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ABSTRACT 

A comparative study to assess the knowledge and attitude among 
rural and urban antenatal mothers regarding temporary 
contraceptive methods 

Introduction 

 India’s population is increasing very explosively. It contributes 15% of the 

world’s population by having more than one billion people.  Population explosion is 

found to be the main reason for shortages of resources and neutralization of the impact 

of progress of various developmental sectors.  

The mainObjective of the study to compare the knowledge and attitude 

among urban rural antenatal mothers regarding temporary contraceptive 

methods.Conceptual frameworkPenders health promotion model (1996) was applied 

for this study.Research ApproachQuantitative approach.Design Descriptivestudy 

design was used in this study. SettingAntenatal clinic, at Urban health post, sellur. 

and antenatal clinic at Primary health center, samayanallur. Sample- Primi antenatal 

mothers.Sample size  200primi antenatal mothers.Sampling TechniqueConvenience 

sampling technique.Tools Structured knowledge and attitude questionnaire.Result 

Findingsof the study revealed that the higher proportion 59% of urban antenatal 

mothers having moderate knowledge and 92% of rural antenatal mothers are having 

inadequate knowledge. 82% of urban antenatal mothers are having good attitude and 

88% of rural antenatal mother having poor attitude. Very few antenatal mothers 

having adequate knowledge and moderate attitude.ConclusionCommunity health 

Nurse plays an important role in health promotion of women. The findings of the 

study revealed that knowledge and attitude of antenatal mothers regarding temporary 

contraceptive methods in urban is higher than rural antenatal mothers.  
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CHAPTER - I 

INTRODUCTION 

 

Delay the first, post pone the second, and prevent the third 

- Neumann  

 

 India’s population is increasing very explosively. It contributes 15%of the 

world’s population by having more than one billion people.  Population explosion is 

found to be the main reason for shortages of resources and neutralization of the 

impact of progress of various developmental sectors. Hundreds and millions people 

are still very poor, illiterate and unhealthy.Because of limited resources available in 

our country, population is very large and every year around 17 million are new births. 

 

 Family planning has far-reaching benefits for women and their families. All 

couples and individuals have the basic right to decide freely and responsibly the 

number and spacing of their children and to have the information, education and 

means to do so. Especially Women who can plan the number and timing of their 

births enjoy improved health, experience fewer unwanted pregnancies and births, and 

have lower rates of induced and often unsafe abortion. Planned pregnancies are best 

for mother and child. By preventing closely spaced births family planning could 

significantly reduce infant and child mortality. 

 

The reduction in women’s productivity also places an economic burden on their 

families, communities and societies. Improving the social and economic status of 

women, which are affected by poor reproductive health, is a vital concern. Increasing 

a woman’s educational level and control over financial resources can improve her 

status within the house hold, thereby increasing not only her role in decision making, 

knowledge about health and services available to her, that contribute to good 

health.Maternal and child health is a very important component of family welfare 

service which not only contributes to improved community health status but also 

helps in promoting small family norms and population stabilization. 
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Family planning allows people to attain their desired number of children and 

determine the spacing of pregnancies. It is achieved through use of contraceptive 

methodsas Birth control, also known as contraception and fertility control, refers to 

methods or devices used to prevent pregnancy. Planning and provision of birth control 

is called family planning.Safer sex  practices such as the use of male or female 

condoms, can also help prevent transmission of sexually transmitted 

diseases. Contraceptive use in developing countries has cut the number of maternal 

deaths by 44% (about 270,000 deaths averted in 2008) but could prevent 73% if the 

full demand for birth control were met. Because teenage pregnancies are at greater 

risk of adverse outcomes such as preterm birth, low birth weight and infant 

mortality, By lengthening the time between pregnancies, birth control can also 

improve adult women's delivery outcomes and the survival of their 

children.Awareness of contraception is near-universal problem among married 

women .The vast majority of married women reported significant problems in 

accessing a choice of contraceptive methods.  Knowledge about temporary 

contraception is essential to all married couples to decide the childbirth and interval 

between the pregnancies.  

 

Family welfare in India is based on efforts largely sponsored by The Indian 

Government. In the 1965 - 2009 periods contraceptive usage has more than tripled 

(from 13% of married woman in 1970 to 48% in 2009) and the fertility rate has more 

than halved (from 5.7 in 1966 to 2.6 in 2009) but the national fertility rate is still  high 

enough to long term population growth. India adds up to 1lakh (1, 00,000) people to 

its population every 15days. (K.Park, 2011). 

 

 Low female literacy level and the lack of wide spread availability of birth 

control methods is hampering the use of contraception in India. With the same old 

problem of disease, population explosion, of the earth resource, unemployment 

pollution and the like.Through out the world 2000 million people would still be 

trapped in the poverty, under development and over population, which will harm the 

health of the people.  

 

 In developed countries such as United States, there is different urban future. 

Challenges are arising loss from population growth than from changes in the 
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composition and distribution of urban population. The world’s urbanization level 

increased steadily through the 20th century. The urban share is projected to reach  58% 

by 2025. The population of the more developed world was already 55% urbanized in 

1950, reached 76% in 2001 and is expected to be 82% in 2025. 

  

           At present about 80% of the population is living in the developing countries of 

Asia, Africa and Latin America, In Asia, Africa the unprecedented population growth 

that characterized much of the 20th century has evolved into unparalleled urban 

growth. The limited nations projects says that world population will expand from 6.1 

billion to 7.8 billion between 2000 and 2025. 90% of this growth will occur in urban 

areas of less developed countries. By 2020, a majority of the population will live in 

urban areas. 

 

 The urban population is projected to rise from 96 million to more than 6500 

over the period, while the rural population is projected to fall from 48million to 34 

million. The average rate is projected to fall to 0.41% during the first quarter of 21st 

century. 

 

 The rural population of more developed countries has been declining for 

decades from 370 million in 1950 to an anticipated 215 million in 2025. While the 

rural population  of less developed  countries is expected to add only another 170 

million before starting to decline slowly around 2020. One of the reasons for over 

population is the gender gap attainment in education. 

 

 India is facing an acute problem of population explosion in the world. The 

population of India 2011 as on 1st march was 1.2 billion (1,210,193,422).  2001 

population was 1 billion (100crores) annual 1.9% growth rates. In 2050 the world 

population will reach 10 billion and in 2150 it is projected to be 11.6 billion. The birth 

rate of India is attributed to the low level of literacy, limited useof contraceptives and 

traditional ways of life, according to the estimation of population project 2011. 

 

 Population growth has long been a concern of the Government, and India has a 

history of explicit population policy. In 1950s, the government began in a modest 

way, one of the earliest national, Government sponsored family planning efforts in the 
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developing world. The rural growth rate in the previous decades (1940 to 1951) has 

been below 1.3 percent and government planners optimistically believed that the 

population would continue to grow and roughly the same rate. 

 

 India’s high infant mortality and elevated mortality in early childhood remain 

significant stumbling block to population control. India’s fertility rate is decreasing, 

however and at 3.4 in 1994, it is lower than those of its immediate misdoubt, 

(Bangladesh had a rate of 4.5 and Pakistan had 6.7).The rate is projected for decrease 

to 3.0 by 2000, 2.6 by 2010 and 2.3 by 2020. 

 

 During the 1960s, 1970s, 1980s the growth rate had formed a sort of  some 

states, such as, Kerala, Tamilnadu and to a lesson extent, Punjab, Maharashtra, and 

Karnataka, had made progress in lowering their growth rated, but most  did not Under 

such conditions, India’s populations may not stabilize until 2060. 

 

Indiapopulation 2011, total population is1,210,193,422. Total males are 

623,724248, female is 583, 469174 and growth rate is1.34%. 

 

Tamilnadu total population is 7, 12, and 38,958, male total population is 

36,980,871, total female population is 35,980,087, and growth rate is 15.60%. 

 

Madurai total population is 3,041,038, male total population is 1,528,303, 

female total population is 1,512,730, and growth rate is 12.26. 

 

Sellur (Urban) total population is52,194,total male population is 26,482, and 

total female population is 25,712. 

 

Samayanallur (Rural) total population is 65,543, total male population is 

33,242, and total female population is 32,301. 

 
 

1.1 NEED FOR STUDY 

 The population explosion has led to the imposition and creation of serious 

problems in the country. At least the similar growth rate of population needs to be 
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maintained next decade. Over the past 30 years, family welfare becomes increasingly 

accepted and accessible. Still at least 100 million married women have unmet need for 

family welfare, that they would prefer to avoid pregnancy but are not adopting any 

contraceptive method. 

 

 The percentage of married women who  want no more children and are using 

contraceptive (the “method” for limiting) is the primary component of the total 

potential demand for limiting. Asia and North America have similar patterns and 

trends of contraceptive use for limiting, while sub saharian Africa lag behind these 

regions. 

 

A woman’s ability to choose  and when to become pregnant has a direct 

impact on her health and well-being. Family planning allows spacing of pregnancies 

and can delay pregnancies in young women at increased risk of health problems and 

death from early childbearing, and can prevent pregnancies among older women who 

also face increased risks. Family planning enables women who wish to limit the size 

of their families to do so. Women who have more than four children are at increased 

risk of maternal mortality. 

 

 In Madurai, during my clinical experience, the investigator had come across  

more number of mothers getting admitted in the hospital for second delivery, when 

the first child is not even one year of age. 

 

 Mothersattending Antenatal out patient department at Sellur Urban health post 

is 1,520 and II gravid without spacing mother is 1,250. 

 

 Mothers attending antenatal outpatient department at primary health 

centreSamayanallur is 1,350, and II gravid without spacing mothers is 1080. 

 

 The investigator also observed that the mother’s option for Medical 

Termination of Pregnancy ratio is increasing and the statistical values proved the 

reason behind, which is due to non adaptation of contraception. 



   

6 
 

 In India the estimated report of number of abortion are approximately 10.1 

population, The WHO report in  2011 mentioned that in India, Mortality rate due to 

an abortion is reported as 44% of maternal mortality results from unsafe abortion. 

 

 As per the population reference Bureau-2011 the percentage of married 

women using contraceptive method isWorld -65%, India-57%,China85%,Japan68%. 

 

 Both in urban health post Sellur and rural primary health centreSamayanallur 

are very minimal in adopting family spacing method. 

 

     Temporary contraception methods used by urban(Sellur) antenatal mothers, 

Copper T insertion is 380/year, Combined pills 2210/year, and condom users is 

3660/year. 

 

      Temporary contraceptive methods used by Rural(Samayanallur) antenatal mothers 

Copper T insertion is  360/year Combined pills/year, Condom is 1800/year.   

 

 In this regard this information’s gave an impact to the investigator to take up 

this study. 

 

 In 1960 the Government emphasized on the lippies loop intrauterine device 

through intensive campaigns carried out by mobile medical team, the central Govt. 

Linked itsover all performance and financial assistant to the state. In spite of the Govt. 

initiating and providing services to create awareness with regard to family planning 

the people not coming forward to adopt the family planning methods to reduce the 

population rate in India. But when compared to China, India has the highest fertility 

level for last 10 years, the growth rate also increase to 21.34%. 

 

 Though one side the government is struggling very much and concentrating 

much on contraception in order to reduce population rate in India, on   the other side 

of the coin, the population is still increasing. 

 

  The best decisions about family planning are those that people make for 

themselves, based on accurate information and a range of contraceptive options. 
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People who make informed choices are better able to use family planning safely and 

effectively. Providers and programmes have a responsibility to help peoplemake 

informed family planning choice, So, the investigator thought that it is necessary to 

assess the knowledge and attitude of antenatal mothers as of vital importance. And 

also some of the factors which plays a role or as a barrier in adopting temporary 

contraceptive methods. The woman may not have enough knowledge regarding 

temporary contraceptives, due to lack of exposure. Some of the client may not have 

attitude to follow the known contraception techniques. Both knowledge and attitude 

the woman have, but her circumstances like, the husbands are non cooperative one 

and not allow her to adopt any of the temporary contraceptives. In the otheraspect  the 

choosing of appropriate contraceptive method is also the barrier in adopting 

temporary contraceptive methods. 

 

 All these queries motivated the investigator to describe the knowledge and 

attitude of antenatal mothers as a comparative study between rural and urban 

areas.During Community health nursing posting the facts were revealed to the 

investigator while interacting with primigravida women, they lack proper knowledge 

regarding use of temporary contraceptive measures and keep false belief about the 

same. Hence the investigator felt that it is necessary to evaluate their knowledge and 

attitude and educate them with a self instructional module. 

 

1.2 STATEMENT OF THE PROBLEM 

 “A Comparative Study to Assess the Knowledge and Attitude among Rural 

and Urban Primi Antenatal Mothers Regarding Temporary Contraceptive Methods”. 

 

1.3 OBJECTIVES 

1. To assess the  knowledge and attitude on temporary contraceptive methods 

amongPrimiantenatal mothers residing in urban and rural areas  

2. To correlate the knowledge and attitude on temporary contraceptive methods 

amongprimi antenatal mothers residing in urban and rural areas.  

3. To associate the knowledge and attitude on temporary contraceptive methods 

among urban and rural primi antenatal mothers with selected demographic 

variables. 
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4. To prepare a self instructional learning module for Primi antenatal mothers 

regarding temporary contraceptive methods. 

 

1.4 HYPOTHESIS 

H1 There will besignificant correlation between urban and rural ante natalmothers 

regarding the knowledge and attitudeof temporary contraceptive methods. 

H2 There will be significant association between the knowledge and attitude of 

 temporary contraceptive methods among urban and ruralprimi antenatal  

 mothers with selected demographic variables. 

 

1.5 ASSUMPTION 

1. Primi Antenatal mothers those who are residing at ruralhave inadequate 

knowledge and attitude regarding temporary contraceptive methods. 

2. Primi Antenatal mothers those who are residing at urban haveadequate 

knowledge and attitude regarding temporary contraceptive methods. 

3. The self instructional module will enhance the knowledge towards the 

temporary contraceptive methods and to develop positive attitude. 

 

1.6 OPERATIONAL DEFINITION 

Knowledge: 

It refers to the information regarding temporary contraceptive methods, which is 

assessed by response to the scheduled questionnaires. 

 

Attitude: 

It refers to the feelings and thoughts regarding the use of temporary 

contraceptive methods. 

 

Temporary Contraceptive methods  

It refers to, the selected temporary measures to prevent pregnancy temporarily. 

 

Primi Antenatal Mother:  

               It refers to the women who are all having their first pregnancy. 

Urban: 
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              Belonging to or related to city or town.  it refers to the Sellur area.   

 

Rural: 

              Rural areas are far away from large city or towns; it refers to the 

Samayanallur area. 

 

1.7DELIMITATION: 

1. The study was limited to the antenatal mothers who were  attending the 

antenatal clinic in Sellur health post(urban) and Samayanallur primary health 

centre (Rural) 

2. Data collection period was limited to one month. 

 

1.8 PROJECTED OUTCOME 

 This study is aimed at finding out the knowledge and attitude on temporary 

contraceptive methodsof primiAntenatal mothers in urban and rural. 

 By assessing this knowledge and attitude towards temporary contraceptive 

methods will help to prepare a self instructional module to enhance the 

knowledge and attitude. 

 

 



 

 
 

Review of 
Literature 
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CHAPTER - II 

REVIEW OF LITERATURE 

 

 This chapter presents a review literature of related literature relevant to the 

study of rural and urban antenatal mother’s knowledge and attitude regarding 

temporary contraceptive methods. The review of literature entails systematic 

identification. Location, scrutiny and summary of written material that contains 

information relevant to the problem understudy. An extensive review of literature 

relevant to the research topic was done to gain insight and to collect maximum 

information for laying the foundation of the study. The purpose of review of literature 

is to obtain comprehensive knowledge based and in-depth information about the 

knowledge and attitude between rural and urban antenatal mothers regarding 

temporary contraceptive method. 

 

This chapter has divided in to two parts: 

 Part-A     Review of related literature 

 Part=B     Conceptual frame work 

     Part-A 

 

2.1 REVIEW OF RELATED LITERATURE 

 This section related to Literature is divided into foursections which explore the 

literature and the previous studies of knowledge and attitude on temporary 

contraceptive methods among antenatal mothers. This section is divided into the 

following headings. 

1. Literature related to the knowledge, attitude and practice of temporary 

contraceptive methods among rural and urban population. 

2. Literature related to contraceptive methods and associated  demographic 

variables  

3. Literature related to knowledge and attitude of contraceptive methods among 

antenatal mother in rural           

4. Literature related to knowledge and attitude of  contraceptive methods among 

antenatal mother in urban 
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I. LITERATURE RELATED TO THE KNOWLEDGE, ATTITUDE 

AND PRACTICE OF TEMPORARY 

CONTRACEPTIONAMONG RURAL AND URBAN 

POPULATION 

Kavitha.P.R.Arunprasth, P.Krishnaraj (2012)conducted a descriptive study 

on to assess the knowledge regarding temporary family planning method among Primi 

postnatal mothers.Non experimental descriptive design was used, 30 samples were 

selected by purposive samples and techniques, structured interview schedule were 

used to gather the data. The study result shows that 10(33.3%) were inadequate 

knowledge. 13(43.3%) were moderately adequate knowledge and few 7(23.3%) of 

mothers had adequate knowledge. The study reports that there is no significant 

association between the demographic variables and knowledge so they need health 

education regarding methods and importance of family planning. 

 

Roumi Deb (2010)conducted a study to know the extent of awareness, attitude 

and practices of familyplanning method at Meghalaya, the population was 1560 ever-

married Khasi women aged 15-49 years The study result shows that there is a gap 

between the knowledge and thepractice of contraception among these women. 

Thetraditional contraceptive methods were found to be slightly more common (53%) 

themodern methods. Of all the modern methodsfemale sterilization is the most 

commonly used methods (30.4%), followed by oral pills (9 %), IUD/ Copper T (6 %), 

and weeklypills (2 %).The study reports that the awareness of FamilyPlanning 

Methods among East Khasi Hillpopulation is high but only half of the womenadopt 

family planning. 

 

Khan.I.D. (2008) investigated adescriptive single cross-sectional study  

onknowledge attitude, practice, on contraceptives among 100 Married Armed Forces 

Personnel.The study results that the studied population revealed good knowledge of 

contraceptives. Target respondents with a mean age of 32 years, educated for more 

than 12 years,.The study highlights the Knowledge- Practice gap with regard to 

contraceptives particularly vasectomy (84:33). Attitudinally vasectomy was being 

preferred to tubectomy by the majority, it was practiced merely by 33% in practice.A 
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good knowledge of contraceptives and acceptance of the two child norm, vasectomy 

practice remains poor. 

PanitchpakdiP,Podhipak. A,Sein.U.K.(2006)investigated the cluster survey 

study onfamily planning: knowledge, attitudes and practice survey in Zigone, 

Myanmar among 600 married women of reproductive age were currently practicing 

modern methods of contraception..The objective of the study was to determine the 

prevalence of various family planningmethods.The survey results showed a high 

awareness of specific contraceptive methods among the target group and the ever-use 

rate of birth spacing methods was about 54% .The most used method was oral 

contraceptives (64.6% of all users), followed by injectable contraceptives (32.3%). 

There was a small number of IUD users (1.1%), use of a permanent method 

(sterilization) was extremely low (0.3%).  

 

SeemaBibi,AmnaMemeon, ZehraMemeon, (2005) conducted hospital based 

cross sectional surveyto assess contraceptive knowledge, practices, availability and 

accessibility of family planningservices and reasons for non-utilization of family 

planning services in interior of Sindh province, Pakistan in two district hospitals. The 

study result shows that Contraceptive useincreased with increasing age of mother, 

parity and number of living children. Tubal ligation (9.5%) and condoms (9.0%) were 

the most popular methods of family planning.The study reports that mass media was 

the primary source of information inapproximately 72.5% of the study population.  

 

ShwetaDabral, S.L.Malik.et.al (2005)conducted a study toassess the 

Knowledge, Attitude and Practice of family planning among various populations is 

evaluated from time to time by various agencies. The study was conducted among 

Gujjars of Delhi. The data for the study was collected by interviewing ever-married 

Gujjar women aged 15-49 years from a sample of 558 households. The study results 

that the most commonly ever-used methods are Intra Uterine Devices (about 1/6th), 

condom (nearly 1/8th) and female sterilization (2/3rd).  

 

II. LITERATURE RELATED TO CONTRACEPTIVE METHODS 

AND DEMOGRAPHIC VARIABLES  
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Vasundhara Sharma,UdhayMohan, Vinita Das, Shalley,(2012)conducted  

a cross sectional study of socio demographic determinants and knowledge,attitude, 

practice: survey of family planning in is urban Primary Health Centre, 

BakshiKaTalaab, in rural area of Lucknow. The population of the study issix hundred 

and eightytwo postpartum women (within 42 days of delivery) who came to these 

health facilities for their child’s vaccination were interviewed, by a preformed and 

pretested schedule. The results showed that maximum utilization of family methods 

were seen among Hindu women, women of age group 30 or more, parity four and 

more, educational level upto high school and above and those of higher 

socioeconomic class.. Only 2.8% were unsure of preferred method for future use.  

 

WubegzierMekonnen, AlemayehuWolka.,(2011) conducted a study on 

determinants of low family planning use and high unmet need in Butajira District, 

South Central Ethiopia. The population was  5746 married women.The results shows 

that current contraceptive prevalence rate among married women is 25.4% (95% CI: 

24.2, 26.5). Unmet need of contraception is 52.4% of which 74.8% was attributed to 

spacing and the rest for limiting. Reasons for the high unmet need include 

commodities' insecurity, religion, and complaints related to providers, methods, diet 

and work load. Contraception is 2.3 (95% CI: 1.7, 3.2) times higher in urbanites 

compared to rural highlanders. Married women who attained primary and secondary 

plus level of education have about 1.3 (95% CI: 1.1, 1.6) and 2 (95% CI: 1.4, 2.9) 

times more risk to contraception; those with no child death are 1.3 (95% CI: 1.1, 1.5) 

times more likely to use contraceptives compared to counterparts. Women discussing 

about contraception with partners were 2.2 (95% CI: 1.8, 2.7) times more likely to use 

family planning. Nevertheless, contraception was about 2.6 (95% CI: 2.1, 3.2) more 

likely among married women whose partners supported the use of family planning.  

 

 TayyabaMajeed,UsmaizaQuadir, ZahidMahamood, Zahra Azeem, 

YasmeenAzeem, ZohaibAftab(2011)conducted a cross-sectional multicenter study. 

The data collected by a random Sample of 760 women visiting five major hospitals of 

Lahore. The study results show that among the 760 women who studied mean age 

were was 27 with SD 5.72. The total birth control rate was 45%. Four hundred and 

eighteen women (55%) women did not use any method of contraception. Samples 
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choosing the permanent and non-permanent contraceptive methods have taken up 

92.6% and 7.4%. In the sample that used permanent sterilization not even a single 

case of male sterilization was reported. Chi-square analysis showed that the use of 

contraceptive method was significantly associated with age (p-value 0.000), parity (p-

value 0.001), and knowledge (0.000) no. of years after marriage (p-value 0.000) and 

frequency of intercourse (0.000).  

 

Aniekan.MAbasiattai.(2010) conducted a study on use of Depot 

Medroxyprogesterone injectable contraception at the University of Uyo Teaching 

Hospital, Uyo The Data was collected from the record cards of all clients who 

accepted Medroxyprogesterone acetate injectable contraception over a nine-year 

period was studied. The resultsrevealed that there were 1065 new contraceptive 

acceptors out of which 166 (15.1%) accepted depot Medroxyprogesterone acetate. 

The model age group of the clients was 30-34 years (35.0%). Majority of clients were 

grandmultiparous (63.9%), married (82.0%), and 50.6% had primary level education. 

The study reports that the clients (84.2%) derived their sources of information on 

contraception from clinic personnel and friends/relatives. 

 

Yalley,DalmaChankapa, Ranabir Pal, DechanlaIsqiring.(2010)conducted 

across-sectional study on Male Behavior toward Reproductive Responsibilities in 

Sikkim the population was590currentlymarriedmen. This study results shows that 

outofthe596male participants, the majority(55.87%)opinedthattheywerein favor of 

using acontraceptivemethod 

afteronechild.Mostparticipants(55.54%)saidthattheirmainsourceofinformationoncontra

ceptivemethodswere the 

governmenthealthstaff,while24.84%acknowledgedthatmostoftheirinformationcamefro

mthemasmedia.Eighty-

twopercentreportedcurrentlyusingsomekindofthecontraceptivemethod.Condomwasuse

dasatemporarymethodbyonly16.27%oftheresponders,withthepermanentmethodofvase

ctomybeinadoptedforbyonly4.87%.Themethodmostwidelyusedbytheir partners was 

the oral contraceptive pill (43.41%), followed by Tubectomy (15.77%)andIUD 

(4.19%). 
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KameswararaoAvasarala.(2009)conducted across-sectional descriptive study 

on quality-of-life assessment of 50 family planning adopters and 50 non- family 

planning adopting families through user perspectives in the district of Karimnagar. in 

Andhra Pradesh. The results revealed a better standard of living for family planning 

adopters because they have amenities like housing, television, and vehicles and less 

mortality and morbidity (P < 0.001). However, they lack positive feelings towards 

life, general adaptation, personal relationships, and leisure opportunities. The study 

reported that, self-assessment by family planning adopters themselves revealed no 

significant increase in their qualitative life after family planning (P = 0.05). 

 

Rajesh K. Chudasama,Naresh .R, Godarama.MohuaMoitra.(2009) 

conducted a study on Women’s position and their behavior towards family planning 

in Surat. The data wascollected through stratified random sampling every 6th women 

of age group 15-49 years attending the family planning clinic at New Civil Hospital, 

Surat.The study result shows that 40% illiterate woman and 57.1% women having 

education up to primary level have adopted permanent methods of family planning. 

69% housewives and 50% of service class women have adopted temporary or 

permanent methods of family planning. In the study discussion women with annual 

income up toRs. 5000, 71.4% practiced permanent methods of family planning 

compared to women with annual income above Rs. 5001.  

 

Tuladhar.Formulus.H.et.al.,(2008)conducted across sectional descriptive 

study on awarenessand practice of family planningmethods inmethods among 200 

women of reproductive age attending Gynaecologyoutpatient department at Nepal 

Medical College Teaching Hospital. The study results shows that the respondents 

(93.0%) were aware of at least one of family planningmethods out often methods, but 

only 65.0% had ever used it and contraceptive prevalence rate was 33.5% which was 

slightly higher than the national data as 28.5%. The best known method of temporary 

contraception was Depoprovera (78.0%) followed by oral contraceptive pills (74.0%) 

and condom (71.0%) and least known methods were vaginal foam tablets/jelly 

(34.0%) and natural methods (16.0%). Among permanent family planningmethods, 

awareness about female sterilization (81.0%) was more than male sterilization 

(77.0%) which was in accordance with studies done in other countries. Knowledge 
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about emergency contraception was quite low (12.0%) as it was newly introduced in 

the country. Regarding current use of contraception Depoprovera (11.0%) was the 

most widely used followed by oral contraceptive pills (4.5%) and condom (4.5%). 

5.5% had undergone female sterilization while only 2.5% of male partner had 

sterilization Knowledge of non contraceptive benefits of family planningmethods was 

claimed by only 35.0% of the respondents, 27.0% reported awareness that condoms 

protect from HIV/AIDS and sexually transmitted diseases (STD) while knowledge 

about various adverse effects was widespread (52.5%). The most common source of 

information on contraception was media (55.5%), both printed and electronic.  

 

Eugene.J. Eugene J.et.al (2007) conducted a study for estimated that 

widespread use of emergency contraception may significantly reduce the number of 

abortion-related morbidity and mortality. A convenient sample of 700 students of the 

University of Buea (Cameroon) was selected for the study. The response rate was 

94.9% (664/700). General level of awareness of emergency contraceptive pills was 

63.0% (418/664). Although the students generally had positive attitudes regarding 

emergency contraceptive pills, up to 65.0% (465/664) believed that emergency 

contraceptive pills were unsafe. Those with adequate knowledge generally showed 

favorable attitudes with regards to emergency contraceptive pills (Mann-Whitney U = 

2592.5, p = 0.000). Forty-nine students (7.4%) had used emergency contraceptive 

pills themselves or had a partner who had used them. The study revealed that 

Awareness of emergency contraception pills by Cameroonian students is low and the 

method is still underused. 

 

Md.Emajuddin.,Md.SodequelArefin.l, (2007) conducted a study on 

Dimension of Birth Control Method Adoption in the Santal and Oraon Ethnic 

Communities in Rural Bangladesh. The sample size was a total of 285 couples (145 

couples for Santal and 140 couples for Oraon), who achieved desired family size 

norms, was randomly selected for this study. The results of the study revealed that 

most of the couples (90%) adopted birth control method to prevent unwanted birth 

after the completed desired family size norms. Majority of the wives (60%) rather 

than husbands (12.55%) in the communities accepted permanent birth control 

methods rather than temporary methods (20% for wives and 7.45% for husbands 
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respectively). The results of Pearson’s Chi-Squire test suggest that family authority 

patterns, especially autocratic authority relation than syncretism or autonomic 

authority relation among the couples in both the ethnic communities significantly 

influenced wives to take more permanent birth control methods rather than temporary 

methods in rural Bangladesh (Chi-Squire= 255, df=4, 291.95, p<.05). 

Mandal.N.K, Malik.SP.P.RoyS.B.MandalA.Mandal., (2007)conducted a 

Cross Sectional study on impact of religious faith and female literacy on fertility in a 

rural community of West Bengal A total of 671 filled in schedules were analyzed by 

Epi info package. This study reports that average number of pregnancies ever occurred 

among Muslim mothers (2.8) were higher in comparison with Hindu mothers (1.68). 

Regarding current fertility, live births in last 2 yrs was more among Muslim mothers 

(25.2%) as compared with their counterparts among Hindu community (12.4%). In 

both the cases differences were found to be statistically significant. Female literacy 

was found to have no impact on fertility as a whole, but while stratified, its positive 

role was evident among Hindu mothers but not among Muslim mothers. 

 

Moataz Abdel-Fattah, Molaz .et.al, (2006) conducted a cross sectional 

survey to determinants of birth spacing among Saudi women. The study population 

was who have been married before, aged 15-49 years attending The Data was 

collected on socio-demographic, biological characteristics, beliefs, attitudes, and 

utilization of family planning services, pregnancy intervals and medical history. The 

results shows that the mean duration of inter birth interval was 2.38±1.24 years. The 

multivariate Cox regression revealed that a woman’s education, work status, 

husband’s work status, a woman’s history of chronic diseases, and husband's 

encouragement of inter birth spacing were the only significant predictors of longer 

inter birth intervals. The great majority of participating women (98%) had a positive 

opinion of the effect of birth spacing on the family. 

 

Bhattacharya. S.K. Ram.R, Goswam.G.S, Gupta.U.D, Bhattacharya. S, 

S.Roy. (2006) conducted a cross sectional  study of unmet need for family planning 

among women of reproductive age group attending Immunization Clinic and Post-

Partum unit of Calcutta National Medical College, in a medical college of Kolkata. 

10% sample or all mothers attending the clinics for a period of one month were 

 ِ
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selected by systematic random sampling method. This study reveals that Extent of 

unmet need for family planning is 41.67% of which 25.84% are limiters and 15.83% 

are spacers. Only 45.83% women are contraceptive users. Contraceptive rate 

increases with advancement of age and prevalence of unmet need is significantly 

higher in younger age group. With increase in literacy level tile prevalence of Spacers 

in the unmet need group has significantly increased and that of limiter decreased. The 

prevalence of spacers significantly decreases and limiter increases with, increase in 

numbers of living children. The major reason for unmet need is opposition from 

husband/ family and community (32%). 

 

Elizabeth G. Sutherland (2006) conducted study on contraceptive Behavior 

in the Western Chitwan Valley of Nepal: Effects of Season, Natural Resource 

Responsibility, Women's Status, and Accessibility of Family Planning Services. The 

data was collected from eligible sample of 1,347 women, 323 women (24%) were 

classified as having no need for contraception at baseline due to a desire to have more 

children. It revealed that 488 women (36%) desired to limit births but were classified 

as having a met need as a result of current use of contraception. An additional 

533women (40%) were classified as having unmet need for contraception. The 488 

women who desired to limit births and who were currently using a modern method at 

baseline, all were relying on sterilization, either through tubal ligation (22%) or 

spousal vasectomy (78%) of the small fraction of women with no need for 

contraception currently. 

 

Rob Stephenson. et.al, (2006) conducted atarget population for the survey 

was ever-married women aged 13-49 years, with data collected at three levels: 

individual, household, and village. Data were collected for each of the 24 states of 

India and the National Capitol Territory of Delhi, resulting in a sample of 

89,777women in 80,652 households. Muslim women and those from other religions 

had significantly lower odds of adopting sterilization than Hindu women (Muslim 

odds ratio [OR] 0.47, other religions OR 0.71). women who lived in districts with 

over 20% Muslim population had significantly lower odds of adopting sterilization 

(OR 0.83) compared to women who lived in districts in which less than 5% of the 

population were Muslims. Individual religion was a strong predictor of the decision to 
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adopt sterilization, and residence in a district in which more than 20% of the people 

were Muslims significantly lowered the odds of adoption of sterilization.  

 

 

 

DhariniKumari.Y. (2005) conducted a study on women’s position and their 

behavior towards Family planning in two districts of Andhra Pradesh. The subjects 

consisted of 600 currently married women in the age group of 15-49 years having at 

least one living child. The influences of variables such as education, occupation, 

income o f women, succession to property, and son-preference, etc are also studied.. 

The study reports that the adoption of family planning methods was higher (68%). 

among women who had education up to college and above, 68 % of women with 

white-collar jobs adopted permanent methods o f family planning (0.01) levels o f 

significance when tested by chi-square analysis). A majority of women (63.37%) with 

an annual income of Rs.30.00l/- and above practiced family planning. The study 

shows a positive relationship between on preference and family planning practices by 

women in Andhra Pradesh. 

 

III. LITERATURE RELATED TO KNOWLEDGE AND 

ATTITUDE OF CONTRACEPTIVE METHODS AMONG 

ANTENATAL MOTHER IN RURAL: 

Syed EsamMahmood.IramShaifali,Payal Mishra (2011) conducted 

cross sectional study on   postpartum contraceptive use in rural Bareilly. All women 

who had delivered within last one year were interviewed by house to house survey to 

collect data regarding socio-demographic characteristics and contraceptive use by 

structured questionnaire. A total of 123 women participated in the study  The study 

reports that only 13.8% mothers adopted postpartum contraception. Lack of 

knowledge (32.5%) and young infant being breastfed (28.5%) were the common 

reasons of not using any contraceptive method. Contraceptive use was higher amongst 

females aged less than 30 years and those belonging to middle socioeconomic class 

and nuclear families. The significant influence of the women’ educational status on 

utilization of family planning methods was observed. 
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Arjit Kumar., P Bhardwaj, J P Srivastava, P Guptaet.al, (2011) conducted 

a study on family planning practices and method among women of urban slums of 

luck now city is based on utilization of family planning methods, their side effects and 

the factors influencing their uses. The study design was community-based study 

among the Women of reproductive age groups (15-45yrs) adopting family planning 

methods & those residing in urban slums of, Luck now. Sample size was 540, during 

July 2009 to July2011. by the Sampling Technique of thirty cluster sampling. This 

study report shows that the acceptance of family planning methods both temporary 

and permanent methods increased with level of literacy of women. About 53.40 % 

adopted I.U.C.D, 38.83% O.C pills & only 7.77% of their partners used condoms. 

66.6% have undergone laparoscopic & 33.4% mini-lap sterilization. Vasectomy was 

not done for even a single partner. More number of illiterate and primary educated 

accepted permanent method after 3 or more children than higher educated who 

accepted it after 1 or 2 children. Among acceptors of permanent methods, total 

70.27% were experiencing side effects and among temporary method users, it 

accounted 23.30%.   

 

Jyotishikha Nanda, Dipak Kumar, PremanadaBharati. (2011) conducted a 

study on contraceptive practices among adolescent married women in Tamilnadu, 

India. The data collected from District Level Household Survey-Reproductive Child 

Health (DLHS-RCH), Round-II which was conducted in two phases (phase-I during 

2002-2003 and phase-II during 2003–2004) in Tamil Nadu. The data consist of 732 

ever-married women. The result shows that 59 (8%) were currently using family 

planning methods the other 673 (92 %) of the subjects are not currently using any of 

methods. In terms of social characteristics of married women, who were currently 

using  or not using any one of the family planning methods, caste is found to be 

highly significant (P<0.000).The other variables place of residence and religion is 

significance (P<0.05). in case of age at marriage the % of using contraception 

methods is higher among 15-17 years 75% this proportion followed in 18-19 years 

age group, and who married less than 14 years also.  The women who desired the next 

child to be boy was 129 (20%) and to be girl was 53 (8%), the number of sex was not 

preferred up to god was among 367 (57%) and 96 (15%) respectively. In economic 

characteristics percent of using contraception is considerably higher in the women 
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using of contraception methods. Difference between number of children ever born, 

gravid and of implementation of new programme, which may (P<0.000). 

 

KapilYadav. (2010)conducted cross-sectional survey on an agreement and 

concordance regarding reproductive intentions and contraception between husbands 

and wives in rural Ballabgarh, India. The study design was a in 200 randomly selected 

married couples (in the age range of 15-44 years) in village Dayalpur, Haryana. The 

results shows that  the observed concordance was 67.5% for ideal family size, 84.5% 

for contraceptive attitude, 88.5% for fertility desire, 93.5% for unmet need, and 97% 

for report of number of currently living children. The adjusted kappa statistic varied 

from a low of 0.43 (P # 0.001) (ideal family size) to a high of 0.96 (P # 0.001) 

(number of living children) with contraceptive attitude (0.7) (P # 0.001), unmet need 

(0.88) (P # 0.001), and current use of contraception (0.93) (P # 0.001) having kappa 

values in between. Overall, a greater degree of agreement was observed for 

reproductive health events as compared to family planning attitudes and intentions. 

 

Padma Mohanan, AshaKamath, Sajjan.B.S. (2005) conducted a study on 

fertility pattern and family planning practices in a rural area in Daksina Kannada among 

married women in the age group 15-49 years living with their spouses who were residents 

of Asaigoli. The data was collected from 1007 women among whom 66 were pregnant, 

16 had primary sterility and 4 reported as secondary sterility 896 women constituted the 

study sample. The study socio demographic variables were religion, income, family type, 

literacy, No of children and contraception used. The  study results shows that permanent 

contraception was accepted by 70.7% of the women with 3 more children and only 29.3% 

accepted temporary contraceptive with 1 or 2 living children, which was statistically 

significant.  

 

Ravichandran’ (2005) conducted a study on Availability of Oral Pills and 

Condom at village level in a Community Development Block of Tamil Nadu.. 

Examine the demand factors (knowledge of spacing and spacing methods) for 

temporary contraceptive methods; and examine the relationship between the socio-

economic variables and demand factors for temporary contraceptive methods. The 

study reports that the spacing methods known to the study women were IUD (to all), 
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Oral pill to 69% and condom to 72% . While all the women who knew about IUD and 

oral pills also knew about it being intended for females, 29% women (of the 72% ) 

did not know that condoms are to be used by males. A fairly large proportion of 

women (61%) did not know about how condom is used for contraception. The lack of 

knowledge about oral pills was also high in that 53% did not know how to use it; even 

in the case of IUD although all the women had heard about the method, a fourth 

(26%) did not know how it was used. 

 

IV. LITERATURE RELATED TO KNOWLEDGE AND 

ATTITUDE OF CONTRACEPTIVE METHODS AMONG 

ANTENATAL MOTHER IN URBAN  

BrijeshSathian. (2012)conducted a study on hormonal contraception in Nepal 

: The data was collected from  more than one in two women between the ages of 15-

49 have never been to school (nearly 53%), 12 % have only some primary education, 

5 % have completed primary, 21 %t have only some secondary education, and less 

than 10 % have completed secondary or higher level of education.  The study result 

shows that the highest percent of Depo used is also proved by NDHS 2006 of Nepal 

which is found 66.9 %. Likewise, family planning pills ranks second, in those years 

pills user were around 25 %.The most widely known method of modern contraceptive 

usage among currently married women are Injectables 99 %, contraceptive pill is 

known by 95 % and 84 % married women know of implants. 31 % of married women 

currently would prefer to use Injectables.  

 

Manu S.S. Rana.S.S, Madhav, Thallapya, Ramprasad, aryal, 

BrijeshSathian.(2012) conducted astudy the use of modern female temporary 

hormonal contraceptives and their health` effects in the Pokhara Sub-Metropolitan 

City of Western Nepal. A qualitative and quantitative data were collected from 

married women 120 of 15 to 49 years of age, who were using hormonal 

contraceptives. A majority of them had one boy and one girl as children. Though 

illiterate women were a majority, fifty percent knew all the four methods of female 

temporary contraceptives. Among the 120 women who were interviewed, 46.67 % 

said that they had no bad health effects, which meant that they had no warning and 

side effects, 52.50 % women said that they had side effects, and only 0.83 %  of the 



 
 

23 
 

women said that they were suffering from lower abdominal pain or pelvic pain, which 

was the warning effect. Among them, most of the women (more than 50 percent) have 

been using Depo. The remaining 50 percent are using other methods.  

 

 

Agarwal.A.R, P.Singh.(2005) conducted a study on analysis of adoption 

preference of family planning methods through multiple logistic regression. The data for 

this analysis obtain from 1160 eligible couple from Paharganj area of Delhi which 556 

were non users 176 are IUD acceptors and 428 were sterilization acceptors and 428 are 

sterilization acceptors .The multiple logistic regression has been applied for IUD acceptors 

Vs non users and IUD VS sterilization. The study reports that  the  couple with 2 or more 

children had 10.6 times, with any one male or female child with education of high school 

the motivating factor was 17% and for higher education and up to 14%.  The sterilization 

acceptors compared to IUD use 5.0% for male children and 3.3% for having female 

children. This study shows that female literacy is significant motivating factor for the 

adoption of family planning practices.  

 

M.S. Kulkarni.(2005)conducted a study on Women’s Exposure to Mass 

Media and Use of Family Planning Methods: A Case Study of Goa. The data for the 

present study was collected by conducting a survey on a predesigned and pretested 

questionnaire by interviewing married non-pregnant women aged 15-45 years in 

North Goa District. The samples were selected using a two stage stratified random 

sampling method. In the first stage 20 rural blocks and 5 urban blocks were selected 

and at second stage 10 married non pregnant women aged 15-45 years were selected 

from each of the first stage unit using simple random sampling method. This simple 

size for the present study was 250 married women in the age group 15-45 years. This 

study reports that use of family planning methods in Goa was 47.5 percent. The ever 

use of family planning method was 74.4%, 46.5% and 42.5% among women exposed 

to television, radio and newspaper respectively. 
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PART –B 

 

2.2 CONCEPTUAL FRAME WORK 

A conceptual frame work or model is defined as a set of concepts and the 

propositions that integrate them into a meaningful configuration. Conceptual frame 

situation and event of particular interest to a discipline, in this instance of nursing. 

 

The present study aims to compare the knowledge and attitude of primi 

antenatal mothers regarding temporary contraceptive methods between urban and 

rural area. 

 

Theconceptual frame work for this study based on the Pender’s model of 

health promotion.Health promotion directed at increasing a client level of well being 

(Pender 1996). 

 

The health promotion model proposed by Nola J Pender (1982; revised, 1996) 

was designed to be a “complementary counterpart to models of health protection.” 

 

THE MODEL FOCUSES ON FOLLOWING THREE AREAS: 

o Individual characteristics and experiences 

o Behavior-specific cognitions and affect 

o Behavioral outcomes 

 

MAJOR CONCEPTS AND DEFINITIONS 

 Individual Characteristics and Experience 

 Prior related behavior 

 Frequency of the similar behavior in the past. Direct and indirect effects on the 

likelihood of engaging in health promoting behaviors. 
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PERSONAL FACTORS 

Personal factors categorized as biological, psychological and socio-

cultural.These factors are predictive of a given behavior and shaped by the nature of 

the target behavior being considered. 

 Personal biological factors - include variable such as age gender body mass 

index pubertal status, aerobic capacity, strength, agility, or balance. 

 Personal psychological factors - include variables such as self esteem self 

motivation personal competence perceived health status and definition of 

health. 

 Personal socio-cultural factors - include variables such as race ethnicity, 

accuculturation, education and socioeconomic status. 

 

PERCEIVED BENEFITS OF ACTION 

 Anticipated positive outcomes that will occur from health behavior. 

 

PERCEIVED BARRIERS TO ACTION 

 Anticipated, imagined or real blocks and personal costs of understanding a 

given behavior. 

 

PERCEIVED SELF EFFICACY 

 Judgment of personal capability to organize and execute a health-promoting 

behavior. 

 Perceived self efficacy influences perceived barriers to action so higher 

efficacy result in lowered perceptions of barriers to the performance of the 

behavior.  

 

ACTIVITY RELATED AFFECT 

 Subjective positive or negative feeling that occur before, during and following 

behavior based on the stimulus properties of the behavior itself. 

 Activity-related affect influences perceived self-efficacy, which means the 

more positive the subjective feeling, the greater the feeling of efficacy. In turn, 

increased feelings of efficacy can generate further positive affect. 
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INTERPERSONAL INFLUENCES 

 Cognition concerning behaviors, beliefs, or attitudes of the others. 

Interpersonal influences include: norms (expectations of significant others), 

social support (instrumental and emotional encouragement) and modeling 

(vicarious learning through observing others engaged in a particular behavior). 

 Primary sources of interpersonal influences are families, peers, and healthcare 

providers. 

 

SITUATIONAL INFLUENCES 

 Personal perceptions and cognitions of any given situation or context that can 

facilitate or impede behavior. 

 Situational influences may have direct or indirect influences on health 

behavior. 

 

BEHAVIOURAL OUTCOME  

COMMITMENT TO PLAN OF ACTION 

 The concept of intention and identification of a planned strategy leads to 

implementation of health behavior.  

 

IMMEDIATE COMPETING DEMANDS AND PREFERENCES 

 Competing demands are those alternative behavior over which individuals 

have low control because there are environmental contingencies such as work 

or family care responsibilities. 

 Competing preferences are alternative behavior over which individuals exert 

relatively high control, such as choice of ice cream or apple for a snack. 

 

HEALTH PROMOTING BEHAVIOUR 

Endpoint or action outcome directed toward attaining positive health outcome 

such as optimal well-being, personal fulfillment, and productive living. 
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 The Pender’s health promotion model modified and applied for this study to 

assess the knowledge and attitude among urban and rural antenatal mothers regarding 

temporary contraceptive methods. 

 

 

 

INDIVIDUAL CHARACTERISTICS AND EXXPERIENCES 

PRIOR RELATED BEHAVIOR 

 Antenatal Mothers, KnowledgeAttitude towards Contraception,Cultural 

Practices. 

 

PERSONAL  FACTORS 

Demographic Variables 

 Age, Education, Occupation ,Monthly income. 

 

Biologic Variables 

 Religion, Type of family,Residence,  Mother tongue. 

 

BEHAVIOUR SPECIFIC CONGNITIVEAND AFFECT 

Perceivedbenefit of action 

Improvement in  mother health, Small family  norm, Greater attention to child. 

 

Perceived barrier of action 

Inadequate knowledge,  Fear about methods, Misbelieves,Poor support system. 

 

Interpersonal influences 

Husband, Medical care provider,relatives , Friends,Family. 

 

Situational influences 

Media, Television,Newspaper, Health care provider, Access to health care. 

 

BEHAVIOURAL OUTCOME 

Commitment of plan of action 

Clarifying doubts, Enquiring about various methods 
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HEALTH PROMOTING BEAHAVIOUR 

Clarifying Doubts,Enquiring about Various contraceptive methods 

 

Health Promoting Beahaviour 

Increasing knowledge, Positive attitude,Showing interest to adopt temporary 

contraceptive methods. 

 



   

2
9
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CHAPTER-III 

METHODOLOGY 

 

 This chapter deals with the description of the methods and different steps used 

for collecting and organizing data for the investigation. It includes the description of 

the research approach , the research  design, setting , population, the sample  and  the 

sample size,  the sampling technique, the sampling criteria, the development and 

description of the tool, the pilot study, the data collection procedure  and the plan for 

data analysis in the study. This present study was done to compare the knowledge and 

attitude regarding temporary contraceptive methods among antenatal mothers between 

Urban and Rural areas. 

 

3.1 RESEARCH APPROACH 

     The investigator selected Quantitativeapproach. 

 

3.2 RESEARCH DESIGN 

     The research design selected for this study is Descriptive study design. 

 

3.3 VARIABLES 

     Research variable: - Knowledge and attitude regarding temporary contraceptive 

methods. 

 

3.4 SETTING OF THE STUDY 

     The study was conducted in Urban health post (sellur) and Rural primary health 

centre (Samayanallur). 

 

URBAN SETTING 

 Sellur Urban Health Post is located in centre of Sellur area. Antenatal clinic 

conducted every Monday and Friday and other week days taking ultra sound scan for 

Antenatal mothers.The antenatal outpatient clinic functions from 8 Am to 12 Noon 

and average of 1350 antenatal women/month. The antenatal records shows that an 
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average of 80 to 100 antenatal mothers attending the antenatal clinic. The 8 beds in 

obstetric unit are shared antenatal and postnatal wards and one labour ward. 

 

RURAL SETTING 

The Government Samayanallur Primary Health centre was started in the year 

1992,   7thmarch. The Hospital situated15kms away from Madurai. Totaloutpatient 

1200, every Tuesday conducting Antenatal clinic and also taking ultra sonogram for 

antenatal mothers in week days. The antenatal outpatient clinic functions from 8 Am 

to 12 Noon and average of 1250 antenatal women per month. The antenatal records 

shows that an average of 80 to 100 antenatal mothers attending the antenatal clinic. 

The 30 beds in obstetric unit are shared antenatal and postnatal wards and one labour 

ward. 

 

3.5 POPULATION 

TARGET POPULATION 

 The target population of the study consist of antenatal mothers residing in 

Sellur and Samayanallur. 

 

ACCESSIBLE POPULATION 

 The accessible population of the study consist of Primi antenatal mothers 

attending antenatal outpatient clinicin Urbanhealth post Sellur, and Primary health 

centre Samayanallur.   

 

3.6 SAMPLE 

 The sample for present study comprised of primi antenatal mothers in rural 

and urban area and who have met the inclusion criteria. 

 

SAMPLE SIZE 

 The sample size of the present study is 200 primi antenatal mothers. 100 

Mothers from rural and 100 mothers from urban were selected as samples for the 

study, who fulfil the inclusion criteria. 
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3.7 SAMPLING TECHNIQUE 

 Convenience Sampling techniquewas used for this study.  

 

3.8 CRITERIA FOR SAMPLE SELECTION 

INCLUSION CRITERIA 

 The mother who had first pregnancy. 

 Antenatal mothers attending the outpatient department. 

 Antenatal mothers below the age of 49 years. 

 The mother who are willing to participate. 

 

EXCLUSION CRITERIA 

 Multigravid mother 

 The mother had pregnancy associated withmedical illness. 

 

3.9 DEVELOPMENT OF THE TOOL 

The Structured interview questionnaire was developed which is based on the 

objectives of the study; through review of literature on related studies, journals, and 

books,and opinion from the experts. All these were helped in the ultimate 

development of the tool. 

 

3.10 DESCRIPTIONOF THE TOOLS 

 The instrument used in this study consists of two sections which are as 

follows. 

 

PART – I 

Demographic variables(Age, educational status,religion, occupation of mother 

and occupation of  husband, monthly income, type of family, religion, mother tongue 

etc.) 

 

PART –II 

 It consisted of multiple choice questions which were prepared to assess the 

knowledge of temporary contraceptive methods. The questions were related to 
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knowledge of temporary contraceptive methods, and knowledge of natural, chemical, 

hormonal, and physical contraceptive methods. 

 

PART – III 

 Attitude questionnaire on temporary contraceptive methods which contains 

scheduled 5 points Likert’s scale. 

 

3.11  SCORE INTERPRETATION 

 The score that helps to ascertain the knowledge and attitude of the subjects in 

the sample based on the distribution of items. The researcher gave the score, which 

helped to rank the sample’s knowledge and attitude regarding temporary 

contraceptive methods.  

 

Part II - The knowledge of temporary contraception. 

 This Part consists of 28 items with total marks 60. Each item had various 

options ranging from 1-7 which includes both correct and wrong responses. Correct 

responses were given 1 mark and wrong responses were given 0 mark. Depending 

upon item’s responses maximum score, minimum score and no score was determined 

by the researcher. For instance, In 22nd item, 4 options were given and all 4 options 

were correct. Hence the maximum score for that item was 4 and minimum score was 

1.Moreover In 14 th item, 4 options were given, in that 3 options were correct and 1 

option was wrong. Hence Maximum score for that item was 3 and minimum score 

was 1. 

 Right answer    - 1 

 Wrong answer - 0 

 Total number of question – 28. 

 Total marks –60 

 

SCORING PROCDURE FOR KNOWLEDGE 

 LEVEL OF KNOWLEDGE INTERPRETATION 

Below 30                   - Inadequate 

30 – 45                       - Moderate 

Above 45                   - Adequate 
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PART – III –The Attitude regarding temporary contraception methods. 

 The attitude questionnaire consisting of 10 positive questions and 10 negative 

questions.Likert scale was applied to assess the attitude levels. 

 

Positive questions -10 

Strongly agree -5, Agree–4,Uncertain –3, Disagree –2, stronglydisagree –1. 

 

Negative questions - 10  

 Strongly agree -1, Agree– 2,Uncertain -3, Disagree – 4, stronglydisagree -5. 

 

Total marks -100 

SCORING PROCEDURE 

Level of Attitude Interpretation 

Below 50           - Poor 

51-75                 - Moderate 

Above 75           - Good 

 

3.12 CONTENT VALIDITY 

  In order to measure the content validity, the tool was given to 6 experts 

among that one expert from Social and preventive medicine, 3 experts from Obstetrics 

and Gynaecology and  2 expert Community Health Nursing Department. Experts were 

requested to judge the items for clarity, relevance, comprehensiveness and 

appropriateness of the content. Appropriate modifications were made in each section 

as per the suggestions given by the experts.  Only items with 100% agreement were 

included in the interview schedule.  
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3.13 RELIABILITY 

 Reliability is the degree of consistency that the instrument of the procedure 

demonstrates whatever is measuring it does so consistently. After pilot study 

reliability of the study was assessed by using  test retest method. Knowledge 

questionnaire and reliability was assessed using test retest method and its correlation 

coefficient r-valve is 0.84.  Attitude questionnaire reliability was assessed using test 

retest method and its correlation coefficient r-value is 0.80. These correlation 

coefficients are very high and it is good tool for assessing knowledge and attitude on 

temporary contraceptive methods. The tool was feasible and practicable. 

 

3.14 ETHICAL CONSIDERATION 

A formal consideration was obtained from City Health Officer Madurai 

Corporation, Madurai, and Deputy Director of health services, Madurai. Ethical 

consideration was acquired from the ethical committee, Madurai Medical College, 

Madurai. Information was given to all the primi antenatal mothers about the purpose 

of the study. Written informed consent was obtained from the primi antenatal 

mothers. The sample had the complete freedom to withdraw the study to their reason. 

No physiological or psychological harm was made to the antenatal mothers. 

 

3.15 PILOT STUDY 

 A pilot study was conducted from 01.08.2012 to 07.08.2012 at antenatal 

outpatient department of Sellur urban health post andSamayanallur primary health 

centre.  By means of convenient  sampling technique the mothers were selected for 

pilot study. The sample size was 20,ten antenatal mothers from rural setting and ten 

from urban setting. The structured interview schedule was administered. The 

investigator found that the instrument was feasible to use and no further modifications 

were needed before actual implementation of the study. The result of pilot study was 

the knowledge and attitude of urban primi antenatal mothers were higher than the 

rural primi antenatal mothers. 

 

3.16 DATA COLLECTION PROCEDURE 

 The main study was conducted from 16.08.2012 to 15.09.2012 at Urban 

Health Post, sellur and Primary Health Centre Samayanallur. The formal permission 
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was obtained from the City health officer, Madurai Corporation Madurai, and Deupty 

Director of Health Services Viswanathapuram, Madurai. Urban health post, the 

Antenatal outpatient department runs from 8am to 12noon every Mondayand 

Fridayand the Govt. Primary Health centre Samayanallur,the Antenatal outpatient 

department runs from 8am to 12noon everyTuesday and ultrasonagram is taking all 

week days except Sunday both urban and rural. The researcher was given a brief self 

introduction to the antenatal mothers. The researcher gather a primi antenatal mother 

those who fulfil the inclusion criteria. By means of convenience sampling technique 

the primi antenatal mothers were selected for this study.The consent was obtained 

from the antenatal mothers. The interview method was used to collecting the 

knowledge and attitude questionnaire regarding temporary contraceptive methods. For 

each antenatal mother 30 minutes had spent for interviewing.   

 

During the first week of data collection, 25 samples were taken from 

Antenatal clinic, Urban Sellur, and 25 samples from antenatal clinic Rural 

Samayanallur bymeans of convenience sampling method. The demographic data, 

knowledge and attitude questionnaire on temporary contraceptive methods were 

collected by means of interview method.  During the second week, 25 samples were 

taken fromUrban ante natal clinic, and 25 were taken from rural at primary health 

centre, Samayanallur. During the third week 25 samples were taken from Urban ante 

natal clinic, sellur, and 25 were from rural at primary health centre, Samayanallur  

The fourth week 25 samples were taken from Urban ante natal clinic,sellur and 25 

samples were from rural primary health centre, Samayanallur and the data were 

collected. Totally 200 samples were taken.fromUrban health post (Sellur), and 100 

were taken from Antenatal clinic, and Primary health centre, Samayanallur(Rural) 100 

samples were taken. 

 

3.17 DATA ANALYSIS 

Data analysis enables the researcher to reduce summarize, organize,evaluate, 

interpret and communicate numerical information to obtain answer to research 

question. Statistical analysis was used to compare between rural and urban 

population.Analysis and interpretation was done based on the objectives of the study. 

The data was analyzed using descriptive and inferential statistics like frequency, 



36 
 

percentage, chi-square‘t ‘test Pearson correlation coefficient. The significant findings 

were expressed in the form of table. 

 

3.19PROTECTION OF HUMAN RIGHTS  

The proposed study was conducted after the approval of dissertation 

committee of the college of Nursing Madurai Medical college Madurai. In order to 

protect the human rightsethical committee approval obtained on the month of July 

from ethical committee, Madurai Medical college, Madurai. In addition the 

permission was obtained from city health officer, Madurai corporation Madurai, and 

Deputy Director of Health Service, Viswanathapuram, Madurai. Both written and 

verbal consent was obtained from all the study subjects and the data collection was 

kept confidential. The possible benefit of participating in the study was explained to 

all the samples.  Reassurance was given to the study samples, that confidentiality and 

privacy was maintained throughout the study. Consent was obtained from each 

subject before starting the data collection and assurance was given then the anonymity 

of each individual was maintained. 
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CHAPTER- IV 

DATA ANALYSIS AND INTERPRETATION  

 

This chapter deals with the analysis and interpretation of data collected and thereby to 

compare the knowledge and attitude of Primi Antenatal mothers regarding temporary 

contraceptive methods between urban and rural area and to determine the relationship with 

selected demographic variables. Analysis is the appraisal of the data and interpretation of the 

data consisting of relation between findings of the study to the research problem and 

theoretical framework for the study. An important function of the process of interpretation is 

to link the findings of the study to the main stream of scientific knowledge in the field. The 

data were collected from 200 Primi antenatal mother (100 from rural and 100 from Urban 

area) being analyzed, classified and tabulated on the basis of the objectives of the study. 

 

PRESENTATION OF THE DATA 

The study findings of the samples are presented in the following sections 

Section: I:   Description of demographic variables of the antenatal mothers residing at rural 

and urban area.  

Section: II:Level of knowledge and attitude on temporary contraceptive methods  among 

urban and rural area. 

Section III: Correlation between the knowledge and attitude on temporary contraceptive 

methods among urban and rural primi antenatal mothers. 

Section IV: Association between knowledge and attitude of temporarycontraceptive 

methods among primiantenatal mother in urban and rural area with selected 

demographic variables. 
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Section –I 

DESCRIPTION OF DEMOGRAPHIC VARIABLES 

TABLE 1 

Frequency and percentage wise distribution of Antenatal Mothers Regarding 

Temporary Contraceptive Methods according to their demographic data 

     n=200 

S.No Demographic variables 
Urban(n=100) Rural(n=100) 

F % f % 

1. Age: 

18-25yrs 

26-33yrs 

34-41yrs 

42-49yrs 

64 

30 

6 

- 

64 

30 

6 

- 

57 

27 

12 

4 

57 

27 

12 

4 

2. Educational status husband: 

No formal education 

Primary 

Secondary 

Degree   

22 

22 

39 

17 

22 

22 

39 

17 

15 

30 

37 

18 

15 

30 

37 

18 

3 Educational status Mothers: 

No formal education 

Primary 

Secondary 

Degree  

 

23 

19 

39 

19 

 

23 

19 

39 

19 

 

11 

26 

41 

22 

 

11 

26 

41 

22 

4. Occupation of husband ; 

Unemployed  

Agriculture 

Private  

Government   

20 

15 

60 

5 

20 

15 

60 

5 

19 

10 

60 

11 

19 

10 

60 

11 

5. 

 

 

 

 

Occupation of Mothers 

 a.   Home maker  

b. Labour 

 c   Private  

d  Government   

 

57 

16 

21 

6 

 

57 

16 

21 

6 

 

55 

16 

23 

6 

 

55 

16 

23 

6 
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S.No Demographic variables Urban(n=100) Rural(n=100) 

6. Monthly income of the family  

Below 1000 

Rs 1001-2000 

Rs 2001-3000 

Rs above 3001 

 

29 

22 

23 

26 

 

29 

22 

23 

26 

 

26 

15 

27 

32 

 

26 

15 

27 

32 

7. Religion: 

Hindu 

Christian 

Muslim 

Others  

 

70 

17 

8 

5 

 

70 

17 

8 

5 

 

68 

15 

6 

11 

 

68 

15 

6 

11 

8. Type of Family 

Joint family 

Nuclear family 

Extended family  

Others  

 

39 

52 

2 

7 

 

39 

52 

2 

7 

 

60 

29 

9 

2 

 

60 

29 

9 

2 

9 Residence   

Rural  

Urban  

- 

100 

- 

100 

 

100 

- 

 

100 

- 

10 Mother tongue: 

Tamil 

Telugu  

Kanadam 

Others   

 

86 

12 

1 

1 

 

86 

12 

1 

1 

 

81 

14 

2 

3 

 

81 

14 

2 

3 

11 Nurse coming to your residence: 

Yes  

No 

 

87 

13 

 

87 

13 

 

84 

16 

 

84 

16 

12 Advice insisted: 

Immunization 

Contraceptive methods 

Institutional delivery 

Regular checkup 

36 

31 

16 

17 

36 

31 

16 

17 

47 

19 

22 

12 

 

47 

19 

22 

12 
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S.No Demographic variables Urban(n=100) Rural(n=100) 

13 Any family member follow 

contraceptive method: 

Yes 

No 

 

48 

52 

 

48 

52 

 

78 

22 

 

 78 

22 

13.1 Which relation has followed: 

Sibling 

Fathers relatives 

Mothers relatives 

Husband relatives 

 

37 

13 

33 

17 

 

37 

13 

33 

17 

31 

17 

33 

19 

31 

17 

33 

19 

14 Entertainment: 

Reading news paper 

Reading books 

Watching  TV 

Talk with neighbors 

11 

13 

51 

25 

11 

13 

51 

25 

32 

17 

35 

16 

32 

17 

35 

16 

 

The above table infers that demographic variables of antenatal mothers attending the 

antenatal out patient at Sellur and Samayanallur. In which age of mother’s majority of the 

mothers belongs the age group was 18-25 years in urban 64% and rural 57%. Regarding, 

Education status of husband maximum percentage of them studied highersecondary in urban 

39% and rural 37%. Education status of mothers maximum percentage of them studied higher 

secondary in urban were 39% and rural 41%.  In the aspect of, Occupation of husband most 

of them were private workers both in urban and rural were 60%. Occupation of mothers most 

of them were homemakers in urban 57% and rural were 55%. 

 

With regard to, Monthly income of the family most of them earn below Rs 1000, in 

urban were 29% in rural Rs 2001-3000 earn were 27%. With the aspect of, Religions of 

antenatal mothers majority of them belongs Hindu religion were in both urban 70%and in 

rural 68%.type of family of  antenatal mothers mostly half of them belongs 52% nuclear 

family in urban, 60% joint family in rural. Residence is clearly clarifies that both of them 

resides in their place were 100%.  Mother tongue of antenatal mother’s majority of them 

speaks Tamil language in both urban 86%and in rural 81%. Regarding the village health 

nurses home visit to their family in urban 87% were told “yes” and in rural areas 84% were 
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told “yes”. Advice to the antenatal mothers in which immunization was mostly insisted 36% 

in urban and 47%in rural.Which relation has followed temporary contraceptive method 

majority of them were siblings both in urban37 % and in rural 31%.Which relation followed 

that temporary contraceptive methods of the antenatal mothers mostly by siblings were 37?% 

in urban and rural were by mothers relatives were 33%.  Regarding entertainment of the 

antenatal mothers most of them watching the Television both in urban51 % and in rural 35%.      
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Section –II 

LEVEL OF KNOWLEDGE ON TEMPORARY CONTRACEPTIVE 

METHODS AMONGURBANAND RURAL PRIMI ANTENATAL 

MOTHERS 

TABLE-2 

Frequency and percentage of knowledge on temporary contraceptive 

methods 

          n=200 

Level of knowledge 
Urban Rural 

f % f % 

Inadequate 40 40 92 92 

Moderate 59 59 8 8 

Adequate 1 1 - - 

 

The above table reveals that in urban more than half of the antenatal mothers 

had moderate level of knowledge in urban 59%(59), 40%(40) had inadequate 

knowledge and   1% had adequate knowledge. In rural most of them92%(92) were 

had inadequate knowledge, and 8%(8) had moderate knowledgeregardingtemporary 

contraceptive methods. 
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TABLE-3 

Level Of Attitude on Temporary Contraceptive Methods 

amongUrban and Rural Primi Antenatal Mothers 

          n=200 

Level of attitude 
Urban Rural 

f % F % 

Poor 11 11 88 88 

Moderate 7 7 9 9 

Good 82 82 3 3 

 

The above table reveals that inurban 82%of the antenatal mothers had good 

attitude, 11% had poor attitude and 7% had moderate attitude. In Rural majority 88% 

had poor attitude, 9%, had moderate attitude and 3% had good attitude. 
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SECTION – III 

CORRELATION BETWEEN   KNOWLEDGE AND ATTITUDE 

TABLE-4 

Karl Pearson correlation between knowledge and attitude among rural and 

urban antenatal mothers regarding temporary contraceptive methods 

 

  Mean  ± SD 

Karl Pearson 

Correlation 

Coefficient 

P-VALUE 

Urban 

Knowledge 

score 
30.31 ± 3.62 r = 0.512 

 
0.05 

Attitude score 55.58 ± 5.85 

Rural 

Knowledge 

score 
25.08 ± 2.82 

r = 0.338 

 

 

0.05 Attitude score 57.99 ± 6.17 

 

*-P<0.05, Significant and **-P<0.01 &***-P<0.001, highly significant 

The above table shows that there was a positive correlation was found between 

the level of knowledge and attitude among urban primi antenatal mother. The 

calculated ‘r’ value was 0.512  at p<0.05 level of significance. With the view of rural 

there was a positive correlation found between knowledge and attitude on temporary 

contraceptive methods. The calculated ‘r’ value was 0.338 at p<0.05 level of 

significance. 
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CHAPTER - V 

DISCUSSION 

 

The National Population Policy affirm the government’s commitment to the 

provision of quality service, information and counseling, and expanding contraceptive 

method choices in order to enable people to make voluntary and informed choices. 

Indian Population policy changed over time, the demographic goal to reducefertility 

and stabilize population remained its main feature The immediate objective of 

National Population Policy was to address the unmet needs of contraception in order 

to bring the total fertility rate to replacement level by 2010 and its long-terms 

objective was to  achieve population stabilization by 2045. 

 

Awareness plays an important role in motivating antenatal mother to have a 

favorable attitude towards temporary contraceptive methods. The wide gap between 

knowledge and use of contraception is observed for urban antenatal mothers  than that 

for rural antenatal mothers. A comparative study was conducted to assess the 

knowledge and attitude regarding temporary contraceptive methods between rural and 

urban antenatal mothers. 

 

The samples taken fromSellur urban health post antenatal clinic and 

Samayanallur Primary health centre antenatal clinic. The population of the study 

drawn from urban and rural each 100, the total population was 200.Structured 

interview schedule framed on demographic data and structured questionnaire about 

knowledge on temporary contraceptive methods and 5 point likert attitude scale was 

used. 

 

DEMOGRAPHIC VARIABLES OF ANTENATEL MOTHERS IN RURAL 

AND URBAN 

The present study shows that demographic variables of antenatal mothers 

attending the antenatal Out Patient department  atSellur and Samayanallur. In which, 

age of mothers majority of the mothers belongs the age group was 18-25 years in 

urban 64% and rural 57%. Regarding, Education status of husband maximum 

percentage of them studied higher secondary in urban 39% and rural 37%. Education 
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status of mothers maximum percentage of them studied higher secondary in urban 

were 39% and rural 41%.  In the aspect of, Occupation of husband most of them were 

private workers both in urban and rural were 60%. Occupation of mothers most of 

them were homemakers in urban 57% and rural were 55%. With regard to, Monthly 

income of the family most of them earn below Rs 1000, in urban were 29% in rural 

Rs 2001-3000 earn were 27%. With the aspect of, Religions of antenatal mothers 

majority of them belongs Hindu religion were in both urban 70%and in rural 

68%.type of family of  antenatal mothers mostly half of them belongs 52% nuclear 

family in urban, 60% joint family in rural. Residence is clearly clarifies that both of 

them resides in their place were 100%.  Mother tongue of antenatal mother’s majority 

of them speaks Tamil language in both urban 86%and in rural 81%. Regarding the 

village health nurses home visit to their family in urban 87% were told “yes” and in 

rural areas 84% were told “yes”. Advice to the antenatal mothers in which 

immunization was mostly insisted 36% in urban and 47%in rural. Which relation has 

followed temporary contraceptive method majority of them were siblings both in 

urban37 % and in rural 31%.Which relation followed that temporary contraceptive 

methods of the  antenatal mothers mostly by siblings were 37% in urban and rural 

were by mothers relatives were 33%.  Regarding entertainment of the antenatal 

mothers most of them watching the TV both in urban51 % and in rural 35%.   

 

The present study age group wasconsistent with the study done byMoataz 

Abdel-Fattah.et.al, (2006) conducted a study on determinants of birth spacing among 

Saudi women. The study design was a cross sectional survey of all women who have 

been married before, aged 15-49 years attending All Hada armed forces hospital 

primary health care and antenatal care clinics. The study results shows that the great 

majority of participating women (98%) had a positive opinion of the effect of birth 

spacing on the family. 

 

The present study demographic variables are consistent with the study done by 

M.S. Kulkarni (2005)examined a study on Women’s Exposure to Mass Media and use 

of Family Planning Methods. This study reports that use of family planning methods 

in Goa was 47.5 percent. The ever use of family planning method was 74.4%, 46.5% 

and 42.5% among women exposed to television, radio and newspaper respectively. 

 ِ

 



56 
 

The first objectives of the study was to assess the knowledge and attitude on 

temporary contraceptive methods among primi antenatal mothers residing in 

urban and rural areas 

The present study reveals that urban antenatal mother’s knowledge on 

temporary contraceptive methods 1 % had adequate knowledge, 59% had moderate 

knowledge and 40% hadinadequate knowledge. Regarding the knowledge on Rural 

antenatal mothers, 8% had moderate knowledge and 92% had inadequate knowledge. 

 

Regarding the attitude of urban antenatal mothers on temporary contraceptive 

methods 82 % hadgood, 7% had moderate attitude and 11% had poor attitude on 

temporary contraceptive methods. The rural antenatal mother’s attitude on temporary 

contraceptive methods 88 % had poor attitude, 9% had moderate attitude and 3 % had 

poor attitude. 

 

The present study report consistent with the study done by Kavitha. P 

(2012)conducted a descriptive study on to assess the knowledge regarding temporary 

family planning method among primi postnatal mothers. The study result shows that 

10(33.3%) were inadequate knowledge. 13(43.3%) were moderately adequate 

knowledge and few 7(23.3%) of mothers had adequate knowledge. 

 

These present study findings the attitude level was consistent with the study 

done byPadma Mohanan.et.al, (2005) conducted a study on fertility pattern and family 

planning practices in a rural area in Daksina Kannada among married women in the age 

group 15-49 years living with their spouses who were residents of Asaigoli. The  study 

results shows that permanent contraception was accepted by 70.7% of the women with 3 

more children and only 29.3% accepted temporary contraceptive with 1 or 2 living 

children, which was statistically significant.  

 

The Second objective of the study was to correlate the knowledge and attitude on 

temporary contraceptive methods among primi antenatal mothers residing in 

urban and rural area. 

 There was a positive correlation was found between the level of knowledge 

and attitude among urban primi antenatal mother. The calculated ‘r’ value was 0.512  

at p<0.05 level of significance. With the view of rural there was a positive correlation 
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found between knowledge and attitude on temporary contraceptive methods. The 

calculated ‘r’ value was 0.338 at p<0.05 level of significance. 

 

Thus the H1 state that There is significant correlation between urban and rural 

ante natal mothers regarding the knowledge and attitude of temporary 

contraceptive methods proved. 

 

The third objective of the study was to associate the knowledge and attitude on 

temporary contraceptive methods among urban and rural primi antenatal 

mothers with selected demographic variables. 

There was significant association between the knowledge of temporary 

contraceptive methods and educational status of the Urban primi antenatal mother. 

The χ2 value was 10.01at p<0.05 level of significance. There was no significant 

association between the knowledge of temporary contraceptive methods and 

demographic variables such as age, education status of the antenatal mother, religion, 

and type of family among rural primi antenatal mother. 

 

 There was significant association between the attitude of temporary 

contraceptive methods and educational status of the urban primi antenatal mother. The 

χ2 value was 14.26 at p<0.05 level of significance. And there was significant 

association between the attitude of temporary contraceptive methods and educational 

status of the rural primi antenatal mother. The χ2 value was 14.5 at p<0.05 level of 

significance. And there was no significant association found between the level of 

knowledge and attitude with any other demographic variables among urban and rural 

primi antenatal mothers. 

 

 The present study findings were consistent with the study done by Rajesh K. 

Chudasama.et.al,(2009) investigated a study on Women’s position and their behavior 

towards family planning.  The study tool was interviewed by oral questionnaire 

method. The study result shows that 40% illiterate woman and 57.1% women having 

education up to primary level have adopted permanent methods of family planning. 

69% housewives and 50% of service class women have adopted temporary or 

permanent methods of family planning. 
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The present study findings were consistent with the study done by 

Bhattacharya.S.K.et.al, (2006) investigated a study of unmet need for family planning 

among women of reproductive age group attending Immunization Clinic and Post-

Partum unit of Calcutta National Medical College, in a medical college of Kolkata. 

With increase in literacy level tile prevalence of Spacers in the unmet need group has 

significantly increased and that of limiter decreased. The prevalence of spacers 

significantly decreases and limiter increases with, increase in numbers of living 

children. The major reason for unmet need is opposition from husband/ family and 

community (32%). 

 

Thus the H2 statethat there is significant association between the knowledge and 

attitude of temporary contraceptive methods among urban and rural primi 

antenatal mothers with selected demographic variables was proved. 

 



 

 

Summary, 
Conclusion & 

Recommendations 
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CHAPTER - VI 

SUMMARY CONCLUSION AND RECOMMENDATIONS 

 

6.1 SUMMARY 

Contraception is the deliberate prevention of the conception of offspring by 

any of various methods in general; birth control or contraception is anything that 

prevents a woman from becoming pregnant. Medical technology allows contraception 

through various means which can be temporary or permanent, so that those not 

practicing abstinence can control conception. The right to decide freely and 

responsibly the number and spacing of children and to the information, education and 

means to do so is well recognized as an important component of reproductive rights. 

Contraceptives enable men and women to exercise these rights. 

 

The objective of the study was 

1. To assess the  knowledge and attitude on temporary contraceptive methods 

among primi antenatal mothers residing in urban and rural areas  

2. To correlate the knowledge and attitude on temporary contraceptive methods 

among primi antenatal mothers residing in urban and rural areas.  

3. To associate the knowledge and attitude on temporary contraceptive methods 

among urban and rural primi antenatal mothers with selected demographic 

variables. 

 

The study attempt to examine the following hypothesis 

H1 There is significant correlation between urban and rural ante natal mothers 

 regarding the knowledge and attitudeof temporary contraceptive methods. 

H2 There is significant association between the knowledge and attitude of 

 temporary contraceptive methods among urban and rural primi antenatal 

 mothers with selected demographic variables. 

 

 The review of literature enabled the investigator to develop conceptual frame 

work, tool and methodology for the study. Literature review was done as 

follows,studies related to the knowledge, attitude and practice of temporary 

contraception among rural and urban population, studies related to contraceptive 
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methods and associated  demographic variables, literature related to contraceptive 

methods among antenatal mother in rural, literature related to contraceptive methods 

among antenatal mother in urban. 

 

 The conceptual frame work adopted for the present study was modified 

Pender’s Health Promotion model. The model helps the investigator in approaching 

the problem in a comprehensive and systematic manner. Review of related research 

non- research literature helped the investigator in the preparation of the conceptual 

model tool and methodology of the study. 

 

 The methodology used for this study was Quantitativeapproach. The design 

selected for the study was Descriptive studydesign. A sample size of 200 antenatal 

mothers selected from urban –Sellur and rural - Samayanallur.Conveniencesampling 

technique was used to collect the samples. The tool used for this study was structured 

interview scheduled.The tool was tested for the content validity and reliability prior to 

the study. Subsequently, pilot study was conducted in the same setting and found that 

the tool was feasible and practicable. 

 

The data collection was done for a period of 4 weeks from16 08/2012 -

15/09/2012. The data was collected on all the days excluding Sundays, permission to 

conduct the study was obtained from the City health officer, Madurai Corporation and 

Deputy directorof health services, Viswanathapuram, Madurai.The study samples 

primi antenatal mothers were selected by convenience sampling techniqueThe 

purpose of the study was informed to the ante natal mothers. Confidentiality of the 

shared information was assured. Interview was conducted in ante natal clinics in 

Sellur health post and Samayanallur primary health centre. Privacy assured the time 

of interview. It took 30 minutes to collect the data for each samples. The investigator 

posed the questions and responses one by one to the ante antenatal mothers. The 

response acceptable to the respondent marked then and there. The collected data were 

entered in data sheet and it is analyzed and interpreted in terms of the objectives using 

descriptive and inferential statistics.  
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6.2 MAJOR FINDINGS OF THE STUDY 

 Age of mother’s majority of the mothers belongs the age group was 18-25 

years in urban 64% and rural 57%.  

 Education status of mothers maximum percentage of them studied higher 

secondary in urban were 39% and rural 41%.    

 Occupation of mothers most of them were homemakers in urban 57% and 

rural were 55%.  

 Type of family of antenatal mothers mostly half of them belongs 52% nuclear 

family in urban, 60% joint family in rural. 

 The village health nurses home visit to their family in urban 87% were told 

“yes” and in rural areas 84% were told “yes”.  

 Advice to the antenatal mothers in which immunization was mostly insisted 

36% in urban and 47% in rural about contraception insisted in urban 31%,  

and rural19% 

 Which relation has followed temporary contraceptive method majority of them 

were siblings both in urban 37 % and in rural 31%.Which relation followed 

that temporary contraceptive methods of the  antenatal mothers mostly by 

siblings were 37?% in urban and rural were by mothers relatives were 33%.  

 Regarding entertainment of the antenatal mothers most of them watching the 

TV both in urban51 % and in rural 35%.             

  Urban antenatal mothers knowledge on temporary contraceptive methods 1 % 

of adequate knowledge, 59% of moderate knowledge and 40% of in adequate 

knowledge. 

 Rural antenatal mothers knowledge on temporary contraceptive methods 8% 

moderate knowledge and 92% inadequate knowledge. 

 Urban antenatal mothers attitude on temporary contraceptive methods 82 % 

were good, 7% were moderate attitude and 11% were poor attitude on 

temporary contraceptive methods. 

 The rural antenatal mother’sattitude on temporary contraceptive methods 88 % 

was in poorattitude, 9% were moderate attitude and 3 % were good attitude. 

 There was a positive correlation (r = 0.512, at p <0.05) was found between the 

level of knowledge and attitude among urban primi antenatal mother. With the 
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view of rural there was a positive correlation (r=0.338, at p<0.05)found 

between knowledge and attitude on temporary contraceptive methods.  

 There was significant association found between educational status of the 

primi antenatal mother and level of knowledge among urban and rural 

antenatal mothers. And there was significant association was found between 

educational status of the primi antenatal mother and level of attitude among 

both urban and rural areas.  

 

6.3 CONCLUSION 

 Community health Nurse plays an important role in promotion of health 

among women. The findings of the study revealed that urban primi antenatal mothers 

had higher knowledge than rural primi antenatal mothers. Regarding the attitude, the 

urban primi antenatal mothers had higher attitude compared to urban antenatal 

mothers. The instructional module was prepared and was given to the mothers 

regarding temporary contraceptive methods to improve the knowledge and attitude. 

Today, the nurse being an important role in the community because she has greater 

access to nursing care as per the needs of women, a nurse can educate the women 

regarding birth spacing, and importance of temporary contraceptive methods, it will 

be helpful for their family, society and our Nation. 

 

6.4 NURSING IMPLICATIONS 

NURSING SERVICE 

 Community health nurse has to educate the ante natal mothers about the 

various methods in temporary contraception at government hospital, Primary 

Health centres, both in rural and urban areas. 

 The community health nurse should know the life style and cultural practices 

of the antenatal mothers in her working area to adopt the temporary 

contraceptive methods to maintain a healthy life and gap between next 

pregnancies. 
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NURSING EDUCATION  

 Nurses who are working in community area should be expected to have 

thorough knowledge in Family planning  methods  and current national family 

welfare programmes. 

 General information about the women ‘s health issues and problems related to 

pregnancy  to be included in nursing curriculum. 

  Conduct periodic in service education to the health personnel working in 

community. 

 Organize workshops and hands on training for health personnel working in the 

community. 

 Periodicals can be published on the newer paradigm of family welfare health 

services available in the community. 

 

NURSING ADMNISTRATION 

 Organize program like family welfare exhibition, Reproductive child health 

programme. 

 Assist the union health ministry in planning to implement various national 

family welfare programmes. 

 Develop comprehensive strategy and policy for active utilization family 

welfare services. 

 Allocate resources for the training and implementation of other strategies for 

various family  welfare health services 

 The administrator should provide adequate in service education programme on 

latest management of family welfare services, and handling of advanced 

technologies would motivate nurses to carryout nursing intervention and 

improve the standard of living. 

 The nurse administrator should give attention in proper selection, placement of 

effective utilization of the nurses in all access within the available resources 

giving importance for their creativity, internal ability in education. 

 Ensure that the government health care facilities should have proper 

infrastructure, service personnel and quality of health services made available 

to the women population. 

 Budgetary allocation could be hiked for differential funding pattern based on 

the need for family welfare issues. 
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 Efforts to be made enhance the capabilities of doctors , village Health  Nurse 

and other health personnel through pre service and  in-service training 

programmes based on the new paradigm of reproductive and child health 

programme. 

 Programme intervention such outreach workers visits, Radio programmes on 

family planning methods disseminated thorough various mass media sources. 

 Coordinating with other health professionals in planning and evaluation of 

theseprogrammes. 

 

NURSING RESEARCH 

 The findings of the study can help to expand the scientific body of 

professional knowledge upon which further research can be conducted. It will 

in turn strengthen nursing research pertaining clinical nursing 

 This study directs the nursing personnel to broaden and expand their 

knowledge and skill to elicit problems and to conduct various researches to 

improve their power to implement prompt activities. 

 Develop network for new directions in research and collaboration in utilizing 

family welfare g services in India. 

 Nurses and nursing students should undertake more research activities in 

women health problems and issues in India. 

 

6.5 RECOMMENDATIONS 

 Suitable posters. Advertising boards and picture can be displayed in prominent 

places regarding temporary and permanent contraception. 

 Coverage by mass medias to high light the various contraceptive methods in 

the forms of songs, drama and short story, advertisements’ and social drama 

can be presented in general public. 

 Adequate supply of audio visual aids to be provided to the health workers for 

the health education on contraceptive methods. 
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SUGGESTIONS FOR THE STUDY 

 Similar study can be conducted with the large samples with different setting 

 The study can conducted between two districts or two States as a comparative 

one. 

 The study can be conducted among multi gravid post natal mothers, and 

eligible couples. 

 Ainterventional study can be also conducted to evaluate knowledge 

andattitude of contraception methods through instructional packagemodule to 

improve the knowledge of mothers. 

 

6.6 LIMITATION 

 Antenatal mothers were hesitating to answer for certain questions regarding 

temporary contraceptive methods. 

 



 

 

Bibliography 

 

 



66 
 

BIBLIOGRAPHY 

 

BOOK REFERENCE 

1. Basvanthappa, B. T., (2008). Community Health Nursing (1st ed.). New Delhi: 

Jaypee Brothers Publications. 

2. Basvanthappa, B. T., (2008). Nursing Research(1st ed.). New Delhi: Jaypee 

Brothers Publications. 

3. Beare, P.G., et al., (1998). Adult Health Nursing(3rd Ed.). Philadelphia: Mosby 

Publications. 

4. Berkantzet,al, (1996) Essential in Community Health Practice,New Delhi 

W.B.Saunders Company. 

5. Bobak., Jensan, (1993). Maternity and Gynecologic care (5th ed). Chicago: 

Mosby publications. 

6. Burns,N.,(2007). Understanding Nursing Research(4th ed.). Philadelphia: W.B 

Saunders Company. 

7. Cheryl tatano beck, (2004). Nursing Research Principles and Methods (7th ed). 

Philadelphia: Lippincott Williams and Wilkins Publications. 

8. Cladia& Smith (2000) Community Health Nursing Theory and practice, 

Philadelphia W.B.Saunders Company. 

9. Clark, M.J., (1996). Nursing in the Community(2nd ed.). Stanford: Appleton       

and Lange Publications. 

10. David, M.L.phillipn., (2004) Obstetrics and gynecology Arnold international 

students edition.Calcutta,Dawn books. 

11. Dutta, D.C. (2004).  Textbook of obstetrics including perinatology and 

contraception (6th ed.). Calcutta: Central publications. 

12. Gupta, (2007). Preventive and social medicine (3rd ed). New Delhi: Jaypee 

Brothers Publications. 

13. Gupta, S.P., (2000). Statistical Methods(5th ed.). New Delhi: Sultan Chand 

Publications. 

14. Hirmath D.A (2004) Essentials of Community Medicine a practical approach 

New Delhi, JP Brothers. 

15. Hungler B.P.,(1999)  Nursing Research: Principles and Methods (6th ed) 

 Philadelphia, Lippincott company. 



67 
 

16. Judith and Allender Barbara Walton Spready (2002) Community Health 

Nursing Concept and Practice, Philadelphia, Lippincott publication. 

17.Kozier.B.(1995) Fundamentals of Nursing Concept and Practice.(5th 

ed,)California, Addison – Wesley Nursing.  

18. Kulani.K.K. (2008) Community Health Nursing Principles and Practice New 

Delhi, Kumar Publishing practice. 

19. Lippincott. (1982). Manual of Nursing Practice. (5th ed.). United States of 

America: Lippincott Publications. 

20. Lowdermilk., D.L. Perry, E.S. (2007). Maternity and women’s health care 

(9nd ed.). Missouri: Mosby Elsevier.  

21. Mahajan, B.K., (1991) Methods in Statistics (5th ed) New Delhi, JP Brothers. 

22.Marutha, R.A, (1997) Nursing Theory Utilization and Application 

(1sted).St.Louis: Mosby. 

23.McMurray, A., (2006). Community Health and wellness (3rd ed).Philadelphia: 

Elsevier Publications. 

24. Munro, B.H, (1997).Statistical Method for Health Care research.(3rd  ed) 

Philadelphia: Lippincott Company. 

25. Nies, M., (2006). Community/Public health Nursing(4th ed). Philadelphia: 

Elsevier Publications. 

26. Park, J.E., (2009).Text book of preventive and social medicine (19th ed).India: 

Banaridas Publication. 

27. Patricia, P., (2005). Basic Nursing Theory and Practice (5th  Ed.). U.S.A: 

Mosby Publications. 

28. Peggy, L., (1994). Theory and Nursing (3rd ed.). New Delhi: St. Louis 

Publications. 

29. Piyush. (2007). Text book of preventive and social medicine (1st ed). CBS 

publication. 

30. Prabhakara, G.N., (2002). Short Text Book of Preventive and Social Medicine. 

(1sted.). New Delhi: Jaypee Brothers Publications. 

31. Rao, K.S., (2005). An Introduction to Community Health Nursing (3th ed.). 

Chennai: B.I. Publications. 

32. Rao.(2004). Methods of Biostatistics (2nd ed.).Hyderabad: Para Medical 

Publications. 



68 
 

33. Stanhope.,(2008).Community Health Nursing (7th ed). Philadelphia: Elsevier 

Publications. 

34. Tomey Ann Marrinner (2002) Nursing Theories and their work (5th ed) 

St.Louis: Mosby. 

35. Wilson, H.S.,(1993). Introduction research in nursing (2nd ed). California: 

Adison Wesley Nursing. 

 

JOURNAL REFERENCE 

1. Aggarval,P.Singh, (2005). Analysis of adaption of preference of family 

planning methods through multiple logistic regression. Indian jurnal of 

community medicine ,15,912-926. 

2. Arjitkumar,P.Bharatwag,J.B.Srinivastava ,P.Gupta (20/m). A study on family 

planning practices and methods among women of urban slums of 

Lucknow city.Indian journal of communit health,23(9),75-77. 

3. Arunprasath,P., Kavitha, Krishna raj,P., (2012). A  Descriptive study to assess 

the knowledge regarding temporary family planning methods among 

primipostnard mothers.International journal of pharmacology,13,1-3.                              

4. Azeemsultan,MBBS,MPH,Races Malik. (2010). Emergency contraceptive pills 

exploiting the knowedge and weakness. In a developing muslim country 

in North America Journal of medical science,2(8), 359-364. 

5. Battacharya, R.ram ,D.N.Goswani ,U.D.Gupta , K.Battachary,S.Ray.(2006). 

Study of unmet need for family planning among women of reproductive 

age group attending Immunization clinic in a medical college of 

Kolkata.Indian journal of community medicine,31(2),73-75. 

6. Jason L finkle and C.Alison ,Mclntosh. (2012). The new politics of population 

conflict and consensus in family planning. Indian journal of 

medicines,37,97-99. 

7. Jyosthikananda, Deepak kumaraddc,Premananda,Bharathi. (2011). 

Contraceptive  practice among adolescent women in Tamil nadu,India. 

Pacific journal of tropical disease,31,137-141. 

8. Kameswararao,Avasarala.(2012).Quality of life assessment of family planning 

adopter through user perspectives in the district of karimnagar. Indian 

journal of community medicine,34(1), 24-28. 



69 
 

9. Kapilyadav, Birsingh ,Kirangoswani. (2012). Agreement and concordance 

regarding reproductive intension and contraception between husbands 

and wives in rural bellagarh India, Indian journal of community 

medicine,35, 19- 23. 

10. Kulkarni, M.S. (2005). Women’s exposture to mass media and family 

planning methods.A case study of goa.Indian journal of community 

medicine,1(2).32-36. 

11. Mandal,S.Malik,R.P.Roy,S.B.Mandal,S.Dosgupta,A.Mandal.(2012) .Impact 

of religious faith and family literacy on fertility in a rural community of 

west Bengal,Indian journal of medicine,1(1), 12-4 (VOL 1 NO-1). 

12. Manu S.S,Rana,  MadhavThapaliya, Ram prasathAryal, 

Baijeshsaathian.(2012). Health effects of modern temporary female 

hormonal contraception among the women in the pokara –sub-

metropolitan city of western Nepal. Journal of clinical and diagnostic 

research,6(1),51-56. 

13. Moatazabdul Fattah, PBD, Tamer 

hifnowy,I.IE.Said;MD,MohammadA.Mohanood , mecog.(2012). 

Determinants of birth spacing among rural women.Journal family 

community medicine,103-111. 

14. Mroduloklala,Geetakedia,C.K.Purohit,B.S.Bhavsar.(2012). Comparitive study 

of under five deaths and family planning status in district of ahmedabad. 

Indian  journal of medicine,35(1),130-135. 

15. Padma mohanan ,Ashakamnath,B.S,Sajjan .(2003).Fertility pattern and family 

planning practices in a rural area in dokshinakanada. Indian jurnal of 

community medicine ,15,912-926. 

16. RavindraSharma,Manju rani.(2009). Contraceptive use among tribal women 

of central india experiences among dlhs-rch -2 nd survey. Research and 

practice  in social sciences,5, 44-66. 

17. Sanjivkumarbhasin,NK.saini,VK.Trika, ID.Joshi.(2007). The disappearing 

girl child : possible role of sterilization as a method of family planning . 

Indian journal of medicine,32(3), 212-214. 

18. SeemaBibi,Amnamenon,Zebramenon,MisbahBibi.(2008). Contraceptive 

knowledge and practices in two districts of sindhpakisthan .A hospital 

based study. Journal of pakisthan medical association,58(5), 254-257. 



70 
 

 

19. Sujatha,K., Murarkar ,S.G.Soundale and R.N. Lakade .(2011). Study of 

contraceptive practices and reasons for not accepting contraceptive in 

rural  India :Chennai villagers a case study .Indian journal of science 

and technology,12, 915-916. 

20. Suneeth,A.,Agampodi, Thilini.,C.,.Agampodi ,Pushpikachandrasekar.(2009) 

.Family planning prevalanu among post portum mothers attending child 

welfare clinies –A Sri lankan experience. Indian journal of community 

medicine,3(4), 265-266. 

21. Syed esamMahmood, Anurog, Srinivastova, Ved.PrakashShrotriya, Iran 

shaifoli, payalmishra.(2011). Post portum contraceptive use in rural 

bareilly. Indian journal of community health,32, 76-87. 

22. Vasundara Sharma,Udaymohan, Vinithadas, Shalyashwati .(2012). Socio 

demographic determinants and knowledge, attitude,practice survey of 

family  planning Indian Journal of family medicine and primary core, 

1(1), 43-47. 

23. Yalley dolma, Chenkapa, Ranabir pal, DechenlaTsenng.(2012). Male 

behavior towards reproductive responsibilities in sikkim. Indian journal 

of medicine,35(1),40-45. 

 

NET REFERENCE 

1. http://tnhealth.org/dph 

2. http://mohfw.org/nhp 

3. http://who.int/wer 

4. http://tnhsp.org 

5. http://familyplanning/html 

6. http://ijcm.org 

7. http://jpo/sagepub.com 

8. http://www.abmprotocol.com 

9. http://www.joch.org 

10. http://www.temporarycontraception.html 



 

 

Appendices 
 



APPENDIX - A 
PART - I 

Demographic Variables  
 

Kindly read the following and please tick () mark against the correct 
answer 
 
1. Age of the mother 

a. 1 8 - 25          
b. 26 - 33          
c. 3 4 - 41          
d. 42 - 49          

2. Educational status - Husband 
a. Non formal education        
b. Primary education         
c. Secondary education         
d. Degree          

3. Educational status of wife 
a. Non formal education        
b. Primary education         
c. Secondary education         
d. Degree          

4. Occupation of the husband 
a. Unemployed         
b. Agricultural          
c. Private company         
d. Government Employee        

5. Occupation of the wife 
a. House wife          
b. Labor           
c. Private employee         
d. Government Employee        

6. Monthly family income 
a. < Rs.1000          
b. Rs.1001 to 2000         
c. Rs.2001 to 3000         
d. >Rs.3001          

 



 
7. Religion 

a. Hindu           
b. Christian          
c. Muslim          
d. Others          

8. Type of family 
a. Joint family          
b. Nuclear family         
c. Extended family         
d. Others          

9. Place of domicile 
a. Rural           
b. Urban           

10. Mother tongue 
a. Tamil           
b. Telugu          
c. Kanadam          
d. Others          

11. Is Village health Nurse / Urban health Nurse are coming to your  
residence? 

a. Yes           
b. No           

12. Which is the advice insisted most by your health workers? 
a. Immunization         
b. Contraceptive methods after delivery      
c. Institutional delivery        
d. Regularmedical check up       

13. Is there any family members follows the temporary contraceptive  
methods? 
      a. Yes                                                                             
      b. No                                                                              
13.(1) Which relation has followed that temporary contraceptive method 

a. Siblings          
b. Father relatives         
c. Mother relatives         
d. Husband relatives         

 



 
14. What is your entertainment? 

a. reading news paper        
b. Reading books         
c. Watching TV         
d. Talk with neighbors        

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Temporary Contraceptive methods 
 

Part- II 
Knowledge of temporary contraceptive methods 

 
 

1. What is temporary contraceptive method? 

a. Temporarily preventing pregnancy      
b. Promoting pregnancy        
c. Postponing pregnancy        
d. Aborting pregnancy        

2. What is meant by small family norm? 

a. Husband, wife, one or two children     
b. Above two children        
c. Above three children        
d. Nuclear family         

3. What is family welfare? 

a. Healthy, Wealthy, and happy family 
b. Well earning family 
c. Following family planning family 
d. All of the above 

4. What is family planning? 

a. All the measures to prevent pregnancy     
b. Bringing about unwanted births      
c. Helping mother to kill the baby      
d. Avoiding wanted births        

5. What is the temporary contraceptive methods available Norplant? 

a. Copper T          
b. Oral pills          
c. Condom (or) Nirodh        
d. Calendar method         
e. Injections          
f. Diaphragm          
g. Norplant          



I. Natural contraceptive method 

1. What is coitus interrupts? 

a. Withdrawal of penis from vagina immediately before ejaculation of 
semen           

b. Withdrawal of penis from vagina after ejaculation of semen  
c. Introducing the penis into anus of female     
d. Don’t know          

2. What are the natural contraceptive method? 

a. Raising the basal body temperature      
b. Changing the cervical mucous status      
c. Both of the above         
d. Don’t know          

3. What is a basal body temperature contraceptive method? 

a. Early morning raising the body temperature (0.3oC to 0.5o C)  
b. (0.3oC to 0.5o C) Temperature raised when liberation of ovum  
c. Don’t  know          

4. What is cervical mucousmethod? 

a. Avoiding intercourse when cervical mucous like clear white egg 
b. Avoiding intercourse when cervical mucous is like white gum  
c. Don’t know          

II. Knowledge about Calendar method 

5. What is safe period? 

a. 1 week  before and one week after menses     
b. 14th day after menses        
c. 20 days after menses        
d. Don’t know          

 

 

 

 

 



III. Knowledge about condom 

6. What is condom? 

a. It is an ointment applied on the penis of the men to prevent 
pregnancy          

b. It is the tablet used by man as a contraceptive    
c. It is an extremely thin rubber sheath used by men as  

contraceptive         
d. It is a powder applied on penis of men to prevent pregnancy  

7. What is the advantages of condom? 

a. It helps to prevent the semen directly into vagina    
b. It provides good sexual pleasure to both male and female   
c. Prevents sexually transmitted diseases      
d. Don’t know        

IV. Knowledge about Diaphragm 

8. What is diaphragm? 

a. It is a temporary contraceptive device introduced into vagina  
b. It is a temporary contraceptive device introduced into uterus  
c. Its ring like a spermicidal paste applied, temporary contraceptive 

device introduced into the vagina before intercourse   
d. Don’t know          

9. What is an advantage of diaphragm? 

a. Not a hormonal method        
b. No side effect         
c. Remove it after six hours of intercourse     
d. Don’t know          

V. Knowledge about foam tablets? 
10. What are foam tablets? 

a. It is a foam tablet introduced into vagina     
b. It is a tablet introduced into vagina before intercourse   
c. It is a spermicidal foam produced tablet, introduced into  

vagina before intercourse        
d. Don’t know          



VI. Knowledge about Jelly method 
11. What is jelly method? 

a. It is a jelly introduced into vagina before intercourse   
b. It is a spermicidal jelly like device applied with jelly applicator into 

vagina before intercourse R       
c. It is a oral contraceptive tablets       
d. Don’t know          

 

VII. Knowledge about Copper‘T’ 
12. What is copper T? 

a. It is a made of metal used as male contraceptive    
b. It is made up of copper wrapped with threat used as female  

contraceptives  
c. Temporary contraceptive method for both male and female  
d. Don’t know          

13. What is the best time for insertion of copper ‘T’ 

a. 2 -4 days after the menses       
b. After abortion         
c. First week after delivery        
d. Don’t know          

14. How does copper ‘T’ prevent pregnancy? 

a. Interfere with fertilization and implantation     
b. Prevents fusion of ovum with sperm      
c. Prevents entry of sperm into the cervix     
d. Don’t know          

15. What are the advantages of Copper ‘T’? 

a. Easily available in Government hospitals     
b. Introduction of Copper ‘T’ is within minutes    
c. No fear of becoming pregnancy       
d. Protects from pregnancy up to 10years     

VIII. Knowledge about oral contraceptives 

16. What is meant oral contraceptive pills 

a. Monthly contraceptive tablets for female     



b. It is a tablet prevents pregnancy       
c. It is a tablet to promote pregnancy      

17. What are the different types of oral pills? 

a. Estrogen and progesterone tablets      
b. Monthly once tablets        
c. Progesterone only tablets        
d. Emergency contraceptive tablets      

18. How to use oral contraceptive pills 

a. From last day of menses daily one tablet at night    
b. Early Morning         
c. daily afternoon         
d. Morning one pill and night one pill      

19.Who are taking oral contraceptive pills 

a. The newly married couples wish to postponed the child birth  
b. recently aborted women        
c. Postponing the second pregnancy      
d. Don’t know          

IX. Knowledge about injections 

20. What is depoprovira injection? 

a. It is a injection used to prevent pregnancy     
b. It is a injection used to prevent menses     
c. It is a injection used for abortion      
d. Don’t know          

21. How to use depoprovira injection? 

a. Yearly once          
b. 3 months once         
c. Every month         
d. Don’t know          

 

 

 



X. Knowledge about Notplant 

22. What is Norplant? 

a. It is a subcutaneous contraceptive device, applied by a doctor  
b. It is a hormonal device        
c. It is a contraceptive device applied in vagina     
d. Don’t know          

23. What are the advantages of Norplant? 

a. It is a device used to completely prevents the pregnancy   
b. It is a contraceptive device to prevents the pregnancy  

for many years         
c. It is applied only by Doctors       
d. Don’t know          

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Part -III 
Attitude of temporary contraceptive methods 

S.No Questions 
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1. Temporary contraceptive methods are useful in 
spacing child birth. 

     

2. Temporary contraceptive methods are difficult to 
adopt 

     

3. Coitus interprets method is  easy to follow       
4. Basal body temperature method easy to follow.      
5. It is easy to follow the cervical mucous method 

when it is like thick mucous 
     

6. Calculating and following the calendar method is 
difficult. 

     

7. Condom will give full protection against 
pregnancy 

     

8. Condom gives less sexual pleasures      
9. Diaphragm stays more days in vagina       
10. It is easy to insert the wet foam produced tablets 

into vagina before intercourse  
     

11. It is easy to insert the contraceptive jelly 
application by jelly applicator into vagina before 
intercourse 

     

12. Copper ‘T’ is give full protection against 
pregnancy 

     

13. Copper ‘T’ is difficult to Insert      
14. Temporary contraceptive oral pills are easy to use      
15. Contraceptive oral pills will produce less side 

effects 
     

16. Oral contraceptive pills difficult to take daily and 
regularly. 

     

17. Contraceptive injection is very easy temporary 
contraceptive method 

     

18. Injections will produce less complication      
19. Norplant will give 100% protection      
20. Norplant is easy to Insert      
 



Questionnaire - Tamil Version  
tpdhf;fs; 
gFjp - 1 

 
jd;dpiytpguf;Fwpg;G 

 
1. jhapd; taJ 
 m. 18 Kjy; 25 taJtiu       
 M. 26 Kjy; 33 taJtiu       
 ,. 34 Kjy; 41 taJtiu       
 <.  42 Kjy; 49 taJtiu       
2. fy;tpj;jFjp - fzth; 
 m. mDgtf;fy;tp        
 M. Muk;gf;fy;tp         
 ,. ,ilepiyf;fy;tp        
 <. gl;ljhhp          
3. fy;tpepiy - kidtp 
 m. mDgtf;fy;tp        
 M. Muk;gf;fy;tp         
 ,. ,ilepiyf;fy;tp        
 <. gl;ljhhp          
4. Ntiyapd; jd;ik- fzth; 
 m. Ntiy ,y;yhjth;        
 M. tptrhak;         
 ,. jdpahh; Ntiy        
 <. muRNtiy         
5. Ntiyapd; jd;ik - kidtp 
 m. tPl;by; ,Ug;gth;        
 M. $ypNtiy         
 ,. jdpahh; Ntiy        
 <. muRNtiy         
6. FLk;gj;jpd; khjtUkhdk; 
 m. &.1000f;Fk; fPo;        
 M. &.1000 Kjy; 2000tiu       
 ,. &.2000 Kjy; 3000 tiu       
 <. &.3000f;Fk; Nky;        
7. kjk; 
 m. ,e;J          



 M. fpwp];jth;         
 ,. ,];yhkpah;         
 <. gpwkjj;jth;         
 
8. FLk;gtif 
 m. $l;Lf;FLk;gk;        
 M. jdpf;FLk;gk;         
 ,. tphpTgLj;jg;gl;lFLk;gk;       
 <. kw;wit          
9. trpf;Fk; Chpd; jd;ik  
 m. fpuhkk;          
 M. efuk;          
10. jha;nkhop 
 m. jkpo;          
 M. njYq;F         
 ,. fd;dlk;         
 <. kw;wit          
11. Rfhjhunrtpypah;fs; fpuhk / efucq;fsJ ,Ug;gplj;jpw;F 
tUfpd;whh;fsh? 
 m. Mk;          
 M. ,;y;iy          
12. RfhjhueymYtyh;fs; vijg;gw;wpmjpfkhftypAWj;jp 
nrhd;dhh;fs;? 
 m. jLg;GCrp         
 M. NgWfhyj;jpw;Fgpd; fh;g;gj;jilKiwfs;    
 ,. kUj;Jtkidapy; gpurtk;       
 <. KiwahdkUj;JtghpNrhjid     
13. cq;fsJFLk;gj;jpy; 
ahuhtJjw;fhypfFLk;gfl;Lg;ghl;LKiwfisgad;gLj;Jfpwhh;f
sh? 
 m. Mk;           
 M. ,y;iy          
13(1). Mk; vdpy; ahh; jw;fhypffh;g;gj;jilKiwia 
gad;gLj;Jfpwhh;fs;? 
 m. cld; gpwe;jth;fs;        
 M. mg;ghtpd; cwtpdh;fs;       
 ,. mk;khtpd; cwtpdh;fs;       
 <.  fzthpd; cwtpdh;fs;       



14. cq;fspd; nghOJNghf;Fvd;d? 
 m. nra;jpj;jhs; thrpg;gJ       
 M. Gj;jfk; gbg;gJ        
 ,.njhiyf;fhl;rpghh;g;gJ       
 <.  ez;gh;fsplk; ciuahLtJ     



gFjp - II 
 

jw;fhypffUj;jilKiwfisgw;wpamwpTj;jpwd; 
 

1. jw;fhypffUj;jilKiwvd;why; vd;d? 
 m. jw;fhypfkhffh;g;gkhtijjLj;jy;     
 M. fh;g;gkhFjy;         
 ,.  fh;g;gj;ijjs;spg;NghLjy;      
 <.  fh;g;gj;ijmopj;jy;        
2. rpWFLk;gk; vd;why;? 
 m. fztd;>kidtpkw;Wk; xd;W (m) ,uz;LFoe;ijfs;  
 ngWtJ          
 M. 2 Foe;ijfSf;FNky; ngWtJ      
 ,. %d;Wf;FNky; Foe;ijfs; ngWtJ     
 <. jdpf;FLk;gk;         
3. FLk;geyk; vd;gJ 
 m. MNuhf;fpakhd>tskhdkfpo;r;rpahdFLk;gk;   
 M.ey;ytUkhdk; cs;sFLk;gk;      
 ,. FLk;gfl;Lg;ghLKiwiagpd;gw;Wk; FLk;gk;   
 <. Nkw;fz;lmidj;Jk;       
4. FLk;gfl;Lg;ghLvd;why; vd;d? 
 m. fh;g;gkhtijjLf;Fk; midj;JtopKiwfs;   
 M. Njitapy;yhjFoe;ijgpwg;igjLj;jy;    
 ,. Foe;ijiamopf;fjha;f;FcjTjy;     
 <. NjitahdFoe;ijgpwg;igjtph;j;jy;     
5. jw;fhypffUj;jilKiwfs; vd;nd;dcs;sd? 
 m. fhg;gh;b>          
 M.fh;g;gj;jilkhj;jpiufs;       
 ,. MZiw         
 <. fhyz;lh; Kiw        
 c. fh;g;gj;jilCrptif       
 C. lahg;uk; Crptif        
 v. ehh;gpshz;l; tif        
 
 
 
 
 
 



 
,aw;ifahdfh;g;gj;jilKiwgw;wpamwpTj;jpwd; 
1. fha;l;l]; ,d;lh;gpul;l]; vd;why; vd;d? 
 m. tpe;JntspNaWtjw;FKd;dNuMz; FwpiantspNa 

vLj;jy;          
 M. tpe;JntspNaWtjw;Fgpd;dNuMz; FwpiantspNa 

vLj;jy;           
 ,. Mz;Fwpiangz;zpd; kyj;Jthuj;jpy; nrYj;Jjy;  
 <. njhpahJ         
2.,aw;ifahd fh;g;gj;jilKiwfs; vJ? 
 m. cly;mbg;gilntg;gmsTkhWgLjy;    
 M. fh;g;gthapypy; cs;sjputj;jd;ikkhWgLjy;   
 ,. ,J ,uz;Lk; ,ize;jJ      
 <. njhpahJ         
3. clypd; mbg;gilntg;gepiyfUj;jilvd;gJvd;d? 
 m. mjpfhiyapy; ntg;gepiy (0.3oC - 0.5oC) cah;tJ   
 M. rpidKl;ilcUthFk; Neuj;jpy; ntg;gepiy (0.3oC – 
0.5oC) caUjy;        
 ,. njhpahJ         
4. fh;g;gg;igthapypUf;Fk; jputj;jpd; jd;ikKiwvd;why;  
vd;d?  
 m. njspthd>Kl;ilapd; nts;isfUNghy; ePh;j;jjput 
epiyapy; cs;sNghJcly; cwitjtph;j;jy;   
 M. nfl;bahdnts;isahdgprpd; Nghd;wjd;ikapy;  
cs;sNghJclYwitjtph;j;jy;     
 ,.  njhpahJ         
 
ehl;fhl;bRow;rpKiwgw;wpamwpTj;jpwd;     
5. ghJfhg;ghdehl;fs; vd;why; vd;d? 
 m.  khjtplha;f;FxUthuj;jpw;FKd;Gk;>gpd;Gk;   
 M.  khjtplha;f;F 14 ehl;fs; fopj;J     
 ,.  khjtplha;f;F 20 ehl;fs; fopj;J     
 <.   njhpahJ         
 
 
 
 



 
MZiwgw;wpamwpTj;jpwd; 
6. MZiwvd;why; vd;d? 
 m. fh;g;gj;jiliajLf;fMz; cWg;gpd; kPJjltg;gLk;  
fspk;G          
 M. Mz;fSf;fhdfh;g;gj;jilkhj;jpiu    
 ,. Mz;fSf;fhdfh;g;gj;ijjLf;ff;$bakpfnky;ypa 

ug;gh; ciw         
 <.  fh;g;gj;jiliajLf;fMz; cWg;gpd; kPJjltg;gLk;  

Jhs;          
7. MZiwapd; gad;fs; vd;d? 
 m. tpe;Jngz;ZWg;gpy; NeubahfNrUtijjLf;Fk;  
 M. clYwtpd; NghJmjpf ,d;gj;ijjuf;$barhjdk;  
 ,. MZiwghy;tpidNehapypUe;JjLf;Fk;    
 <. njhpahJ         
lahg;uk; gw;wpamwpTj;jpwd; 
8. lahg;uk; vd;why; vd;d? 
 m. gpwg;GcWg;gpDs; itf;Fk; fUj;jilrhjdk;   
 M. fUg;igapDs; itf;Fk; fUj;jilrhjdk;    
 ,. tpe;jZitmopf;ff;$bagirjltpaclYwTf;F 

Kd;Gngz; cWg;gpy; itf;ff;$batisak; Nghd;w 
fUj;jilrhjdk;        

 <. njhpahJ        
  
9. lahg;uj;jpd; gad;fs; ahit? 
 m. lahg;uj;jpd; `hh;Nkhdhy; MdJ ,y;iy    
 M. gf;ftpisTfs; fpilahJ      
 ,. clYwTf;Fgpd; 6 kzpNeuj;jpw;Ffopj;JvLj;J 

tplyhk;          
 <. njhpahJ        



Nghh;k; khj;jpiukw;Wk; n[y;ypgw;wpamwpTj;jpwd; 
10. Nghh;k; khj;jpiuvd;why; vd;d? 
 m. ngz;zpd; gpwg;GWg;gpy; itf;Fk; EiujUk; khj;jpiu  
 M. clYwTf;FKd; gpwg;GWg;gpy; itf;Fk; khj;jpiu  
 ,. tpe;jZitmopf;ff;$baclYwTf;FKd;dhy; ngz;  

cWg;gpy; itf;ff; $baEiuf;Fk; khj;jpiu   
 <. njhpahJ         
n[y;ypgw;wpamwpTj;jpwd; 
11. n[y;ypvd;why; vd;d? 
 m. clYwtpw;FKd;ngz; cWg;gpy; itf;Fk; n[y;yp  
 M. ngz;zpd; gpwg;GWg;gpDs; n[y;ypcl;nrYj;Jk; rhjdk;  

     %yk; itf;fg;gLk; tpe;jZitmopf;ff;$ba 
fUj;jilrhjdk;        

 ,. n[y;ypvd;gJtha;topfh;g;gj;jilkUe;J    
 <. njhpahJ         
fhg;gh;-b rhjdj;ijgw;wpamwpTj;jpwd; 
12. fhg;gh; -b rhjdk; vd;why; vd;d?     
 m. cNyhfj;jpdhyhdMz;fSf;fhdfUj;jilrhjdk; 
 M. fhg;gh; vd;wcNyhfj;jpdhyhdngz;fSf;fhd 

jw;fhypffUj;jilrhjdk;      
 ,. Mz; kw;Wk; ngz;fSf;fhdjw;fhypffUj;jil 

rhjdk;           
 <. njhpahJ.         
13. fhg;gh; -biavg;nghOJNghl;Lf; nfhs;syhk;? 
 m. khjtplhapf;FgpwF - 2 Kjy; 4ehl;fs; tiu    
 M. fUr;rpijTMdTlNdNa      
 ,. Foe;ijgpwg;Gf;FgpwFKjy; thuj;jpy;    
 <. njhpahJ.         
14. fhg;gh; -b Foe;ijgpwg;igvt;thWjLf;fpwJ? 
 m. fh;ggg;igapy; fUj;jhpj;jfUKl;iljq;Ftij 

jLf;fpwJ         
 M. rpidKl;ilAk;>tpe;jZTk; ,iztijjLf;fpwJ.  
 ,. tpe;jZfh;g;gigthapy; EiotijjLf;fpwJ.   
 <. njhpahJ          
 
 
 
 



15. fhg;gh;-b-apdhy; tpisAk; ed;ikfs; ahit? 
 m. muRkUj;Jtkidfspy; ,ytrkhfNghlg;gLfpwJ  
 M. rpyepkplq;fspNyNaNghl;Ltplyhk;     
 ,. fh;g;gk; cz;lhfptpLk; vd;wmr;rk; ,y;iy    
 <. gj;JtUlq;fs; ghJfhg;GjUk;      
 
fh;g;gj;jilkhj;jpiufs; gw;wpamwpTj;jpwd; 
16. fh;g;gj;jilkhj;jpiufs; vd;why; vd;d? 

m. `hh;Nkhd;fshyhdngz;fSf;fhdkhjfUj;jil 
khj;jpiu         

 M. fh;g;gk; miltijjLf;Fk; khj;jpiu    
 ,. fh;g;gk; milanfhLf;Fk; khj;jpiu     
17. vj;jidtiffh;g;gj;jilkhj;jpiufs; cs;sd? 
 m. <];l;Nuh[hd; kw;Wk; GNuh[];l;uhd; cs;skhj;jpiu  
 M. khjk;xUKiwrhg;gpLk; khj;jpiu     
 ,. GNuh[];l;uhd; kl;Lk;cs;skhj;jpiu    
 <. mtrufhyfh;g;gj;jilkhj;jpiu     
18. fh;g;gj;jilkhj;jpiufiscgNahfpf;Fk; Kiw 

m. khjtplhapd; filrpehspypUe;JjpdKk; xUkhj;jpiu 
,utpy; rhg;gplNtz;Lk;.       

 M. jpdKk; fhiyapy; rhg;gplNtz;Lk;     
 ,. jpdKk; kjpak; rhg;gplNtz;Lk;     
 <. fhiyapy; xd;W> ,utpy; xd;W      
19.  fh;g;gj;jilkhj;jpiufs; rhg;gpljFjpahdth;fs; ahh;?  
 m. Foe;ijgpwg;igjs;spg;Nghlepidf;Fk;  
GJkzjk;gjpfs;        
 M. rkPgj;jpy; fUr;rpijTnra;Jnfhz;lth;fs;   
 ,.  ,uz;lhtJFoe;ij ,g;;NghJNtz;lhnkd 

epidg;gth;fs;        
 <. njhpahJ         
 
fh;g;gj;jilCrpgw;wpamwpTj;jpwd; 
20. nlg;NghgpiuNtuhCrpvd;gJvd;d?  
 m. fh;g;gj;ijjLf;fgad;gLj;jg;gLk; Crp    
 M. khjtplhiajLf;fgad;gLj;jg;gLk; Crp    
 ,. fh;g;gj;ijmopf;Fk; Crp       
 <. njhpahJ         



21. nlg;NghgpiuNtuhfUj;jilCrpiaNghLk; Kiw 
 m. xUtUlj;jpw;FxUKiw      
 M. %d;Wkhjj;jpw;FxUKiw      
 ,. xt;nthUkhjKk;        
 <. njhpahJ         
,k;g;shz;l; Kiwgw;wpamwpTj;jpwd; 
22. ehh;gpshz;l; vd;gJvd;d? 

m. Njhypd; mbapy; kUj;Jtuhy; nghUj;jg;gLk; 
fh;g;gj;jilrhjdk;       
   

 M. ,JxU `hh;Nkhdhy; Mdrhjdk;     
 ,. gpwg;GWg;gpy; nghUj;jg;gLk;  fh;g;gj;jilrhjdk;   
 <. njhpahJ.         
23. ehh;gpshz;bd; gad;fs; ahit? 
 m. fh;g;gj;ijKOikahfjLf;Fk; rhjdk;    
 M. fh;g;gj;ijmjpftUlq;fs; jLf;ff;$bafUj;jil 

rhjdk;          
 ,. kUj;Jtuhy; nghUj;jf;$barhjdk;     
 <. njhpahJ         
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



jw;fhypffUj;jilrhjdq;fisgw;wpavz;zj;jpwd; 
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1.  
jw;fhypffUj;jilKiwfs; Foe;ijfSf;F ,ilNa 
,ilntspVw;gLj;jcjTk;    

2.  jw;fhypffUj;jilKiwfs; gpd;gw;Wtjw;FfLikahdit    
3.  fha;l;l]; ,d;lh;gpul;l]; gpd;gw;Wjy; vspJ    

4.  
cly; mbg;gilntg;gepiyKiwia (0.3oC - 0.5oC) 
gpd;gw;WtJvspJ    

5.  
fh;g;gg;igthapy; gprpd; 
khjphpjputj;jd;ikcs;srypcs;sNghJclYwTnfhs;tJvspJ.    

6.  
ghJfhg;ghdehl;fs; Kiwiafzf;fpLtJkw;Wk; 
gpd;gw;WtJfbdk;.    

7.  MZiw KO mstpyhdghJfhg;igmspf;fpwJ.    
8.  MZiwmzptjhy; ,d;gk; FiwfpwJ.    
9.  lahg;uk; ehs;fzf;fpy; ngz;zpd; gpwg;GWg;gpy; ,Uf;fNtz;Lk;    

10.  
<ug;gLj;jg;gl;lNghh;k; vdg;gLk; 
fh;g;gj;jilkhj;jpiuiaclYwTf;Frw;WKd; ngz; cWg;gpy; 
itg;gJvspJ. 

   

11.  fh;g;gj;jil n[y;ypianghUe;jnra;Ak; rhjdk; %yk; ngz; 
cWg;gpy; itg;gJvspJ. 

   

12.  fhg;gh; - b rhjdk; KO mstpy; ghJfhg;ghdfUj;jilrhjdk;    
13.  fhg;gh; -b nghUj;JtJfbdk;    
14.  fh;g;gj;jilkhj;jpiufs; cgNahfg;gLj;Jtjw;Fvspjhdit    

15.  
fh;g;gj;jilkhj;jpiufs; 
Fiwe;jmstpNyNagf;ftpisTfisVw;gLj;Jk;.    

16.  fh;g;gj;jilkhj;jpiufisKiwahfjpdKk; rhg;gpLtJfbdk;.     
17.  fh;g;gj;jilCrpfs; vspajw;fhypffUj;jilKiw    
18.  fh;g;gj;jilCrpfs; gf;ftpisTfs; FiwT    
19.  ehh;g;shz;l; Kiw100% ghJfhg;Gmspf;fpwJ.    
20.  ehh;gpshz;l; nghUj;JtJvspJ.    
 

gFjp - III 



APPENDIX – B 
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APPENDIX - E 

xg;Gjy; gbtk; 

Muha;r;rpjiyg;G 

 Gwefh; kw;Wk; fpuhkq;fspy; trpf;Fk; fh;g;gpzpjha;khh;fspd; 

jw;fhypffUj;jilKiwfisgw;wpamwpTj;jpwd; kw;Wk; 

kdg;Nghf;fpidxg;gpl;Lghh;j;jy;. 

ngah;:         Njjp: 

taJ:       Muha;r;rpNrh;f;ifvz;: 

 

 ,e;jMuha;r;rpapd; tptuq;fSk; mjd; Nehf;fq;fSk; 

KOikahfvdf;Fnjspthftpsf;fg;gl;lJ. 

 vdf;Ftpsf;fg;gl;ltp\aq;fisehd; Ghpe;Jnfhz;Lehd; 

vdJrk;kjj;ijnjhptpf;fpNwd;. 

 ,e;jMuha;r;rpapy; gpwhpd; eph;ge;jkpd;wpvd; 

nrhe;jtpUg;gj;jpd; Nghpy; jhd; gq;FngWfpNwd; kw;Wk; ehd; 

,e;jMuha;r;rpapypUe;Jve;NeuKk;  gpd;thq;fyhk; vd;gijAk; 

mjdhy; ve;jghjpg;Gk; Vw;glhJvd;gijAk; ehd; Ghpe;Jnfhz;Nld;. 

 ehd; vd;DilaRaepidTld; kw;Wk; KO Rje;jpuj;Jld; 

,e;jkUj;JtMuha;r;rpapy; vd;idNrh;j;Jnfhs;srk;kjpf;fpNwd;. 

 

        ifnahg;gk; 



APPENDIX - F 

THE INVESTIGATOR INTERVIEWING THE ANTENATAL MOTHER IN RURAL 
SAMAYANALLUR 

 

THE INVESTIGATOR ISSUING THE INSTRUCTIONAL MODULE IN RURAL 
SAMAYANALLUR 

 



 

THE INVESTIGATOR INTERVIEWING THE ANTENATAL MOTHER IN URBAN 
SELLUR 

 

THE INVESTIGATOR ISSUEING THE INSTUCTIONAL MODULE 

 

 


