Books/Magazines and 8(16%) of them heath workers and

5(10%) from relatives/ friends.



SECTION -1

ASSESSMENT OF KNOWLEDGE LEVEL OF MOTHERSON
MALARIA AND PREVENTION AND CONTROL OF MALARIA
BEFORE ADMINISTRATION OF PLANNED TEACHING
PROGRAMME
Table- 4.2.1: Overall pre test knowledge score of mothers before

planned teaching programme.

Range Respondent Knowledge

Aspect Max score
XOre | Mean I\/I((;o;a)n SD (%)

Pre-test 86 2249 | 28.28 32.88 9.08

Table- 4.2.1 depicts that the overall knowledge score of mothers

before planned teaching programme was found to be 28.28 with SD 9.08.



Table4.2.2 & Fig-4.2.1: Overall Pretest Knowledge level of Mothers

before Planned Teaching Programme

Respondents
Knowledge
Number Per centage
Inadequate (50%) 42 84
Moderate (50-75%) 8 16
Total 50 100

Inadequate (50%) Moderate (50-75%)

Table-4.2.2 and Fig-4.2.1 shows the distribution of Mothers
according to their level of overall pretest knowledge before planned
teaching programme. The investigator classified the knowledge level into
three categories for easy understanding. Among the 50 mothers, 42(84%)

mothers have inadequate knowledge and 8(16%) of them has moderate

knowledge in pre-test.



Table4.2.3 & Fig- 4.2.2. Pre test knowledge level of mothers on

malaria before planned teaching programme

Respondents
Knowledge
Number Per centage
Inadequate (50%) 41 82
Moderate (50-75%) 9 18
Total 50 100

Inadequate (50%) Moderate (50-75%)

Table 4.2.3 and Fig 4.2.2 shows the distribution of mothers
according to their level of pretest knowledge regarding malaria before
planned teaching programme. The investigator classified the knowledge
level into three categories for easy understanding. Among the 50 patients,
41(82%) mothers were having inadequate knowledge and 9(18%) were

having moderate knowledge on malaria.



Table4.24 & Fig- 4.2.3: Pre-test Knowledge level of mothers on

prevention and control of malaria before planned teaching

programme.
Knowledge Respondents
No %
Inadequate (50%) 42 84
Moderate (50-75%) 8 16
Total 50 100

16%

Inadequate (50%) Moderate (50-75%)

Table 4.24 and Fig 4.2. 3 show the distribution of mothers
according to their level of pretest knowledge regarding prevention and
control of malaria before planned teaching programme. The investigator
classified the knowledge level into three categories for easy
understanding. Among the 50 mothers 42(84%) mothers were having
inadequate knowledge and 8(16%) were having moderate knowledge on
prevention and control of malaria.



Table4.25: Pre test mean knowledge score on Prevention and

Control of malariaamong mothersover different aspects.

M ax Range Respondent knowledge
S.No Aspect
score score Mean | Mean(%)
Al | Mdaia 22 4-13 7.6 34.54 2.84
Preventionand
A2 | control of 64 16-36 20.68 32.31 6.24
malaria
Combined 86 20-49 28.28 32.88 9.08

Table 4.2.5 indicate the result of different aspects of pretest mean
knowledge score on Prevention and Control of malaria among mothers.
The overal pretest mean knowledge score percentage score on
Prevention and Control of malariawas found to be 32.88% with SD value
of 9.08 among respondents. The pretest mean knowledge score
percentage score on malaria was found to be 34.54% with SD value of
2.84 and for Prevention and Control of malaria it was found to be
(32.31%) with SD value of 6.24.

The pre-test knowledge of mothers regarding malaria was, 40
subjects were correctly identified the definition of malaria, 10 subjects
know about the causes of malaria, 10 were know about the transmission
of malaria,11 of them were aware of the signs & symptoms, 8 of them

know about the investigations of malaria, 6 of them were know about the




smear collection for malaria, 15 of them were identified the dietary pattern
for malaria and nore of them know about the complications, relapse and
reasons for the relapse.

Regarding prevention and control aspect, 6 subjects were correctly
identified treatment measures, 4 of them know about the anti malaria
drugs and none of them know about the doses of chloroquine and its side
effects and 6 of them were know about the duration of the treatment. 15
subjects were aware of the management of nausea and vomiting, fever
and none of them know about the reasons for not taking chloroguine in
empty stomach. 10 subjects were aware of the presumptive treatment and
radical treatment and 8 subjects were aware of the preventive measures
and measures used for individual protection. 20 of them know about the
meaning of the mosquito repellents, 11 of them were aware of the
chemica repellents and none of them were aware of the natura
repellents.12 subjects were aware of the protective clothing’s and liquid
mosquito destroyer. 4 of them know about the control of mosqguito
breeding sites, control of adult mosquitoes and none of them were aware

of the control of larva's, insecticides and larvicides.



SECTION — 111

ASSESSMENT OF KNOWLEDGE LEVEL OF MOTHERSON
MALARIA AND PREVENTION AND CONTROL OF MALARIA
AFTER ADMINISTRATION OF PLANNED TEACHING
PROGRAMME
Table4.3.1: Overall post test knowledge score of mothers after

planned teaching programme.

Respondent Knowledge
Aspect Max score | Range score

Mean | Mean(%) SD(%)

Post test 86 46-80 66.58 77.4 6.18

Table 4.3.1 represents that the overall knowledge score of mothers

after planned teaching programme was found to be 66.58 with SD 6.18.




Table4.3.2 & Fig-4.3.1: Overall Post test Knowledge level of Mothers

after Planned Teaching Programme

Knowledge Respondents
No %
Moderate (50-75%) 9 18
Adequate (75%) 41 82
Total 50 100

Moderate (50-75%) Adequate(>75%)

Table 4.3.2 and Fig 4.3.1 shows the distribution of Mothers

according to their level of overall post test knowledge after planned

teaching programme. The investigator classified the knowledge level into

three categories for easy understanding. Among the 50 mothers, 41(82%)

mothers have inadequate knowledge and 9(18%) of them has moderate

knowledge in post test and none of them been having adequate

knowledge.




Table- 433 & Fig- 432: Post test Knowledge level of mothers on

malaria after planned teaching programme.

K nowledge Respondents
No %
Moderate (50-75%) 11 22
Adequate (75%) 39 78
Total 50 100

[ -

T

Moderate (50-75%) Adequate(> 75%)

Table 43.3 and Figd.3.2 shows the distribution of mothers
according to their level of post test knowledge regarding malaria after
planned teaching programme. The investigator classified the knowledge
level into three categories for easy understanding. Among the 50 mothers
11(22%) mothers were having moderate knowledge and 39(78%) were

having adequate knowledge on malaria.




Table4.3.4 & Fig- 4.3.3: Post test Knowledge level of mothers on
prevention and control of malaria after planned teaching

programme.
K nowledge Respondents
Number Per centage
Moderate (50-75%) 6 12
Adeguate (75%) 44 88
Total 50 100

12%

moderate (50-75%) Adequate(>75%)

Table 434 and Fig 4.3.3 shows the distribution of mothers
according to their level of post test knowledge regarding prevention and
control of malaria after planned teaching programme. The investigator
classified the knowledge level into three categories for easy
understanding. Among the 50 mothers 6(12%) mothers were having
moderate knowledge and 44(88%) were having adequate knowledge on

prevention and control of malaria.



Table 435 Post test mean knowledge score on Prevention and

Control of malariaamong mothersover different aspects.

M ax Range Respondent knowledge
S.No Aspect J =P 0

score score Mean |Mean(%) | SD

Al | Mdaia 22 14-20 17.4 79 2.88

Prevention and

A2 control of 64 32-55 49.36 77.12 4.09
malaria
Combined 86 46-75 66.58 77.4 6.18

Table 4.3.5 indicate the result of different aspects of post test mean
knowledge score on Prevention and Control of malaria among mothers.
The overall post test mean knowledge score percentage on Prevention and
Control of malariawas found to be 77.4% with SD value of 6.18 among
respondents. The post test mean knowledge score on maaria was found
to be 79% with SD value of 1.8 and for Prevention and Control of malaria
it was found to be 77.12% with SD value of 6.24.

The pre-test knowledge of mothers regarding malariawas, all the
subjects were correctly identified the definition of malaria, 46 subjects
know about the causes of malaria, 41 were know about the transmission
of malaria, 45 of them were aware of the signs & symptoms, 40 of them

know about the investigations of malaria, 39 of them were know about




the smear collection for maaria, 48 of them were identified the dietary
pattern for malaria and 38 of them know about the complications, 37 of
them know about the relapse and reasons for the relapse.

Regarding prevention and control aspect, 39 subjects were
correctly identified treatment measures, 37 of them know about the anti
malarial drugs and none of them know about the doses of chloroquine and
its side effects and 39 of them were know about the duration of the
treatment. 41 subjects were aware of the management of nausea and
vomiting, fever and 33 of them know about the reasons for not taking
chloroquine in empty stomach. 39 subjects were aware of the
presumptive treatment and radical treatment and 40 subjects were aware
of the preventive measures and 39 of them know about the measures used
for individua protection. All of them know about the meaning of the
mosquito repellents, 41 of them were aware of the chemica repellents
and 30 of them were aware of the natural repellents.42 subjects were
aware of the protective clothing's and liquid mosquito destroyer. 38 of
them know about the control of mosquito breeding sites, 37 of them know
about the control of adult mosquitoesand 32 of them were aware of the
control of larva's, insecticides and larvicides and 33 of them know about

the larvicides and insecticides.



SECTION -1V

In this section the researcher was interested to examine the
effectiveness of Planned teaching programme.

In order to evaluate the effectiveness of Planned teaching
programme on knowledge of the mothers, paired ‘t’ test was used.
Hypothesis-1

To test the significant difference between mean percentages
knowledge on prevention and control of malaria among mothers, the
following hypothesis were formulated
H;: The mean post test knowledge score on the Subjects after planned

teaching programme with regard to the knowledge on prevention

and control of malariawill be significantly higher than the pretest s



COMPARISON OF KNOWLEDGE LEVEL OFMOTHERS
REGARDING PREVENTION AND CONTROL OFMALARIA

AFTER PLANNED TEACHING PROGRAMAE
Table 4.4.1 & Hg - 4.3.3: Pretest and post test knowledge level of
Mothers
Respondents knowledge level
Aspect Pretest Post test
Number | Percentage| Number | Percentage
Inadequate (50%) 42 84 -- --
Moderate 50-75% 8 16 9 18
Adequate> 75% -- - 41 82
Total 50 100 50 100

Olnadequate (50%)
BModerate 50-75%
OAdequate = 75%

L

post test




The comparison of value of pretest and post test knowledge level
depicted in table4.4.1 and fig 1. The investigator classified the knowledge
level into three categories for easy understanding. Among 50 mothers
42(84%) had inadequate knowledge in the pretest, but no one had
inadequate knowledge in the post test 8(16%) had moderate knowledge
level in the pretest and 9(18%) had moderate knowledge level in the post
test. None of the patients had adequate knowledge level in the pre test but

in the post test 41(82%) had adequate knowledge leve.



Table4.42: Pretest and post test mean knowledge score of

prevention and control of malaria among mothers

A oect Max |Range Respondent knowledge Paired
P score | score Mean t-test
M ean SD
(%)
Pre test 86 20-49 2828 | 32.88 |9.08
Post Test 86 46-80 66.58 774 6.18 | 34.253
Enhancement 86 26-31 38.3 4452 | 2.38

Table 4.4.2 pre test and post test mean knowledge score on
prevention and control of malaria anong mothers reveals that, post test
mean knowledge score was found higher (77.4% and SD of 6.18) when
compared with pre test mean knowledge score value which was 32.88%
with SD of 9.08 The datigtical paired't’ test implied that, the difference in
pre test and post test knowledge score was found highly significant at
level P<0.05 further the mean enhancement score was 44.52% with SD
valueof 2.38

It implies that the Planned teaching programme (PTP) improved
the knowledge level of mothers on prevention and control of malaria and

were proved by the assessment of the statistical paired “t” test.



Table4.43 & Fig- 4.4.2: Pretest and post test knowledge level of

motherson malaria

Respondents knowledge level
Aspect Pretest Post test
No % No %
| nadequate(50%) 41 82 -- -
Moderate 5075% 9 18 11 22
Adequate> 75% -- -- 39 78
Total 50 100 50 100
90%
80% |[] _
70%
60%
50% | Dinadequate (50%)
40% B Moderate 50-73%
30% OAdequate > 75%
20%
10% ]_
0%
pre test post test




Table 4.4.3 fig 4.4.2 Shows the comparison values of pretest and
post test knowledge level of patients on Maaria 41 (82%) mothers had
inadequate knowledge in pretest while none of the patients had
inadequate knowledge in post test. 9 (18%) patients had moderate
knowledge in pretest while 11 (22%) had moderate knowledge in post
test. None of the patients had adequate knowledge in the pre test but in

the post test 39(78%) had adequate level.



Table 4.4.4 & Fig 4.4.3. Pretest and Post test knowledge level of

mother s on prevention and control of malaria

Respondents knowledge level

Aspect Pretest Post test

No % No %

I nadequate (50%) 42 84 -- -

M oderate 50-75% 8 16 6 12
Adequate> 75% - - 44 88
Total 50 100 50 100

Olnadequate (50%)
B Moderate 50-75%
OAdequate > 75%




Table 4.4.4. and Fig 4.4.3 Shows the comparison of values of
pretest and post test knowledge level of patients on Prevention and
control of malaria.42(84%) had inadequate knowledge in pretest while no
one had inadequate knowledge in post test 8(16%) of patients had
moderate knowledge in pretest 6(12%) had moderate knowledge in post
test. None of the patients had adequate knowledge level in the pretest but

in the post test 44(88%) had adequate knowledge level



Table4.45: Pretest and Post test knowledge level of mothers on

prevention and control of malaria

Respondent knowledge (%)
S. M ax ‘v
Aspect Pretest Post Test Enhancement
No score v v - Value
ean ean ean
% SD % SD % SD
1 Mdaria 22 | 3454|284 79 |209|4446| .75 | 9.869
Prevention and
2 control of 64 | 32.31|6.24| 77.12 | 4.09 4453 | 2.15 | 24.383
malaria
Combined 86 | 3258 |9.08| 774 |6.18|4452 | 2.38 | 34.253

Table 4.4.5 indicates the pretest and post test mean knowledge

score on mothers over different aspects like knowledge regarding malaria

and Prevention and control of malaria

Regarding the aspect of Maaria the mean score % of pre test

knowledge was 34.54% and increased to 79% in post ted. Regarding the

aspect Prevention of control of malaria knowledge was 32.31% and

increased after administration of planned teaching programme to 77.12.




SECTION -V

In this section, the researcher was interested to bring the
association between knowledge regarding age, education, occupation,
family income, type of family, method of water storage, drainage system,
and previous history of malaria and source of information.

Hypothesis ||
In this test, the significant association between the pretest

knowledge with selected socio-demographic variables of mothers. The

following hypotheses were formul ated.

H,:  There will be significant relationship between the mean pretest
scores on selected demographic variables such as age, education,
occupation, family income, type of family, method of water
storage, drainage system, previous history of malaria and source of

information.



ASSOCIATION BETWEEN THE OVERALL PRETEST

KNOWLEDGE OF MOTHERSWITH SELECTED SOCIO-

DEMOGRAPHIC VARIABLES.

Table- 4.5.1: Association between the overall pretest knowledge of

mother s with selected socio-demographic variables.

Level of knowledge

. _ Total
Demogr aphic variables Tnadequate | Moderate df ??
No. [% |No. | % |[No| %
15-20 yrs 5110 1 | 2| 6|12
21-25 yrs 11 (22| 2 | 4 |13]| 26
Age 3 6.148
26-35 yrs 17 (34| 3 | 6 |[20]| 40
3645 yrs 9 |18 2 | 4 |11 | 22
Primary 16 (32| - - 116 32
High school 19 |38 | 1 | 2 |20 40
Education | Higher 3 | 30.24**
7 14| 5 |10|12| 24
secondary
Graduate - - 2 2| 4
Coalie 15 (30| 2 17| 34
Employee
: .p Y 4 | 8| 2 | 4|29 58
Occupation | (private) 2 | 4.257*
House wife
27 |54| 4 | 8| 4| 8
<2000 6 |12 | - -1 6|12
Family 2001-4000 13 (26| 2 | 4 |15]| 30
3 1.127
Income 4001-6000 15 (30| 4 | 8 |19]| 38
>6001 8 |16 2 | 4 |10| 20




Small 27 |54| 3 | 6 |30 60
Type of
_ Joint 8 |16 3 | 6 |11 22 0.512
Family
Extended 7 (14| 2 | 4| 9| 18
Water Vessls 36 |72| 4 | 8 |40| 80 c scer
Storage | Overheadtank | g | 12| 4 | 8 |10 20 '
Open 9 |18 3 | 6 |12]| 24
Type of
_ Closed 31 |62| 3 | 6 |34 68 4.069*
drainage :
Kitchen garden 2 | 4| 2 |44 8
Previous Yes ) ) 6 1121 6 | 12
history of NG 35.8**
malaria 42 |84 | 2 | 4 |44 | 88
Sourceof | TV/Radio 19 38| 1 | 2 |19 38
information | New g
sp-aper 16 (32| 1 | 2 |16 32
Magazines
: : 11.8834**
Friends/Relative
5 (10| - -1 5110
S
Health workers 2 |4 6 |12 2| 4

* Significant at 5% **Highly significant

The result reveaed that the chi square analysis of the association

between the overall knowledge on prevention and control of malaria

among mothers and the socio-demographic variables such as education,

occupation, water storage, ty pe of drainage, previous history of malaria

and source of information were significantly associated and some of the

other variables like age, family income, type of family were not

significantly associated.




Table 4.5.2: Association between the pretest knowedge of mothers

regarding malaria with selected socio-demographic variables.

L evel of knowledge "2
Demographicvariables Inadequate | Moderate Total | af '
No. |% |[No. |[% [No. |%
15-20 yrs 5 (10 1 |2 6 |12
21-25 yrs 10 (20| 3 | 6| 13 |26
Age 3 0.19
26-35 yrs 17 | 34| 3 | 6| 20 |40
36-45 yrs 9 |18 | 2 |4 |11 |22
Primary 16 | 32 | - - | 16 |32
Highschool | 18 | 36 | 2 | 4 | 20 |40
Education | Higher 3 | 13.48**
7 14| 5 |10| 12 |24
secondary
Graduate 2 4 2 | 4 2 | 4
Coolie 15130 2 |4 | 17 |34
_ Employee
Occupation _ 26 | 52 | 3 | 6 | 29 |58 2 0.83
(private)
House wife - - 4 | 8| 4 |8
<2000 6 | 12 | - - 6 |12
Family 2001-4000 12 (| 24| 3 | 6|15 |30 3 176
Income 4001-6000 15(30| 4 | 8|19 |38 '
>6001 8 |16 | 2 |4 | 10 |20
Small 26 | 52| 4 | 8 | 30 |60
Type of
_ Joint 8 |16 | 3 |6 |11 (22| 2 1.10
family
Extended 7 (14| 2 | 4] 9 |18




VessHs 35| 70 10| 40 |80
Water
Overhead 3.56
Storage 6 | 12 8 | 10 |20
tank
Open 8 | 16 12 | 24
Type of Closed 31 | 62 6 | 34 |68
_ 6.06*
drainage Kitchen
2 4 4 | 4 | 8
garden
Previous Yes - ) 121 6 |12
history of NG 27.14**
malaria 41 | 82 6 | 44 |88
Source of TV/Radio 18 | 36 4 119 |38
information | New ers
sp.ap 16 | 32 2 | 16 |32
Magazines
FrienddRela 14.91**
_ 5 |10 - 5 |10
tives
Hedth
2 4 12| 2 | 4
workers

* ggnificant at 5% **highly significant

The result reveaed that the chi square analysis of the association

between the overall knowledge on prevention and control of malaria

among mothers and the socio-demographic variables such as education,

type of drainage, previous history of malaria and source of information

were significantly associated and some of the other variables like age,

occupation, family income, type of family were not significantly

associated.




Table4.5.3: Association between the pretest knowledge of mothers

regarding prevention and control of malaria with selected socio-

demographic variables.

Level of knowledge

Total

Demogr aphicvariables Inadequate | Moderate df ??
No. |[% | No. | % |[No. | %
15-20 yrs 5 (10| 1|2 6 |12
21-25 yrs 11 |22 2 | 4| 13 |26
Age 3 0.005
26-35 yrs 17 |34| 3 | 6 | 20 | 40
3645 yrs 9 (18| 2 | 4|11 |22
Primary 16 | 32| - - | 16 | 32
Highschool | 19 |38 1 | 2 | 20 | 40
Education Higher 3 | 16.72**
7 14| 5 |10 12 | 24
secondary
Graduate 2 | 4] 2 2 | 4
Coolie 15130 | 2 17 | 34
_ Employee
Occupation _ - |- | 2 |4|29|58| 2| 425
(private)
Housewife | 27 (54| 4 | 8 | 4 | 8
<2000 5 (10| 1 | 2 12
Family 2001-4000 14 128 1 | 2|15 |30 3 )93
Income 4001-6000 15|30 4 | 8|19 |38 '
>6001 8 |16 2 | 4| 10 |20
Small 27 |54| 3 | 6 | 30 |60
Type of :
_ Joint 8 |16 3 | 6 | 11 | 22| 2 1.24
Family
Extended 7 (14| 2 | 4| 9 |18




Vesss 35 |70 10| 40 | 80
Water
Overhead 1.82
Storage 7 |14 6 | 10 | 20
tank
Open 9 |18 6 | 12 |24
Type of Closed 31 | 62 34 | 68 141
drainage Kitchen |
2 | 4 4|1 4 | 8
garden
Previous Yes I 12| 6 |12
history of NG 35.8%*
malaria 42 | 84 4 | 44 | 88
Source of TV/Radio 19 | 38 2|19 |38
information  New ery
sp.ap 16 | 32 2| 16 |32
Magazines
Friends/Rela 11.88**
_ 5 110 - 5 |10
tives
Health
2 | 4 12| 2 | 4
workers

* Significant at 5%; * *Highly significant

The result reveaed that the chi square analysis of the association

between the overall knowledge on prevention and control of malaria

among mothers and the socio-demographic variables such as education,

occupation, previous history of malaria and source of information were

significantly associated and some of the other variables like age, family

income, occupation, water storage, type of family were not significantly

associated.




DISCUSSION

The study was focussed on assessing the knowledge of mothers
regarding prevention and control of malaria The discussion was
described under the following headings.

? Socio demographic variables of mothers.

? Anaysis of effectiveness of planned teaching programme on
prevention and control of malaria.

? The relationship between the knowledge of mothers with selected
socio-demographic variables like age, education, occupation,
family income, type of family, method of water, storage and type
of drainage.

Socio Demogr aphic variables

Among 50 mothers 6(12%) belonged to the age group of 15-20 yrs,
13(26%) belonged to the age group of 21-25 yrs. 20(40%) of mothers
belonged to the age group 26-35 yrs and 11(22%) of mothers belonged to
the age group of 36-45yrs.

Out of the 50 mothers, 20(40%) had high school education,
16(32%) had primary school education,12(24%) of them had higher
secondary education and 2(4%) of them had graduate level education.

Out of the 50 mothers, 29(58%) were housewivesunemployed,

17(34%) of them were coolie, 4(8%) were private workers.



Among 50 mothers, 19(38%) had monthly income between 4001-
6000, 15(30%) had between Rs 2001-4000, 6(12%) of them had monthly
income below 2000 and 10(20%) of the mothers had monthly income of
above Rs 6000. Out of the 50 samples majority 30(60%) belonged to
small family and 20(40%) belonged to joint families.

Among 50 mothers, 40(80%) were using vessels for storing water,
and 10(20%) were using overhead tank for water storage.

Among the 50 mothers, 34(68%) of them were having closed
drainage system, 16(32%) were having open drainage system.

Among 50 mothers, 38(76%) had no water stagnation near the
house and 12(24%) had water stagnated near the house, 6(12%) of them
had previous history of maaria.

Analysis of effectiveness of planned teaching programme

Knowledge of mothers regarding prevention and control of malaria
divided into three for easy understanding.

Inadequate : Below 50%

Moderate : 50%-70%

Adequate : Above 70%

Results revealed that the mothers 42(84%) were having inadequate
knowledge regarding prevention and control of malaria during pre test

and 8(16%) had moderate knowledge which was increased to 9(18%)



moderate level knowledge in post test, 41(82%) had adequate level of
knowledge.

Daboer. JC, etal, (2010) conducted a study on knowledge and
treatment practices of malaria anong mother and care givers of children
in the urban dums of Jos, Nigeria. The result revealed a low level
knowledge (49%) among the mothers and care givers. This study
supports the present study to improve the level of knowledge of mothers
and care givers on treatment practices.Findings of the study revealed that
the mothers having inadequate knowledge regarding malaria during pre-
test 41(82%) and 9(18%) moderate knowledge was increased to 39(78%)
had adequate and 11(22%) had moderate level knowledge. None of them
were having inadequate knowledge during the post-test.

Rakshani. F, etal, (2003) conducted a study on knowledge,
perceptions and prevention of malaria among the married women in
sistern va Baluchistan, Idamic Republic of Iron. The result showed that
magjority of the women (85%) had inadequate knowledge regarding the
prevention of malaria. This study supports the present study and $ows
that women have to improve their knowledge regarding prevention of
malaria

Results of the study revealed that the mothers having inadequate
knowledge regarding prevention and control of malaria during pre-test

42(84%) and 8(16%) were having moderate knowledge which was



increased to 41(82%) had adequate and 9(18%) had moderate level
knowledge during post test.

By comparing the pretest and post test knowledge on prevention
and control of malaria, mothers were having inadequate level of
knowledge 84% and increased to adequate level (82%) after the
administration of planned teaching programme on prevention and control
of malaria.

The Relationship between the Selected Socio-Demographic Variables
and pretest knowledge.

The present study reveals that there was no significant relationship
between the mothers knowledge on prevention and control of malaria
with age, family income, type of family, water stagnation. But there was
significant relationship with educational status, occupation, previous
history of malaria, water storage, method of drainage and source of
information of mothers with knowledge leve.

SUMMARY

This chapter dealt with analysis and interpretation of the data

collected from tuberculosis patients with the help of semi — structured

interview schedule and discussion.



CHAPTERV

SUMMARY, FINDINGS, CONCLUSIONS,

IMPLICATIONSAND RECOMMENDATIONS

This chapter deals with summary of the study, its findings and
conclusions. The implication of planned teaching programme to improve
the knowledge of mothers regarding prevention and control of malaria,
recommendations of the study.

SUMMARY OF THE STUDY

The main aim of the study was to evauate the effectiveness of
planned teaching programme in terms of gain in knowledge of mothers
regarding preventionand control of malaria.

The objectives of the present study were
1. To assess the knowledge of mothers regarding prevention and
control of malaria before administering teaching programme.
2. To develop and administer planned teaching programme on
prevention andcontrol of malaria
3. To find out the effectiveness of Planned teaching programme in

Improving the knowledge of mothers by Post Test.

4. To compare the pretest and post test knowledge score of mother’s

regarding prevention and control of malaria.



5. To explore the relationship between pretest knowledge scores with
selected demographic variable like age, education, occupation,
family income, method of water storage, and drainage system.

The study attempted to examinethe following resear ch hypothesis

Hy The mean post test score of the subjects after planned teaching
progranme with regard to the knowledge on prevention and
control of malaria will be significantly higher than their pretest
score.

H,: There will be dignificant relationship between selected
demographic variables and knowledge level of mothers regarding
prevention and control of malaria.

The conceptua frame work adopted for this study is based on the
context input, process and product (CIPP) model developed by stuffle
beam, which provides a comprehensive systematic ongoing frame work
for programme evaluation.

The review for the related literature enable the investigator to
develop the conceptual frame work, semi-structured interview schedule,
develop planned teaching programme on prevention and control of
malaria, determine the methodology for the study and plan for analysis of
datain the most effective and efficient way.

The research approach adopted for the study was Quas-

Experimental with one group pre-test post test research design.



The instrument developed and used for the presentation was semi
structured interview schedule, which consisted of 2 parts. Part | consists
of 17 items related to socio-demographic variables. In Part [, Section A
consists of 10 items related to knowledge on maaria, Section B consists
of 24 itemsrelated to knowledge of Prevention and control of malaria.

The content validity of the tool was established on the basis of
expert’s judgments. The semistructured interview schedule was carried
out for selected 10 mothers to find out the reliability. The reliability of
the tool was established by split half technique. Co-relation co-efficient
of knowledge test was 0.90. The instrument was found to be reliable and
feasible.

Teaching programme was planned on prevention and control of
malaria was organized in sequence and continuity. They were prepared to
enhance the knowledge level of mothers regarding Prevention and control
of malaria. Based on the evaluative criteria check list developed by the
investigator, PTP was validated by 7 experts with the assistance of
language experts and also the PTP was trandated into Tamil.

Pilot study was conducted in the month of October 2010. The
purposes of the pilot study were,

1. Tofind the feasibility of conducting final study.

2. To determine the method of statistical anaysis



Teaching programme was tested for its effectiveness.

The final study was conducted in the month of November 2010 at
Karattuppalayam, Tiruchengodu Taluk, Namakkal District. Teaching
strategies were tested for its effectiveness by one group pre-test post test
research design. Simple random sampling technique was used to select
the sample. The sample consisted of 50 mothers. Confidentiality was
assured to the subjects and pretest was given and the teaching strategy
was administered to the group of mothers and post-test was given one
week after the administration of PTP for the same group of mothers.

The data gathered were anayzed and interpreted in terms of
objectives. Descriptive and inferential statistics were used for the data
analysis.

MAJOR FINDINGS OF THE STUDY

& Among 50 mothers 6(12%) of mothers between 15-20 Yrs,
13(26%) of mothers between 21-25Yrs, 20(40%) of mothers
between 26-35 Yrs and 11(22%) of mothers between 36-45Y'rs.

& Out of the 50 mothers 20(40%) had high school education,
16(32%) primary school education, 12(24%) of them had higher
secondary education and 2(4%) of them had graduate level
education.

& Out of the 50 mothers 29(58%) were unemployed/ house wives,

17(34%) were coolie and 4(8%) were private employees.



& Among 50 mothers 19(38%) of the mothers had monthly income
between 4001-6000, 15(30%) had between Rs. 2001-4000,
10(20%) of the mothers had monthly income of above Rs. 6000
and 6(12%) of the mothers had family income below 2000. Out of
the 50 samples majority 19(38%) belonged to nuclear family.

Findings Related to Effectiveness of Planned Teaching Programme
Mothers had inadequate knowledge regarding Prevention and
control of malaria.

& The mean percentage of overall pre test knowledge score was
28.28(32.88%)

& The mean percentage of overall post test knowledge score on
malaria was 66.58(77.4%)

& The mean percentage of pretest knowledge score on malaria was
7.6(34.54%)

& The mean percentage of post test knowledge score on malaria was
17.4(79%)

& The mean percentage of pretest knowledge score on Prevention and
control of malaria was 20.68(32.31%)

& The mean percentage of post test knowledge score on prevention
and control of malaria was 49.36(77.12%)

& The post-test mean score percentage was higher than the pre-test

mean score percentage.



& The mean knowledge score 28.28 with SD percentage 9.08%
before the planned teaching programme had increased to the mean
knowledge score 66.58 with 6.18% SD after planned teaching
programme. It shows the effectiveness of planned teaching
programme.

& By comparing the overal pre test and post test knowledge on
prevention and control of malaria among the selected subjects, they
had below average knowledge 42(84%) and it was increased to
41(82%) adequate and 9(18%) moderate level through the
administration of planned teaching programme on prevention and
control of malaria.

& By comparing the pre test and post test knowledge on malaria
among mothers ,they had below averaged41(82%) and moderate
level 9(18%) and it was increased to 39(78%) adequate and
11(22%) moderate level through the administration of planned
teaching programme on prevention and control of malaria

& By comparing the pre test and post test knowledge on prevention
and control of malaria among mothers, they had below average
knowledge 42(84%) and moderate 8(16%) and it was increased to
44(88%) adequate and 6(12%) moderate level after the

administration of planned Prevention and control of malaria.



& The paired ‘t' test was highly significant (p>0.01) and it indicates
that the intervention was very effective in increasing knowledge on
Prevention and control of malaria among mothers.

Findings related to the relationship between the knowledge levels of
motherswith selected demographic variables

The investigator tries to find out the relationship between the
knowledge of mothers with age, education, occupation, family income,
type of family, method of drainage system. The chi-square test was used
to determine the statistical significance; it was found that the education,
occupation, type of drainage, previous history of malaria and source of
information were significantly associated and remaining variables such as
age, family income, and type of family were not significantly associated
with pre test knowledge.

The present study reveals that there was significant relationship
between the knowledge of mothers regarding malaria with the selected
demographic variables such as education, type of drainage, previous
history of malaria in the family and source of information. But there was
no significant relationship with age, occupation, type of family and
family income

The present study reveals that there was no significant relationship
between the knowledge of mothers regarding prevention and control of

malaria with the selected demographic variables such as age, type of



family, type of drainage. But there was significant relationship with
education, occupation, previous history and source of information.
CONCLUSION

The present study reveals that the mothers were having below
average level of knowledge regarding prevention and control of malaria
82% during pretest. The planned teaching programme was introduced to
improve the knowledge of mothers and that showed significantly increase
in knowledge on prevention and control of malaria. The paired ‘t’ test
was highly significant that shows that the planned teaching programme
was found to be effective in improving the knowledge level of mothers
regarding prevention and control of malaria.
NURSING IMPLICATIONS
Nursing Practice

Mothers are the key person for protecting the family members from
any disease. The planned teaching programme / training programme by
the health care personnel on prevention and control of malaria to the
mothers will improve their knowledge regarding the Transmission,
prevention and treatment that helps to achieve the prevention of malaria
Nursing Education

Malaria is considered a common condition affecting people from

all over the world. In service education regarding prevention and control



of maaria may be planned to the nursing personnel especialy at
community health centres,

Conferences, workshops, seminars and symposium can be held for
al health professionals and basic workers at village level in identifying
the factors to assessment, diagnosis, treatment and prevention of malaria.
Detailed chapter related to prevention and control of malaria can be
included in nursing curriculum to improve the knowledge of students on
malaria
Nursing Administration

The administrator should initiate health education programme in
the community by utilizing the trained staff and encouraging them to
involve in such activities.

Extend the role in strengthening and designing the primary health
care services as per the felt needs of the community to bring health of
future citizen. Regular follow up services are to be planned in an effective
way to screen them to improve the peripheral approach.

Motivate the VHN's to diagnose and help in treatment of malaria.
They should educate the communities in all aspects of prevention and
control of malaria.

Nursing Resear ch
Nurse researcher snould be motivated to conduct more studies on

malaria.



Nurse researcher should develop concepts to tackle the problems
that causing malaria.

Nurse researcher should develop and validate new strategies to
improve the knowledge and awareness of the communities.
RECOMMENDATIONS

6. The study can be replicated by using a larger sample there by
findings can be generalized.

7. Comparative study may be conducted to find out similarities or
difference in knowledge between urban and rural communities.

8. A study may be conducted to identify the factors which influence
the spread of malaria among the people in the community.

9. A longitudinal study can be done on the public about prevention
and control of malaria

10.Mass and individual regional language health education campaign
can be conducted.

SUMMARY

The chapter dealt with summary magor findings of the study

conclusion, implications and recommendations.
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M.Sc (Nsg) Il year
Vivekanandha College of Nursing.
Trichengodu.
To
THE MEDICAL OFFICER
Govt. Hospitdl,

Tirucnengode.

Sub: Letter seeking permission to conduct the study
Sir/Madam,

| am Mrs.K.Maragathavalli,ll year M.Sc (Nsg) student of
vivekanandha college of nursing,Elayampalayam,Trichengode have
taken a progect on “A STUDY TO EVALUATE THE
EFFECTIVENESS OF PLANNED TEACHING PROGRAMME
ON PREVENTION AND CONTROL OF MALARIA AMONG
MOTHERS IN KARATTUPPALAYAM UNDER
TIRUCHENGODE TALUK, NAMAKKAL DISTRICT, TAMIL
NADU” to be submitted to The TamilNadu Dr M.G.R. Medical
University as a partial fulfilment for Master of Nursing Degree.



OBJECTIVESOF THE STYDY

1

To assess the knowledge of mothers regarding prevention and
control of malaria before administering teaching programme.

To develop and administer planned teaching programme on
prevention and control of malaria.

To find out the effectiveness of planned teaching programme in
improving the knowledge of mothers by post test.

To compare pretest and post test knowledge score of mothers on
prevention and control of malaria.

To explore the relationship between pretest knowledge scores with
selected demographic variables such as age, religion, education,
occupation, type of family, family income, method of water
storage, drainage system.

| would request you to kindly grant me permission to conduct the

study karattuppalayam area under Tiruchengode taluk and also issue

necessary instruction to the mothers to extend their co operation to

undertake my study successfully.

Thanking you
Y ours faithfully,

Place: Tiruchengode

Date:

(K.Maragathavalli)



APPENDIX —-B

From
THE MEDICAL OFFICER
Govt. Hospital,

Tirucnengode.

Sub: Permission to conduct the study in Karattuppalayam under
Tiruchengode taluk, “A STUDY TO EVALUATE THE
EFFECTIVENESS OF PLANNED TEACHING PROGRAMME
ON PREVENTION AND CONTROL OF MALARIA AMONG
MOTHERS IN KARATTUPPALAYAM UNDER
TIRUCHENGODE TALUK, NAMAKKAL DISTRICT, TAMIL
NADU"

With reference to the above letter, it has been informed that, Mrs
K. MARAGATHAVALLI Il year M.Sc (N) student, Vivekanandha
College of Nursing, Elayampalayam, is allowed to conduct the study on
the above stated topic in karattuppalayam under Tiruchengode Taluk,
Namakkal Dt.

With Thanks,

Yours sincerely

THE MEDICAL OFFICER
Govt. Hospital,
Tirucnengode.

Place:
Date:



APPENDIX - C
LETTER SEEKING CONSENT FROM PARTICIPANTS

Dear participant,

I, Mrs.K Maragathavali, 11-Y ear, M.Sc(N)., student, Vivekanandha
College of Nursing, Tiruchengode, is interested to assess the knowledge
level of mothers regarding prevention and control of malaria and provide
teaching programme to improve the knowledge. The information which
you are giving will be kept confidential and will be used only for this
study. Please participate in this programme by answering my questions
honestly and state your willingness to participate in this study.

Thanking you,

Y ours Sincerely

CONSENT FROM THE PARTICIPANTS
| understand the purpose of this study and | am willing to

participate in this study.

Signature



APPENDIX -D
LETTER FOR VALIDATION OF THE TOOL

From
MRSK.MARAGATHAVALLI,
Il year M.Sc (Nsg),(Speciality -Community Health Nursing),
Vivekanandha College of Nursing.
Trichengode.
To

Through
The Principa,
Vivekanandha College of Nursing,
Elayampalayam, Tiruchengode.

Sub: Request for the content validation of the tool.

Sir/Madam,

|  MrsK.Maragathavalli,Il year M.Sc (Nsg) student of
Vivekanandha College of Nursing,Elayampaayam,Tiruchengode have
taken a proect on “A STUDY TO EVALUATE THE
EFFECTIVENESS OF PLANNED TEACHING PROGRAMME
ON PREVENTION AND CONTROL OF MALARIA AMONG
MOTHERS IN KARATTUPPALAYAM UNDER
TIRUCHENGODE TALUK, NAMAKKAL DISTRICT, TAMIL
NADU” to be submitted to The TamilNadu Dr M.G.R. Medical
University as a partia fulfilment for Master of Nursing Degree.



OBJECTIVESOF THE STYDY

1.

To assess the knowledge of mothers regarding prevention and
control of malaria before administering teaching programme.

To develop and administer planned teaching programme on
prevention and control of malaria.

To find out the effectiveness of planned teaching programme in
improving the knowledge of mothers by post test.

To compare pretest and post test knowledge score of mothers on
prevention and control of malaria.

To explore the relationship between pretest knowledge scores with
selected demographic variables such as age, religion, education,
occupation, type of family, family income, method of water

storage, drainage system.

Thanking you,

Yours faithfully,

Enclosures:

1. Certificate of validation
2. Structured questionnaire
3. ScoreKey

4. Evaluation checklist



APPENDIX - E
SEMISTRUCTURED INTERVIEW SCHEDULE

PART-I

SOCIO DEMOGRAPHIC DATA

1.Age
1.1) 1525Yrs
1.2) 26-35yrs
1.3) 36-45yrs

2.Religion
2.1) Hindu
2.2) Chrigtian
2.3) Mudim
2.4) Others

3. Marital status
3.1) Single
3.2) Married
3.3) Widowed/separated

4. Educational Qualification
4.1) llliterate
4.2) Primary school
4.3) High school
4.4) Higher secondary
4.5) Graduate
4.6) any technical course (specify)

5. Occupation
5.1) Collie/Farmer
5.2) Business
5.3) Employed (Private/government)
5.4) Unemployed

6. Family income
6.1) Below Rs 2000/month
6.2) Rs 2001-4000/month
6.3) Rs 4001-6000/month
6.4) Above Rs 6001/month

NN NN NN NN NN NN NN NN AN NN

NN N N

N N N N N N N N N N N’ N N N N N

N N N N



7. Typeof family
7.1) Nuclear family
7.2) Joint family
7.3) Extended family

8. Typeof house
8.1) Hut
8.2) Pucka
8.3) Kutcha
8.4) Mixed

9. How many windows ar e present in the house?
9.1) One
9.2) Two
9.3) Three and above
9.4) None

10. Number of personsliving in the family.
10.1) Two members
10.2) Three members
10.3) above three members

11. Number of children in the family.
11.1) One
11.2) Two
11.3) Three and above

12. Sour ce of drinking water.
12.1) Tap water
12.2) well water
12.3) Bore well water
12.4) any other specify

13. Method of water storage.
13.1) Earthenware
13.2) Vessdls
13.3) Overhead tank
13.4) any other specify

N NN NN N NN NN NN NN NN N

NN NN

NN NN

R N N N’ N N N N N N N N N’

N N N

N N N N



14. Type of drainage
14.1) Open
14.2) Closed
14.3) Directed to kitchen garden
14.5) Recycling

15. | sthereany stagnation of water near your house?
15.1) Yes
15.2) No

16. Have any of your family membershad malaria?
16.1) Yes
16.2) No

17. From whom you have received information about malari
17.1) TV/Radio
17.2) Books/Magazines/Newspapers
17.3) Friends/Relatives
17.4) Health professionals.

AN NN N

a?
(
(
(
(

N N N N’

N N N



PART-II

SECTION-A
KNOWLEDGE OF MOTHERS REGARDING MALARIA

18. What is malaria?
18.1) A fever caused by mosquito bite.
18.2) A non infectious disease.

18.3) A chronic disease with no cure.
18.4) A hereditary disease

NN N N
N N’ N N

19. What arethe causes and risk factorsfor malaria?

19.1) Bite of parasite infected mosquitoes. ()
19.2) Water stagnation. ()
19.3) preservation of water in vessels and tank for

longer duration. ()
19.4) Poor sanitation. ()

20. What isthe mode of transmission of malaria?
20.1) through direct contact with the patient.
20.2) through transfusion of blood.

20.3) through mosquito bite.
20.4) through sharing clothes and utensils.

NN N N
N N N N’

21. What are the major signs and symptoms of malaria?
21.1) Intermittent fever with rigour
21.2) Nausea and vomiting
21.3) Hot flushes with headache
21.4) don't know

AN N N N
N N N’ N

22. What are the common investigationsto diagnose malaria?
22.1) Blood smear examination. (
22.2) Urine examination. (
22.3) Sputum examination. (
22.4) Don't know. (

N N N N



23. When theblood smear will betaken?
23.1) Smear taken just beforethe onset of fever.
23.2) Smear taken during fever.
23.3) smear taken after the fever.

(
(
(
23.4) Don't know. (

N Nl N N

24 What typeof diet to be given tothe patients with malaria?

24.1) Solid diet. ()
24.2) Semisolid diet. ()
24.3) Liquid diet. ()
24.4) Don't know. ()

25.What are the complications of malaria?
25.1) Cerebral malaria.
25.2) Acute rend failure.
25.3) Liver damage.
25.4) Anaemia.

AN NN N
N N N N

26.What is relapse?

26.1) Complete cure from malaria. ()
26.2) Developing resistance to malaria. ()
26.3) Recurrence of malarial symptoms after

primary attack. ()
26.4) Don't know ()

27.What are the reasons to develop relapse?
27.1) Mosquito bite.
27.2) Not completing treatment regimen.
27.3) Parasites persisting in liver.
27.4) Don’'t know.

AN N N N
N N N’ N



SECTION-B
KNOWLEDGE OF MOTHERS REGARDING
PREVENTION AND CONTROL OF MALARIA

28.What are the measures available to treat malaria?
28.1) Supportive measures
28.2) Antimalarial drugs
28.3) Chemotherapy.
28.4) Don't know.

AN N N N
N’ N N N

29.Which is the common antimalarial drug?
29.1) Chloroguine
29.2) Primaguine
29.3) Clindamycine
29.4) Don't know.

AN N NN
N N’ N N

30.What is the dosage of chloroquine?
30.1) 100 mg
30.2) 150 mg
30.3) 200 mg
30.4) don’t know

AN N N N
N N N N

31.How long the drugs are administered to the malarial patients?
31.1) 12 days
31.2) 13 days
31.3) 14 days
31.4) don't know.

AN N N N
N’ N N N

32.What are the sideeffects of chloroquine?
32.1) Nausea and vomiting
32.2) Pruritis.
32.3) Blurred vision.
32.4) dont know.

AN N N N
N N’ N N



33.What are the steps available to manage nausea and
Vomiting?

33.1) Bed rest.

33.2) Administering more fluids.

33.3) Administering antiemetics.

33.4) don't know.

AN N N N

34.Why chloroquine should not be administered in empty
stomach?
34.1) It increases gastrointestinal disturbance.
34.2) It decreases the food metabolism.
34.3) To avoid toxicity.
34.4) dont know.

AN N N N

35.What are the measures available to reduce fever?
35.1) Complete bedrest.
35.2) Blankets during rigor.
35.3) Cold compress during hot stage.
35.4) Administering antipyretics.

AN N N N

36.What is presumptive treatment?
36.1) Treating all suspected and clinical cases (
36.2) Treating all fever cases. (
36.3) Treatment after microscopic confirmation of species. (
36.4) dont know. (
37.What is radical treatment?
37.1) Survey of the malarial cases (
37.2) Treating all fever cases (
37.3) Treatment after microscopic confirmation of malaria. (
37.4) dont know. (

38.What are the measures used to prevent malaria?
38.1) Prevention of man vector contact.
38.2) Prevention of mosquito breeding
38.3) Destruction of mosquito larvae
38.4) Antiadult measures.

AN N NN

N = N N N N N N N N N’ N N N N N N N’ N’ N

N’ N’ N N



39. What are the measures used to prevent man vector contact?
39.1) Closing the doors and windows in evening. ()
39.2) Using mosquito repellents and vaporizers. ()
39.3) Protective clothing. ()
39.4) Using mosquito nets. ()

40.what is mosquito repellents?
40.1) Natural and chemical substances used to
repel the mosquitoes
40.2) Spraying chemicals on the mosquitoes.
40.3) Killing mosquitoes
40.4) don’t know.

AN N N N
N N N’ N

41 What arethe natural repellents?.
41.1) Citrondlaoil.
41.2) Lemongrass ail.
41.3) Neemail.
41.4) don’t know

AN N NN
N’ N’ N N

42 What arethe chemical repellents?
42.1) Mosquito coils(Martin)
42.2) Odomos
42.3) Dettol
42.4) don’t know

AN N NN
N N N N

43. What type of clothesare used for individual protection?
43.1) Long sleeved shirts and long pants.
43.2) Clothes on thick materials.
43.3) Socks.
43.4) don’'t know.

AN N N N
N N N’ N

44. What type of vaporizers are available?
44.1) Electronic mats (Good night)
44.2) Liquid vaporisers (All out)

44.3) Savlon
44.4) don’t know.

AN NN N
N N N N



45. What are the measures available to prevent and control mosquito

breeding?
45.1) Early diagnosis and treatment. ()
45.2) do not keep the waste items near the house
that can stagnate water ()
45.3) close the pits and depressions near the house. ()
45.4) Adopt measures to control mosquito breeding. ()

46.What are all the measuresto control the larvaes?
46.1) Source reduction of mosqguitoes
46.2) Using larvicides.
46.3) Introducing gambusia fishes into water sources.
46.4) don’t know.

AN N N N
N N N N

47. What are all the source reduction measuresto control mosquito
breeding?
47.1) Reducing mosquito breeding sites.
47.2) Using insecticides.
47.3) Environmental sanitation.
47.4) don’t know.

AN N N N
N N’ N N

48.What are all the available larvicides and insecticidesto control

the spread of malaria?
48.1) Pyrethrum.
48.2) Abate.

48.3) Malathion.
48.4) Paris green.

AN N NN
N’ N’ N N

49. What istheuse of larvicides and insecticides?
49.1) Used to destroy the mosquito larvae.
49.2) Used to destroy the adult mosquitoes.
49.3) Used to reduce the mosquito breeding sites.
49.4) Don’'t know.

AN N N N
N N N N



50. How the larvicides and insecticides are used?

50.1) Sprinkling. ()
50.2) Dusting. ()
50.3) Spraying. ()

()

50.4) Don’'t know.

51.What are all the measuresused to control adult mosquitoes ?
51.1) Personal protection. ()
51.2) Indoor insecticidal spraying. ()
51.3) Outdoor insecticidal spraying. ()
51.4) Environmental sanitation. ()



APPENDIX - F

EVALUATION CRITERIA CHECKLIST FOR THE

VALIDATION OF THE TOOL

I nstructions

The expert is requested to go through the content and give your

opinion in the column given in the criteria table.If the tool is not meeting

the criteria please give your valuable suggestion in the remarks column.

SNO

CRITERIA

YES

NO

REMARKS

1

Basdaline data
The Items on baseline data cover

all the aspects necessary for the

study

Semistructured interview
schedule on knowledge.
a) Relevent to the topic of the
study
b) Content organisation
c) Languageis simple and
ey
d) Clarity of itemsused
e) Anyother suggestions.




APPENDIX -G

CERTIFICATE OF VALIDATION

Thisisto certify that
Tool: Semi structured interview schedule consists of two parts
Part |: Socio demographic variables
Part I1:

Section A:Knowledge on maaria

Section B:Knowledge on prevention and control of maaria

Prepared by Mrs.K. MARAGATHAVALLI,II year M.Sc (Nsg)
student of Mvekanandha College of Nursing, to be used in her study
titted of “A STUDY TO EVALUATE THE EFFECTIVENESS
OF PLANNED TEACHING PROGARMME ON PREVENTION
AND CONTROL OF MALARIA AMONG MOTHERS IN
KARATTUPPALAYAM UNDER TIRUCHENGODE TALUK,

NAMAKKAL DIST, TAMILNADU" has been validated by me.

Signature
Name:
Designation:
Date:



SCORE KEY

Q.NO CORRECT RESPONSE SCORE
SECTION -A
18 18.1 1
19 19.1.19.2,19.3.194 4
20 20.2.20.3 2
21 21.1.21.2.21.3 3
22 22.1 1
23 23.1.23.2 2
24 24.3 1
25 25.1.25.2.25.3.25.4 4
26 26.3 1
27 27.1.27.2.21.3 3
SECTION -B
28 28.1.28.2 2
29 29.1.29.2 2
30 30.2 1
31 31.3 1
32 32.1.32.2.32.3 3
33 33.1.33.2.33.3 3
34 34.1 1
35 35.1.35.2.35.3.35.4 4
36 36.1 1
37 37.2 1
38 38.1.38.2.38.3.38.4 4
39 39.1.39.2.39.3.39.4 4
40 40.1 1
41 41.1.41.2.41.3 3
42 42.1.42.2 2
43 43.1.43.2.43.3 3
44 44.1.44.2 2
45 45.145.2.45.3.45.4 4
46 46.1.46.2.46.3 3
47 47.1.47.247.3 3
48 48.1.48.2.48.3.48.4 4
49 49.1.49.2.49.3 3
50 50.1.50.2.50.3 3
51 51.1,51.2,51.3,51.4 4

Total Score

(o8]
(o)}




gFj; -1

1/ taJd
1/ 1) 15 - 20 tUIK
1/ 2) 26 - 35 tUIkK
1/ 3) 36 - 45 tUIK

2/ kjk
2/ 1) ,ed
2/ 2) fw!jth
2/ 3) , *yhkah
2/ 4) ,ju kj~fs

3/ JlUk= elmy
3/ 1) jiUk=khfhjth
3/ 2) jJiUk=khdth
3/ 3) it - jdijJ thHgth

4 FygijFy
4/ 1) goggwrtwwth
4/ 2) Mukgggss)
4/ 3) caheiyggss|
4/ 4) nkyellyggss)
4/ 5) glljhh
4/ 6) kww bjhHyYFyt

5/ bjhHy
5/ 1) Ty (m) ttrhak
5/ 2) thahghuk
5/ 3) CHah (muR - jdjahh)
5/ 4) ntiy ,yyhjth

6/ FLkg tUkhdk
6/ 1) khjk &.2000FF FH
6/ 2) khjk &.2001- &.4000 tiu
6/ 3) khjk &.4001- &.6000 tiu
6/ 4) khjk &.6001FF nky

7/ FLkgk
7/ 1) rWFLkgk
7/ 2) TILFLkgk
7/ 3) bgha FLkgk



8/ vej tifahd tL
8/ 1) Foir tL
8/ 2) fhdfhl tL
8/ 3) XIL tL
8/ 4) ,twd fyit

9/ fhwnwhll trjFfhf tloy css $ddy
9/ 1) xdw
9/ 2) ,u=zL
9/ 3) %dW (m) %dwwF nky
9/ 4) ,twy VIk ,yiy

10/ tloy trignghhd v=zzfif
10/ 1) ,u=zL eghfs
10/ 2) %dW eghfs
10/ 3) %dW ngUFFk nky

11/ tloy css FHenjfsd v=zz=ziFi T
11/ 1) xdw
11/ 2) ,u=zL
11/ 3) %dwwFk nky

12/ Foeh Mjhuk
12/ 1) FHha eh
12/ 2) fizwWeh
12/ 3) MHFHha Foeh
12/ 4) ntW VjhtJ

13/ Jz=h nrkfFk Kiw
13/ 1) kzghadfs
13/ 2) ghjju=fs
13/ 3) nkyeiny bjhlo
13/ 4) ntW VjhtJ

14/ fHteh btsnawwk Kiaw
14/ 1) jwejbts)
14/ 2) %oaJd
14/ 3) fthatw njhlljjwF gadgLjJjy
14/ 4) kWRHwr



15/ €tlod mUfly Jj=z=h nj " flassjh?
15/1) Mk
15/2) ,yu1y

16/ c*"fs tloy cssthfSTF knyhah teJdssjh?
16/ 1) Mk
16/ 2) ,yuy

17/ knyhah gwwa jftyfis e"fs ahhlk ,UeJd
mwe jhfs?

17/ 1) bjhayffhln - thbdhy)

17/ 2) gjjfk - tiskgu™fs - brajjjjhs

17/ 3) ezghfs - cwtidhfs

17/ 4) Rfhjhu g=zjahshfs



gFjg; - Il
ght - m
knyhah gwwa mwtj jwd

18/ knyhiah vdwhy vdd?
18/ 1) bfhRffoaxdhy VwgLk fharry
18/ 2) bghwWneha myy
18/ 3) ezl Thy. F=ggL jj Koahj neha
18/ 4) gukgmu neha

19/ knyhahtwfhd fhu=k vdd?
19/ 1) xIL==) ghjiffggll bfhR fojjy
19/ 2) eh nj"Fjy
19/ 3) ghjju~Ffs kwwWk bjhlofsy mjif ehlFSTF
efu nrkjJd 1tjjy
19/ 4) Rfhjhu FiwghL

20/  knyhah xUthllkUed kwbwhUtUFfF guttjwfhd
tHKiIwfFs vdd?
20/1) neuoj bjhlhgd %yk
20/2) knyhah nehahsifsid rWeh kwwWk ,u
%yk
20/3) bfhRffoad %ykhf
20/4) nehahsifs gadgLjjia Milfs kwwk
ghjju=fs %ykhf

iiypd

21/ knyhahttd Kffha mwFwfs ahit?
21/1) ulLwlL fharry kwWk FshRuk
21/2) Fklly kwWk thej)

21/3) juyty) kwwk clyrtjjy
21/4) bjhahJd

22/ knyhahit f=lwak ghnrhjad Kiwfs ahit?
22/ 1) ,ujjg ghnrhjad
22/ 2) rWeh ghnrhjad
22/ 3) vrny ghnrhjad
22/ 4) bjhahJd



23/ knyhahit cWjbraa vgbghGJ ,ujj khjih vLTfF
nt=Lk?
23/1) fharry tUtjwF rwW Kdg
23/2) ftharryid nghJd
23/3) fharrYfFg gwF
23/4) bjhahJd

24/ knyhiah nehahsfF Vw cz=ztKiw vJ?
24/1) jJil c=t
24/2) bkdikahd c=t
24/3) Jjut c=t
24/4) bjhahJd

25/ knyhahtid gdtiistfs ahit?
25/1) %1 s ghjigg
25/2) r\Weuft ghjigg
25/3) Fyyuy ghjigg
25/4) ,ujgnrhif

26/ knyhah kWtut vdwhy vdd?
26/1) knyhiah KGikahf F=zkiljy
26/2) knyhiah vjihgg rfj mjfhyjy
26/3) Kjy jJhfFjJYTF gwF k=Lk knyhah
mwFwfs tutJd
26/4) bjhahJd

27/ knyhiah kWtutwfhd fhu="fs ahit?
27/1) bfhRffo
27/2) kUedfis Kiwahf vLjIT bFfhsshkyUggJd
27/3) knyhah xIL=z=zjfs fyyuylyy ,UggJd
27/4) bjhahJd

ght - M

28/ knyhahit F=ggLjj cjtk tHKiwfs ahit?
28/ 1) Mjuthd Kiwfs
28/ 2) knyhiah vjihgg khjjimufs
28/ 3) Fnkhbjug
28/ 4) byhahJd



29/ knyhiah vjihgg khjjiau v3?
29/1) FnshnuhFad
29/2) giaukhFad
29/3) fisizlhiknd
29/4) bjhahJd

30/ FnshnuhFad khjjisuad mst vdd?
30/1) 100 ky¥y/
30/2) 150 ky/fy/
30/3) 200 ky/¥y/
30/4) bjhahJd

31/ knyhiah khjjiaufis vttst ehlfs vLjJfbfhss
nt=Lk?
31/1) 12 ehlfs
31/2) 13 ehlfs
31/3) 14 ehlfs
31/4) bjhahJd

32/ knyhah khj jisufs)d gffuistfs vdd?
32/1) Fklly. thej) kwWk tawWty)
32/2) mhigg
32/3) k*fyhd ghhit
32/4) bjhahJd

33/ Fklly kwwk thejina rkhsfFk Kawfs ahit?
33/1) KG Xat
33/2) mjifkh¥ eiu vLjIF bfthsSjy
33/3) thej) jLgg khjjiaufs
33/4) bjhiahJd

34/ FnshnuhFad khjjpisuma vd btwWwk tawyy vL jIF
bfhss TI1hJ?
34/1) Fly. taW cghijra mjfhfFk vdgjhy
34/2) czt Su=zjij FiwfFFk vdgjhy
34/3) erRjjdiakia FawggjwFhf
34/4) bjhahJd



35/ fharriy Fiwggjwfhd tHKiwfs ahit?
35/1) KGikahd Xat
35/2) FshRuj jidnghd fkgs) cgnahfijjy
35/3) clybtggeny mjfhfFFknghd FSikahd euhy
Xjjlk bfhLjjy
35/4) fharry vjihgg khjjiaufs bfhLjjy

36/ af rhrir vdwhy vdd?
36/1) renjfjjwFha nehahs FSTF khjjinu
bfhLjjy
36/2) fharry cssthfSTF klLk khjjisu bFfhLjjy
36/3) knyhahst cWj) brajgd khjjiau bfhLjjy
36/4) bjhiahJd

37/ gu=z rhrar vdwhy vdd?
37/1) knyhah nehahsfis f=fbfLjjy
37/2) madjJ fharry nehahs/FSTFk khjjimu
bfhLjjy
37/3) knyhahit cWj) brajgd khjjisu bfhLjjy
37/4) bjhahJd

38/ knyhahit jJLFfFk Kiwfs vdd?
38/1) Ra ghJdfhgg Kiwfs
38/2) bfhRffsid cwgjjiia jLjjy
38/3) bfhR gGffais mHjjy
38/4) tshrnanlej bfhRffis flLggLjJdjy

39/ Ra ghJdfhgg Kiwfs ahit?
39/1) khiy neujjiy Fjt kwwk $ddyfis miljjy
39/2) bfhR tiulofs kwWk jut bfhR mHgghdfis
gadglL 3Jjy
39/3) ghJdfhgghd J=iFis m=z|)Jy
39/4) bfhRtiyfis cgnahfijjy

40/ bfhR tulofs vdwhy vdd?
40/1) bfhRTFis tiulo moggjwfhf gadglL jjgglLk
,awifahd kwWk ,urhad bghUIfs
40/2) ,urhad " fis bfhRffsd kJ bjsijjy
40/3) bFfhRfFis bfhyYjy
40/4) bjhahJd



41/ ,awifahd bfhR tulofs ahit?
41/1) rinuhbdyyh v=zb=a
41/2) bykdfiuh* v=zb=a
41/3) ntghg=b=a
41/4) byhahd

42/ ,urhad bfhR tulofs ahit?
42/1) bfhRthjjir RUs
42/2) Xnlhkh>*
42/3) blllhy
42/4) byhahd

43/ vejtijkhd Milfis bfhRTFs)Ik , UeJd
ghJdfhggjwfhf m=@a nt=Lk?
43/1) i ffis kiwfFFk rlilfs kwWwk eskhd
fthy rlnlfs
43/2) mihj yiahd J=jazyhd Milfs
43/3) thy awfs
43/4) bjhahJd

44 Jut bFfhR ulofs ahit?
44/1) vy Ffluhdif nkl (FI 1el)
44/2) jut ntgiu*h (My mtl)
44/3) nrtyhd
44/4) byhahd

45/  knyhahit  jLjjJYy kwwk  FlLggLjJdtjwfhd
tHKIwfs ahit?
45/1)Kddjhf neha f=zLgoffgglL rfirir tH Fjy
45/2) tlod mUTly css J=z=i1u njff 1tfFk
cgnahtkww bghUlfis efFjy
45/3) gss"fTis %L jy
45/4) bfhR cwgjjima FlLggLjJk KiwfFis
nkwbfthsSjy

46/ bFfhR yhhthffis FlLggL jJk Kiwfs ahit?
46/1) bFfhRffsid cUthffjij Fiwjjy
46/2) yhhth mHgghdfis gadgLjJdjy
46/3) Tkgrah kdfis ehegnyfsy tLjy
46/4) bjhahJd



47/bFhRffsd cUthffjij FflLggLjJdk tHKiwfs
ahit?

47/1) bfhR cwgjjiahFk ,1jij Fiwjjy

47/2) grnf bfhyyfis cgnahfijjy

47/3) RwWggw RFfhjhu nkkghL

47/4) bjhahJd

48/ grrfbfhyyfs kwWwk yhhth mHgghdfs ahit?
48/1) mghijuk
48/2) mngl
48/3) khyj jiahd
48/4) ghh= fihd
49/ grnfbfthyyr kwWk yhhth mHgghdfsid cgnahfk
vdd?
49/1) bfhR gGffis mHjjy
49/2) bfhRFFis mHjjy
49/3) bfhR cwgj jlahFk , 1" fis Fiwjjy
49/4) byhahJd

50/ grrfbfhyy; kwwk yhhth mHgghdfs vtthW knyhah
neha gutay FflLgglLjj cgnahfgglL jjogL fidwJd?

50/1) bysiiy

50/2) Jitjy

50/3) gmfahftk

50/4) bjhiahJd

51/ tshrrnainlej bfhRffis flLggLjJk Kiwfs ahit?
51/1) Ra ghJfhgg
51/2) tlod csgwk grrnfbfhyy) kUejiad bjsijjy
51/3) tlowF btsina grrfbfhyy kUejiid bjsijjy
51/4) R¥fhyhukhd RwWgguk



APPENDIX - H

PLANNED TEACHING PROGRAMME ON PREVENTION

AND CONTROL OF MALARIA

TOPIC : Prevention and control of malaria.
Group : Mothers who are having children.
TIME : 30 Minutes

TEACHING METHODS : Lecture cum discussion
MEDIUM OF INSTRUCTION : Tamil

AUDIO VISUAL AIDS : Chart, Flash Cards, Pamphlet, Flip Chart, Real items.



CENTRAL OBJECTIVES:
The mothers will gain knowledge regarding prevention and control of malaria and adopt the preventive measuresin

their houses to prevent and control the spread of malaria.

SPECIFIC OBJECTIVES:
At the end of the teaching programme, mothers will be able to,

- Define malaria

Enumerate the causes and risk factors for malaria

- Describe the modes of transmission of malaria

- Explain the invedtigations for malaria

- Describe the treatment of malaria.

- Explain about the malarial relapse.

- Explain about the prevention and control of malaria
- Mention the complications of malaria



Time Specific Content Teachers | Learners| AV aids Evaluation
objective activity | activity
Define Maariais afever caused by infection with parasites of genous Defining Listening | Chart What is
malaria plasmodium and transmitted to man by mosquito bite. (mosquito) Maaria?
Enumerate CAUSES OF MALARIA Explaining | Listening | Flash Cards
the causes & Malariais caused by parasites of plasmodium genous micro (Risk
and risk organism. factors for
factors of There are two types of plasmodium seen in india Malaria)
malaria & Plasmodium Vivax

& Plasmodium Fal ciparum
RISK FACTORSFOR MALARIA

& \Water stagnation

& Deforestation

& Migration of People

& Increased rainfall causing more mosquito breeding sites
& Preservation of water in tanks, Vessels for alonger duration

& Poor environmental sanitation




Describe the
mode of
transmisison

of malaria

List the signs
and
symptoms of

malaria

MODE OF TRANSMISSION OF M ALARIA
> Madariais transmitted by the bite of infected female mosguitoes.

> Through blood and organ transplantation,
> Through sharing of needles,

> From an infected mother to newborn. But it israre.

SIGNS& SYMPTOMSOF MILD MALARIA
& Intermittent fever with rigour.

& Shivering followed by sweating

& Hot flushes and head ache

SIGNSAND SYMPTOMSOF CHRONIC MALARIA
# Increased fever
& Vomiting
& Chronic diarrhea
& Chronic dehydration

= Anaemiaand confusion

Explaining

Listening

Pamphlet
(signs &
symptoms
of maaria)

What is the
mode of
transmission

of malaria?

List down
the signs
and
symptoms
of malaria?




Explain the
investigations
of maaria

Describe the
treatment of

malaria

INVESTIGATIONSOF MALARIA

& Blood smear Examination- Examination of blood smear under

microscope will reveal the malaria parasite.

& Smears are taken just before the onset of fever and during the fever

TREATMENT OF MALARIA

1.Presumptive tr eatment-

All the fever cases are assumed due to malaria and administer a single

dose tablet of chloroguine 150mg or according to age.

Agein years Chloroquine Frequency
dose(150 mg base)
01 75mg[half tab] Once daily
1-4 150mg[1 tab] Once daily
4-8 300mg[2 tab] Once daily
814 450mg[ 3 tab] Once daily
14& above 600mg[4 tab] Once daily

? Theaction of chloroquine is autodigestion of parasite cells and

Explaining

Explaining

Listening

Listening

Pamphlet
(treatment

of mdaria)

When the
blood
smears have
to be taken?

What is the
drug given
in
presumptive

treatment?




also it interference with the process of parasites.

? The dosage of chloroquine is 150 mg base.

2.Radical treatment. Treatment after microscopic confirmation of the

species in the blood.

Age Chloroguine (150 mg) Primaquine 2.5 mg
in 1Day 2 day 3 day
years Dose Interva | Dose | Interval | Dose | Intervd | Mg | No.of | Interva
mg mg mg tablets

0-1 1) Once 75 Once 375 | Once - - 0
daily daily daily

1-4 150  Once 150 | Once 75 Once 25 (1 Once
daily daily daily daily

4-8 300 Once 300 [ Once 150 | Once 5 2 Once
daily daily daily daily

9-14 | 450 Once 450 | Once 225 | Once 10 (4 Once
daily daily daily daily

15& | &0 Once 600 [ Once 300 [ Once 15 |6 Once

above daily daily daily daily

Explaining

Listening

Wheat are all
the drugs
givenin
radical

treatment?




Plasmodium falciparum

Age Chloroquine ( 150 mg base) Primaguine (7.5 mg)
1 day 2 day 3 day Interval mg Interval
01 75(1/2) 75(1/2) | 37.5(1) Daily
once
1-4 150(1) 150(1) 75(1/2) Daily 75 Daily
once once
4-8 300(2) 300(2) 150(1) Daily 15 Daily
once once
9-14 450(3) 450(3) 225 Daily 0 Daily
112 once once
15& 600(4) 600(4) 300(2) Daily 14 Daily
above once once

? Thetreatment is given for 14 days.

? Primaguine should not be given for children below one year and

tothe pregnant women.

The side effects of chloroquine are

? Nausea and vomiting

Explaining

Listening

What is the
duration of
themaarid

treatment?




? Stomach ache
? Purities
? Blurred vision
?  Gadtric irritation
# The side effects usually disappear soon after the
withdrawal of chlorogquine
& Chloroquine should been administered in empty stomach
because it increases gastro intestinal disturbances.
3.Supportive measures
& |solation of the patient
& Complete bed rest
& Apply cold compress and ice bags
During shivering cover the patient with blankets and apply warmth with
hot water bags
& The patients clothing should wear light, loose, smooth ard non
irritating clothes during sweating.
& change wet clothes, give a quick sponge and cover the patient. Put

on clean dry clothes and cover the patient with light cotton
blanket.

Explaining

Listening

Chart (side
effects of

chloroquine)

What are
the side
effects of

chloroquine




& Give him sweet drinks {fruit juices} to treat fatigue.

b\

Let the patient deep and make him comfortable.

& Since the digestive process are sowed down during maaria, the
patients are given with liquid diet.

& The patient has to take plenty of fluids that is 3000 ml in 24hrs to
avoid dehydration because the patient loses large amount d fluid
through swesating and vomiting.

& |f nausea and vomiting is not controlled the patient should be
given with antiemetics.

RELAPSE:
Relapse is the recurrence of malarial symptoms after primary attack.
THEREASONSTO DEVELOP RELAPSE:

1. Mosguito bite

2. Not completing the treatment regimen

3. Parasite persisting in liver

PREVENTION OF MALARIA
The measures used to prevent malariaare

1. PERSONAL PROPHYLAXIS PREVENTION OF
MAN/VECTOR CONTACT].

2. PREVENTION OF MOSQUITO BREEDING.

Explaining

Discussing

Listening

Listening

Why liquid
dietis
preferred
during
malarial

fever?

What are
the

measures
used to

prevent

malaria?




3. DESTRUCTION OF MOSQUITO LARVAE.

4. ANTI ADULT MOSQUITO MEASURES.
1. PERSONAL PROPHYLAXIS - protective measures adopted

by individuals and families like using mosquito nets, repellents
and protective clothings.
Preventing the mosquitoes from entering the house:

& Mosquitoes enter the house in the evenings but aso early in the
morning. To prevent the entering of mosquitoes the all the doors
and windows kept closed during these hours.

& Screening of windows with net are effective for preventing the
entry of mosqguitoes.

& Mosguitoes hides in between the clothes and come out during
night. so al the clothes and linen should be kept inside the

wardrobes and cupboards.

Protecting from mosquito bites:

Mosquitoes bite human beings in the evenings with peak activity
after midnight. Therefore protective measures should be used throughout
this period.

& protective clothing

Explaining

Listening

Flash cards
(persond
prophylaxis)

Whet is
protective

clothing?




? Thick materials to avoid mosquitoes gaining access to the
skin.

?  Wear long sleeved shirts, long pants and socks.

& mosquito repellants

? These are substances applied to exposed skin or to clothing
to prevent man/vector contact. The repellent only repels but
does not kill mosquitoes.

? Repédllants are classified into two categories

1.Natural repellants
2.Chemical repellants
Natural repellants: essential oils fram plant extracts

1.citronelaoil

2.lemongrass ail

3.neem ail

Chemical repellants:

1.DEET(N,N — diethyl-m-toluamide)

2. permethrin is effective when impregnated in cloth.

Products containing DEET are available in avariety of liquids,

Explaining

Listening

What are dll
the natural
repellants?




lotions, sprays. the preparations contain 4 100% of DEET.
APPLICATIONSOF REPELLANTS

1.Apply during the biting time of mosguitoes

2. Avoid contact with eyes, nose, mouth, lips.

3. Don't spray on face.

4. Use enough repellents to cover exposed skin or clothing.

5.Avoid over application

6.Wash hands after application of repellents

7. Don't alow young children to use and don’t use it on sensitive and
damaged skin

8. Wash treated skin and clothing.

9. Repeated applications (34 hrs) needed in hot and humid climates.

& |nsecticide vaporizers

These includes
1.Mosquito coils (martin)
2.Vaporizing mats (good night)
3.Liquid vaporizers (All out)
1.Mosquito coils

Used both in indoors and outdoors

One coil serves through the night

Explaining

Listening

Showing
real items
(cails, mats,

vaporizers)

What is the
commercia
name of
liquie

vaporizers?




2.vaporizing mats and liquid vaporizers
Insecticide mat is placed on an eectricaly heated grid,causing the
insecticide to vaporize.
& Mosguito nets
Best and safest means of protection against mosquitoes.
Two types of nets are available
1.Untreated nets

2.Insecticide treated bed nets(ITNs)

? Untreated nets - form a protective barrier against the persons.Net

should be strong and with a mesh size no larger than1.5mm.Nets
are tucked in under the mattress and there are no mosquitoes inside

.Baby nets also available

? Insecticide treated nets — nets are impregnated with insecticides

? Nets are treated at an interval of 6-12 months.

? ITNs permit better ventilation and light than ordinary nets.

Permethrin commonly used in ITNs.
2.PREVENTION OF MOSQUITO BREEDING.

? Throw out old tires, tin cans, empty bottles, jars, buckets, drums

and broken vessels, tender coconut shells and other containers that

Explaining

Listening

What is the
use of
mosquito
nets?




?

?

can stagnate water.

Avoid water stagnation on flat roofs and around the building
structures.

Repair faulty septic systems.

Do not dump grass clippings, papers, polythene bags and other
waste items in ditches.

Cover over head tanks and wells.

Close the pits and depressions near the house.

3.DESTRUCTION OF MOSQUITO LARVAE:

1.Sour ce reduction— Eliminating the mosquito breeding sites,using

insecticides and proper environmental sanitation.

2Useof larvicides - used to destroy the larvae in the breeding sites.

Two types of larvicides are

Chemical larvicides and biologica larvicides

& Chemical larvicidesare
Abate

Malathion

Pyrethrum and Paris green

& Abate 500 EC [Themiphos] isused in water collections.

Explaining

Listening

Why water
should not
be allowed
to stagnate
near the
houses?




& Fenthion isaso used in water collections

# 1% Paris green is prepared by combining with road dust, ash
powder or charcoal powder and dusted on surface water to
suffocate the larvae.

& Chemical larvicides have to be used twice a month.

& Biological larvicides- arelarvicida fishes. They eat up and
destroy the mosquito larvae.

& Guppy, gambusia are larvivorous fishes.

& These fishes can be introduced into wells, tanks, ponds, lakes and
other water sources.

& The fishes are available at municipa boards and urban area
authorities.

4 ANTI ADULT MEASURES

1.Personal protection:

Protective clothing
Mosquito repellents
Insecticide vaporizers

Mosquito nets
2Adult insecticidal sprays:
Application of insecticides in the form of fog or mist into the air.

Explaining

Explaining

Listening

Listening

What is the
use of
larvicidal
fishes?

What
insecticide
is used for
indoor
insecticidal
Spraying?




Metion the
complications

of malaria

Indoor spraying and outdoor spraying
Indoor_spraying — spraying of the walls and other interior surfaces of the
house by house hold aerosol sprays.
? Doors and windows are kept closed for 510 mts
after spraying.
?  Pyrethrum 2% is used for spraying
? Maathion 25% also used.
? Spraying repeated every six months
Qutdoor spraving - sprays outside the house to kill the mosquitoes.
? Insecticidal dispersion into air by portable spraying machines.
?  95% undiluted malathion is used.
? Repeated once a week.
Theinsecticides are used by
Sprinkling
Dusting
Spraying
CONTROL OF MALARIA

? Early diagnosis and treatment

? |solation of the maarial cases

Explaining

Listening

How the
insecticides
are used to
control




? Report the cases to the health authorities
? Rigid anti mosquito sanitation.
COMPLICATIONSOFMALARIA
?Cerebral malaria: The parasites affects the cerebrum and causes
fits, confusion, paralysis
?Liver damage: The parasites causes Hepatomegaly and
spleenomegaly
? Anaemia: The parasites damages the red blood cells and causes
anaemiaand acute renal failure.
POINTSTO REMEMBER
& Malaria can be fully cured by medicines if regular and complete
treatment is given
& The complete course of medicines must be taken otherwise relapse
may occur.
& Intermittent fever and rigour should be checked for malaria.
& Diagnosis and treatment of maaria are free of cost a all

government health centres.

malaria?




knyhah Kdj LgglkwWk;FlLgghlL K 8 wFs;gwwa
totakFfggll fy
knyhiah:
knyhah vdgJ gish ¥ nkhoak;vd DK;x 1=z zjahy;guggggLk;
xU tu F fharry! , J bfhR Kyk;gutifdwJ/
knyhah tUtjwfhd fhu=z* Fs;:
gsh¥nkhoak; vdDk; Ezzma cahdk; knyhahst
VwgL §;JfwJd/ gsh¥pkhoak; taffFsy, ,uzlL tiffs;
,ejJahty; FhizggLfwI mi t:
1/ gsh ¥ nkhoak; § tthF;¥/
2/ gsh ¥ nkhoak;ghyrighuk/
knyhah tUtjwfhd fFhu=zFs;:

& ehnj " Faujjyl

& mjrFkhd k § HgbghHt]

& bjhlp kwwk; ghjgu~ Fsyy; ezlenhlfs; Jzzuu njFth
1tjjyi

& RThjhuk;F mwghL/

e FhLFas mHj V!

=z kFfs;, IKulL , Ikkhw trjjy!

knyhah neha;gutktij K;:

? gsh¥nkhoak; ghyFFggll bFhR Foggjid; Kyk; knyhah
gutiiwd/

? clywyyknyhah xlLzz| css ,ujjjiaj brYjitjd;
Kyk;kwWk; cly; cWgg[khwW rfir;a r Kykhftk; knyhah
gutihdwJd/

? Cnf s gyhghkhw,bfhstjd;KyKKk;

? knyhah ghjiiffggll jhalkUe;d FHe;a j FF gutifidwJ/



knyhahtd;mwFwTs;:
1/ FsUuld;Toa fharry;ulLtlL tUj V!
2l eLFfkbjhlhed taha t/

3  juytyl

J tu knyhahtid;mwFwTs;:
1/ m jrfkhd Fharry!

2l theji

3/ TL m kahd eh;, Hgg[
4 Suggnrhm ¥/

5/ FHogk!

6/ TL § kahd tawwgnghtF/

knyhah 1 € Fziwak;ghnrhj s dfs;:

& ,ujj Jlty; ghnrhgad ? Fharry; fzithfsd; ,ujj}

J 1ty khjihFrsnrfhgd EznzhFhay;Muhajy/

& ,ujjJ khjhfs;Frarry;tutjwF Kdgk; fharryid;nghJ
vLFFggLk/

knyhah rifirar Kawfs;:

1 aff nhrar ? fharry;

nehahs/fs; midtuak;

knyhah Fharryhf fUj)rfrjir ms)jjyi

taR

khj 3imuad;mst]
(ki)

, 1 l1bts)

on

15k (kg

JidKk:xU Krw

174

150 kify (L Khj 31w v)

JIdKk:xU Kraw

478

300 ki) (2 Knj 3/ u)

JIdKk:xU Kraw

8714

450k 3Khj3Imv)

JIdKk:xU Kraw

147 taJfTF nky;

600 Kif1 (4 KN 3 mv)

JIdKk:xU Kraw




2/

guz rnfirar ? EzpzhfhayxlIL=zz cWjibraaggl]

od;14 enl FSTF gu= rifir;i r tH” FggL k!

gsh ¥ nkhoak; m tthF;¥ ;(14 ehlFs)

FnshnuhFad; g mukhFad,;
150 ki msty; 2/5 ki) JidKk; 14
taJ
ehl FSTF
(tUIK)
Kjy] ,uzihtJ [KdwhtJ | , i lbts) ki |, i lbts
ehs; | ehs; ehs; mst|
- 75 (-1 75(%) 375(-) | jidKk; ? JidKk;
| ’) xU Krw xU Krw
4 150(1) | 150(1) 75 (%) 0 2/5 (1) | JidKKk;
| xUKrw
18 300(2) | 300(2) 150(1) 0 5/02) | JidKKk;
| xUKrw
450(3) | 450(3 225 (1 10/0(4) | JidKKk;
- (3) | 450(3) (1) 0 OIN |
xUKrw
15 & | 600(4) | 600(4) 300(2) 15/0(6) | JidKKk;
taJdfF ] XU Krw
nky;




gsh ¥ nkhoak; ghyrighuk;:

FnshnuhFad; g mukhFad,;
taJd 150 ki mstyy; 715 kifimsty;
(€UIK) [Kjy] ,uziheJ [ KdwhtJ | , 1 Ibts)| kif . 1lbts
ehs; | ehs; ehs; mst]
- 75 (-175(-) 375 () | JidKKk; ? ?
2) xU Krw
4 150(1) | 150(2) 75 (*-2) JidKK; 715 (1) | JidKKkK;
xUKrw xU Krw
18 300(2) | 300(2) 150(2) JidKK; 15/0(2) | JidKKk;
xUKEw xUKEw
914 450(3) | 450(3) 225(1%-) | JidKKk; 30/04(4) | JidKK;
xUKEw xUKEw
15 & | 600(4) | 600(4) 300(2) JidKK; 14/0(6) | JidKKk;
taJdfF xU Krw xUKrw
nky;
? FnshnuhFaid;khj §i 1 vad;mst[150 kfy/
? FnshnhFad; khj Jimvad; brayghL, xILzzFis $u=zk;
bratJdkmjd;tshrrymaj il bratJdk;MFk|
?

gmukhFad; khjjisufFas fhgg=zFSTFk; xU taJdfFk;
Fiwthf css FHejl jFSTRKbFhLFFFT IhJ/
FnshnuhFad;khj jimvad,gFftn stffs;
Fklly;kwWk;thej
tawyV ty,

1
2/
3/
4
5/

m

hagl
k~fia ghh;s t/
taWw cghn j/




& FnshnuhFad; khygimuvad; gFfForstifs; khjjimu
clbfhstn j eWjjatidkawe;d tLk!
= FnshnuhFa 1 d btWk;tawwy;vL j;: 3 fbFth=zihy;, I Fly;
taW cghm g s mjFkhFFk;
3/ Mjuthd KawFs;:
& nehahsFis jdimkggl j J)xatmsFint=Lk/
& Tharry; mjifkhFk; bghGJ Fshej euhy; xjjlk;
bfhLjjy,nt=L k!
& FshRuk; kwiWk; eLTfjjidnghd TFkgsiahy; nghhjj
nt=z| k{
= bkyjhd. bkd;jikahd. cliy cWjjhy Milfis
knyhah nehahs FSTF mzgFF nt= k|
= cly; tahfFk; bghGI cliy Jiljj Rjjkhd
cyhej Milfas mzigFf ntzLkinkYk;cliy
nghh;i € bFh=L nghhg §J nt=| ki
& nehahsiFSTF TFusgag nghfFFEgwFh®  , diggl
ghd ” Fs;(gHrrhW¥s) FoFF Junt=z| k{

# knyhahtidhy; $Su=zrfy) F mwak/ vdnt
nehahsfFSTF jJut cztffs; (F’r. gHrrhiwfs)
Junt=zLkl

& clyy;eh;, Hgig jthgggwih® mjf mst[(3000 kiyr)
eh,bfhLTF nt= LK/
= Fklly; kwWk; thejima FlLggLjj thej; jLggl
khygiaufFs; junt=Lki
knyhah kWtut[vdwhy;vdd >
KJjy;knyhah jhifFjYFfFggwF k=] k;knyhah (30 Kjy;180
ehl FSTFs)nehatUjyl



knyhah kWtutwfhd fhu=” Fs;:
1/ bFhRFFol
2/ kUeJf 1 s KG r kahf vL j;JFfbfhsshky;, UggJd/
3 knyhah xlLzzFs;Fyyuyyy;, Uggd/
knyhah Kdj Lgg[kwWk;FlLgghlL eltofa T:
1/ RaghJdfhgg[(bFhR) kdijd;bghlhig I=zpjJ V!
2l bfhRFFsd,cwgjgimajLjjy!
3/ bfhRoggGTFFas mHjJ V!
4  tshrramlej bFfhnRFFis FlLgglj;djy!
1/ Ra ghJd fhgg[K s wFs;;

& bFhRFFs; bghdthT fimy kwik; khmy ntiastsy;
tlpDsEaHak/vdnt fhiy-khiyntisfsy;Fjt]
kwiwk;$ddyFasmiuljjyi

= $ddyfF s bfhiRFFsgifhkytayfofhzl mu I FF
nt=z| k{

= bfhRFfs; gfyy; Jzkzfsy; ,ilayUed
, Utheuk;btsite;d fofFk,vdgjhy;Ma I fs/d;

& bFhR tulpfs; kwwk; jut bFfhR mHahdFirs
gadgL 33 3Vi

bfhR twlpfs; ? bfhRFFis tulLtjwFhFf gadgL jjoglLk;
rhjd”Fs/
>, aw;i Fahd bfhR twlpTFs;:
1/ ninuhbdyyhvzb=zal
2l bykdfiuuh ¥ ;v=zb=zal
3ntgbhgzbzanghdywtw;aw clyyy;j 1 tufbfhstjd,Kyk;
bfhoFFoayUe;d jogyhk!



,urhaz bfhRtulpfs;:
1/bFhRthj Jir;RUsFs;(khhipd)
2/ Xnlhkh ¥ ;
bghbkghd; DEET (N,N ml<mjy;? M?blhYmukl;)vdw
girnfbthyyfs;, n tfs)yy,gadgL j JoggLHidwJd/ DEET 4-
100% mstyy;cgnahfggl j JogLfwJ/
DEET b j sigghdhFtk; nyhrdhftk; JutkhFek;
i ITAdwJ/
bfhRthj JirRUsFs;:
tlpd;csnsakkwiwk;btsnaak;,gadgLfidwJ/
xU bFhRthj Jir,RUs; , ut|KG n kak;gadgLfidwJ/
bFhR tulpFs;cgnahfggL J. Ik, K mw:
& bFhR FofFFk;fhay. khayntasfsy,gadgLjj nt=Lk/
z nyhrdfs; Ff=z; KFF. tha; cjtifsy; gLkhW
gadgL j 3 £T 1hJ/
& KT jJwF neuhF moFFET 1hJ/ (bjsigghdFs)
&z nyhrdfas Mia I TSTF btshnha bjhak;cly;ghf” FsiYk;
kwik;M m 1 FsiYk; j 1tnt= LK/
& xnuntmsay;mjFkhf g 1€FTIhJ/
& Xnlhkh ¥ ;cgnahfijjogd; s FFas fFGtnt=L K/
& M k=zineug JwF xUK mw cgnahfggL g nt= L k/
jutntgmulhfs;:
1/ vyFluhdFnkl;(FL;ael)? kdyrhug ghy;NIhFFggll
gy i Ffsyynklfuas s tFfnt=zLk/
2l Juentgmurh(My;mtll) ,J jutenyay;, UFFkK;
bfhR tulpFs;MFk!



ghJdFhgghd ME I Ffsm=zijy;:
? mlhjjahd Jzand Mi ITs/
? esFaf itjj) nfriplfs; kwwk; eskhd Thy;
rialfs/
? fhy swFs|
bfhR tmyFfs;cgnahfijjv;:
1 rhjhu=z bFRtuyFs|
2 girnfbfhyy njhaffggl] bfhRtEyfs|

= bFhRtiy kdijd:bFhR , § Ina xU jLgghdhF
cssJ/

« bFfhRtayfFis cgnahfifFk; Kdgl mtwwy;
THry;cssjhvdWghnrhjig I tlL cgnahfiFF
nt=zLk/

= bFfhRtayfFis bkjajfFF moay; edwhf
koj,J uj | nt=z | k! FHe; j ¥FSTfhd
bfhiRt sy FSkHfim I FAdwJI/

& kUengwwggl ] bfhRtayfias (ITN) 612
khj > FSTF cgnahfggL j 3 yhk!

& mghjhd; oirrfhfhyy) TN LY
cgnahfggL j JogoLfidwJ/

2/ bFfhRFFsd.cwgjjraaFfllggLj;Ijy:
1/ giHa lahfs;nj ” FhaxLFs; Fhy)ghlpyFfs; odfFfs;
kwiwk; cualej ghjju’Ffs; kwwk; yjzzuu njFh
B tfFk; gw bghUsFisak; tlpdUfy; ,UeJd
mggivogL 33 nt=z LK



2/

3/

4

5/

6/

tlod; T aufsly; nj > Hags jzzZznu
mggivggL g gnt=Lk{ Flpl FILkhd gF jiF i sr;Rww
eh;nj * khky;ghhy I FpFhss nt=| ki

THteh; FHhafFas mulggl kwiwk; XIml , yyhky;
1t JuUrFnt=zk

THtEhtHIFsIy;gly; ngggh;ohyj J d; § gFs; kwWk;gw
nj 1 tayyhj bghUlfFis iz FFET IhJ/
nkyemyjbghlp kwwk; fizZWFSTF Ko nghlL Ki
nt=z|k{

tlod; mUnf css FH kwWk; gss”Fis euggy;
nt=z k!

3/ bfhRggGFFas mHj 3V

=z bFhR cwgjj) MFK; ,1°Fis mggiggLj,Jtjd;

KyKk; go{rnfbfhyyr kUedFfiEs cgnahfiggjd;
KyKk;bFhRgGFF i s FlLggL j jyhk!

= Ja;i kahd RwiVggivKKk; bFfhR cwgjjima

Tl ggl 3 Ik

bFhRgglcG mHahdF i s cgnanfijjy;:
bfhRggGFFEis mJd cUthFk; ,L1jjnyna mHFF

cjtihdwJd/
1/ mngl;
2/ khy j 3iahd;
3 wghjuki
4/ ghh¥;Fhd/

2 mngl;50 EC (bjkingh 1) eh;ern yFs)y;,gadgL j joggLHidwJ/

z Kkhy j jiahd;25# ehe)n yTs)y;gadgL j JggLHidwI/



& g6 mHgghdfFas ,u=zL khjjjwF xUKaw cgnahfifF
nt=z Lkl
cahd”Fisbfhz| bfiRgGFFias FlLggljdjy::

& Fkginah kdfis ehgiyfsy; tiLknghd. mit
bfhRggGFFas czthf vLjIfhFfh=zL mtwaw
mHETAdwJ/

= ,ej tifahd kdfFfs; Kdrgy;, mYtyfjjiYk;
efuhlnmYty Yk fn I FFk/

4  tshrnaidlej bfiRFFis FlLggL jIkKawFs;

& ghIdFhgghd M a I FEs mzjant=z] K/

& bFhR tulpFs;cgnahfiFfF nt= k!

« bfhiRtayfFiasgadgLjjnt=] kf

girrfrbfhyy; b sigghdFs;
. 1t tlod; csgivk; kwiWk; btsiggiv” Fsiy; girrifbfhyy,

kUe,Jf 1 s gm FahT fhwwy;gutr;brafidwJd/

? tlpd; clgpik; kwiwk; Rthfsyy; s fFjbjsigghdFs; Kyk;
girrFbfhyyrmoFF nt=| ki
m ghjuk;2# kwiwik;khy j giahd;25# cgnahfggL j gL fidwJ/
? bjsgghdfFis cgnahfjj gwkF Fjt] $ddyFias 510

ekl” FSTF Ko s tjjuUFrFfnt=Lk!

-~

? xtbthU 6 khjjjwF xUKEw tlpDs; bjsigghdFs;
cgnahfiFF nt= LK/

? tlpd;, btsna css DbFfhRFFEs mHgggwFhF 95#
khy j giahd;cgnahfgglL j gL HidwJ/

? thuk;xUK w tlpd; btsgikgirrfbfhyyfFis bjsiFf
nt=z| k|



knyhah £1LgghL el tofa Ffs;:

? Kddnu knyhah FzlgoffgglL nrfiriir tH Fjy;
nt=z| ki

? knyhah nehahsiFas jdimkggLj;djy; kwwk; ¥=zpgghd
Rwwogiv RFhjhuj i j nkkgL 33§ y!

knyhahtid,gFF i stffs;:

? Kios ghyigl ? knyhah xlL=zzifs; Kasand ghjij;J
tyigg[ endtHjjy; gFrthjk; nghdws tfiEs
VwgL §, 3 fidwJ/

? Fyyuy; ghgiggl ? knyha xlLzzifs; fyyuiy ghjij;d
Tfyyuy tFfjaj VwgL 3 fwJ/

? L,ujj nrha ¥ ?knyhah xlLzzifs; ,ujj rntggq  Tfs;
nrjoggLjy Luld nrhidf kwwk; rweuf ghjggiad
cUthfFHdwJd/

eidtuy;itjIfbfhssntzpait

» knyhah vdgd xG>fhd Kirwahd rfraradhy;
KG r kahf F=zggL j j ;Toaneha,MFk/

> khjjimufFas Fwggil1 Tthy > fsly; jtwhky;
vLjIfbfhss ntzlLk; ,y;aybadwhy; knyhah
kz Lk jhFFki

» glLulL fharry;kwWk;FshRuk; , Ueghy;knyhahth
vdW ghinrhjij,J Fbfhss nt= | K/

» knyhahtwfhd ghnrhj ad kwwk; rfirar Kawfs;
mudj;J Mukg RFfhjhu emya’Ffs; kwwk; muR
kU j.Jtk s dfsy;Fli zkyyhky;braaggL fwJ/



knyhahs € guggk; bfhR

knyhahi € cUTthfFK, XL ==




knyhiah tUtjwF rhjfkhd Fhu=ifs

tlod mUfly eh nj"fhaUjjy

bjhlo kwwWk ghjjiu®fsyy ezl ehlfs
eiu nrkjJd 1tjjy




RFhjhu FiwghL

knyhiah neha gutk tjk
bfhRffo




kNyhiahttd Mukg mwFwfs
Fsiuld $ba fharry twlLylL tUjy

Tharray njhlhed tahjjy kwWk jayty)

C——

e

&




Jtu kNyhhahtd mwFwfs

mjifkhd fharry




TfL akahd eh , 0gG




knyhahtwfhd rfirir Kiwfs
af mirar (FnshnuhFad 150 ki/1)

taJ khj jimuad khjjimu
mst vL JITbfhsSk
., 1lbts|
0-1 75 ki fi/(1/2) JidKk xXUK 1w
1-4 150 ki/ /(1) JidKk xUKrw
4-8 300 K/T/(2) JIdKK XUK&w
8 -14 450 K/I(3) JIdKK XUKiw
14 kwWK 600 k/T/(4) JIdKK XUK 1w
m jwFnky
gu=z rhrer
knyhiah cWj; braaggllgd juggLk rfirar
taJd FnshnuhFad (150 ki/fj) griukhFad
(2/5 ki/fy)
1k ehs 2k ehs 3k ehs
khjjiiu | , 8lbt | khjjiiu | , ilbts) | khjjiaiu | , ilbts) | khjjiiu | , ilbts)
mst S| mst mst mst
ki/Fy/ ki/Fy ki/ ki/
0-1 75(12) | JidKk 75(U2) | JiIdKk 37/5(1/4) | JidKk — —
XUK 1w xXUK 1w XUKiw
1-4 150(1) JidKk 150(1) JidKk 75(1/2) JidKk 2/5(1) | JidKk
XUKiw XUKiw xXUK iw XUKiw
2-8 300(2) JIdKK 300(2) JIdKK 150(1) JidKK 52) | JidKK
XUK 1w XUK 1w xUKiw xXUKw
9-14 450(3) JidKk 450(3) JidKk 225(1 JidKk 10(4) | JidKKk
xUK 1w xUKEw 1/2) XUK 1w XUK 1w
15 600(4) JidKK 600(4) JIdKK 300(2) JIdKK 15(6) | JidKK
kwWk XUK 1w XUK 1w XuKiaw XUKiw
mjwF
nky




FnshnuhFad khj pimvad gffgistfs

Fklly kwWk thej)




RaghJfhgg Kiwfs

bfhRthjj) RUs




jut bfhRtiulofs

bfhR tiy

ghJdfhgghd Miulfs




cgnahftkww eh nj " Fk bghUsfis mggwgglLjJdjy

bfhR gFhit==k bjhlo kwWk ghjju=Fis %o itjjy

RFhjhukhd RwWggwk




Kjih bFfhR kwWk bFfhRggGffis mHjjy
tLfsy grnfbfthyy kUed mojjy

tyifsy grnfbfthyyr mojjy




eh ny*f ,UFfFk ,I1"Tfsy grnfbfthyy) mojjy/







