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Factors Contributing to Early Marriage of Girls in India

Mary Philip*, Chitra P.**, Nimona Shaka*

Abstract

Objective: In many developing countries early age marriage is associated with
early age pregnancy resulting in mortality and morbidity of mothers and babies.
Early marriage before age 18 is common practice in India, more in certain states
than others.  Uttar Pradesh is one state where early marriage is very common.
This study aimed to identify factors that predicted the early marriage of girls
from urban slums of Allahabad, which is the sixth largest city in Uttar Pradesh
and one of the poorest states.

Methods: As one component of a community intervention, young women
aged 14 to 19 were interviewed in household surveys conducted in poor urban
localities. Interviews were completed with 1351 adolescent girls. Data allowed
us to calculate the cumulative proportion of girls marrying before the legal age
of marriage: age 18 for girls.

Results: Pace of marriage was 16.8 percent girls. Multivariate cox regression
was used to identify protective factors that helped girls survive the event of
marriage.  Significant predictors of a younger age marriage of girls included
lack of high school education, parent’s low education, not living with both parents,
and higher restrictions on mobility after controlling for other influences.

Conclusions: Encouraging high school or higher education of girls, skills for
negotiating access to education and attitudes preferring late age marriage should
each be investigated as possible intervention targets preventing early age
marriage of girls in India.

Keywords: Early Marriage; Social Skills; Self-esteem.
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Introduction

Adolescents are rarely considered a distinct group
with special needs, and so much of the information
is recent and exploratory. It is a developmental stage
with a lot of transitions and changes. For many girls
in India, marriage is an added factor that limits their
adolescence and ends in a quick transition to adult
roles.  This transition has the associated risks of early
pregnancy and childbirth. Young women who have
not achieved full physical maturity are nearly three
times more likely to die of complications in childbirth
(WHO, UNFPA, UNICEF 1989). Research that

separates the effect of pre-existing factors from those
that are due to the timing of the first birth itself is
scarce (Singh 1998).  However, children born to
teenage mothers tend to have worse outcomes with
elevated rates of pre-maturity and low birth weight
(WHO 1989, Kramer 1987, Miller 1993, IIPS and ICF
2017) and poorer developmental prospects in
childhood and adolescence (Fergusson, Horwood
and Lynskey, 1994; WHO 1989). Age-specific fertility
rates in the five-year period before the national family
health survey, 2016 increased from 56 births per 1,000
women to 187 births per 1,000 women age 20-24 and
declined thereafter (IIPS and ICF, 2017). Pregnancy
before age 18 poses high risk of maternal and infant
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mortality (Rustein 2002. Sebastian, Khan, Kumari &
Idnani 2012, Setty-Venugopal & Upadhyay 2002,
Whitworth 2002, WHO 2005).

Marriage occurs in adolescence to a large
percentage of girls in India (Basu, Acharya, Melnikas,
and Amin 2017).  The median age at first marriage is
19 years among women age 20-49 and 24.5 years
among men age 25-49. Forty percent of women age
20-49 marry before the legal minimum age of 18 years
(IIPS and ICF, 2017). Even when there is marginal
increase in the average age at marriage, there has not
been parallel increase in the time elapsed between
marriage and first birth (Mensch, Bruce, and Greene
1998).  Girls face social and familial pressure for
childbearing soon after marriage to prove their
fertility and it also improves their status in the marital
household. Twenty percent of women age 15-19 with
no schooling have already begun childbearing,
compared with only 4 percent of women who had 12
or more years of schooling (IIPS and ICF, 2017). This
paper takes a close look at patterns and covariates of
early marriage of young women from poor
households in urban areas of one of the most
populous and poor states of India.

Methods

The data used in this paper comes from a census
of the adolescents living in 14 urban slums of
Allahabad, India. Thus researchers were able to
examine marriage behavior in relation to the
individual and family background of young people.
The surveys were completed by field investigators
through face to face interviews with respondents.
Ethics approval was provided by the Institutional
review board of Population Council, New York.   All
the adolescents and their parents gave informed
consent before being interviewed. Information was
gathered on diverse issues including education,
employment and savings, reproductive health
knowledge, self-esteem, self-efficacy, mobility and
marriage. The household roster identified 7,572
eligible young people (boys and girls), of whom 6,148
completed the survey. Of the 3,862 girls identified,
3,075 completed the interview- a response rate of 80
percent.

Measures

Early marriage was defined as marriages before age
18.

To identify factors associated with girls’ early age
marriage, items were identified from the survey.

Questions were asked about ‘age of marriage’, ‘age
considered as the right age of marriage’, whether the
girls were currently attending school or had
completed high school, and religion. In addition,
questions about whether the girl was living with
both parents, the girls’ self-rated social skills and
self-esteem, and social skills for negotiating access
to school were available.

Level of education was divided into two categories
with low education defined as no or pre-high school
education only and high education as high school
or higher.

Social Skills were assessed with nine items. Two of
the items (express your ideas to others, convince
others of what you believe in) were scored based on
three response options “never, sometimes, most of
the time”.

Seven other items (taking care of your health,
solving your daily problems, making yourself
understood to other people, listening to other people,
cooperating with other people, asserting your
opinions about issues, initiating activities in a group)
were scored based on three response options “not
good, good, very good”. The Cronbach’s alpha for
the scale formed from these items was 0.69.

The items assessing Self-esteem were “you feel
important to your family as other members, you feel
important to your friends, in a family discussion
parents respect your opinion, you feel you have many
good attributes, parents/in-laws feel you have many
good qualities, capable of doing things like others,
and you feel you are important to your friends” using
three response options -”disagree, neutral, agree”.
Cronbach’s alpha for the scale formed from these
items was 0.73

Statistical Analysis

Data analyses were conducted using SPSS.  Life
table analyses was used to establish the probable
age of marriage after controlling for respondent’s
current age.

Cox regression was used to model predictors of
age of marriage after controlling for the influence of
respondents age at that stage and the probability of
being married.

Cox regressions were run for each of the predictors
to establish the unadjusted (univariate) relationships
to early marriage. The predictors that were examined
included attitude to late marriage, level of schooling,
higher levels of social skills and self-esteem.  Finally
multivariate models were run to establish effects
adjusted for other predictors.

Mary Philip, Chitra P., Nimona Shaka / Factors Contributing to Early Marriage of Girls in India
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Results

Majority of the girls were either 15 or 16 years old.
88% were Hindus. Few of the girls were already
married (14%).

Pace of marriage was estimated by the life-table
method.  As age increased chances of girls getting
married also increased. Hence survival analysis was
conducted after adjusting for current age.  Figure 1
shows the cumulative percentage of those married at
different ages. The marriages at different ages
steadily increased in India. The proportions married
significantly increased after age 17, peaking at age
19, the highest age for which data was collected.

The effects of year of birth, level of education,
religion, living with both parents, self-esteem, and
social skills on the age-specific probabilities of
marriage were estimated using Cox regression (Cox,
1972).  The relative risk of 1 indicates no risk at all.
Relative risk less than 1 indicates the protective
influence of the factor in slowing the pace of
marriage.  The relative risk of greater than 1 indicates
that the associated factors increases probability of
marrying early.  Both unadjusted and adjusted odds
ratios are shown in the Table 2.  Unadjusted odds
ratio is based on a single Cox regression for each
predictor variable. Adjusted odds ratio is calculated
after including all the predictor variables in the
regression equation.

Table 1: Background Information

Table 2: Odds Ratio (and 95% confidence intervals) from Cox Regression

Co-vari ates Unadjusted Odds Ratio 
(Confidence Interval) 

Adjusted Odds Ratio 
(Confidence Interval) 

Schooling 0.32* (0.26 - 0.40) 0.66* (0.52 – 0.85) 
Ideal age of marriage 0.80* (0.75 - 0.86) 0.82* (0.75 – 0.88) 

School social skills 0.83* (0.80 – 0.87) 0.92* (0.88- 0.97) 
Social skills 0.39* (0.16 – 0.98) 0.97 (0.38 – 2.48) 
Self esteem 0.78 (0.44 – 1.38) 1.37 (0.63 – 2.95) 

Living with both parents 0.11* (0.09- 0.14) 0.14* (0.11- 0.18) 
Muslim religion 1.4* (1.0 – 1.95) 1.3 (0.93 – 1.91)  

Fig. 1: Estimated cumulative percentage of girls married by specific ages

Mary Philip, Chitra P., Nimona Shaka / Factors Contributing to Early Marriage of Girls in India

*p<0.05

Background Indicators N (Percent) 

Age 
15-16 years 
17-19 years 

 
1599 (52) 
1476 (48) 

Married 440 (14.3) 

Religion 
Hindus 

Muslims 
Other religious groups  

 
2715 (88.3) 
304 (9.9) 
 56 (1.8) 

Education 
None/primary 

More than primary education 

 
1046 (34) 
2029 (66) 
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Level of education has a large effect on pace of
marriage.  The relative risk associated with schooling
is less than 1 and is significant both in the adjusted
and unadjusted models. Schooling continued to exert
protective influence in delaying marriage even in the
adjusted model.

Those appraising themselves to have higher levels
of social skills were less likely to marry early than
those low in social skills.  Additionally in the
adjusted model those rating their skills to be good
for negotiating schooling opportunities were less
likely to marry early than those low in such skills
(adjusted odds ratio, 0.92, Table 2).  However self-
esteem did not emerge as a significant predictor either
in the adjusted or unadjusted model.

Living with both parents was more protective than
schooling (adjusted odds ratio, 0.14, Table 2).
Unadjusted and adjusted odds ratios were similar
and highly significant.

Although early marriages occur frequently among
women, the respondents did not consider that as the
ideal situation. Girls who responded that marriage
should occur at a later age tended to marry later than
those who believed in early marriage. Surprisingly,
most of those who have had an early marriage
reported a young age closer to their age of marriage
as the ideal age for marriage.  Such a belief is either
required in accepting their marital state or it could
be the result of not experiencing what it is like being
unmarried at young ages.

Discussion

Correlates of early age marriage were examined in
a sample of girls aged 15 to 19 from poor slums in
India. Marriage at an earlier age was found to be less
likely where girls had higher levels of education,
were living with both parents, believed that marriage
should occur at a later age or had better social skills
to negotiate educational opportunities. The tendency
for education to associate with lower rates of early
marriage is consistent with previous research (Basu
1996, Das and Dey 1998, Choe, Thapa and
Achmad 2001).

Government efforts in introducing free schooling
for girls, offering Secondary School Scholarship, and
rations to families as part of mid-day meal scheme
have succeeded in increasing enrolment in formal
schooling, retention and attendance in schools in
India (Kartik 2013).

Poverty has implication on timing of marriage
with the dowry demands making marriages a

financial burden (Basu, Acharya, Melnikas, and
Amin 2017). An analysis of the marriage change in
South India in early 1980s showed that parents are
unwilling to postpone marriage beyond teenage
because of the increased dowry cost for older brides
(Caldwell et al 1983).

Once the father is deceased and the mother has to
manage the expenses of the household, the onus of
finding a suitable groom who does not demand huge
pot of money as dowry becomes an arduous task.
Hence the risk of an early marriage is central. With
the decrease in maternal mortality, presence of
widowers has decreased, pushing the availability of
suitable grooms further down. So it is not surprising
that parents compete for the eligible men by paying
higher dowries.  Hence Bhat and Halli (1999) argue
that it is not education, but marriage squeeze that
has led to the rise in age at marriage.  Marriage
squeeze can also lead to parents opting for young
age marriage of their daughters (Sautmann 2010).

The findings from the present study may have
policy implications in emphasizing that the role of
skills for negotiating access to schooling may operate
to reduce early marriage independently of other
factors.

The underlying relationship modeled in the
regression findings is likely to be interactive and
reciprocal with skills for interpersonal interaction,
skills for interacting with teachers and elders being
both determining and determined by access to school
education (Furnham and Stacey 1991). Previous
research has provided different models suggesting
how education and individual social skills may be
related to late marriage (Balk 1994; CEDPA, 2001).

Conclusions

In conclusion, the late marriage is associated with
higher levels of education and attitudes unfavorable
to early marriage. Findings also provided some
evidence that efforts to create less favorable attitudes
and practices toward early age marriage through
formal programs supported by the schools may be at
odds with traditional values emphasized in some
less educated families and religious groups. Laws
restricting child marriage and accepting dowry in
India are one of the best in world, but the menace of
dowry goes on increasing and child marriages still
continue openly. Higher levels of education and
improving social skills necessary for bargaining for
higher education and late marriage seem to work in
favor of late marriage.

Mary Philip, Chitra P., Nimona Shaka / Factors Contributing to Early Marriage of Girls in India
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Knowledge Regarding Coronary Artery Disease among
School Going Adolescents

Ramya K.R.

Abstract

Behaviours established during the adolescence have long lasting consequences
to the onset of many lifestyle diseases including coronary artery disease in later
life. There is very limited data regarding coronary artery disease related
knowledge and its influencing factors among adolescents. Therefore, it is essential
to understand adolescent’s knowledge before designing and developing
preventive programs focusing on this age group. The main objective of the study
was to assess knowledge regarding coronary artery disease among 252
adolescents studying in selected schools of Thrissur district, Kerala, South India.
A multistage random sampling technique was used. Data were collected using a
self-administered-questionnaire on socio-demographic personal profile and
knowledge on coronary artery disease. Results indicated that none of the
adolescents had adequate knowledge, 77.4% had inadequate level of knowledge,
and the remaining 22.6% had moderately adequate knowledge regarding
coronary artery disease. Better coronary artery disease knowledge was found to
be associated with female gender (p<0.05). The study findings highlight the
importance of initiating programs for the prevention of CAD amongst adolescents.

Keywords: Knowledge; Coronary Artery Disease; Adolescents; Behaviours;
Lifestyle Diseases; Risk Factor.
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Introduction

As per the report of Global Burden of Disease Study,
in the year 1990, there were 5.2 million deaths from
Cardio Vascular Diseases (CVD) in economically
developed countries and 9.1 million deaths from the
same cause in developing countries [1]. An estimated
17.5 million people died from CVDs in 2012 mainly
due to coronary artery disease (7.4 million) and
strokes (6.7 million), representing 31% of all global
deaths [2]. By 2020 Coronary Artery Disease (CAD)
disease is predicted to account for the largest cause
of death and disability in India [3]. In 2000, the overall
prevalence of CAD in India was nearly 3% with 29.8
million people affected [4]. It is estimated that by
2020, about one third of all deaths will be caused
due to coronary artery disease [5].

The higher prevalence of CAD in Indians is
attributed to genetic predisposition and faulty
lifestyle. Though once it was considered a disease of
affluent aged men, it is now striking the affluent
sections and economically disadvantaged alike [6].
Recent studies show that Kerala has the highest
prevalence of CAD among all Indian states with a
high rural prevalence.

Although atherosclerosis clinically manifests in
middle and late adulthood, it is well-known that it
has a long asymptomatic phase of development
which begins early in life, often during childhood.
The first stage of atherosclerosis is manifested as
endothelial dysfunction and can be seen even in
lactating infants and children. In most children,
atherosclerotic vascular changes may or may not
progress, and may regress with advancing age.
However, in some children the process is accelerated
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or more pronounced because of the behavioural risk
factors and environmental exposures.

It is during adolescence individuals commonly
initiate or engage in unhealthy behaviours, such as
unhealthy diet, sedentary lifestyle, alcohol
consumption, and tobacco use. These risk behaviours
adopted during adolescence persist into adulthood
too [7]. Identification of specific behaviours to be
changed by adolescents is an initial step for
behaviour change. A study conducted among
adolescents of Kerala revealed that adolescents were
not aware of the seriousness of the heart disease and
only 14.3% of them thought that CAD is a public
health concern [8].  Also cardiovascular risk factors
are highly prevalent among school children [9].
Importantly, school children lack adequate
knowledge regarding cardiovascular risk factors.
Taking all the evidence into consideration, we
decided to carry out this study with an aim to
understand the level of knowledge about CAD and
the factors influencing among adolescents.

Materials and Methods

A quantitative, cross-sectional, descriptive survey
was conducted among school children studying in
7th class of four selected schools of Thrissur district,
Kerala. A total of 252 school children were included
in the study selected using multistage random
sampling. Permission was obtained from the school
authorities and Directorate of Public Instructions.
Assent was taken from the school children and a
written informed consent was taken from the parents.
The study was approved by Institutional ethics
committee.

Children who were diagnosed as having some
cardiovascular diseases, chronic illnesses, severe
malnutrition, physical and mental defects or not
cooperative were excluded from the study. Data were
collected through a structured questionnaire. The
questionnaire was developed by the researcher after
an extensive literature review and pilot testing.
Validity and reliability was established before
administration. Reliability was established by using
test retest method. The reliability of the knowledge
questionnaire was found to be r = 0.87. The first part
of the questionnaire included items to obtain
information on sociodemographic personal profile
of adolescents. The second section consisted of 24
multiple choice questions with four options to
evaluate the knowledge regarding CAD in three
domains; meaning of coronary artery disease (6
items), its risk factors (6 items), and prevention (12

items). Each correct answer was given a score of one.
The total possible knowledge score was 24 and was
graded as follows

Adequate: 80-100% (Range 19-24)

Moderately adequate: 60-79% (Range 14-18)

Inadequate: < 60% (Range <14)

The collected data were coded, entered in the
master sheet. It was decided to analyze the data by
descriptive and inferential statistics on the basis of
objectives and the hypotheses of the study. The data
was analyzed in terms of descriptive (mean, standard
deviation, percentage) and inferential statistics
(independent t- test, chi-sqaure test/fishers exact
test). A p value of <0.05 was taken as statistically
significant.

Results and Discussion

Section I: Sociodemographic personal characteristics

The mean age of adolescents was 12.29±0.5 years,
majority were male of gender (68.7%), and residing
in rural area (74.6%). The proportion of males were
found to be higher than females in studies conducted
by Bachhani D [10] Bachhani D, Sogarwal R, Gupta
S. NCD risk factor surveillance among school children
in selected states of INDIA

Phase-1 (In collaboration with WHO and DGHS)
Available (59.6% males and 39.4% females) in 5
states of India and Adea A [11] (70.9% males and
29.1% females) in the rural areas of Karnataka.
Majority of the mothers (61.5%) and fathers (69.0%)
of adolescents were educated up to metric. Most of
the mothers were homemakers (59.9%) while
majority of the fathers were engaged in private job
(55.6%). Amal R et al [12] while studying
cardiovascular risk factors among school children
found that majority of the fathers were educated up
to higher secondary level (49%) and majority of the
mothers were educated upto graduation (50%). It
was found that most of the parents were engaged in
higher and intermediate non-manual work; 46% of
fathers and 44% of mothers.

Family history reflects not only genetic
susceptibility, but also interactions between genetic,
environmental, cultural and behavioural factors. Out
of all 49.6% of adolescents had reported family
history of cardiovascular disease. The higher
prevalence of heart disease and hypertension in
setting of present study compared to other states of
India was supported by Bachhani D et al. They found
a strong family history of CVD; hypertension (23%),
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diabetes (13%), heart disease (11%) as reported by
adolescents. Family history of diabetes was highest
in Nellore (21.2%) followed by Thrissur (17.5%).
Thrissur district had the highest rate of heart diseases
(19%) [10].

Majority of the adolescents (97.2%) had no prior
information regarding CAD while  0.8% each reported
health personnel and school curriculum as a source
of information. In a study conducted by Taha  AZ et

al [13] among students, the main sources of
knowledge about health and disease as reported by
both male and female students were television
(58% males Vs. 61% females), magazines (31% males
Vs. 39% females) and daily newspapers (33% males
Vs. 34% females).

Section II: Knowledge regarding coronary artery disease

Fig. 1: Distribution of study participants based on level of knowledge

Table 1: Distribution of adolescents based on domains of coronary artery disease knowledge N=252

Domains Minimum Maximum Mean Std. Deviation Mean Percentage 

Meaning of CAD 0 5 1.89 1.18 31.5 
Risk factor  0 6 2.94 1.28 49 
Prevention 1 10 6.55 1.66 55.5 

Total 1 18 11.38 2.92 47.41 

 

From Figure 1, it is evidenced that at pretest none
of the participants had adequate knowledge, 77.4%
had inadequate level of knowledge, and the
remaining 22.6% had moderately adequate
knowledge. The mean total CAD knowledge score
was 11.38±2.92. The domain of ‘prevention’ scored
highest mean percentage while the domain ‘meaning
of CAD’ had the lowest mean percentage.

Similar findings were seen in studies conducted
among rural adolescent population by Shivali S et al
[14] and Adea A et al [11]. They found that majority
of students had inadequate knowledge regarding
non communicable diseases including coronary
artery disease, its risk factors and preventive
measures including healthy lifestyle practices.
Awareness of lifestyle related risk factors were found
to be low among urban adolescents as reported by
Banerjee A [15] et al from Pune, and Rachel HA [16]
et al from Tamil Nadu. Vanhecke et al demonstrated
that adolescents lack knowledge regarding the risk

of cardiovascular disease and this consequently
corresponds with our own observations as far as the
issue of CAD is concerned [17].

Section III: Association between knowledge regarding
coronary artery disease with selected variables.

Table 2 &3 shows that Chi square value calculated
for finding the association between the level of
knowledge and age, area of living, sources of
information, education and occupation of parents
among adolescents was not found to be significant
at 0.05 level. Significant association was found
between category of knowledge and gender. Also
adolescents with a family history of CVD found to
have better knowledge compared to those who didn’t
at 0.05 level of significance. In contradiction to the
findings of present study Shivali S found better
awareness of NCD risk factors among rural male
adolescents compared to girls [14].

Ramya K.R. / Knowledge Regarding Coronary Artery Disease among School Going Adolescents



International Journal of Pediatric Nursing / Volume 4 Number 1 / January - April 2018

14

Table 2: Association between coronary artery disease knowledge and age, gender, area of living, sources of information among
adolescents N=252

Variable Knowledge Test value DF P value 
 Moderately adequate Inadequate    

Age (years)     
11 0(0.0) 1(100) 0.086 3 0.602 ns 
12 40(22.1) 141(77.9) 
13 17(25.8) 49(74.2) 
14 0(0.0) 4(100) 

Gender      
Male 33(19.1) 140(80.9) 3.960 1 0.047* 

Female 24(30.4) 55(69.6) 

Area of living      
Urban 3(27.3) 8(72.7%) 0.024 2 0.930 ns 
Rural 42(22.3) 146(77.7) 

Periurban 12(22.6) 41(77.4) 

Sources of information regarding CAD     
School 0(0.0) 3(100.0) 0.091 3 0.551 ns 
Media 0(0.0) 2 (100.0) 

Health personnel 0(0.0) 2 (100.0) 
None 57(23.3) 188(76.7) 

 
nsNot significant, *Significant at the 0.05 level, Chi-square/fishers exact probability test

Table 3: Association between coronary artery disease knowledge and education of mother, and education of father among
adolescents at pretest N=252

Variable Knowledge Test value DF p-value 
 Moderately adequate Inadequate    

Education of mother  0.164 4 0.149 ns 
Post graduate 4(40.0) 6(60.0) 

Graduate 20(29.0) 49(71.0) 
Up to Metric 32(20.6) 123(79.4) 

Literate 1(7.1) 3(92.9) 
Illiterate 0(0.0) 4(100.0) 

Education of father  0.045 3 0.919 ns 
Post graduate 3(17.6) 14(82.4) 

Graduate 8(22.9) 27(77.1) 
Up to Metric 41(23.6) 133(76.4) 

Literate 5(19.2) 21(80.8) 
Illiterate 0(0.0) 0(0.0) 

Occupation of mother   0.091 4 0.718 ns 
Farmer 0(0.0) 1(100) 

Own Business 1(8.3) 11(91.7) 
Private Job 13(26.0) 37(74.0) 

Government Job 8(21.1) 30(78.9) 
Homemaker/unemployed 35(23.2) 116(76.8) 

Occupation of father   0.136 4 0.322 ns 
Farmer 4(26.7) 11(73.3) 

Own Business 14(18.2) 63(81.8) 
Private Job 34(24.3) 106(75.7) 

Government Job 4(21.1) 15(78.9) 
Unemployed 1(100.0) 0(0.0) 

 
nsNot significant, Chi-square/fishers exact probability test

Ramya K.R. / Knowledge Regarding Coronary Artery Disease among School Going Adolescents



International Journal of Pediatric Nursing / Volume 4 Number 1 / January - April 2018

15

Implications and Limitations

Nurses play a major role in health promotion and
maintenance in the clinical and non-clinical setting
(community, school, occupational health etc).
Classes/sessions on healthy behaviors including
food habits, physical activity and exercise, screen
time, and tobacco use by school health nurse can be
arranged under the science clubs or health clubs of
the school. The parents as well as the school teachers
should also be involved in these educational
activities. Screening for cardiovascular risk factors
can be arranged for school children.

The present study has few limitations. Accuracy
of the responses to the questionnaire couldn’t be
estimated, however, standardized questionnaires are
expected to provide more accurate data. The results
may be influenced by social desirability. Influence of
mass media and familial influence couldn’t be
controlled.

Conclusion

Knowledge regarding coronary artery disease was
low among adolescents. The study recommends
promotion of supportive environment for
strengthening student-based approaches and
strategic delivery of health education to target risk
behaviors among adolescents.
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A  Pre experimental Study to Assess the Knowledge and Knowledge
on Anemia & its practice among mothers of Primary School Children

V.P. Packia Lakshmi

Abstract

Great advances have been made during the past 50 years in knowledge of
nutrition and in the practical application of that knowledge. According to modern
concepts, school health service is a powerful way of raising health in future
generations. Still they are young ,for betterment of exposure their parents has to
be assessed. For this fact a pre-experimental study to assess the effectiveness of
structured teaching programme on Anemia in terms of knowledge and
knowledge on practice among mothers of primary school children in Omandhu
Ramachandran Middle school, Trichy. Quantitative approach and Pre-
experimental design chosen to conduct study. A self structured tool was developed
to collect data. Sample size N=40 which includes mothers of primary school
children (Mothers of children who had Hemoglobin level between 7 - 11 gm/dl).
Results revealed that pretest mean knowledge score was 31 (Average). While
post test knowledge score was 78 (Adequate) and pretest mean knowledge on
practice score 20.75, post test mean knowledge on practice score 76.88. Correlation
Co-Efficicient applied to find correlation between pretest knowledge and pre
test knowledge on practice (0.394*), posttest knowledge and posttest knowledge
on practice (0.435*), the scores was significant at 0.01 level. Chi-Square applied
there was significant association between post test knowledge and selected
demographic variable such as education significant at p<0.001 level.

Keywords: Effectiveness; Structured Teaching Programme; Anemia;
Knowledge; Knowledge on Practice; Mothers of Primary School Children.

Original Research Article

Author Affiliation
*M.Sc (Nursing), Dr. G.

Sakunthala College of Nursing
College, Tiruchirappalli, Tamil

Nadu 620101, India.

Reprint Request
V.P. Packia Lakshmi,
M.Sc (Nursing), Dr. G.

Sakunthala College of Nursing
College, Tiruchirappalli, Tamil

Nadu 620101, India.
E-mail:

vppackia1982@gmail.com

Received on December 29, 2017
Accepted on January 19, 2018

Introduction

The school-age years represent a time of slow
physical growth, cognitive and developmental
Growth Proceed at rapid rates. Anemia is exceeding
common in infants and children of poor economically
background segment of the society. It develops slowly
and is not clinically apparent until anemia is severe;
even though functional consequences already exist.
Hemoglobin testing is the primary method of anemia
diagnosis.

The knowledge regarding multiple etiology,
Potential strategies for combating iron deficiency and
deficiencies of other micronutrients, iron deficiency

anemia, remain significant public health challenges
for mothers of growing children. It leads to increasing
severity of anemia, increased susceptibility to
infection and greater risk of death. It seriously affects
the growth of the children. Educating mother of
primary school children can prevent the recurrence
of anemia and promote general well being. It helps to
prevent from severity of anemia.

Purpose of the Study

The purpose of study to find out the effectiveness
of self structured teaching Programme regarding
knowledge on anemia and knowledge on practice
among mothers of primary school children.
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Materials and Methods

Pre-experimental one group pre test and post test
design used for this study. The study was conducted
in Omandhu Ramachandran Middle School,
Srinivasa Nagar, Trichy. This school is situated at a
distance of about 2 km away from the Dr. G.
Sakunthala college of Nursing, Thiruvanaikovil,
Trichy. Population comprised mothers of primary
school children in the age group between 6-10 year
with hemoglobin level between 7- 11gm/dl. The
sample consisted of 40 mothers of primary school
children with Anemia.

Non – probability convenient sampling followed.
Data collection instrument Consisted of demographic
data of mothers of Primary  School children, Consisted
of knowledge questionnaire, Knowledge on practice
questionnaire to Assess knowledge on practices
regarding anemia, Hemoglobin estimation
(Sahlis method).

The structured teaching programme was given to
the selected study subjects. Structured teaching
programme was conducted for 4 days. It consists of
information on anemia and contents about basic facts
of anemia, definition, causes, signs and symptoms,
diagnosis, prevention, treatment, and complications
of anemia. The method of teaching was lecture cum
discussion method. The visual aids used are flash
cards and pamphlets. Multiple choice questions on
knowledge questions. A score “one mark” was given
for correct answers and “zero” for wrong answer.
The resulting score will be for adequate knowledge
a score was 76 – 100%, for Moderately adequate
knowledge from 51 – 75%, for Inadequate knowledge
a score less than 50 %.The knowledge on practice
assessed by items rating scale- Always, sometimes,
never. For Favourable, a score from 76 – 100%, for
Moderately favourable a score from 51 – 75%, for Un
favourable knowledge on practice a score less than
50%. The period of data collection was from
14.07.2007 to 24.08.2007. Before starting the study,
the researcher obtained formal permission to conduct
the study, from assistant elementary educational

officer and Head mistress of the Omandhu
Ramachandran Middle School, Trichy. The mothers
were first contacted for rapport development. After
introduction, the investigator explained the purpose
of her study and then obtained oral and written
consent for hemoglobin estimation by Sahlis
Method (Finger Prick Method) and also oral consent
from the primary school children. Hemoglobin
estimation (Sahlis method) was done for 12 children
per day to a total of 120 children. After doing
hemoglobin estimation for 120 children. 40 children
were found to be anemia.

Mothers of those children were intimated to come
to school for assessment of knowledge and
knowledge on practice and giving teaching. Data
collection was done for 10 mothers per day, after
pretest, structured teaching Programme was given
for 30 minutes. After 15 days mother were asked to
come and post test conducted. The research
proposal was approved by the Dissertation
committee of the Dr.G.S akunthala College of
nursing prior to pilot study. Permission was
obtained from the Assistant elementary educational
officer, Trichy. The oral and written consent were
obtained, from each participant of the study before
starting the data collection. Assurance was given to
the subjects that the anonymity of each individual
would be maintained.

Data Analysis and Interpretation

Majority of mothers of primary school children
were age group between 25-30 years (45%), above
30years (37.5%), below 25 years (17.5years).As per
religion hindu (55%) Muslim (7.5%) Christian
(37.5%), Based on type of family (57.5%)were from
nuclear family, 42.5%were joint family, As per
education illiterate (35%) primary education (52.5%)
high school level (12.5%), As per occupational status
unemployment mothers (35%)coolie workers (65%).
As per family monthly income below Rs.2000 (75%),
Rs.2001-Rs3000 (15%), Rs.3001-Rs4000 (5%), Above
Rs.4001 (5%), sources of information obtained from
mass media (5%), remaining had no experience.

Table 1: Frequency distribution of knowledge Scores of mothers of primary school children regarding anemia

Level of Knowledge Study group n=40 
Pre test Post test 

   N % N % 

Adequate (76-100%)     0 0 25 62.5 
Moderately Adequate (50-75%)      3 7.5 15 37.5  

Inadequate (less than 50%)    37 92.5 0 0 

V.P. Packia Lakshmi / A  Pre experimental Study to Assess the Knowledge and Knowledge on Anemia &
 its practice among mothers of Primary School Children
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The table 1 shows that the level of knowledge
during pretest was inadequate among 92.5% of
subjects whereas during posttest was adequate
among 62.5% of the subjects.

Conclusion

From the present study revealed that 92.5% of
mothers had inadequate knowledge, 97.5% of
mothers had unfavourable knowledge on practice
during pretest. After structured teaching programme
post test knowledge was adequate among 62.5%. This
findings was supported by Kimiager, et al (2004)
Educating mothers of children with anemia can
prevent the recurrence and result in general well
being. Bilenko W, et al  (2007) revealed a significant
and inverse relationship between the presence of
anemia and the level maternal knowledge.
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A Study to Evaluate the Effectiveness of a Structured Teaching
Programme on Knowledge regarding Selected Non-Pharmacological
Management of Pre-Menstrual Syndrome among Adolescent Girls in

Selected Schools, Bangalore

Olive Kujur

Abstract

Premenstrual syndrome is a common problem in young girls which adversely
affects their educational performance and emotional well-being. Changing
lifestyle, modifying diet, exercises, yoga, massage and stress reduction can
optimize quality of life and overall health of adolescent girls suffering from
premenstrual syndrome. A pre-experimental one group pre test, post test design
was conducted in selected schools, Bangalore which aimed to assess the
effectiveness of a structured teaching program regarding selected non-
pharmacological management of premenstrual syndrome and its association
with its demographic variables. Data were collected from 60 samples by non-
probability purposive sampling technique which was used by structured
knowledge questionnaire prepared by the investigator to assess the effectiveness
of a structured teaching program. Paired t-test value was 39.76, and the pre test
score which was 40.4% and the post test score which was 83.0% significance
difference between pre test and post test score was 42.6%. It reveals that the
structured teaching program was highly effective. There was a significant
association among adolescent girls with their demographic variables at (p 0.05)
level of significance. This study finding indicate that the Structured Teaching
Programme was effective in enhancing the knowledge of adolescent girls
regarding selected non-pharmacological management of premenstrual syndrome
in selected schools, Bangalore.

Keywords: Premenstrual Syndrome; Modifying Diet; Exercise; Stress Reduction;
Adolescent Girls; Structured Teaching Programme.
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Need of the Study

Worldwide more than 1.2 billion are adolescents
and about  21% of Indian population are adolescents
(243 million). Young and growing children have poor
knowledge and lack of awareness about physical
and psychological changes that occurs during
adolescence and the ill health affecting them.
Premenstrual Syndrome is described as a collection
of predictable physical, cognitive, affective, and
behavioural symptoms that occur cyclically during
the luteal phase of the menstrual cycle and resolve
quickly within a few days of the onset of
menstruation.

The typical symptoms of premenstrual syndrome
normally involve the symptoms related to mood
changes and physical conditions – like headache,
fatigue, bloating, sleep disturbances, nausea, and
breast tenderness. Premenstrual syndromes affect
their educational performance, emotional well-being
and daily activities.

Today’s life style factors are also associated with
the severity of premenstrual syndrome. Therefore
changing lifestyle, modifying diet, exercises, stress
reduction and provision of services by health
providers, can optimize Quality of life and overall
health of women suffering from Pre Menstrual
Syndrome. There are two methods for premenstrual
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syndrome management - pharmacological and non-
pharmacological. Since non-pharmacological
management has no side effect and from the available
literature reviewed it is evident that it has a significant
effect in minimizing the severity of premenstrual
syndrome.

Improper lifestyle among the adolescent girls
causes a rise in the premenstrual syndrome cases;
hence the study is of a particular interest of the
researcher as the adolescent girls should be educated
to manage the problem accordingly. This will also
enlighten their hearts and minds towards prompt
management.

Therefore, the researcher found it relevant to
evaluate the effectiveness of a structured teaching
programme on knowledge regarding selected non-
pharmacological management of premenstrual
syndrome among adolescent girls in selected schools
in Bangalore.

Objectives are as Follows

• Assess the level of knowledge of adolescent girls
regarding selected non-pharmacological
management of pre-menstrual syndrome.

• Evaluate the effectiveness of a structured teaching
programme on knowledge of adolescent girls
regarding selected non-pharmacological
management of pre-menstrual syndrome.

• Determine the association between the mean pre-
test knowledge scores of adolescent girls
regarding selected non-pharmacological
management of pre-menstrual syndrome with
their selected socio-demographic variables.

Research Approach

A quantitative pre-experimental approach was
adapted for this study since the investigation was
aimed to assess the effectiveness of a structured
teaching programme on selected non-pharmacological
management of pre-menstrual syndrome among
adolescent girls in selected schools, Bangalore.

Research Design

A One group pre- test, post- test design was
selected for the study.

Variables

Independent Variable

In the present study, the independent variable is

the Structured Teaching Programme (STP) for the
adolescent girls regarding selected Non
pharmacological management of premenstrual
syndrome.

Dependant Variable

In this study, the dependent variable is the
knowledge level of the adolescent girls regarding the
selected non-pharmacological management of
premenstrual syndrome.

Attribute Variables

In the present study, the attribute variables of
adolescent girls that are being described are Age, age
of attaining first menstrual period, Religion,
educational status, dietary pattern, type of family,
family’s monthly income, Weight, exercise practice
and prior information regarding selected non-
pharmacological management of premenstrual
syndrome.

Population

The target population for the study comprised of
adolescent girls studying in selected schools,
Bangalore.

Settings of the Study

The study was conducted at selected schools in
Bangalore.

Sample

The sample for the present study comprised of 60
adolescent girls.

Sampling Technique

A non probability purposive sampling technique
was used.

Sampling Criteria

Inclusion Criteria

The Study Sample Consists of “Adolescent Girls”
who are:

• 13 to 17 years of age

• Available at the time of data collection

• Interested in participating in the study

Olive Kujur / A Study to Evaluate the Effectiveness of a Structured Teaching Programme on Knowledge regarding
Selected Non-Pharmacological Management of Pre-Menstrual Syndrome among Adolescent Girls in Selected Schools, Bangalore
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Exclusion Criteria

The Study Excludes “Adolescent Girls”:

• Not attained menarche

• Not able to communicate in English

• Treatment on irregular menstrual periods

• Exposed to any educational programme
regarding non-pharmacological management of
premenstrual syndrome within the period of 6
months.

Description of the Tool

To meet the objectives of the study the tool was
developed by the investigator. The tool used for the
study comprised of a structured knowledge
Questionnaire and a structured teaching programme
regarding selected non-pharmacological
management of premenstrual syndrome for
adolescent girls.

Stuctured Knowledge Questionnaire

Structured knowledge questionnaire consists of two
parts namely part A and part B

Part A

This part of the tool consists of a section on socio-
demographic variables. The characteristics included
were Age, Age of first menstrual period, Religion,
Educational status, Dietary pattern, Type of family,
Family’s monthly income, Weight, Exercise practice
and prior information regarding selected non-
pharmacological management of premenstrual
syndrome.

Part B

This part consisted of 28 multiple choice items
regarding various aspects on selected non-
pharmacological management of premenstrual
syndrome. There are 3 sub sections for this part.

Section A: This section consists of 6items to assess
the knowledge about female reproductive system and
menstruation.

Section B: This section comprises of 6 items to assess
knowledge regarding premenstrual syndrome, its
causes, signs and symptoms and diagnosis.

Section C: This section comprises of 16 items related
to selected non-pharmacological management of
premenstrual syndrome.

Structured Teaching Programme

A structured teaching programme was also
planned and prepared by the investigator regarding
selected non-pharmacological management of
premenstrual syndrome. The major content area
covered in this structured teaching programme
includes selected non pharmacological management
of premenstrual syndrome.

Steps of Preparing Structured Teaching Programme

Teaching plan is a guide for the teacher because it
helps to cover the topics comprehensively with
proper sequencing of points without missing
anything. Structured teaching programme was
developed by the investigator by the following steps:

1. Framing the outline of the teaching plan

2. Preparing the outline of the content

3.  Deciding the method of instruction and audio
visual aids

Criterion Measures

The items were phrased in a multiple choice form
with three options as distractors and with one correct
response. The correct response is given a score of one
mark and the wrong response is given a score of zero.
Thus, the maximum possible score was 28. The
resulting knowledge is graded as follows:

Table 1: Levels of knowledge

Adequate    (22-28)   >75% 

Moderately adequate   (15-21)   51-75% 

Inadequate    (1-14)    ≤50% 

Content Validity and Reliability

Content validity of the tool was ensured by 2
Obstetrics and Gynaecological specialists and 9
nursing experts specialized in Obstetrics and
Gynaecological nursing. The reliability of the
knowledge questionnaire was established by using
split half method.

Pre-test was given on day one followed by the
administration of the Structured Teaching
Programme for all the subjects and on 8th day post-
test was given for the same subjects.

Ethical Consideration

Following steps were identified in regard to ethical
consideration for the present study
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• Research problem and objectives were approved
by research committee.

• Due permission from authorities was sought out
and obtained.

• Informed written consent was taken from the
participants.

• Explanation was given regarding the study.

• Confidentiality and anonymity was ensured.

• Freedom was given to withdraw from study
anytime.

Data Analysis and Interpretation

Data analysis was done by using descriptive and
inferential statistics. The analysis of data is
organized and presented under the following
headings:

Section I:  Socio demographic profile of the samples.

Section II:  Pre-test knowledge score of adolescent
girls regarding selected non-pharmacological
management of premenstrual syndrome.

Section III:  Aspect wise mean pre-test knowledge
score of adolescent girls regarding selected non-

Table 2: Comparison of overall Pre- test and Post- Test Mean Knowledge score on selected non-pharmacological
Management of Pre-menstrual syndrome N=60

Aspects Max. Score  Knowledge Scores Paired ‘t’ Test 
Mean SD Mean (%) SD (%) 

Pre test 28 11.30 2.4 40.4 8.6  
39.76* Post test 28 23.23 2.2 83.0 7.7 

Enhancement 28 11.93 2.3 42.6 8.3  

 
*Significant at 5% level, t=0.05, 59df=1.96

Fig. 1: Over all Pre test and Post test Mean Knowledge scores on Selected non-
pharmacological Management of Pre-menstrual syndrome

Table 3: Aspect Wise Mean Pre Test and Post Test Knowledge Scores on Selected Non-Pharmacological Management
of Premenstrual Syndrome N = 60

No Knowledge Aspects  Knowledge (%) Paired  

‘t’  

Test 

Pre test Post test Enhancement 

Mean SD Mean SD Mean SD 

1. Female reproductive system 

and Menstruation 

53.3 17.4 87.2 14.1 33.9 19.2 13.68* 

2. Premenstrual syndrome, 

Causes, Signs & symptoms 

and Diagnosis 

33.3 17.7 75.0 14.8 41.7 19.1 16.91* 

3. Non pharmacological 

Management  

38.1 12.4 84.4 9.9 46.3 11.8 30.39* 

 Combined 40.4 8.6 83.0 7.7 42.6 8.3 39.76* 

 *Significant at 5% level, t=0.05, 59df=1.96
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pharmacological management of premenstrual
syndrome.

Section IV: Post-test knowledge scores of adolescent
girls regarding selected non-pharmacological
management of premenstrual syndrome.

Section V: Aspect wise mean post- test knowledge
scores of the adolescent girls regarding selected non-
pharmacological management of premenstrual
syndrome.

Section VI: Comparison of pre- test and post- test
knowledge scores to evaluate the effectiveness of the
structured teaching programme.

The data depicted in the  Table 2 and Figure 1
shows that the mean post-test knowledge scores of
the subjects were 23.23 and the mean pre-test
knowledge scores were found to be 11.30. When a
paired ‘t’ test was done, the obtained ‘t’ value 39.76
is found to be significant at 0.05 level.

The Table 3 and Figure 2 depicts the comparison
of  aspects wise  mean, pre-test and post-test

knowledge scores of adolescent girls regarding
selected non-pharmacological management of
premenstrual syndrome.  A paired ‘t’ test was done
to compare the mean pre-test and post-test knowledge
scores on each aspects. For female reproductive
system and menstruation, the obtained ‘t’ value is
13.68 and is found to be significant at 0.05 level
(t=0.05, 59df=1.96). Regarding premenstrual
syndrome, causes, signs and symptoms and
diagnosis, the mean post-test knowledge scores were
found to be significantly higher than the mean pre-
test knowledge scores. The obtained ‘t’ value is 16.91
is significant at 0.05 level (t=0.05, 59df=1.96).

Regarding the non-pharmacological management,
the ‘t’ value obtained is  30.39 which is also
significant at 0.05 level (t=0.05, 59df=1.96). The
observed mean percentage enhancement score was
found to be  42.6% with the standard deviation
percentage of 8.3.  When a paired ‘t’ test was done
the obtained ‘t’ value  39.76, (t =0.05, 59df =1.96) was
found to be significant.

Fig. 2: Aspect wise Mean Pre test and Post test Knowledge scores on Selected non-pharmacological
Management of Pre-menstrual syndrome

Table 4: Association between Demographic variables and Pre test Knowledge level on selected non-pharmacological Management
of Pre-menstrual syndrome N=60

Demographic Variables Category Sample  Knowledge Level  χ 2  

Value 
P  

Value Inadequate Moderate 
N % N % 

Age Group 13 years 6 5 83.3 1 16.7 1.10 NS P>0.05 
(7.82) 14 years 27 22 81.5 5 18.5 

15 years 20 14 70.0 3 60.0 
16 years 7 5 71.4 2 28.6 

Age attained first menstrual 
periods (years) 

9-11 8 7 87.5 1 12.5 0.61 NS P 0.05 
(3.84) 12-14 52 39 75.0 13 25.0 

Religion Hindu 11 5 45.5 6 54.5 9.42* P<0.05 
(5.99) Christian 18 13 72.2 5 27.8 

Muslims 31 28 90.3 3 9.7 

Olive Kujur / A Study to Evaluate the Effectiveness of a Structured Teaching Programme on Knowledge regarding
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Section VII: Association between the mean pre- test
knowledge scores and selected socio- demographic
variables.

The Table 4 depicts  Chi-square test reveals
religion (2 =9.42), dietary pattern (2 = 7.00), type of
family (2=6.34), doing exercise (2 =4.10) showed a
significant association with their mean pre-test
knowledge scores at 0.05 levels of significance
whereas the other variables age, age of attaining first
menstrual periods, educational status, family income
per month, weight and prior information, were found
to be non-significant at 0.05 levels of significance.

Conclusion

After the detailed analysis, this study leads to
following conclusion:

In the present study it was observed that the mean
pre- test knowledge scores of adolescent girls
regarding selected non-pharmacological management
of premenstrual syndrome was inadequate 76.7% (46
out of 60) and the remaining 23.3% (14 out of 60) had
only moderately adequate knowledge. The mean post-
test knowledge of the respondents was higher than
their mean pre-test knowledge scores. Majority of the
samples gained adequate knowledge 73.3% (44 out
of 60), followed by moderately adequate knowledge
26.7% (16 out of 60). It’s evident that structured
teaching program was effective in enhancing the
knowledge of adolescent girls. Nurse should act as
facilitator to educate adolescent girls regarding non-

pharmacological management of premenstrual
syndrome in order to improve the health and well-
being of the adolescent girls.

Implications

The results of the study show that majority of
adolescent girls had inadequate knowledge about
the selected non-pharmacological management of
premenstrual syndrome in the pre- test. So the study
has several implications for nursing practice, nursing
education, nursing administration and nursing
research.

Nursing Practice

The gynaecological registered nurses are prepared
to consistently practise safely, compassionately,
competently and ethically in diverse practice settings,
with a variety of clients at different levels throughout the
continuum of health and illness. Gynaecological nurses
undertake foundation units focusing on theories,
nursing assessment, processes and practices in
gynaecological nursing and also enable nurses to
explore the care of adolescent girls and their families
in giving health education and preventive aspects like
menstrual problems, dietary counselling, menstrual
hygiene, sexually transmitted diseases and health
screenings. The investigator as a nurse felt nurse
should act as facilitator to educate adolescent girls
regarding non-pharmacological management of
premenstrual syndrome in order to improve the health
and well-being of the adolescent girls.

 

Educational status 8th Std 4 3 75.0 1 25.0 0.16 NS P>0.05 
(5.99) 9th std 37 29 78.4 8 21.6 

10th Std 19 14 73.7 5 26.3 

Dietary pattern Vegetarian 6 2 33.3 4 66.7 7.00* P<0.05 
(3.84) Mixed 54 44 81.5 10 18.5 

Type of family 
 

Nuclear 39 26 66.7 13 33.3 6.34* P<0.05 
(5.99) Joint 15 14 93.3 1 6.7 

Extended 6 6 100.0 0 0.0 

Family Income/month 
 

Rs.5,001-15,000 20 15 75.0 5 25.0 0.34 NS P>0.05 
(5.99) Rs.15,001-25,000 21 17 80.9 4 19.1 

Above Rs.25,001 19 14 73.7 5 26.3 

Weight (kg) Less than 35 8 6 75.0 2 25.0 1.69 NS P>0.05 
(7.82) 36-40 28 20 81.4 8 28.6 

41-45 11 10 90.9 1 9.1 
Above 46 13 10 76.9 3 23.1 

Doing Exercise 
 

Yes 11 11 100.0 0 0.0 4.10* P<0.05 
(3.84) No 49 35 71.4 14 28.6 

Prior information on Non-
pharmacological management 

Yes 1 1 100.0 0 0.0 0.31 NS P>0.05 
(3.84) No 59 45 76.3 14 23.7 

Combined  60 46 76.7 14 23.3   

*Significant at 5% Level, NS: Non-significant
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Nursing Education

Nurse educator can educate students about the
menstrual problems and how to prevent and manage
these problems. For these activities nurses also need
to update their knowledge through regular in-service
education.

Nurse educator can teach through various
teaching methods to acquire knowledge on
prevention and management of premenstrual
syndrome. Findings of the present study show that
the adolescent girls had inadequate knowledge
regarding selected non-pharmacological management
of premenstrual syndrome.

Nursing Administration

Nurse administrators are in a key position to
organize educational programme in the community
to provide knowledge regarding premenstrual
syndrome and its management. The nursing
administrator should organize in service education
programs, seminars, and workshops for the
adolescent girls in various schools regarding
premenstrual syndrome and its management. Nurse
administrators can improve the knowledge through
educational programmes by issuing information
booklets and pamphlets regarding management of
premenstrual syndrome though changing the
lifestyle. The findings of the study showed that
majority of the respondents had lack of knowledge
about selected non-pharmacological management of
premenstrual syndrome. The findings of the study
suggest that there is an increased need for conducting
awareness programmes for adolescent girls.

Nursing Research

The findings of the study show that majority of
adolescent girls had lack of knowledge regarding
selected non-pharmacological management of
premenstrual syndrome. Based on these findings
researchers can conduct further studies on other
non-pharmacological management of premenstrual
syndrome on a large sample.

The study will motivate the novice researchers to
conduct the studies with different variables on a
large scale. Nursing research can help to identify
the existing knowledge gap. This will help to
improve the quality and standard of care based on
evidence based practice. This helps to give
meaningful, need based information and create
awareness towards premenstrual syndrome and its
various non-pharmacological management to
prevent it.

Recommendations

• Similar study can be replicated on large number
of samples to generalize the findings.

• A comparative study can be done to find out the
difference in knowledge between urban and rural
adolescent girls regarding premenstrual syndrome
and its non-pharmacological management.

• Similar study can be conducted of other different
non-pharmacological management of premenstrual
syndrome

• A study can be done to assess the knowledge,
attitude and practices of adolescent girls
regarding management of premenstrual syndrome.

References

Books

1. Dutta DC. Textbook of Gynaecology. 4th edition.
Calcutta: New central agency publication; 2005.

2. Polit FD, Beck CT. Nursing Research 8th edition.
Philadelphia: J.B. Lippincott; 2003.

3. George B L. Nursing Theories. The base for
professional Practice. 3rd ed.Library of Congress.
1989.p.259-278.

Journals

4. Chandraratne NK, Gunawardena NS. Premenstrual
syndrome: the experience from a sample of Sri
Lankan adolescents. Journal of paediatric and
adolescent gynaecology. 2011;24(5):304-310.

5. Derman O, kanbur NO, Tokur TE, Kutluk T.
premenstrual syndrome and associated symptoms
in adolescent girls. European Journal of obstetrics
and gynaecological reproductive biology. 2004;
116(2).p.201-206.

6. Kumbhar S, Tondare D, Tejaswini G et al. Study of
Prevalence of Pre-Menstrual Syndrome among the
13 to 22 Years of Young Girls Residing in Kadapa
Town of Andhra Pradesh. International Journal of
Contemporary Medicine. 2014;2(2).p.143-145.

7. Mandal J, Sarkar AP, Ghorai S. A study on
premenstrual syndrome among adolescent girl
students in an urban area of west Bengal.
International journal reproduction, Contraception,
Obstetrics and Gynaecology. 2015;4(4):1012-1015.

8. Cleckner CS, Doughty AS, Grossman JA.
Premenstrual symptoms. Prevalence and severity in
an adolescent sample. Journal of Adolescence Health.
1998 May;22(5).p.403-408.

9. Bianco V, Cestari AM, Casati S, et al. Premenstrual
syndrome and beyond: lifestyle, nutrition, and
personal facts. Minerva Ginecologica. 2014;66(4):365-375.

Olive Kujur / A Study to Evaluate the Effectiveness of a Structured Teaching Programme on Knowledge regarding
Selected Non-Pharmacological Management of Pre-Menstrual Syndrome among Adolescent Girls in Selected Schools, Bangalore



International Journal of Pediatric Nursing / Volume 4 Number 1 / January - April 2018

28

10. Amany ES, EmanSM,  Eman MM. Life Style Factors
Associated with Premenstrual Syndrome among El-
Minia University Students, Egypt. Journal of Public
Health. 2013;13(3).p.1234-1237.

11. Navdeep K, Ramesh T. A descriptive study to assess
the premenstrual syndrome among nursing
students, NINE, PGIMER, Chandigarh. Nursing and
Midwifery Research Journal. 2009;5(1).p.17-19.

12. Shahhosseini Z, Abedian K, Danesh M. Effect of
starch dietary regimen on treatment of premenstrual
syndrome. Journal of Obstetrics and Gynaecology.
Feb 2012;24(1):156–159.

13. Mahmoodi Z, Shahpoorian F, Bastani F, Parsay S,
Hoseini F. Comparison of the effect of carbohydrate
rich supplement and diet supplement and diet on
premenstrual syndrome. Behbood 2010;14(1):
10-19.

14. Yekta S, Sara S, Davood k et al. The association
between premenstrual syndrome and physical
activity and aerobic power in female high school

students. Crescent Journal of Medical and biological
Sciences. 2015;2(2):53-58.

15. Leily G, Maryam M. Assessment of the effects of
massage therapy on premenstrual syndrome.
Zahedan Journal of Research in Medical Science. 2013;
4(3):345 -350.

16. Sharma B, Mishra R, Singh K, Sharma R, Archana.
Comparative study of effect of anuloma-viloma
(pranayama) and yogic asanas in premenstrual
syndrome. Indian Journal of physiology and
pharmacology. 2013;57(4):384-389.

17. Chau J, Chang A. effects of an educational
programme on adolescents with premenstrual
syndrome. Health education research. 1999;14(6):
817-830. Unpublished thesis:

18. Rani J.J. Effectiveness of structured teaching module
on knowledge and practice about premenstrual
syndrome its care among adolescent girls in selected
schools of Horamavu village in Bangalore. Rajiv
Gandhi University of Health Sciences:  2008.p.1- 2.

Olive Kujur / A Study to Evaluate the Effectiveness of a Structured Teaching Programme on Knowledge regarding
Selected Non-Pharmacological Management of Pre-Menstrual Syndrome among Adolescent Girls in Selected Schools, Bangalore



International Journal of Pediatric Nursing / Volume 4 Number 1 / January - April 2018

29International Journal of Pediatric Nursing
Volume 4 Number 1, January - April 2018

DOI: http://dx.doi.org/10.21088/ijpen.2454.9126.4118.5

© Red Flower Publication Pvt. Ltd.

A Study to Assess the Knowledge on Prevention and Management of
Acute Respiratory Tract Infection among Mother of under Five Children,

Attending Medical Paediatric OPD in JIPMER Hospital, Puducherry

P. Vetriselvi

Abstract

Background and objective: The purpose of the study was to assess the knowledge
on prevention and management of acute respiratory tract infection among
mothers of under five children, attending Paediatric medical OPD of Jipmer,
Puducherry.

Material and Methods: A cross sectional design was used in the study.
Convenience sampling technique was used to select 100 samples. Structured
questionnaire was used to collect the data. Descriptive statistics and inferential
statistics were used to summarise the data.

Results: Only 5% of mothers had  adequate knowledge. 48% had inadequate
knowledge and 47% had moderately adequate knowledge.

Conclusion: The   study concluded that adequate health education is needed for
mothers and this will help to reduce morbidity and mortality among children.

Keywords: Knowledge; Acute Respiratory Infection; Mothers of Under Five
Children.
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Introduction

Park (2012) expressed that Acute Respiratory
Tract Infection is one of the major causes of death
among under-five children. On an average,
children below 5 years of age suffer about 5
episodes of Acute respiratory tract infection per
child per year. For children Acute respiratory tract
infection is responsible for 30-50 percent of visits
to health facilities and for about 20-40 percent of
admissions to hospitals. It is also a leading cause
of disabilities including deafness as a sequelace
of otitis media.

Gupta (2010) quoted that Acute respiratory tract
infection is classified into (i) acute upper respiratory
tract infection (AURI) which includes common cold,
pharyngitis, tonsillitis and (ii) acute lower respiratory
tract infection (ALRI) which includes croup,
bronchitis, bronchiolitis and pneumonia.

Sundarlal (2008) stated that Acute Respiratory

Tract Infection like whooping cough and diphtheria
can be prevented by timely immunization. The other
respiratory tract infections and pneumonia should
be treated at the nearby facility. Rapid breathing and
difficulty in breathing can be recognized by mother
themselves and by health workers. If these gets treated
at the earliest; many children can be saved from
death.

Acute respiratory tract infection is mostly caused
by both viruses and bacteria. Viral agents accounts
for 90% of upper respiratory tract infection (URIs),
however most of this infections do not results in fatal
severe disease, they are mild and self-limited illness.
While bacteria pulmonary infections are common in
developing countries associated with a greater risk
of death.

In order to reduce the mortality and morbidity
among the future citizens the status of the knowledge
on prevention and management of Acute respiratory
infection was assessed among mothers.
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Methodology

A cross sectional design was used in the study.
The study consisted of 100 mothers with under-five
children.

Inclusion Criteria

Included mothers of under-five children who
attend medical paediatric OPD in Jipmer and who
can understand and speak tamil and those who are
willing to participate.

Exclusion Criteria

Included mothers of under-five children who had
critically ill children.

Sampling: Convenience sampling technique was
used.

Instruments: Subject data sheet had a set of
questions that was oriented to the demographic data
of subjects. Knowledge was assessed by using a
questionnaire comprised of 20 questions.

Data Collection Procedure

Data collection was started after getting ethical
committee permission & permission from hospital
authority. Informed consent was taken from study
participants. Subject data sheet information and
knowledge on prevention & management  of ARI was

collected by the investigator through structured
interview schedule. The time duration to complete
the questionnaire was 25-30 minutes.

Ethical Considerations

Research proposal  was approved by Institute
Ethical Committee and permission from hospital
authority was obtained. Informed consent was taken
from study participants. Assurance was given to the
subjects that anonymity and confidentiality will be
maintained.

Data Analysis

The distribution of background variables was
expressed as frequencies and percentage. The
knowledge levels were expressed as frequencies &
percentage. The correlation of mean knowledge score
with different variables were evaluated using the
Kruskalwallis test.

Results

• Of the 100 women participated in the study, 60%
were between 18-25 years. As for as religion is
concerned, most of them (90%) were hindus.

• Regarding residence, 73% were from rural, with
regard to family system 50% were from nuclear
family.

Table 1: Level of knowledge of mother (N=100)

Knowledge Score Frequency Percentage Level of Knowledge 

0-50% 48 48% Inadequate 
51-75% 47 47% Moderately adequate 
76-100% 5 5% Adequate 

Table 2: Association of knowledge score with demographic variables (N=100)

S. No. Demographic Variables Frequency Mean Standard deviation P Value T or F value 

1. Age      

 18-25 years 60 10.2 2.9 0.84 0.94 
 26-40 years 40 10.8 2.8 

2. Number of children      
 One 45 10.5 3.0 0.79 0.35 
 Two 37 10.5 2.8 
 Three 16 10.3 2.9 
 Four and above 2 10 4.2 

3. Educational Status      
 Illiterate 12 10.7 2.2 0.40 1.00 
 Primary School 41 10.5 2.8 
 Secondary school 38 9.5 2.7 
 Graduate 9 14 2.1 
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4. Occupation      
 Working women 9 10.7 4.2 0.17 1.83 
 Housewife 70 10.4 2.9 
 Labourer 21 10.5 2.4 
 Others Nil Nil Nil 

5. Religion      
 Hindu 90 10.3 2.9 0.42 0.88 
 Christian 7 12.1 3.2 
 Muslim 3 10.7 1.2 
 Others Nil Nil Nil 

6. Type of family      
 Joint family 50 10.5 2.7 0.26 1.38 
 Nuclear family 50 10.4 3.1 

7. Domicile      
 Urban 27 11.7 2.8 0.89 0.94 
 Rural 73 10 2.8 

8. Monthly Income      
 <1000 37 9.7 2.9          * 

0.0072 
4.35 

 1000-5000 49 10.9 2.4 
 6000-10,000 8 10.5 3.9 
 10,000 and above 6 11.3 4.7 

 
*P<0.05

Table 3: Aspect of Good knowledge N = 100

Statement Frequency Percentage 

Type of food to be given to children during ARI 89 89 
Personnel to consult for Medication 81 81 

Season in which ARI is common 79 79 
Management of Nasal block 81 81 

Table 4: Aspect of poor knowledge N = 100

Statement Frequency Percentage 

Mode of ARI transmission 20 20 
Management of common cold  29 29 

Management during cough 17 17 
Home remedy for sore throat 12 12 

• The educational status of the women revealed
that 41% had Primary education. Regarding the
occupational status, the analysis showed that
70% of the participants were housewives.

• Only 5% had adequate knowledge and 48% had
inadequate knowledge. There was a significant
association between the mothers knowledge and
monthly income and there was no significant
association with other demographic variables.

Table 1 shows  that  48% of mothers of under-five
children were having inadequate knowledge. 47%
had moderately adequate knowledge and 5% had
adequate knowledge.

Table 2 shows that there was a significant
association between the mothers knowledge and
monthly income and there was no significant
association with other demographic variables.

Discussion

This study findings showed that 48% had
inadequate knowledge, 47% had moderately
adequate knowledge and only 5% had adequate
knowledge.

The above findings were supported by the
following study.

Valdes et al conducted a study among mothers to
identify their knowledge, attitude and practices
concerning respiratory infections in Havana. Two
groups of mothers were interviewed. Mothers of
children seen in a polyclinic in the province of
Havana (n=221) and mothers whose children were
hospitalized in the respiratory unit of a paediatric
hospital in the city of Havana (n=200).
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The results showed that the mothers of
hospitalized children had less knowledge than
mothers who attended the polyclinic.

Nursing Implications

• Nurses in OPD and wards, in addition to treating
the patient should provide health education to
all the mothers.

• Adequate pamphlets should be made and this
should be distributed to all.

• Nurses should participate in video session on
health messages and make sure that they are
telecasted in OPD’s and wards regularly.

Conclusion

The study concluded that only 5% of the mothers
had adequate knowledge. To rectify this problem,
adequate information should be disseminated to the
mothers to reduce morbidity and mortality among
children.
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Moyamoya Disease

Pratibha Jadhav

Abstract

Moya Moya disease is a rare disorder of the carotid arteries - the arteries that
supply blood to the brain. Moya Moya disease (MMD) is a slowly progressive
bilateral stenocclusive process of the distal internal carotid and proximal portions
of the anterior and middle cerebral arteries and the formation of an abnormal
vascular network at the base of the brain. All the symptoms of Moyamoya
disease arise from reduced blood supply to the brain and/or rupture of the
‘Moyamoya vessels’. Reduced blood supply may cause stroke and rupture of the
unhealthy Moyamoya vessels causes bleeding within the brain. The diagnosis of
moyamoya is suggested by CT, MRI, or angiogram results. There is no cure for
this disease. Drugs such as antiplatelet agents (including aspirin) are usually
given to prevent clots, but surgery is usually recommended is Burr hole surgery.

Keywords: Moya Moya Disease; Symptoms; Prevention.
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Introduction

Moya Moya Disease was first described in Japan
by Takeuchi and Shimizu in 1957. Moya moya
disease is commonly seen in the Japanese population
but it can also occur in other populations. It can
present as a pediatric or an adult form, each with
varied clinical presentations. Children present with
repeated ischemic events and adults present with
hemorrhagic events. 

Moya Moya disease is a rare disorder of the carotid
arteries - the arteries that supply blood to the brain.
Moya Moya disease (MMD) is a slowly progressive
bilateral stenocclusive process of the distal
internal carotid and proximal portions of the
anterior and middle cerebral arteries and the
formation of an abnormal vascular network at the
base of the brain.

The disease causes progressive occlusion of the
circle of Willis, with abnormal dilated collateral
vessels on cerebral angiography, which look like “a
puff of cigarette smoke” (Moya Moya).

Case Report

Master Ahmad Shaikh, 9 year boy presented to
Bai Jerbai Wadia Hospital with the complaints of
seizures, recurrent fall while walking, slurred speech
and involuntary movements, weakness at left upper
limb and lower limb.

MRI report is there is diffuse severe narrowing of
supraclinoide segments of bilateral ICA’s extending
and involving lateral MCA, which are diffusely
thines out and narrowed, along with other MR angio
findings multiple inyracranial collaterals as
describes suggestive of Moyamoya disease.

Cerebral angiogram finding suggestive of
Moyamoya disease with high grade narrowing of
both supraclinoide ICA’s with collateral circulation.

In hospital he has diagnose with Moyamoya
Disease. He was treated with anticoagulant and
antiplatelate therapy and he had undergone multiple
Burrhole (partial, temporal and paritel) indirect
revascularization surgery under general
aneasthesia.



International Journal of Pediatric Nursing / Volume 4 Number 1 / January - April 2018

34

Prevalence

The prevalence of the disease ranges from 3.2 to
10.5 per 100,000 populations. In general, the disease
has been found to be more prevalent among Asians
and people of Asian origin. The exact cause of this
disease is not known yet.  About 57% of the affected
patients are Asian and  71% are female. Although
the disease may be seen in any age group, it is more
common in people from 5-15 years and 30-40 years
of age.  Family history is present in about 10%-15%
of the patients. 

In Japan the overall incidence is higher (0.35 per
100,000). In North America, women in the third or
fourth decade of life are most often affected, but the
condition may also occur during infancy or
childhood.

These women frequently experience transient
ischemic attacks (TIA), cerebral hemorrhage, or may
not experience any symptoms at all. They have a
higher risk of recurrent stroke and may be
experiencing a distinct underlying pathophysiology
compared to patients from Japan.

Causes

About 10% of cases of Moya Moya disease are
familial and some cases result from specific genetic
mutations. Susceptibility to Moya Moya disease-2
(MYMY2; 607151) is caused by variation in the
RNF213 gene (613768) on chromosome 17q25.
Moyamoya disease-5 (MYMY5; 614042) is caused
by mutation in the ACTA2 gene (102620) on
chromosome 10q23.3; and Moya Moya disease-6
with achalasia (MYMY6; 615750) is caused by
mutation in the GUCY1A3 gene (139396) on
chromosome 4q32. Loci for the disorder have been
mapped to chromosome 3p (MYMY1) and
chromosome 8q23 (MYMY3; 608796).

See also MYMY4 (300845), an X-linked recessive
syndromic disorder characterized by Moya Moya
disease, short stature, hypergonadotropic
hypogonadism and facial dimorphism and linked
to q 25.3, on chromosome 17".

Moya Moya disease can be either congenital or
acquired. Patients with Down syndrome, sickle cell
anemia, neurofibromatosis type 1, congenital heart
disease, fibromuscular dysplasia, activated protein
C resistance or head trauma can develop Moya Moya
malformations. It is more common in women than in
men, although about a third of those affected are male.

Clinical Manifestation

All the symptoms of Moyamoya disease arise from
reduced blood supply to the brain and/or rupture of
the ‘Moyamoya vessels’. Reduced blood supply may
cause stroke and rupture of the unhealthy Moyamoya
vessels causes bleeding within the brain. Adults
experience hemorrhage more commonly; cerebral
ischemic strokes from reduced blood supply are more
common in children. Children may have weakness
or numbness of an arm or leg, hemiparesis,
monoparesis, involuntary movements, headaches,
dizziness, or seizures. Mental retardation or
persistent neurologic deficits may be present. Adults
may have symptoms and signs similar to those in
children, but hemorrhage (bleeding) of sudden onset
is more common in adults.

Diagnosis

The diagnosis of moyamoya is suggested
by CT, MRI, or angiogram results. Contrast-
enhanced T1-weighted images are better than FLAIR
images for depicting the leptomeningealivy sign in

Fig. 1:

Fig. 2:
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Moyamoya disease. MRI and MRA should be
performed for the diagnosis and follow-up of
Moyamoya disease. Diffusion-weighted imaging can
also be used for following the clinical course of
children with Moyamoya disease, in whom new focal
deficits are highly suspicious of new infarcts.

Proliferation of smooth muscle cells in the walls
of the Moyamoya affected arteries has been found to
be representative of the disease. A study of six
autopsies of six patients who died from Moyamoya
disease lead to the finding that there is evidence that
supports the theory that there is a thickening, or
proliferation, of the innermost layer of the vessels
affected by Moyamoya. These vessels are the ACA
(anterior cerebral artery), MCA (middle cerebral
artery), and ICA (internal carotid artery). The
occlusion of the ICA results in concomitant
diminution of the “puff-of-smoke” collateral’s, as they
are supplied by the ICA.

Often nuclear medicine studies such as 
SPECT (single photon emission computerized
tomography) are used to demonstrate the decreased
blood and oxygen supply to areas of the brain
involved with Moyamoya disease. Conventional
angiography provided the conclusive diagnosis of
Moyamoya disease in most cases and should be
performed before any surgical considerations.

Associated Conditions

Many conditions are seen more commonly with
Moyamoya like condition, although the exact cause-
effect relationship has not been demonstrated. Some
of the common conditions are

• Radiotherapy to head and neck

• Down’s Syndrome

• Neurofibromatosis type 1

• Sickle cell disease

• Congenital Heart Disease

Treatment

There is no cure for this disease. Drugs such
as antiplatelet agents (including aspirin) are usually
given to prevent clots, but surgery is usually
recommended. Since moyamoya tends to affect only
the internal carotid artery and nearby sections of the
adjacent anterior and middle cerebral arteries,
surgeons can direct other arteries, such as
the external carotid artery or the superficial temporal
artery to replace its circulation. The arteries are either
sewn directly into the brain circulation, or placed on

the surface of the brain to reestablish new circulation
after a few weeks.

There are many operations that have been
developed for the condition, but currently the most
favored are the in-direct procedures EDAS, EMS, and
multiple burr holes and the direct procedure STA-
MCA. Direct superficial temporal artery (STA)
to middle cerebral artery (MCA) bypass is considered
the treatment of choice, although its efficacy,
particularly for hemorrhagic disease, remains
uncertain. Multiple burr holes have been used in
frontal and parietal lobes with good
neovascularisation achieved.

The EDAS (encephaloduroarteriosynangiosis)
procedure is a synangiosis procedure that requires
dissection of a scalp artery over a course of several
centimeters and then making a small temporary
opening in the skull directly beneath the artery. The
artery is then sutured to a branch of the middle
cerebral artery on the surface of the brain and the
bone is replaced.

In the EMS (encephalo-myo-synangiosis)
procedure, the temporalis muscle, which is in the
temple region of the forehead, is dissected and
through an opening in the skull placed onto the
surface of the brain.

In the multiple burr holes procedure, multiple small
holes (burr holes) are placed in the skull to allow for
growth of new vessels into the brain from the scalp.

In the STA-MCA procedure, the scalp artery
(superficial temporal artery or STA) is directly
sutured to an artery on the surface of the brain
(middle cerebral artery or MCA). This procedure is
also commonly referred to as an EC-IC (External
Carotid-Internal Carotid) bypass.

All of these operations have in common the
concept of a blood and oxygen “starved” brain
reaching out to grasp and develop new and more
efficient means of bringing blood to the brain and
bypassing the areas of blockage. The modified direct
anastomosis and encephalo-myo-arterio-
synangiosis play a role in this improvement by
increasing cerebral blood flow (CBF) after the
operation.

A significant correlation is found between the
postoperative effect and the stages of preoperative
angiograms. It is crucial for surgery that the
anesthesiologist have experience in managing
children being treated for moyamoya, as the type of
anesthesia they require is very different from the
standard anesthetic children get for almost any other
type of neurosurgical procedure.
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Tips for Family and Caregivers of Patients with
Moyamoya Disease 

• Educating and supporting the child and family
plays a key role. Not surprisingly, parents are
shocked and frightened when they learn their
children have had strokes, because they do not
realize children can have strokes.

• Parents should be instructed to inform surgeons
and anesthesiologists to avoid hyperventilation.
Parents and children need to identify everyday
events that may precipitate mini-strokes (also
called Transient ischemic attacks). For example,
one patient had a stroke while crying or singing
a long note during practice. The precipitation of
mini-strokes by everyday events is particularly
stressful for parents, who may be reluctant to
discipline their child for fear of causing a mini-
stroke if the child cries. Some sports such as
cricket and soccer that lead to hyperventilation
have a high risk of causing mini strokes, and it
may not occur to parents to keep their children
out of these sports. Schools should be informed
about the diagnosis and any restrictions on
physical activity. 

• Educating the child and family about seizures is
an important part of the care of Moyamoya
patients. As with other seizure patients, families
should be told that brief seizures lasting a few
minutes are not thought to be harmful, but

medical help should be sought for longer seizures.
Emotional support and appropriate advice on pre
and post operative care of the patient is an
important part of treatment to alleviate the fear,
anxiety and uncertainity experienced by the
family.

References

1. Trilochan Srivastava, Raghavendra Bakki
Sannegowda, R. S. Mittal, R. S. Jain, Shankar
Tejwani and Rahul Jain. An institutional experience
of 26 patients with Moyamoya disease: A study from
Northwest India.  Ann Indian Acad Neurol [serial
online] 2014 [cited 2018 Mar 7];17:182-6.

2. R. Michael Scott and Edward R. Smith, Moyamoya
Disease and Moyamoya Syndrome, New England
Journal of Medicine, 2000 March 19;360:1226-1237.

3. Vivek B Sharma, Hemanshu Prabhakar, Girija Prasad
Rath, Parmod K Bithal Anaesthetic management of
patients undergoing surgery for Moyamoya disease-
our institutional experience. Journal of neuro
anaesthesiology and critical care; 2014;1(2):131-136.

4. Jong S Kim. Moyamoya Disease: Epidemiology,
Clinical Features, and Diagnosis. Journal of stroke;
 2016 Jan;18(1):2–11.

5. Cerebrovascular society of India. Moyamoya
disease. www.google.com.

Pratibha Jadhav / Moyamoya Disease



International Journal of Pediatric Nursing / Volume 4 Number 1 / January - April 2018

37

Manuscripts must be prepared in accordance with
“Uniform requirements for Manuscripts submitted
to Biomedical Journal” developed by international
committee of medical Journal Editors.

Types of Manuscripts and Limits

Original articles: Up to 3000 words excluding
references and abstract and up to 10 references.

Review articles: Up to 2500 words excluding
references and abstract and up to 10 references.

Case reports: Up to 1000 words excluding
references and abstract and up to 10 references.

Online Submission of the Manuscripts

Articles can also be submitted online from http://
rfppl.co.in/customer_index.php.

I) First Page File: Prepare the title page, covering
letter, acknowledgement, etc. using a word processor
program. All information which can reveal your
identity should be here. use text/rtf/doc/PDF files.
Do not zip the files.

2) Article file: The main text of the article, beginning
from Abstract till References (including tables)
should be in this file. Do not include any information
(such as acknowledgement, your name in page
headers, etc.) in this file. Use text/rtf/doc/PDF files.
Do not zip the files. Limit the file size to 400 Kb. Do
not incorporate images in the file. If file size is large,
graphs can be submitted as images separately
without incorporating them in the article file to
reduce the size of the file.

3) Images: Submit good quality color images. Each
image should be less than 100 Kb in size. Size of the
image can be reduced by decreasing the actual height
and width of the images (keep up to 400 pixels or 3
inches). All image formats (jpeg, tiff, gif, bmp, png,
eps etc.) are acceptable; jpeg is most suitable.

Legends: Legends for the figures/images should
be included at the end of the article file.

If the manuscript is submitted online, the
contributors’ form and copyright transfer form has
to be submitted in original with the signatures of
all the contributors within two weeks from
submission. Hard copies of the images (3 sets), for
articles submitted online, should be sent to the
journal office at the time of submission of a revised
manuscript.  Editorial office:  Red Flower
Publication Pvt. Ltd., 48/41-42, DSIDC, Pocket-II,
Mayur Vihar Phase-I, Delhi – 110 091, India, Phone:
91-11-22754205, 45796900, 22756995. E-mail:

author@rfppl.co.in. Submission page: http://
rfppl.co.in/article_submission_system.php?mid=5.

Preparation of the Manuscript

The text of observational and experimental articles
should be divided into sections with the headings:
Introduction, Methods, Results, Discussion, References,
Tables, Figures, Figure legends, and Acknowledgment.
Do not make subheadings in these sections.

Title Page

The title page should carry

1) Type of manuscript (e.g. Original article, Review
article, Case Report)

2) The title of the article, should be concise and
informative;

3) Running title or short title not more than 50
characters;

4) The name by which each contributor is known
(Last name, First name and initials of middle
name), with his or her highest academic degree(s)
and institutional affiliation;

5) The name of the department(s) and institution(s)
to which the work should be attributed;

6) The name, address, phone numbers, facsimile
numbers and e-mail address of the contributor
responsible for correspondence about the
manuscript; should be mentoined.

7) The total number of pages, total number of
photographs and word counts separately for
abstract  and for the text (excluding the references
and abstract);

8) Source(s) of support in the form of grants,
equipment, drugs, or all of these;

9) Acknowledgement, if any; and

l0) If the manuscript was presented as part at a
meeting, the organization, place, and exact date
on which it was read.

Abstract Page

The second page should carry the full title of the
manuscript and an abstract (of no more than 150
words for case reports, brief reports and 250 words
for original articles). The abstract should be
structured and state the Context (Background), Aims,
Settings and Design, Methods and Materials,
Statistical analysis used, Results and Conclusions.
Below the abstract should provide 3 to 10 keywords.

Guidelines for Authors



International Journal of Pediatric Nursing / Volume 4 Number 1 / January - April 2018

38

Introduction

State the background of the study and purpose of
the study and summarize the rationale for the study
or observation.

Methods

The methods section should include only
information that was available at the time the plan
or protocol for the study was  written such as study
approach, design, type of sample, sample size,
sampling technique, setting of the study, description
of data collection tools and methods; all information
obtained during the conduct of the study belongs in
the Results section.

Reports of randomized clinical trials should be
based on the CONSORT Statement (http://www.
consort-statement. org). When reporting experiments
on human subjects, indicate whether the procedures
followed were in accordance with the ethical
standards of the responsible committee on human
experimentation (institutional or regional) and with
the Helsinki Declaration of 1975, as revised in 2000
(available at http://www.wma.net/e/policy/l 7-
c_e.html).

Results

Present your results in logical sequence in the text,
tables, and illustrations, giving the main or most
important findings first. Do not repeat in the text all
the data in the tables or illustrations; emphasize or
summarize only important observations. Extra or
supplementary materials and technical details can
be placed in an appendix where it will be accessible
but will not interrupt the flow of the text; alternatively,
it can be published only in the electronic version of
the journal.

Discussion

Include summary of key findings (primary
outcome measures, secondary outcome measures,
results as they relate to a prior hypothesis); Strengths
and limitations of the study (study question, study
design, data collection, analysis and interpretation);
Interpretation and implications in the context of the
totality of evidence (is there a systematic review to
refer to, if not, could one be reasonably done here
and now?, What this study adds to the available
evidence, effects on patient care and health policy,
possible mechanisms)?  Controversies raised by this
study; and Future research directions (for this
particular research collaboration, underlying

mechanisms, clinical research). Do not repeat in
detail data or other material given in the Introduction
or the Results section.
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reference should be cited in text (not in alphabetic
order), and each text citation should be listed in the
References section. Identify references in text, tables,
and legends by Arabic numerals in square bracket
(e.g. [10]). Please refer to ICMJE Guidelines
(http ://www.nlm.nih.gov/bsd/uni form_
requirements.html) for more examples.
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Tables

Tables should be self-explanatory and should not
duplicate textual material.

Tables with more than 10 columns and 25 rows
are not acceptable.

Table numbers should be in Arabic numerals,
consecutively in the order of their first citation in the
text and supply a brief title for each.

Explain in footnotes all non-standard
abbreviations that are used in each table.

For footnotes use the following symbols, in this
sequence: *, ¶, †, ‡‡,

Illustrations (Figures)

Graphics files are welcome if supplied as Tiff, EPS,
or PowerPoint files of minimum 1200x1600 pixel size.
The minimum line weight for line art is 0.5 point for
optimal printing.

When possible, please place symbol legends below
the figure instead of to the side.

Original color figures can be printed in color at
the editor’s and publisher’s discretion provided the
author agrees to pay.

Type or print out legends (maximum 40 words,
excluding the credit line) for illustrations using
double spacing, with Arabic numerals
corresponding to the illustrations.

Sending a revised manuscript

While submitting a revised manuscript,
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single copy of the final revised manuscript, a
photocopy of the revised manuscript with the
changes underlined in red and copy of the comments
with the point to point clarification to each comment.
The manuscript number should be written on each
of these documents. If the manuscript is submitted
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signatures of all the contributors within two weeks
of submission. Hard copies of images should be sent
to the office of the journal. There is no need to send
printed manuscript for articles submitted online.

Reprints

Journal provides no free printed reprints, however
a author copy is sent to the main author and
additional copies are available on payment (ask to
the journal office).

Copyrights

The whole of the literary matter in the journal is
copyright and cannot be reproduced without the
written permission.
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Abbreviations

Standard abbreviations should be used and be
spelt out when first used in the text. Abbreviations
should not be used in the title or abstract.
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