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ABSTRACT 

 

STATEMENT OF THE PROBLEM: 

To evaluate the effectiveness of learning package on knowledge and practice 

in care of preterm babies among postnatal mothers in selected Neonatal Intensive 

Care Unit at Coimbatore. 

OBJECTIVES: 

 To assess the existing level of knowledge on care of their preterm babies 

among postnatal mothers. 

 To assess the existing level of practice on care of their preterm babies among 

postnatal mothers. 

 To evaluate the effectiveness of learning package in improving the knowledge 

on care of their preterm among postnatal mothers. 

  To evaluate the effectiveness of learning package in improving the practice on 

care of their preterm among postnatal mothers. 

 To find out the association between pretest knowledge level with their selected 

demographic variables of postnatal mothers. 

 To find out the association between pretest practice level with their selected 

demographic variables of postnatal mothers. 

HYPOTHESIS: 

H1- There will be a significant difference between pretest and post test 

       knowledge score on care of their preterm babies. 

 



H2-  The mean post test practice score will be significantly higher than the 

      mean pretest practice score. 

H3- There will be a significant association between the pre test scores of 

       knowledge and selected demographic variables. 

H4- There will be a significant association between the pre test scores of  

       practice and  selected demographic variables. 

METHODOLOGY: 

One group pretest and posttest Pre-experimental design was used. 30 samples 

were selected using non-probability convenient sampling. A self administered 

questionnaire and observational check list was used to evaluate the knowledge and 

practice. Descriptive and inferential statistics were used to analyze the data. 

RESULTS: 

 The study findings revealed that the learning package was effective on 

knowledge and practice of postnatal mothers on care of their premature babies.  

 In the pretest, among 30 postnatal mothers regarding level of knowledge 

16(53.7%) had inadequate knowledge, 10(33.3%) had moderate knowledge 

and 4(13.3%) had adequate knowledge in pretest. The level of knowledge was 

improved after intervention, in the post test 0(0%) had inadequate knowledge 

and 22(73.3%) had moderate knowledge and 8(26.7%) had adequate 

knowledge. 

 In the pretest, among 30 postnatal mothers in terms of level of practice 

14(46.7%) had inadequate practice, 11(36.7%) had moderate practice and 

5(16.6%) had adequate practice in pre test. The level of practice was improved 



after intervention, in the posttest 0(0%) had inadequate practice and 10(33.3%) 

had moderate practice and 20(66.7%) had adequate practice  

 Among 30 postnatal mothers on care of their preterm babies, the pre test mean 

knowledge score was 12.6 and the post test mean was 18.1. The mean 

difference 5.5 was a true difference. The standard deviation of pre test was 4.6 

and post test was 3.6. The calculated paired ‘t’ value 9.3 was highly significant 

the table value (2.6) at 0.05 level. Hence the hypothesis was accepted. It was 

inferred that learning packages was effective in improving the knowledge of 

the post natal mothers. 

 Among 30 postnatal mothers on care of their preterm babies, the pre test mean 

practice score was 17.5 and the post test mean was 30.2. The mean difference 

12.7 was a true difference. The standard deviation of pretest was 10.10 and 

post test was 7.62. The calculated paired ‘t’ value 11.6 was highly significant 

the table value (2.6) at 0.05 level. Hence the hypothesis was accepted. It was 

inferred that learning packages was effective in improving the practice of the 

post natal mothers.  

 The study reveals that there was no significant association between the pre test 

level of knowledge score with their selected demographic variables such as 

age of the mother, educational status of the mother, maternal illness during 

antenatal period, gestational age and birth weight. 

 The study reveals that there was no significant association between the pre test 

level of practice score with their selected demographic variables such as age of 

the mother, educational status of the mother, maternal illness during antenatal 

period, gestational age and birth weight. 
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CHAPTER – I 

INTRODUCTION 

 

1.1 BACKGROUND OF THE STUDY 

 

“Every baby born into the world is a finer one than the last” 

                          - Charles Dickens 

Growth and development are important aspects of child’s health. Child’s 

growth and development starts soon after the conception, inside the mother’s womb. 

Postnatal health of an infant largely depends on the gestational age at the time of 

birth. The duration of a pregnancy is measured by gestational age (or the amount of 

time elapsed since the first day of the last menstrual period). A normal gestation lasts 

40 weeks or 280 days. If delivery occurs before 37 weeks gestation, the baby is 

considered prematurely born. The period of gestation is one of the most important 

predictors of an infant’s subsequent health and survival. In humans, preterm birth 

refers to the birth of a baby at less than 37 weeks of gestational age. The cause for 

preterm birth is in many situations elusive and unknown; many factors appear to be 

associated with the occurrence of preterm birth. 

Premature birth, commonly used as a synonym for preterm birth, refers to the 

birth of a baby before the developing organs are mature enough to allow normal 

postnatal survival. Premature infants are at greater risk for short and long term 

complications, including disabilities and impediments in growth and mental 

development. Significant progress has been made in the care of premature infants, but 

still there is a need to give more attention in the special aspects of care of these 

babies.
 
Preterm birth is the birth of a baby of less than 37 weeks of gestational age. Its 

in Latin called as ‘Partus  Praematurus’.  
 

Even though significant progress has been made in the care of preterm babies, 

the prevalence of preterm births are not reduced and it ranks the top cause of death in 

neonates and infants worldwide. The babies who are born prematurely (before 36 

weeks) are colloquially referred as “Preemies” and extremely premature babies (less 

than 28 weeks) are called as “Micro Preemies”. 
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The degree of Prematurity determines the risk of complications. Babies who 

are born at only slightly less than 37 weeks gestation are likely to have feeding 

problem, where as babies born at less than 28 weeks gestation are likely to have more 

serious problems which may influence their long-term outcome. Almost all premature 

babies require special care and attention after birth in NICU as well as after discharge 

till they gain certain weight. After discharge from NICU, the mother has to take 

special care of baby which includes many aspects like exclusive breast feeding; 

kangaroo mother care, thermoregulation for prevention of hypothermia, infection 

control, immunization, follow up care and other treatments. 

Common causes of preterm birth include multiple pregnancies, infections and 

chronic conditions such as diabetes and high blood pressure however, often no cause 

is identified. There could also be a genetic influence. A better understanding of the 

causes and mechanisms will advance the development of solutions to prevent preterm 

birth. 

 

Fig 1.1 Causes of preterm delivery 

Li Liu and Lancet (2012) revealed that over 3 million newborns died in 

2010. This was only down by 600,000 from 10 years earlier. Newborn deaths now 

account for 40% of all under five childhood deaths, up from 38% in 2000.Preterm 

birth complications is the second leading cause of death among all children 

(14%),following pneumonia (18%), with diarrhea the third highest cause at 

11%.preterm birth complications (1.1 million, 35% of all neonatal deaths),Intra 

partum-related conditions (previously called “birth asphyxia’) (0.7 million, 23%), 

and sepsis or meningitis (0.4 million, 13%). 
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Fig : 1: 2 Causes of death for newborns (first 4 weeks) and children under 5   

                years, worldwide for the year 2010 

A study conducted in Asia to compared with the prevalence of babies born 

with low birth weight. (Table 1)  shows the estimated numbers of term-Small for 

gestational age  infants who weighed less than 2500 g at birth (term-SGA and with 

low birth weight), by UN-MDG region for 2010. In all regions, the majority (>50%) 

of term-SGA infants weighed 2500 g or heavier, with high proportions of babies not 

low birth weight but small for gestational age in Africa (74%) and Latin America and 

the Caribbean (71%). The highest regional proportion of low-birth weight babies was 

recorded in south Asia (26%), and the prevalence of term-SGA infants was also very 

high in this region (42%). Term-SGA accounted for 65% of low-birth weight babies 

in south Asia and preterm birth accounted for 35%. In sub-Saharan Africa, although 

preterm birth rates were similar to those in south Asia, the rate of low-birth weight 

babies was lower (14%) and preterm birth made a relatively larger contribution to the 

low-birth weight metric (57% preterm birth vs 43% term-SGA). Similarly in Latin 

America and the Caribbean, preterm birth comprised a larger proportion of the low-

birth weight metric (60% preterm birth Vs 40% term-SGA). In east Asia, the 

proportion of low-birth weight infants was very low (2·6%) and consisted mainly of 

preterm-SGA infants.  
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Fig: 1.3 Prevalence of SGA, preterm births, and LBW by UN-MDG region  

               in  2010 

Overall, in countries of low and middle income in 2010, an estimated 43·3 million 

infants (36% of live births) were born either preterm or small for gestational age, or 

both (figure 2). Of 18 million low-birthweight infants, 59% were term-SGA whereas 

41% were preterm (16% preterm-SGA, 25% preterm and appropriate size for 

gestational age). 

 

Fig: 1.4 Public health implications of the burden of preterm and SGA births     

              for 120 million births in countries of low and middle income 
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Lawn,(2013) revealed that neonatal mortality remains high even though a 

declining proportion of deaths among children less than live year (UNICEF, 2015) 

according to WHO, the infant mortality rate has decreased from an estimated rate of 

63 deaths per 1000 live births in 1990 to 32 deaths per 1000 live birth  in 2015. 

Globally, every year, nearly 44% of all deaths in children under five are among 

newborn infants (UNICEF,2013). Every year worldwide 15 million preterm infants 

are born and one out of ten is preterm infant and 60% among them are in developing 

countries  

  Davidge,( 2013) stated that Worldwide, prematurity is the main source of 

death and major reason of possible extensive period of loss in infants among survivors 

as well, many complications of preterm birth are responsible of 3.1 million deaths 

every year. In high-income countries because of sophisticated health systems they 

have a chance of survival, which can arrive at 50% , so that there is a gap between 

preterm survivals around the  world. The extreme preterm births which need intensive 

care represent 5% of preterm infants  

 According to WHO (2012) 8.2 million under five child deaths per year, about 

3.3 million occur during the neonatal period in first four weeks of life, almost 3 

million of all babies who die each year can be saved with low tech and low cost care. 

In low income and middle income almost all (99%) of these neonatal death occurred 

with the highest rates occurring in sub-saharan Africa(34 death per 1000 live births) 

accounts for 38 percent of global neonatal deaths.Sub- Saharan countries are among 

the highest neonatal mortality rates in the world, more than 98% of  neonatal deaths 

occur in low and middle income countries and about 70 occur in community setting, 

often at  the home. These deaths frequently take place outside the formal health 

system and are not included in the vital registration process (Engman, 2011). Aware 

of the magnitude of the problem, the world health organization has come up with a set 

of guidelines about the essential newborn care practices which are evidence based 

cost effective measures to improve neonatal outcomes. This guideline is to be used by 

health care provider and mothers, community and government. These care practices 

include: thermal protection, early and exclusive breast feeding, clean delivery and 

clean cord care, immunization, care for the low birth weight newborn and 

management of newborn illness. 
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 Loftin, R.W.,habili, M., et, al (2010) found out that neonates who are 

between 32 and 37 weeks are more than 80% of preterm births, a good number can 

survive only with essential newborn care, but in low and middle income countries 

infants still die due to few health and maternal facilities, the chance of survival for 

preterm infant is not just based on premature level but generally on the place of birth 

 The third sustainable development goal of United Nation aim to end 

preventable deaths of newborns and children under five years of age, with the targets 

of under-five mortality(25 deaths per 1000 live births from 33 deaths per 1000 live 

births) and neonatal mortality (12 deaths per 1000 live births from 22 deaths per 1000 

live births) but still most of the low income resource countries are far from the target 

cause of neonatal deaths are complications of prematurity (35%), neonatal infection 

23%, intra-partum complication 24% and diarrhoea among other causes of neonatal 

deaths. 

 Rwanda,(2015) the infant mortality rate was 32 deaths per 1000 live 

births.(DHS,2014-2015). Rwanda has achieved most of its millennium development 

targets for health; the major mechanisms for implementation have been the provision 

of local health centers, payment of health providers by results, setting up inexpensive 

health insurance scheme with support for those most in poverty. The MDGS were set 

as eight goals with targets for 2015 and a series of indicators for measuring progress. 

 Three of the goals were specifically related to health and Rwanda have made a 

considerable reduction in child mortality and maternal mortality but neonatal 

mortality still remains a major public health problem and the leading cause of 

mortality in children below five years of age in Rwanda. Rwanda demographic and 

health survey in 2014 estimated neonatal rate at 32 per 1000 live births and third 

sustainable development goal of united nation aim to achieve 12 per 1000 live births. 

Therefore intervention, studies are needed to continue combating against neonatal 

mortality in low and middle income including our country. 
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1.2 SIGNIFICANCE OF THE STUDY 

 

The expectation and hope of every pregnant woman is to deliver a healthy baby 

without any complication at the end of the pregnancy. However, mothers who deliver 

preterm babies become dissatisfied about the weight of their babies since in a typical 

Ghanaian culture babies are admired when they are plump. Usually, preterm babies 

are underweight and therefore much time and care are needed to enable them gain 

weight. 

 

       Additionally, the delay in naming the baby creates disappointment, worry, 

despair, anguish and stigmatization to the mother and the entire family. In a typical 

Ghanaian culture, the naming ceremony is performed on the eight day of delivery 

where friends, well-wishers and families would want to see and hold the named baby 

and welcome the baby into the world. The mother feels stigmatized when a small, 

skinny and unhealthy baby is presented at the ceremony. As a result, the naming 

ceremony is postponed till the infant gains weight. Also, the socio-cultural practices 

in influence the way preterm babies are taken care of at home and in effect have 

either negative or positive effects on the babies as well as their mothers. 

 

 Furthermore, the cost of caring for preterm babies after discharge is very high. 

Economically the whole family is affected since much effort and time are needed in 

caring for preterm babies at home. Mothers who cannot afford the services of 

caregivers need to stay out of work to care for their preterm babies until they gain 

weight and develop normally. Mothers thus become financially drained out since they 

need the working hours to be visiting physicians and other health team members for 

follow-up and continuity of care. The researcher observed that the challenges of 

managing preterm babies at home are numerous, ranging from social, economic, 

physiological and psychological. Physiologically, preterm babies encounter numerous 

problems such as respiratory, maintenance of body temperature, exposure to infection 

and difficulty in feeding. 

 

        According to WHO (2015) the majority of the neonatal deaths that occur 

especially in developing countries are avoidable or preventable causes. Major causes 

for more than 85% of newborn death are complications of prematurity, intra-partum 
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related neonatal deaths and neonatal infections.  Complications of prematurity are 

currently the second leading cause of deaths. 

       Ruhengeri hospital takes care of a large number of neonates coming from the 

various district hospitals and health centers. Ruhengeri hospital is the largest referral 

hospital in Northern Province and the  number of preterm infant has increased from 

450 preterm infant in 2012 to 656 in 2016 and prematurity is the leading (Ruhengeri 

hospital statistical department report, 2016) 

  

(Ann l, 2014) found that when the time to go home parents may have 

problems about their skills to care their premature infant without the support of NICU 

health professionals and equipment. The complete, well planned discharge of stable 

infant helps ensure a positive shift to home, safe and effective care after discharge. 

Involving and supporting parents in discharge process give them self confidence in 

caring for their infants at home.  

(Agata, 2015)  revealed educating mothers to care for their newborn during 

the semi acute stage of their newborn illness, helps them to learn normal and 

abnormal conditions through assessment which enhance their ability to care their 

infant after staying from the hospital. Involving parents in discharge process in 

neonatal intensive care unit is very important because it can decrease the risk of 

readmission and with that parents have confidence to care for their premature 

newborn 

 

Fig.1.5 Estimated distribution of causes of causes of 3.1 million neonatal    

             deaths in 193 countries in 2010 
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In 2009, the preterm birthrate for African-Americans was as high as 17.5 per 

cent, compared with 10.9 per cent for Caucasians. Nearly 1.1 million babies die from 

being born prematurely, while infections kill some 830,000 more newborns. 

However, unlike in many other countries with high preterm rates, most American 

women have access to state-of-the-art hospital equipment and sophisticated intensive 

care that is capable of saving the majority of premature babies, even the tiniest ones.  

According to WHO, every year about 15 million babies are born prematurely 

around the world and that is more than one in 10 of all babies born globally. Almost 1 

million children die each year due to complications of preterm birth (2013). Across 

184 countries, the rate of preterm birth ranges from 5% to 18% of babies born. In 

India, out of 27 million babies born every year (2010 data), 3.5 million babies born 

are premature. 

Preterm deaths (those in the first month of life) account for 40 percent of all 

deaths among children under five years of age. Preterm birth is the world’s number 

one cause of newborn deaths, and the second leading cause of all child deaths under 

five, after pneumonia. 

Many of the preterm babies who survive suffer from various disabilities like 

cerebral palsy, sensory deficits, learning disabilities and respiratory illnesses. The 

morbidity associated with preterm birth often extends to later life, resulting in 

physical, psychological and economic stress to the individual and the family. Though 

occurrence of preterm birth is a global problem, but more than 60% of preterm births 

occur in Africa and South Asia. In the lower-income countries, on average, 12% of 

babies are born too early compared with 9% in higher-income countries. Within 

countries, poorer families are at higher risk. Survival of premature babies also depends 

on where they are born; almost 9 out of every 10 preterm babies survive in high-

income countries because of enhanced basic care and awareness, in sharp contrast to 

about 1 out of 10 in low-income countries. 

More than three-quarters of preterm /premature babies can be saved with often 

inexpensive care such as essential care during child birth, antenatal steroid injections 

(given to pregnant women at risk of preterm labour under set criteria to strengthen the 

babies’ lungs) and postnatal care like kangaroo mother care (the baby is carried by the 

mother with skin-to-skin contact and frequent breastfeeding), and basic care for 
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infections and breathing difficulties. Identification of risk factors in women with 

improved care before, between and during pregnancies; better access to 

contraceptives and increased empowerment/ education can further decrease the 

preterm birth rate (the number of preterm births divided by the number of live births). 

1.3 NEED FOR THE STUDY: 

“Always remember you are braver than you believe, stronger than you seem and 

smarter than you think”. 

- A.A.Milne 

Each year 15 million babies are born preterm and their survival chances vary 

dramatically around the world. Worldwide, almost half of preterm babies are born at 

home, and even for those born in facilities, essential newborn care is often lacking. An 

important but under-resource countries are far from the target cause of neonatal deaths 

are complications of prematurity(35%), neonatal infection 23%, intra partum 

complication 24%and diarrhoea among other causes of neonatal deaths. 

Anjum Gandhi (2011) revealed that the  center and gestational age (24 weeks 

0 days to 25 weeks 6 days or 26 weeks 0 days to 27 weeks 6 days). Using sealed, 

opaque envelopes, randomly assigned infants before birth to a target range of oxygen 

saturation of 85 to 89% (the lower-oxygen-saturation group) or 91 to 95% (the higher-

oxygen-saturation group). Infants who were part of multiple births were randomly 

assigned to the same group. 

 

Fig: 1.6. Actual Median Oxygen Saturation with Oxygen Supplementation in the 

     Two Treatment Groups.
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Blinding was maintained with the use of electronically altered pulse oximeters 

(Masimo Radical Pulse Oximeter) that showed saturation levels of 88 to 92% for both 

targets of oxygen saturation, with a maximum variation of 3%. For example, a 

reading of 90% corresponded to actual levels of oxygen saturation of 87% in the 

group assigned to lower oxygen saturation (85 to 89%) and 93% in the group assigned 

to higher oxygen saturation (91 to 95%). A previous trial used a fixed 3% absolute 

oxygen-saturation variation throughout the entire range of saturation levels to keep 

caregivers unaware of study-group assignments and to separate levels of oxygen 

saturation in preterm infants,
18

 but the algorithm used in the current trial differed, 

since the oxygen-saturation reading gradually changed and reverted to actual 

(nonskewed) values when it was less than 84% or higher than 96% in both treatment 

groups. Limits of 85% and 95% that would trigger an alarm in the delivery system 

were suggested, but they could be changed for individual patients. 

Radha,( 2014) revealed that the mother of preterm child has an important role 

in promoting its health, being the primary agent of direct care, providing access to 

health care services and modeling attitudes and behaviors that influences the child 

care. Poor awareness among mothers about the needs of preterm child are an 

important cause for immediate readmissions to NICU after discharge. The awareness 

of mothers about special aspects of care of preterm babies is very important to prevent 

complications in the child. As these aspects influence the long term outcome. The 

mother can play a vital role in preventing chronic disabilities in her child  educating 

mothers regarding special home care aspects for their preterm babies will play a major 

role in reducing neonatal morbidity as well as mortality. 

  Mahin tafazoli, Zahra soharabi (2016) stated that education involves 

providing information and raising awareness in order to change the behavior and 

attitude of a target audience. Preliminary investigation of families has demonstrated 

that primary education should be provided near the time of delivery since at this point, 

parents are highly motivated to participate in the life of the infant. Infant health 

requires parental education and awareness in this regard, which could effectively 

prevent diseases in children. Nevertheless, this issue is of particular importance in the 

parents who are expecting their first child.   

https://www.nejm.org/doi/full/10.1056/NEJMoa0911781
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 Al-Ayed, I.H., (2010) found out that child care is mostly the responsibility of 

mothers, therefore the mothers awareness about child care influences the nature and 

quality of care that is given to the child. Several studies have revealed that the 

mothers level of education has a positive impact on her knowledge and how she deals 

with child health care issues. Experience in pediatric practice has revealed significant 

gaps pertaining to child issues in mother’s knowledge. Health care institutions play a 

limited role in health education. There should be proper affective practical means of 

disseminating information on child matters among mothers in our community and 

how she recognized issue for all countries is that of disability for survivors of preterm 

birth. In the early days of neonatal intensive care, disabilities were common amongst 

survivors, ranging from some school learning disability through to severe cerebral 

palsy. Impairment outcomes have a heavy toll on families and on the health system. 

In India, more babies die from complications of prematurity, hence saving the 

life of premature babies is a daunting task for healthcare professionals. To offer 

premature babies the best chance of survival, to provide optimal care during 

pregnancy and childbirth in early postnatal period. Providing hygienic environment, 

feeding with mother’s milk, kangaroo mother care are those essential interventions 

which are not highly cost-effective but can also be readily implemented at home by a 

community health worker or at a health facility. 

The percentage of preterm deliveries has risen steadily over the last 2 decades. 

Most of this increase has been among children born at 32 to 36 weeks gestation. The 

period of gestation is one of the most important predictors of an infant’s subsequent 

health and survival. In 2008, more than 5,00,000 infants, or 12.5 percent of all infants, 

were born preterm, which is considered birth at less than 37 completed weeks of 

gestation. Preterm birth is the major cause of neonatal mortality in developed and 

developing countries. Learning about the care and management of preterm babies can 

help to increase awareness of the unique needs of these babies. 

A way to reduce pre-term numbers in successive years is to find out ways to 

help all pregnancies continue to full term with a focus to identify the risk factors for 

identifying the incidence of preterm birth such as including a prior history of pre-term 

birth, diabetes, hypertension, smoking, infection, maternal age (either under 17 or 
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more than 40), genetics, multi-fetal pregnancy and pregnancy spaced too closely 

together. 

Maryam bagheri (2010) a study was conducted to assess the cause of 

readmission among preterm babies soon after few days of discharge from NICU. As 

per the result found, the main cause was knowledge deficit among mothers. The 

mothers were unaware about the special aspects of care to be taken at home for 

preterm babies after discharge from NICU. Anxiety and depression of the mothers 

lead to an inappropriate care and follow up for this  preterm babies after discharge 

from NICU.
 

The knowledge of mothers about special aspects of care of preterm babies are 

very effective to prevent complications. As these aspects influence with long term 

outcome, along with the medical and paramedical personals, the mother can play a 

main important role in preventing these disabilities among her own baby. This task 

will also improve the emotional bond between mother and baby. Mother can 

experience the great feeling of doing something for her baby which will also give a 

feeling of satisfaction to mother. So educating the mothers regarding special home 

care aspects for their preterm babies will play a major role in reducing neonatal 

mortality as well as morbidity rate by nurses. These aspects made the investigator to 

select this study. 

1.4 STATEMENT OF THE PROBLEM 

To evaluate the effectiveness of learning package on knowledge and practice 

in care of preterm babies among postnatal mothers in selected Neonatal Intensive 

Care Unit at Coimbatore.  

 

1.5  OBJECTIVES 

 To assess the existing level of knowledge on care of their preterm babies 

among postnatal mothers. 

 To assess the existing level of practice on care of their preterm babies among 

postnatal mothers. 

 To evaluate the effectiveness of learning package in improving the  knowledge 

on care of their  preterm  among postnatal mothers. 
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 To evaluate the effectiveness of learning package in improving the  practice 

on care of their preterm  among postnatal mothers. 

 To find out the association between pretest knowledge level with their selected 

demographic variables of postnatal mothers. 

 To find out the association between pretest practice level with their selected 

demographic variables of postnatal mothers. 

 

  1.6 HYPOTHESIS 

H1- There will be a significant difference between pretest and posttest 

knowledge score on care of their preterm babies. 

 

H2-    The mean post test practice score will be significantly higher than the mean  

Pretest practice score. 

 

 H3- There will be a significant association between the pre test scores of 

knowledge and selected demographic variables. 

 

H4- There will be a significant association between the pre test scores of 

practice and selected demographic variables. 

1.7 OPERATIONAL DEFINITION  

Evaluate: -   Evaluate is an appraisal of something to determine its worth or 

fitness. In this study an activity to estimate the outcomes of the 

knowledge and Practice regarding care of their preterm babies. 

Effectiveness:-  It is the capability of producing a desired result or the ability to 

produce  desired output. In this study, it refers to determine the 

extent to which the learning package has achieved the desired 

effect in improving the knowledge and practice of postnatal mother 

regarding care of their preterm babies. 

Learning  

                   : -  Learning package is a collection of materials used to conduct a 

course whether a traditional group based content or another type of 

learning event. In this study learning package is the well organized 

teaching material prepared and taught regarding the care of preterm 

babies. 

Package    
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Knowledge : - Knowledge is a familiarity, awareness or understanding of someone 

or something, such as facts, information, discriptions or skills which 

is acquired through experience or education by perceiving, 

discovering or learning. In this study refers to the correct response 

of the subjects in gaining knowledge regarding care of their preterm 

babies. 

Practice :-      Refers to the systematic exercise for instruction regarding care and 

           management of preterm babies 

Preterm  

              :-  It refers to the baby born with less than 37 weeks of  gestational age,  

irrespective of their gender. In this study refers to the baby born 

between 28 – 36 weeks of gestational age. 

Post natal  

         :-    In this study, it refers to those women in reproductive age group who  

                has delivered a preterm baby. 

NICU         :-    Newborn babies who need intensive medical attention are often  

                           admitted into Neonatal Intensive Care Unit a area of the hospital. 

1.8 ASSUMPTIONS 

   This study assumes that, 

 Postnatal mothers may have inadequate knowledge and practice  regarding 

care of their preterm babies 

 Education may help to improve the knowledge and practice of post natal 

mothers regarding care of their preterm babies. 

 The selected group will co-operate in the data collection. 

 

1.9 DELIMITATIONS  

1. The study is limited to the postnatal mothers in the selected hospital at 

Coimbatore. 

2. The study period is limited to 4-6 weeks of duration. 

3. The sample size is limited to 30 postnatal mothers.  

  

Babies 

Mothers 
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1.10 PROJECTED OUTCOMES 

 This study will enable the investigator to identify  

 The findings of the study will help to improve the knowledge and practice of 

the postnatal mothers regarding care of their preterm babies.  

1.11 CONCEPTUAL FRAMEWORK 

 A conceptual framework is a group of related concepts and a set of 

propositions that spell out the relationship between them. It provides an overall view 

or orientation to focus thoughts. A conceptual framework is used in research to 

outline possible courses of action. Their overall purpose is to make specific findings 

meaningful and generable. 

 Conceptual framework selected for this study was based on Imogene king’s 

“Goal Attainment Theory: King stated that “the structure of a system may be 

reflected by a human being viewed as an open and dynamic system interacting with 

an environment. The major element of the theory of goal attainment are seen in the 

interpersonal systems in two people, who are usually strangers, come together in a 

healthcare organization to help and be helped to maintain a state of that permits 

functioning in roles. 

 The concepts of the interaction, perception, communication, transactions, 

roles, stress, growth and development, time and space. These concepts are interrelated 

in every nursing situation. These terms are defined as concepts of conceptual 

framework. 

Interaction:  

  Interaction is a kind of action that occurs as two or more objects have an effect 

upon one another. The idea of a two way effect is essential in the concept of 

interaction, as opposed to a one way casual effect. Teaching program is conducted 

using the learning package. 

Perception: 

  A person imports energy from the environment and transforms, processes and 

stores it. The individual then export this energy as demonstrated by observable 

behavior. In this study, the investigator perceives learning needs of postnatal mothers 

regarding care of their preterm babies. 
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Communication: 

  It is a process where by information is given from one person to another 

person either directly or indirectly. Investigator administers the structured 

questionnaire to assess the knowledge and observe the practice regarding care of their 

preterm babies. 

Transaction: 

  It is an observable behavior of human beings interacting with that 

environment, in this study, through the learning package the postnatal mothers 

acquired knowledge and practice regarding care of their preterm babies. 

Role: 

  It is a set of behavior expected from a person occupying a position in a social 

system. In this study, the knowledge gained out of the teaching makes the postnatal 

mothers to know the care of their preterm. 

Stress: 

  It is a dynamic state whereby a human-being interacts with the environment to 

maintain balance for growth and development and performance. In this study, after 

completion of the teaching, the postnatal mothers are enriched with knowledge to 

handle their preterm babies. 

Growth and Development: 

        The continuous changes in individuals at the cellular, molecular and behavioral 

level of activities. In this study, postnatal mothers gain more knowledge and develop 

their attitude. 

Time:  

 A person experiences a sequence of events that move toward the future. The 

postnatal refine their practice in their life. 

Space: 

 It is a specific behavior exists for the person. In this study specific refined 

behavior will be achieved by the postnatal mothers. 



18 

 

 

 

Perception 

Learning need of postnatal 
mothers 

Communication 
and Transaction 

INVESTIGATION 

KNOWLEDGE 

FEEDBACK 

PRETEST 

Assess the 
knowledge and 

practice level by 
using structured 

questionnaire and 
observational 

check list among 
postnatal mothers 

Identification 
of the 

knowledge and 
practice 

regarding care 
of their 

preterm babies 
among post 

natal mothers 

Mutual goal 
setting to acquire 
knowledge and 

practice 
regarding care of 

their preterm 
among postnatal 

mothers 

POST TEST 

Assess the 
knowledge and 

practice level by 
using structured 

questionnaire 
and 

observational 
check list among 

postnatal 
mothers 

 

GOAL 
ATTAINMENT 

Gains knowledge 
regarding the care 
of preterm babies 
among post natal 

mothers 

Perception 
knowledge and 
practice level of 

postnatal 
mothers 

Postnatal mothers are 
motivated to gain 

knowledge and practice 
Knowledge and 
practice gained 

FIG-1.7 Conceptual Framework- Imogene King’s Goal Attainment Theory 



19 

 

CHAPTER – II 

REVIEW OF LITERATURE 

  A literature is a summary of previous research on a topic which can be either 

part of a research project, a thesis or a bibliographic essay that is published separately 

in a scholarly journal. The purpose of a literature review is to convey to the reader 

what knowledge and ideas have been established on a topic and what are the strength 

and weakness. The investigator carried out extensive review of literature on selected 

topics both research and non- research in order to gain maximum relevant information 

and to perform in a scientific manner. 

In this study the review of literature falls into following sections : 

2.1 SECTION A :  Studies and literature related to incidence, needs and  

problems of   preterm babies 

2.2 SECTION B :   Studies and literature related to teaching program  on 

care of preterm babies 

 

2.1 SECTION A: Studies and literature related to Incidence, Needs  

       and Problems of preterm babies. 

 

   ELizabeth Gathoni, Kabaru & Amos magembe (2016) conducted a cross 

sectional descriptive study on knowledge of danger signs among mothers attending 

well baby clinic.414 mothers attending well baby clinics were interviewed. 

information on neonatal dangers was not provided to the postnatal mothers during 

their antenatal clinic attendance by the health care providers. Majority of mothers 

84.5% identified less than three neonatal danger signs. fever was the commonly 

recognized danger sign by 310( 74.9%) postnatal mothers. out of 414 mothers 

193(46.6%),166(40.1%) ,146( 35.3%) and 24( 5.8%) identified difficulty in 

breathing, poor sucking, jaundice and lethargy/unconsciousness as new born danger 

signs respectively. Only 46(11.1%) and 40(9.7%) identified convulsion and 

hypothermia as new born danger signs respectively. 
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   Neanaa M. Fayed (2016) conducted a quasi experimental design to identify 

the effect of physical stimulation on the weight of premature very low birth weight 

infants as well as their period of hospitalization. A purposive sample of 60 premature 

very low birth weight infants was included. Preterm were gestational age, birth 

weight, gender, feeding routes, vital signs, associated medical problems and oxygen 

saturation randomly assigned into two equal groups. A structured questionnaire was 

used for data collection; it included newborn. The findings of this study revealed that, 

a daily physical stimulation led to a better weight gain of premature very low birth 

weight infants (PVLBWI). In conclusion, implementation of a physical stimulation 

intervention was associated with a greater weight gain in premature VLBW infants. It 

is recommended that, physical stimulation intervention should be included in the 

standard care of premature very low birth weight infants in neonatal intensive care 

unit. 

   Sharbatti, Rizwana B Shaikh (2014)  conducted a study on the effect of 

gestational age on the outcome of very low birth weight or preterm babies was studied 

in 91 surviving infants with birth weights of 1,500 gm. and less, who were examined 

at approximately 10 years of age. The over-all incidence of handicaps was 66%, 50% 

had moderate to severe handicaps. The highest incidence of moderate to severe 

handicaps (85%), occurred in the smallest infants of shortest gestational age, and the 

lowest incidence (15-20%), in infants of 1,450 gm and 33 weeks gestation. 

 

   George Kent (2014) conducted a cross-over study to investigate whether 

breast pumping using a hospital-grade electric pump was more effective in 

maximizing the available milk volume and more comfortable than manual expression 

in the first 48 h after birth. Eleven women whose infants were admitted to the 

neonatal intensive care unit were sequentially allocated to either manual or electric 

breast expression (Symphony) for their first expression after 6 h following birth. Main 

outcome measure was volume of milk expressed per session. Net milk yield per 

woman was 2 ml manually (median; range: 0– 12.6 ml) and 0.6 ml (0–7.2 ml) by 

electric expression (P < 0.05). In the early postpartum period, the best way to obtain 

Colostrum is by gentle manual expression. 

 

   Sijmen A. Reijnevelde (2012) conducted a study on 401 early preterm (25–

31 weeks’ gestational age), 653 moderately preterm (32–35 weeks’ gestational age), 
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and 389 term children from the Longitudinal Preterm Outcome Project cohort study. 

We classified EB-problems based on the Child Behavior Checklist at ages 4 and 5; 

this resulted in 4 categories: consistently normal (2 normal scores), emerging (normal 

score at age 4 and clinical/subclinical score at age 5), resolving, and persistent EB-

problems. All preterm children had higher rates than term children of persistent (7.2% 

vs 3.6%), emerging (4.3% vs 2.3%), and resolving (7.5% vs 3.6%) EB-problems. 

Early preterm children had the highest rates of persistent (8.2%) and emerging (5.2%) 

problems, and moderately preterm children had the highest rates of resolving 

problems (8.7%). In both preterm and term children, predictive values of normal 

scores at age 4 for normal scores at age 5 were ∼96%, and of clinical/subclinical 

scores at age 4 for clinical/subclinical scores at age 5 were ∼50%, except for early 

preterm children (60%).Compared with term children, all preterm children are at risk 

for persistent and changing EB-problems at school entry; individual stability, 

however, is difficult to predict based solely on the factor of preterm-birth. 

   Raye-Ann O. deRegnier (2012) conducted a study to evaluate the 

relationships between chronic physiologic instability, as assessed by the cumulative 

daily Score for Neonatal Acute Physiology (SNAP), and neuro developmental 

morbidity in premature infants at 1 year and at 2 to 3 years of age. Design. The 

subjects of this retrospective study were extremely premature (75th percentile). MDI, 

PDI, and REEL scores were compared for the three groups using analysis of variance. 

To evaluate the relative contributions of physiologic stability, intracranial 

abnormalities, GA, and early postnatal nutritional intakes, multiple regression 

analyses were performed using cumulative SNAP score, an intra ventricular 

hemorrhage (IVH) score (incorporating IVH and periventricular leukomalacia), GA, 

and a weight-change score for the first month as independent variables, and MDI, 

PDI, and REEL quotients as dependent variables. Regression analyses were repeated, 

with cumulative SNAP subscores for oxygenation, hypotension, acidosis, and 

hypoxia/ischemia included with IVH score, GA, and first month weight z score 

change as independent variables, and MDI, PDI, and REEL quotients as dependent 

variables. Results. The infants with the highest degree of physiologic instability 

(cumulative SNAP scores greater than the 75th percentile) had significantly lower 

MDI scores at 1 year of age and lower PDI scores at 1 year and at 2 to 3 years of age 

than did infants who were more physiologically stable. 
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   Nigatu, AG (2009) conducted a study to assess the maternal anxiety and 

depression after a premature infant’s discharge from NICU, with an explanatory 

effect of creating opportunities for parent empowerment programme. A secondary 

analysis was conducted using data from a randomized control trial group with 246 

mothers of preterm babies,. Conclusion was made that intervention of mothers 

education programme gives a significant effects on reducing mother’s anxiety and 

depression as well as helps the mother to understand her role in infant care after 

discharge from NICU 

   Sweet (2008) conducted a qualitative study using a longitudinal approach in 

neonatal intensive care unit (NICU). The sample size was 10 mothers and 7 fathers 

altogether, 17 parents who wanted to breastfeed their preterm (VLBW) infants. Data 

were collected through 45 semi-structured individual interviews at different times. 

The data were analyzed through thematic analysis. Six themes were identified as: the 

intention to breastfeed naturally; breast milk as connection; the maternal role of breast 

milk producer; breast milk as the object of attention; breastfeeding and parenting the 

hospitalized baby and the demise of breastfeeding. Finally, the results of the study 

revealed that the bond and interconnectedness between mother and preterm infants 

had made breast milk very valuable in the lives of the mothers and in the motherhood 

roles they play. 

  

2.2 SECTION B : Studies and literature related to teaching  program  

       on care of preterm babies  

   Susmita Nepal, Smita Thapa (2018) conducted a study on clustered 

randomized controlled trial with a cross over design in 6 neonatal centers. 233 babies 

<32 weeks of gestational age were recruited, Intervention group (n=112) and control 

group (n=121). Intervention families received weekly parent baby interaction 

programme (PBIP) session during NICU admission and up to 6 weeks after discharge. 

Controlled families received standard care. There was a significant effect of 

conducted immediately after discharge on infant development. Parenting interventions 

should be delivered soon after discharge to parents of preterm babies with high 

biological and social risk newborn care and parity of mother to the practice of 

newborn care. Study findings conclude that there was a huge gap between knowledge 

and practice on newborn care. 
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   Suja santhosh (2018) conducted a study on knowledge and practice 

regarding care of low birth weight babies among postnatal mothers. In this study one 

group pre test and post test design was used to assess the postnatal mothers. 50 

postnatal mothers were selected using convenient sampling technique. Structured 

interview schedule and observational check list was used. The result revealed that 

there is a statistically significant difference in knowledge between pre and post test at 

p<0.001 level. 

   Susmita Nepal, Smita Thapa (2017) conducted  a study to determine the effect of 

preventive care at home for very preterm infants. Total 120 very preterm infants (< 30 weeks) 

were assigned randomly to intervention group (n= 61) and control group (n=59). The 

intervention group received the preventive care focusing on parent infant relationship, 

parent’s mental health and infants development. Developmental outcomes were assessed at 

the age of 2 years. Conclusion was made that, a preventive home care for preterm babies 

improved behavioral outcomes, growth and development outcomes for infants and reduced 

anxiety and depression for caregivers. 

   Gianluca  lista (2016) conducted a study on Preterm birth a stressful event 

for families. In particular, the unexpectedly early delivery may cause negative 

feelings in mothers and fathers. The aim of this study was to examine the relationship 

between preterm birth, parental stress and negative feelings, and the environmental 

setting of NICU. 21 mothers (age = 36.00 ± 6.85) and 19 fathers (age = 34.92 ± 4.58) 

of preterm infants (GA = 30.96 ± 2.97) and 20 mothers (age = 40.08 ± 4.76) and 20 

fathers (age = 40.32 ± 6.77) of full-term infants (GA = 39.19 ± 1.42) were involved. 

All parents filled out the Parental Stressor Scale: Neonatal Intensive Care Unit, the 

Impact of Event Scale Revised, Profile of Mood States, the Multidimensional Scale of 

Perceived Social Support and the Post-Partum Bonding Questionnaire. Our data 

showed differences in emotional reactions between preterm and full-term parents. 

Results also revealed significant differences between mothers and fathers’ responses 

to preterm birth in terms of stress, negative feelings, and perceptions of social 

support. A correlation between negative conditions at birth (e.g., birth weight and 

Neonatal Intensive Care Unit stay) and higher scores in some scales of Impact of 

Event Scale Revised, Profile of Mood States and Post-Partum Bonding Questionnaire 

were found. Neonatal Intensive Care Unit may be a stressful place both for mothers 

and fathers. It might be useful to plan, as soon as possible, interventions to help 
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parents through the experience of the premature birth of their child and to begin an 

immediately adaptive mode of care. 

   Molly babu (2016) conducted a cross-sectional study, 456 postnatal mothers 

were included in this study. A three-stage cluster sampling was used to select the 

study subjects in which districts, Kebeles and respondents formed the first, second 

and third stage, respectively. Postnatal mothers were recruited from each 

cluster/Kebele until the required sample size was achieved. They were interviewed 

using a structured questionnaire. Mothers who responded correctly to at least 75% of 

the knowledge and practice questions were considered to have good knowledge and 

practice, respectively. Multivariable logistic regression was used to identify factors 

associated with the knowledge and practice of pre term Care. In this study, 36.1% of 

mothers had good knowledge and 81.1% had a good practice on pre term Care. Pre 

term care practice was positively associated with those mothers who were educated 

[Adjusted Odds Ratio (AOR) = 1.94; 95% CI (1.07, 3.50)], counseled during delivery 

and postpartum [AOR = 4.97; 95% CI (1.93, 12.76)], who had good knowledge of 

pre term  care [AOR = 2.32; 95%CI (1.18, 4.55)] and who had good knowledge of 

pre term danger signs [AOR = 2.43; 95%CI (1.21, 4.8) 

   Tadele et al., (2016)  conducted a study on knowledge ,attitude and practices 

towards exclusive breastfeeding among lactating mothers founded that 89.5% had 

positive attitude, the majority of mothers knew about EBF( exclusive breastfeeding) 

and had a positive attitude towards EBF but did not know the recommendation 

duration or that EBF is sufficient for six months contrary to the above a study on 

knowledge, attitude and breastfeeding practices of post natal mothers conducted by 

Vijayalakshmi and T Susheela (2015) indicated neutral attitudes towards breast 

feeding, Mothers who were currently breastfeeding had more positive attitudes than 

no breastfeed mothers. 

   Margaret Kerubo ontita (2016) conducted a prospective cohort study to 

assess knowledge and practice recommended for care of preterm and low birth 

weight. A structured questionnaire, key informant interviews and observations were 

used to collect data, in hospital 157 mothers- infant dyads were enrolled using 

exchausive sampling during follow up 124 (79%) of the sampled dyads participated. 

knowledge on thermo-regulation was insufficient with 52.9% of the mothers 
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reporting that they had not be counseled on kangaroo mother care and 54.15 on 

ensuring their infant was in a warm room. majority of the mothers (91.1%) lacked 

knowledge that pre-lacteal feeds are detrimental to the infant a weak association 

existed between gestational age maternal knowledge scores(r=0.214). 

   Worku, AF Dadi (2015)   conducted a study on Kangaroo Mother Care (KMC) and 

its differential physiological influence on preterm babies. In 86 preterm babies, one hour 

KMC was given and pre and post KMC, changes in heart rate, respiratory rate, temperature 

and SPO2 were measured in each baby. Significant changes observed were decreased in heart 

rate by 3 bpm, respiratory rate by 3 min
-1

 and increase in the mean of temperature by 0.4 
0
F 

and SPO2 by 1.1%. The conclusion was made that, preterm babies are benefited by even 1 

hour of Kangaroo Mother Care. 

   Geetarani Nayak (2015) conducted a study on  Pre experimental one group 

pre test and post test design with evaluative approach was undertaken to assess the 

effectiveness of information booklet on management of preterm babies among the 

General nursing midwifery students. Data were collected from 50 General Nursing 

Midwifery third year students  selected by purposive sampling through structured 

questionnaire and observational checklist. The overall mean post test knowledge 

score 14.78 was higher than the mean pre-test knowledge score 10.78 and the mean 

post test practice score 10.56 was higher than mean pre-test practice score 7.8. The 

computed value of pre and post test knowledge (t=11.51>2.01 at P=0.001) and pre 

and post-test practice (t=12.6>2.01 at P=0.001) showed that the post test score was 

significantly increased and the information booklet regarding management of preterm 

babies was very effective among third year General Nursing Midwifery. students. The 

computed value (r=.477, P=0.05) showed that the co-relation among post test 

knowledge and practice score was positive.  

   Waiswa.P (2014) conducted a study on mothers 'knowledge and practices on 

thermoregulation of neonates. Pramuditha showed that the majority of mothers had 

satisfactory level of knowledge ( 65%) about hypothermia and its preventive methods 

but practical application of mothers 'knowledge (34%) were very poor in contrary to 

Priyadarshanie and Pethiyagoda, (2015) in their study entitled mothers' knowledge 

regarding preterm care founded in majority of mothers, adequate knowledge and 

practices regarding preterm care were lacking especially in prevention of neonatal 

hypothermia and care for the neonatal umbilical cord. 
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   Ms.Rajwinder Kaur (2013) conducted a pre-experimental study to assess 

the effectiveness of structured teaching programme on knowledge regarding care of 

low birth weight baby among (NICU) staff nurses. Total 60 staff nurses those who 

met the inclusion and exclusion criteria were selected by convenience sampling 

technique. A pre-test was taken by using structured questionnaire followed by 

structured teaching programme. After 7 days post-test was taken. The overall mean 

score of pre-test was 15.60 with the S.D.5.98. Whereas in post-test the overall mean 

score of 22.68 with S.D. of 4.55 the t-test value was 14.46* which is statistically 

significant at p<0.005 level of significance. The study finding implied that the 

education had a vital role in improving the knowledge of staff nurse regarding care of 

low birth weight babies 

   Yousif, M.et al (2013) conducted  a study on parents' knowledge on 

childhood immunization.731 parents have good knowledge on aspects related to the 

general role of vaccination in prevention of infectious diseases 672(91.9%), timing of 

the first dose in vaccination Schedule 635(86.9%).poor knowledge was documented 

among parents in other aspects like the importance of administration of multiple 

doses of the same vaccine immunity and administration of multiple vaccines at the 

same time have no negative impacts on child immunity. 

   Ashmika Motee (2013) conducted a study on breast feeding practices and 

infant feeding pattern among mothers in Mauritius founded that many mothers 

understand the importance of breastfeeding, others are less knowledgeable on the 

benefits of breastfeeding and weaning. The aim in here is to assess breastfeeding 

pattern, infant formula feeding pattern, and weaning introduction in Mauritius and to 

investigate the factors.500mothers were interviewed using a questionnaire which was 

designed to elicit information on infant feeding practices. statistical analyses were 

using SPSS, whereby chi-square tests were used to evaluate relationships between 

different selected variables. The prevalence of breastfeeding practices in Mauritius 

has risen from 72% in 1991 to 93.4% as found in this study, while only 17.9% 

breastfed their children exclusively for the first 6 months ,and the mean duration of 

EBF( exclusive breastfeeding ) is 2-10 months. Complementary feeding was more 

commonly initiated around 4-6 months( 75.2%) 

   Onalo (2013) conducted a study on interventions to prevent hypothermia at 

home after discharge in preterm and/or low birth weight babies. All trials using 
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randomized or quasi randomized allocations were done to test specific interventions 

designed to prevent hypothermia in infants of less than 37 weeks of gestational age. A 

total of 304 infants were assessed. It concluded that plastic wraps or bags, skin to skin 

care and trans warmer mattresses all keep preterm infants warmer, leading to higher 

temperatures and less hypothermia for few months of early neonatal life.  

   Solomons, N. and Rosant, C., (2012)  conducted a cross sectional 

descriptive study on knowledge and practice of nurses and mothers towards kangaroo 

mother care shows that the majority of the mothers( 83.3%) did not have prior 

knowledge of kangaroo mother care, 60% of the nursing staff did not have any 

kangaroo training, mothers were committed to kangaroo mothers care(KMC) and 

indicated that they would continue to practice KMC at home, most of mothers lacked 

prior knowledge of KMC and were only informed about it when they were admitted 

to KMC ward.  

   Abdulmaleek Musa Aliyu ( 2012) conducted a study on knowledge and 

practice of Exclusive breastfeeding shows that there is a positive attitude of mothers 

toward exclusive breastfeeding as 69.6% of them agreed that breast milk alone is 

sufficient to the baby during the six months of life as well as believed that exclusive 

breastfeeding has benefits to both the infants and the mother. 

   Nanavathi R., (2012) conducted a study on knowledge and practice of 

breast feeding among postnatal mothers in this descriptive study was carried out in 

the neonatal division. The data was collected from 100 postnatal mothers by trained 

interviewers using a structured proforma. The knowledge of the mothers was 

inadequate in areas of time of initiation of breast feeding (92%), colustrum feeding 

(56%), duration of exclusive breast feeding (38%), knowledge on expressed breast 

milk (51%). Better scores correlated significant in this study. 

   Engman (2011) conducted a experimental study  on home care of preterm 

babies to their mothers waiting outside the NICU. 30 mothers were included in the 

study as samples. One group pre-test post-test experimental research design was used. 

Outcomes were checked by post-test done after 7 days. As per the result found, the 

mothers who received education about their baby’s care were able to treat or care 

minor aspects of health problems at home in better way without anxiety comparing to 

control group 
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  Poonam Sheoran (2011) conducted a study to evaluate the effectiveness of 

planned health education programme regarding risk factors and care of low birth 

weight babies in terms of knowledge and practice of mothers. The population 

comprised of all the mothers of low birth weight babies admitted in NICU and a 

sample of 60 mothers was selected using purposive sampling technique with 30 

mothers each in Experimental and Comparison group. The tools developed for the 

study were a structured interview schedule for knowledge and observation checklist 

for practice of mothers. The data revealed that the mean post test knowledge and 

practice score of experimental group were significantly higher than the mean post test 

knowledge and practice score of comparison group. The post test computed r value 

(0.714) was significantly higher than pretest computed r value (0.138) of 

experimental group at 0.05 level of significance, indicating a strong positive 

relationship between post test knowledge and practice scores. Thus it was concluded 

that the teaching programme was effective in enhancing the knowledge as well as 

practice of mother regarding risk factors and care of low birth weight babies. 

  Monebenimp, et, al (2011) conducted a cross sectional study on 347 

mothers revealed that mothers were not knowledgeable on danger signs and they had 

poor practice on breastfeeding this was argued by sand berg et al (2013) in Uganda on 

knowledge of neonatal danger signs among recently delivered women in south 

western rural Uganda which showed poor knowledge of key newborn danger signs: 

58.2% could identify one and 14.8% could identify two. Poor knowledge associated 

with delay in care seeking. 

   Megha sandeep sheth (2011) conducted a study to evaluate the awareness 

and knowledge of parents about problems of premature infants in Neonatal Intensive 

Care Unit (NICU). This was a descriptive study with 160 parents whose premature 

infants were admitted to NICU. Data were collected by a questionnaire for evaluation 

of awareness and knowledge of parents about problems of prematurity, and then 

analyzed by using descriptive analytic statistical methods and SPSS software. Based 

on the results, there was a significant relation between age and the total score of 

questionnaire (P = 0.022, R = 0.18). Mothers had higher awareness and knowledge 

than fathers (P < 0.05). The most awareness in parents was about doing of hygienic 

principle when they entered to NICU and about the importance of regularly and 

continuous attendance in ward. Awareness and knowledge of parents about problems 
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of their premature infant were related to their age and being a mother or father. 

Parents had little knowledge about some NICU principles and premature infant’s 

needs and care. 

   Frank R. Mattia, MD (2011) conducted a cross-sectional study on 120 

nurses working in the NICU. Three questionnaires were employed to collect 

demographic data and to explore the nurses' perceptions and knowledge of the 

NIDCAP program. Findings of the study indicated that the mean (SD) nurses' 

knowledge and perception scores for newborn individualized developmental care and 

assessment program were 71.83 (1.64) and 76.80 (0.79), respectively. In the terms of 

knowledge, significant differences were found with regard to being married (t = -

2.39, p < 0.019), having an MSc degree (t = -2.14, p = 0.034), and employment 

experience (t = -3.38, p = 0.001). However, there was no significant relationship 

between perception and demographic variables (p > 0.05), nor was there any 

significant relationship between perception and knowledge (p = 0.275). The results of 

this study showed that the majority of nurses participating in the study had high 

knowledge about NIDCAP. 

   Keja K,and  Hayden (2010) conducted a descriptive cross- sectional study 

on knowledge and practice of newborn care among mothers. 96 mothers founded that 

approximately 78% have inadequate knowledge and 7.3% mother have unsafe 

practice on newborn care, respondents were highly aware of interval of 

breastfeeding(33%) and thermal protection( 78.1%) of babies. Regarding practice, 

approximately one in four respondents initiate breastfeeding within one hour after 

birth, more than 80% practice rooming in, all most all respondents postpone bath for 

first 24 hours  of birth. The association was founded between parity of mother 

and place of birth to knowledge on newborn care and parity of mother to the 

practice of newborn care. Study findings conclude that there was a huge gap between 

knowledge and practice on newborn care. 

   Tehran-Iran (2009) conducted a study to evaluate of awareness and 

knowledge of parents about problems of premature infants in Neonatal Intensive Care 

Unit (NICU). This was a descriptive study with 160 parents whose premature infants 

were admitted to NICU. Data were collected by a questionnaire for evaluation of 

awareness and knowledge of parents about problems of prematurity, and then 

analyzed by using descriptive analytic statistical methods and SPSS software. Based 
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on the results, there was a significant relation between age and the total score of 

questionnaire (P = 0.022, R = 0.18). Mothers had higher awareness and knowledge 

than fathers (P < 0.05). The most awareness in parents was about doing of hygienic 

principle when they entered to NICU and about the importance of regularly and 

continuous attendance in ward.  

   Sivapriya S, Subash J, Kamala S. (2008) conducted a quasi experimental 

study to assess the knowledge of mothers of preterm babies regarding kangaroo 

mother care and to evaluate the effectiveness of structured teaching programme on 

kangaroo mother care among the mothers of preterm babies. A total of 35 mothers 

were selected for the study. Findings of the study revealed that, the pre-test 

knowledge of the Kangaroo Care was Nil. After the  structured teaching programme 

post test knowledge of the mother regarding Kangaroo Care was increased. 6 

(17.10%) mothers had inadequate knowledge on Kangaroo Care, 25 (71.4%) mothers 

had moderately adequate knowledge and 4 (11.5%) mothers had adequate knowledge 

on Kangaroo mother Care. Kangaroo Mother Care is a simple low cost and highly 

effective intervention for low birth weight babies. And also teaching programme can 

improve the knowledge of mothers on Kangaroo Care. So, educational programme on 

Kangaroo Care can be provided to mothers , which in turn will improve the preterm 

low birth weight care.  

   Suman RP and  Nanavathi R., (2008) conducted a randomized controlled 

trial to compare  the effect of kangaroo mother care (KMC) and conventional 

methods of care on growth in Low birth weight babies (>2000 g) on 206 neonates 

with weight < 2000g. The subjects were randomized in to two groups; the 

intervention group received conventional care. Study finding revealed that KMC 

group babies had better average weight gain/day (KMC: 23.9g v/s CMC: 15.58 g, 

p<0.0001). the weekly increments in head circumference (KMC: 0.75 cm v/s CMC : 

0.49 cm, p<0.02). A significantly higher number of babies in the CMC group suffered 

from hypothermia, hypoglycemia and sepsis. By this study we can conclude that 

KMC improves growth and reduces morbidities in low birth weight infants. And also 

it is simple, acceptable to mothers and can be practical in home. 
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CHAPTER - III 

METHODOLOGY 

“Research essentially is a problem solving process. A systematic intensive 

study directed towards full scientific knowledge of the subject studied”. 

-FRENCH RUTH M (1968) 

Research methodology is a way to systematically solve the research problem and 

consists of procedures and techniques for conducting study. 

Methodology is the systematic, theoretic analysis of the methods, applied to the 

field of study. It comprises the theoretical analysis of the body of methods and 

principles associated with a branch of knowledge. Typically, it encompasses concepts 

such as paradiagm, theoretical model, phases, qualitative and quantitative techniques. 

This chapter deals with the research approach, research design and the steps taken 

for the development of the tool, further the chapter describes the settings, samples, 

sampling techniques, sampling criteria, pilot study and the plan for the data analysis.  

3.1 RESEARCH APPROACH 

According to Polit and Beck “Quantitative research is an applied research that 

involves finding out how well a program, practice, procedure or policy is working”. In 

the present study quantitative research approach was used to evaluate the effectiveness 

of learning package on knowledge and practice of care of preterm babies among 

postnatal mothers. 

3.2 RESEARCH DESIGN  

Research design is the plan, structure and strategy of investigation conceived, So as 

to obtain answers to research questions and to control variance (Fred N. Kerlinger 

1983). 

   Pre experimental one group pretest and post test design was selected, in order to 

achieve the objectives of the study. Manipulation of the independent variable was done 

by giving learning package made before and after intervention. Since the study lacks a 

control group, the researcher selected this design to evaluate the effectiveness of 
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learning package in improving the mother’s knowledge and practice regarding care of 

their premature babies after discharge from neonatal intensive care unit. 

GROUP PRETEST INTERVENTION POST TEST 

EXPERIMENTAL O1 x O2 

 

O1 :  Pretest assessment of mother knowledge and practice regarding care of the 

premature babies in Neonatal Intensive care unit.  

X =   Learning package on care of their premature babies in Neonatal Intensive  

care unit. 

O2=   Post test assessment of mother knowledge and practice regarding care of 

their premature babies in Neonatal Intensive care unit.  

3.3 VARIABLES 

Independent variable:   Learning package on care of their premature babies. 

Dependent variable:     Knowledge and practice regarding care of their premature   

                           babies. 

Demographic variable: Includes age of the mother, educational status, locality, 

religion, marital status, occupation, maternal illness, and 

reason for preterm labour, type of delivery, gestational age, 

sex of the baby, birth weight, apgar score during birth, 

respiratory distress soon after birth. 

3.4 RESEARCH SETTING   

Setting depends upon the study topic and researcher’s choice. The study was 

conducted in Royal Care Super Speciality Hospital at Neelambur, Coimbatore and they 

having the strength of 250 beds. The total number of beds in neonatal intensive care 

unit is 12. It is located at distance of 8 kms from Texcity college of nursing. 
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3.5 STUDY POPULATION  

The population is the entire aggregation of cases in which a researcher is interested. 

In this study, population is postnatal mothers who delivered the preterm baby.  

3.6 SAMPLE   

A sample is a subset of population elements, which are the most basic units about 

which data are collected. In this study the sample consists of 30 post natal mothers who 

are delivered the premature babies at Royal care super speciality hospital and their 

premies admitted in NICU  

3.7 SAMPLE SIZE  

Sample size is the number of items to be selected from the universe to constitute a 

sample. Based on the set of criteria 30 postnatal mother who delivered pre term babies 

were selected as samples. 

3.8 SAMPLING TECHNIQUE  

Sampling is a process of selecting cases to represent an entire population, to permit 

inferences about the population. In this study, convenient sampling technique is used to 

this study  

3.9 CRITERIA FOR SAMPLE SELECTION 

3.9.1 INCLUSION CRITERIA 

Primi gravida Postnatal mothers who 

 have delivered a preterm baby 

 have delivered a preterm baby with birth weight of 1000 grams -2500 

grams.   

 are willing to participate in the study. 

 are able to participate in the care of their babies. 
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3.9.2 EXCLUSION CRITERIA  

Mothers who 

 are having past history of preterm delivery  

 are not present at the time of data collection 

 have undergone previous teaching on home care management of preterm 

babies Mothers who are health care professionals  

 had delivered Pre term babies and they are on Ventilatory support with 

major complications. 

 are having postnatal complication 

3.10 INSTRUMENT AND SCORING PROCEDURE 

 The tool was developed by the investigator after reviewing the related literature 

and guidance from the experts in the respective field. 

3.11. DESCRIPTION OF THE TOOL 

Part A: Demographic variable  

Deals with seeking information regarding socio demographic profile which 

includes age of mother, educational status, locality, religion, marital status, occupation, 

maternal illness during antenatal period, reason for pre term labour, type of delivery, 

gestational age, sex of the baby, birth weight, Apgar score during birth and respiratory 

distress after birth.  

Part B : Self administered questionnaire  

The multiple choice questionnaire was used to assess the knowledge on care of 

their preterm. It consists of 30 multiple choice question with 4 options among the one is 

correct answer and other three are distracters. 

3.11.1 SCORING PROCEDURE   

There were totally 30 questions in the knowledge of postnatal mothers. Each 

question consist of 3 options the correct answer corresponding one 1 mark and the 

incorrect answer corresponding zero (0) mark .The total score is 0-30. 
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Part C : Observational check list 

A rating scale was used to observe the practice on care of preterm. It consist of 22 

items with sub classification with options co-response to the score  

Never  - 0  

Sometimes - 1 

Always  - 2 

The score ranges for 0-44     

 

 

 

 

 

 

3.12 VALIDITY AND RELIABILITY  

3.12.1 VALIDITY   

“Validity refers to the degree to which the item in an instrument adequately 

represents the universal content”.  

The validity of the tool was established in consultation with four nursing experts in 

the field of pediatrics and one Pediatrician. The tool was modified according to the 

suggestion and recommendations of experts and tool was finalized.  

  

LEVEL OF KNOWLEGE RANGE OF SCORE 

Inadequate knowledge 0-10 

Moderate knowledge 11-20 

Adequate knowledge 21-30 

LEVEL OF PRACTICE RANGE OF SCORE 

Inadequate practice 0-14 

Moderate practice 15-29 

Adequate practice 30-44 



` 

  

36 

 

3.12.2 RELIABILITY 

Reliability refers to the accuracy rate of the instrument.  

The test retest method was used to check the reliability of the tool for Part A and B.  

Value was found to be reliable Part A= [0.9], Part B= [0.8]. Stability and internal 

consistency also checked Karl person’s correlation coefficient formula was used for the 

estimation of reliability  

3.13 PILOT STUDY  

The pilot study was conducted at Royal Care Super Speciality Hospital, for a 

periods of 5 days. The investigator obtained permission from the consent authority and 

each participant, prior to the study .The investigator gave a brief introduction and 

pretest was conducted for 30 minutes. On 5
th

 day the knowledge and practice was 

assessed with same self administered questionnaire and observational check list. The 

data was analyzed, it shows that significant difference between the pretest and post test 

knowledge and practice level of post natal mothers.  

The statistical analysis of the pilot study showed the feasibility and practicability of 

the study and as there was no modification the investigator proceeded with the main 

study. 

3.14 DATA COLLECTION PROCEDURE  

The study was conducted at permitted hospital, Coimbatore. The study was carried 

out for a period of four weeks. The written permission was obtained from the pediatric 

consultant and the purpose of the study was explained the study was conducted on 30 

Primi gravida post natal mothers. On 1
st
 day the investigator gave brief introduction and 

the investigator has collected the demographic data, self administered questionnaire 

and observational check list were administered to subjects on an individual basis to 

assess the level of knowledge and practice on care of their preterm. The time taken to 

complete pretest about 45 minutes. The intervention was given by using the learning 

package and the mothers were taught how to handle and care their preterm babies in the 

NICU for 4 days. On the first day the research tool was administered to assess the 

knowledge and practice. After 5 days the level of knowledge and practice was assessed 

by using same tools. 
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3.15 PLAN FOR DATA ANALYSIS  

The data obtained was analyzed by using both descriptive and inferential statistics, 

mean Percentage, Standard Deviation were used to describe the knowledge and practice 

on care of their preterm. Further statistical significance of the effectiveness of learning 

package was analyzed by ‘t’ test, chi-square test was used to find out the association.  

3.16 ETHICAL CONSIDERATION  

Research proposal was conducted after approval of dissertation committed the 

written permission was obtained from selected hospital at Coimbatore. The data was 

collected after obtaining consent from the participants. It was assumed confidentiality 

will be maintained throughout the study 
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        Fig :3.1 Schematic Representation of Research Methodology 

Research design (Pre experimental one group 

pretest- posttest design) 

Research setting (selected hospital at Coimbatore) 

Target population( postnatal mother delivered pre term 

babies in selected hospital) 

Sampling technique (convenient sampling technique) 

    Sample size (n= 30) 

Data collection tools:  A) Demographic variables B) Self administered    

questionnaire  C) observational check list 

PRE TEST: Assess the knowledge and practice of Primi Gravida post natal 

mothers on care of their preterm babies 

Learning package on care of preterm 

babies 

POST TEST: Assess the knowledge and practice of Primi Gravida post natal 

mothers on care of their preterm babies 

Data analysis descriptive and inferential statistics (computing frequency, 

Mean, Standard deviation, Paired ‘t’ test, Chi-square test) 

Findings and conclusion 

Writing Report 

Research approach (Quantitative approach)  
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       CHAPTER – IV 
 

DATA ANALYSIS AND INTERPRETATIONS 

 

 This chapter deals with the description of samples, classification analysis and 

interpretation of the data collected to evaluate the achievement of the objectives of the 

study. 

 

ORGANIZATION OF FINDINGS 

 According to the objectives of the study the collected data is analyzed, organized, 

tabulated and presented under the following sections  

Section –I  :      Description of socio demographic variables of the samples. 

Section-II      :     Description of sample, based on the level of knowledge on care of   

   their preterm babies among postnatal mothers.  

Section –III  :      Description of sample, based on the level of practice on care of their 

     preterm babies among   postnatal   mothers. 

Section -IV  :       Data on effectiveness of learning package on knowledge in care of 

        their preterm babies among postnatal mothers 

Section –V  :        Data on effectiveness of learning package on  practice in care of   

                         their preterm babies among postnatal mothers 

Section -VI :       Data on association of pretest level of knowledge of postnatal   

     mothers with their selected demographic variables. 

Section -VII:     Data on association of pretest level of practice of postnatal mothers  

    with their selected demographic variables. 
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SECTION – I 

 
DESCRIPTION OF SOCIAL DEMOGRAPHIC VARIABLES  

OF SAMPLES 
Table 4.1 Frequency and percentage distribution of samples with their selected  

                demographic variables. 

 
                   n = 30 

S.NO 
DEMOGRAPHIC 

VARIABLES 

TOTAL 

FREQUENCY 

(F) 

PERCENTAGE 

(%) 

1. Age of the mother 

 

a) 18-22 years 

b) 22-26 years 

c) 26-30 years 

d) > 30 years 

 

 

7 

8 

8 

7 

  

 

23.3 

26.7 

26.7 

23.3 

2. Educational status 

a) Primary level 

b) Higher secondary level 

c) Graduate 

d) illiterate 

 

6 

8 

12 

4 

 

20 

26.7 

40 

13.3 

3. Locality  

a) Urban  

b) Rural  

 

10 

20 

 

33.3 

66.7 

4. Religion  

a) Hindu  

b) Christian 

c) Muslim 

d) Others  

 

 

17 

6 

6 

1 

 

56.7 

20 

20 

3.3 

5. Marital status 

a) Married 

b) Separated 

c) Widow 

 

 

28 

2 

0 

 

93.3 

6.7 

0 
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6. 

 
Occupation  

a) Housewife 

b) Private sector 

c) Government sector 

d) Coolie 

 

5 

14 

8 

3 

 

16.6 

46.7 

26.7 

10 

7. Maternal illness during antenatal 

period 

a) Diabetic mellitus 

b) Hypertension 

c) Other disease 

 

 

 

9 

6 

15 

 

 

 

30 

20 

50 

8. Reason for pre term labour 

a) Maternal risk factors 

b) Assisted reproductive 

techniques 

c) Both (a) and (b) 

d) Others 

 

 

8 

 

20 

2 

0 

 

26.7 

 

66.7 

6.6 

0 

9. Type of delivery 

a) Spontaneous vaginal delivery 

b) Caesarean section   

c) Forceps delivery/ Vaccum 

 

8 

22 

0 

 

26.7 

73.3 

0 

10. Gestational age 

a) < 28 weeks 

b) 28-31 weeks 

c) 31-33 weeks 

d) 34-36 weeks 

 

3 

7 

5 

15 

 

10 

23.3 

16.7 

50 

11. Sex of the baby 

a) Male 

b) Female  

 

17 

13 

 

56.7 

43.3 

12. Birth weight 

a)  1000 – 1500 gms 

b)  1500 _ 2000 gms 

c)  2000 _ 2500 gms 

 

3 

13 

14 

 

10 

43.3 

46.7 
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13 Apgar score during birth 

a) 0-3 / minutes 

b) 4-6 / minutes 

c) 7-10/minutes 

 

0 

10 

20 

 

0 

33.3 

66.7 

14. Baby had respiratory distress soon 

after birth 

a) Yes 

b) No  

 

 

24 

6 

 

 

 

80 

20 

 

 

The data presented in table-4.1 shows that distribution of the postnatal mothers by 

demographic variables 

 Among the samples with regards to age 7(23.3%)  were in the age group of 18-22 

years, 8 (26.7%) were in the age group of  22-26 years, 8(26.7%) were in the age 

group of 26-30 years , 7 (23.3%) above 30 years of postnatal mothers. 

 Regarding educational status 6(20%) had of primary level education,8(26.7%) 

had higher secondary education 12 (40%)  were graduates and 4(13.3%) were 

illiterate. 

 Regarding the residential area 10(33.3%) of sample resides in Urban locality and 

20(66.7%) in rural locality 

 Among the samples with regards to religion 17(56.7%) belongs to hindu, 6(20%) 

belongs to Christian, 7(23.3%) belongs to Muslim 

 Regarding the marital status 28 (93.3%) were married and 2(6.7%) were 

separated. 

 Among the samples with regards to occupation 5(16.6%) were housewife, 

14(46.7%) were working in private sector, 8(26.7%) were working in government 

sectors 3(10%) were coolie. 

 Among the samples with regards to maternal illness during antenatal period 

9(30%) mothers had diabetes mellitus, 6(20%) mother had hypertension, 15 

(50%) mother had other disease. 

  With regards to reason for preterm labour 2(6.7%) had maternal risk factors, 

20(66.7%) underwent assisted reproductive techniques and 8(26.6%) had 

maternal risk and undergone assisted reproductive techniques. 
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 Among the samples with regards to type of delivery 8(26.7%) had vaginal 

delivery and `22(73.3%) underwent caesarean section.  

  With regards to gestational age 3(10%) had delivery with the gestational age of 

less than 28 weeks, 7(23.3%) had delivery with the gestational age of 28-31 

weeks, 5(16.7%) had delivery with the gestational age of 31-33 weeks, 15(50%) 

had delivery with the gestational age of 34-36 weeks. 

  Regarding sex of the baby 17(56.7%) mothers delivered male baby and 

13(43.3%) mothers delivered female baby. 

 Regarding the birth weight 3(10%) weighed 1000-1500 grams, 13(43.3%) 

weighed 1500-2000 grams and 14(46.7%) weighed 2000-2500 grams 

  Regarding the Apgar score of the baby at birth, 20(66.7%) had a score between 

7-10 per minutes, 10(33.3%) had a score between 4-6 minutes and none of the 

baby had the score between 0-3 minutes. 

 Among the samples with regards the respiration of the baby, 24(80%) had 

respiratory distress and 6(20%) their was no respiratory distress.  
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Fig : 4:1 A bar diagram showing the percentage distribution of sample in terms   

               of their age  
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Fig: 4: 2 A Pie  diagram showing the percentage distribution of sample in terms   

              of  their educational status 
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Fig : 4:3 A Pie diagram showing the percentage distribution of  sample in   

              terms of  their locality 
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Fig :4: 4 A bar diagram showing the percentage distribution of sample in   

               terms of  their occupation 
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Fig : 4:5 A Pie diagram showing the percentage distribution of sample    

                in terms of  their  Maternal illness during antenatal period 
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Fig :4:6  A bar diagram showing the percentage distribution of sample in terms   

    of   their reason for preterm labour 
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Fig: 4:7 A Pie diagram showing the percentage distribution of sample in   

              terms of their Types of delivery 
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Fig: 4:8 A bar diagram showing the percentage distribution of sample in  

               terms of their Gestational Age 
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Fig: 4: 9 A bar diagram showing the percentage distribution of 

sample in terms of their Birth Weight  
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SECTION – II 

 
DATA ON DISTRIBUTION OF THE SAMPLES ACCORDING 

TO THEIR LEVEL OF KNOWLEDGE IN 

PRETEST AND POST TEST 

 
Table:4:2 Distribution of samples according to their level of knowledge in pre test  

       and post test 

 

                 n=30 

LEVEL OF 

KNOWLEDGE 

 

Pre test 

 

 

Post test 

Frequency 

(f) 

Percentage 

(%) 

Frequency 

(f) 

Percentage 

(%) 

Inadequate 

(0-10) 
16 53.7 0 0 

Moderate 

(11-20) 
10 33.3 22 73.3 

Adequate 

(21-30) 
4 13.3 8 26.7 

 

 

 

The data presented on the table shows that among 30 postnatal mothers 

16(53.7%) had inadequate knowledge, 10(33.3%) had moderate knowledge and 

4(13.3%) had adequate knowledge in pretest. The level of knowledge was improved 

after intervention, in the posttest 0(0%) had inadequate knowledge and 22(73.3%) had 

moderate knowledge and 8(26.7%) had adequate knowledge. 
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Fig : 4:2:1 A bar diagram showing the  percentage distribution of samples in  

         terms of  their pre test and post test  level of knowledge score  
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SECTION - III 

 

DATA ON DISTRIBUTION OF THE SAMPLES ACCORDING 

TO THEIR LEVEL OF PRACTICE IN 

PRETEST AND POST TEST 
 

Table : 4:3 Distribution of samples according to their level of practice in pre test and 

                    post test 

 

n=30 

LEVEL OF 

PRACTICE 

 

Pre test 

 

 

Post test 

Frequency 

(f) 

Percentage 

(%) 

Frequency 

(f) 

Percentage 

(%) 

 

Inadequate 

(0-14) 
14 46.7 0 0 

Moderate 

(15-29) 
11 36.7 10 33.3 

Adequate 

(30-44) 
5 16.6 20 66.7 

 

 

 

The data presented on the table shows that among 30 postnatal mothers 

14(46.7%) had inadequate practice, 11(36.7%) had moderate practice and 5(16.6%) 

had adequate practice in pretest. The level of practice was improved after 

intervention, in the posttest 0(0%) had inadequate practice and 10(33.3%) had 

moderate practice and 20(66.7%) had adequate practice  
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Fig : 4:3:1  A bar diagram showing the  percentage distribution of samples in 

        terms of  their  pre test and post test  level of practice score. 
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SECTION – IV 

 

DATA ON EFFECTIVENESS OF LEARNING PACKAGE ON 

KNOWLEDGE REGARDING CARE OF THEIR PRETERM 

AMONG POSTNATAL MOTHERS 

 

Table :4:4   Mean, Mean difference, Standard deviation and ‘t’ value of pre test and  

   post test level of knowledge among samples 

           

     n = 30 

S. No Variables Mean 
Mean 

Difference 

Standard 

Deviation 

Paired 

‘t’ test 

 

1. 

 

 

2. 

 

Pre test 

 

 

Post test 

  

  12.6 

 

 

  18.1 

5.5 

 

 4.6 

 

 

  3.6 

 

9.3 

             Significant at P< 0.05 level 

 

The data presented on the table- 4 revealed that, the pre test mean was 12.6 and 

the post test mean was 18.1. The mean difference 5.5 was a true difference. The 

standard deviation of pre test was 4.6 and post test was 3.6. 

 The calculated paired ‘t’ value 9.3 was highly significant the table value(2.6) 

at 0.05 level. Hence the hypothesis was accepted. 

 It was inferred that learning packages was effective in improving the 

knowledge of the post natal mothers. 
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SECTION – V 

 

DATA ON EFFECTIVENESS OF LEARNING PACKAGE ON 

PRACTICE AMONG POSTNATAL MOTHERS IN TERMS OF 

PRETERM CARE 

 

Table: 4:5  Mean, Mean difference, Standard deviation and ‘t’ value of pre test  

post test level of practice among samples 

           

     n = 30 

S. No Variables Mean 
Mean 

Difference 

Standard 

Deviation 

Paired 

‘t’ test 

 

1. 

 

 

2. 

 

Pre test 

 

 

Post test 

  

  17.5 

 

 

  30.2 

12.7 

 

  10.10 

 

 

  7.62 

 

11.6 

       Significant at P< 0.05 level 

 

The data presented on the table- 5 revealed that, the pre test mean was 17.5 and 

the post test mean was 30.2. The mean difference 12.7 was a true difference. The 

standard deviation of pre test was 10.10 and post test was 7.62. 

 The calculated paired ‘t’ value 11.6 was highly significant the table value(2.6) 

at 0.05 level. Hence the hypothesis was accepted. 

 It was inferred that learning packages was effective in improving the practice 

of the post natal mothers. 
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SECTION - VI 

DATA ON ASSOCIATION OF THE PRETEST KNOWLEDGE 

LEVEL OF CARE OF THEIR PRETERM AMONG POSTNATAL 

MOTHERS WITH SELECTED DEMOGRAPHIC VARIABLES. 

Table: 4:6    Association of  the pre test knowledge  score with their selected  

   demographic variables. 

n=30 

 

S. 

NO 

 

DEMOGRAPHIC 

VARIABLES 

LEVEL OF  

KNOWLEDGE 

 

CHI 

SQUARE 

 

TABLE 

VALUE Above 

mean 

Below 

mean 

1. Age of the mother 

 

a) 18-22 years 

b) 22-26 years 

c) 26-30 years 

d) > 30 years 

 

3 

5 

2 

4 

 

4 

3 

6 

3 

 

 

  3.1# 

 

  7.8 

 

df = 3 

 

2 

 

Educational status 

 

a) Primary level 

b) Higher secondary 

level 

c) Graduate 

d) illiterate 

 

 

2 

 

3 

8 

1 

 

 

3 

 

2 

9 

2 

 

 

 

 

  0.3# 

 

 

  3.8 

 

 

df = 3 

3. Maternal illness during 

antenatal period 

a) Diabetic mellitus 

b) Hypertension 

c) Other disease 

 

 

4 

4 

6 

 

 

5 

2 

9 

 

 

 

  1.5# 

 

3.8 

 

df = 2 

NOTE: # Not significant of 0.05 level                              * significant at 0.5 level 
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4. Gestational age 

a) < 28 weeks 

b) 28-31 weeks 

c) 31-33 weeks 

d) 34-36 weeks 

 

1 

3 

2 

8 

 

2 

4 

3 

7 

 

 

  1.1# 

 

  3.8 

 

df = 2 

  

5. Birth weight 

a) 1000 – 1500 gms 

b) 1500 _ 2000 gms 

c) 2000 _ 2500 gms 

 

1 

6 

7 

 

2 

7 

7 

 

 

0.39# 

 

3.8 

 

df= 2 

NOTE: # Not significant of 0.05 level                                    * significant at 0.5 level 

 

 

Table :4:6 revealed that, chi-square analysis was done to find out the association 

between the pre test knowledge score with their demographic variables. The findings 

suggested that there was no significant association of the pre test level of knowledge 

score with their selected demographic variables such as age of the mother, educational 

status, maternal illness during antenatal period, gestational age and birth weight. 
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SECTION - VII 

DATA ON ASSOCIATION OF THE PRETEST PRACTICE 

LEVEL OF CARE OF THEIR PRETERM AMONG POSTNATAL 

MOTHERS WITH SELECTED DEMOGRAPHIC VARIABLES. 

Table : 4:7  Association of the pre test practice score with their selected demographic  

          variables 

           

      n=30 

 

S. 

NO 

 

DEMOGRAPHIC 

VARIABLES 

LEVEL OF  

PRACTICE 

 

CHI 

SQUARE 

 

TABLE 

VALUE Above 

mean 

Below 

Mean 

1. Age of the mother 

 

e) 18-22 years 

f) 22-26 years 

g) 26-30 years 

h) > 30 years 

 

2 

4 

3 

4 

 

5 

4 

5 

3 

 

 

1.44# 

 

3.8 

 

df= 3 

2.  

Educational status 

 

e) Primary level 

f) Higher secondary 

level 

g) Graduate 

h) illiterate 

 

 

3 

 

2 

6 

2 

 

 

3 

 

6 

6 

2 

 

 

 

 

3.11# 

 

3.8 

 

 

df= 3 

3. Maternal illness during 

antenatal period 

d) Diabetic mellitus 

e) Hypertension 

f) Other disease 

 

 

4 

3 

6 

 

 

5 

3 

9 

 

 

 

3.11# 

 

7.8 

 

df= 2 

   

NOTE: # Not significant of 0.05 level                             * significant at 0.5 level 
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4. Gestational age 

e) < 28 weeks 

f) 28-31 weeks 

g) 31-33 weeks 

h) 34-36 weeks 

 

1 

3 

2 

7 

 

2 

4 

3 

8 

 

 

 

  0.18# 

 

   3.8 

 

df= 3 

5. Birth weight 

d) 1000 – 1500 gms 

e) 1500 _ 2000 gms 

f) 2000 _ 2500 gms 

 

2 

6 

5 

 

1 

7 

9 

 

 

0.65# 

 

3.8 

 

df=2 

NOTE: # Not significant of 0.05 level                                    * significant at 0.5 level 

 

 

Table 4:7 revealed that, chi-square analysis was done to find out the association 

between the pre test practice score with their demographic variables. The findings 

suggested that there was no significant association of the pre test level of practice 

score with their selected demographic variables such as age of the mother, educational 

status, maternal illness during antenatal period, gestational age and birth weight. 
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CHAPTER- V 

FINDINGS AND DISCUSSION 

The aim of the present study was to evaluate the effectiveness of learning on 

knowledge and practice in care of preterm babies among postnatal mothers in selected 

Neonatal Intensive Care Unit Coimbatore. 

The self-administered questionnaire and observational check list was used to 

evaluate the effectiveness of learning package in improving the knowledge and 

practice of postnatal mothers on care of their pre term babies. The response was 

analyzed through descriptive statistics and inferential statistics. Discussion of the 

findings was arranged based on the objectives of the study. 

5.1 The first objectives of this study was to assess the existing level of knowledge  

on care of their preterm babies among postnatal mothers. 

The study shows that, during pretest 16(53.7%) had inadequate knowledge, 

10(33.3%) had moderate knowledge and 4(13.3%) had adequate knowledge. The 

level of knowledge was improved after intervention and the post test 0(0%) had 

inadequate knowledge and 22(73.3%) had moderate knowledge and 8(26.7%) had 

adequate knowledge. 

5.2 The second objectives of this study was to assess the existing level of practice 

on care of their preterm babies among postnatal mothers. 

The study shows that, during pretest 14(46.7%) had inadequate practice, 

11(36.7%) had moderate practice and 5(16.6%) had adequate practice. The level of 

practice was improved after intervention and the post test 0(0%) had inadequate 

practice and 10(33.3%) had moderate practice and 20(66.7%) had adequate practice 

 

5.3 The third objective of the study was to evaluate the effectiveness of learning 

package in improving the knowledge  among postnatal mothers 

  

The study revealed that, the pre test mean was 12.6 and the post test mean was 

18.1. The mean difference was 5.5. The standard deviation of pre test was 4.6 and 

post test was 3.6.The calculated paired ‘t’ value 9.3 was highly significant the table 
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value(2.6) at 0.05 level. Hence the hypothesis was accepted. It was inferred that 

learning packages was effective in improving the knowledge of the post natal 

mothers. 

5.4 The fourth objective of the study was to evaluate the effectiveness of learning 

package in improving the practice  among postnatal mothers  

 

The study revealed that, the pre test mean was 17.5 and the post test mean was 

30.2. The mean difference was 12.7. The standard deviation of pre test was 10.10 and 

post test was 7.62.The calculated paired ‘t’ value 11.6 was highly significant the table 

value(2.6) at 0.05 level. Hence the hypothesis was accepted. It was inferred that 

learning packages was effective in improving the practice of the post natal mothers. 

5.5 The fifth objective of the study was to find out the association between pre 

test knowledge level with their selected socio demographic variables of 

postnatal mothers. 

 The study reveals that there was no significant association between the pre test 

level of knowledge score with their selected demographic variables such as age of the 

mother, educational status of the mother, maternal illness during antenatal period, 

gestational age and birth weight. 

5.6 The last objective of the study was to find out the association between pre test 

practice level with their selected socio demographic variables of postnatal 

mothers. 

 The study reveals that there was no significant association between the pre test 

level of practice score with their selected demographic variables such as age of the 

mother, educational status of the mother, maternal illness during antenatal period, 

gestational age and birth weight. 
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CHAPTER - VI 

SUMMARY AND CONCLUSION 

 

This chapter deals with the summary, conclusion, implications, limitations and 

recommendations. The essence of any research project based on the study findings, 

limitations, interpretations of the research result and recommendation that incorperate 

in the study implications. It also gives meaning to the result obtained in the study. 

6.1 SUMMARY 

To evaluate the effectiveness of learning on knowledge and practice in care of 

preterm babies among postnatal mothers in selected Neonatal Intensive Care Unit 

Coimbatore. 

6.1.1 OBJECTIVES 

 To assess the existing level of knowledge on care of their preterm babies 

among postnatal mothers. 

 To assess the existing level of practice on care of their preterm babies 

among postnatal mothers. 

 To evaluate the effectiveness of learning package in improving the  

knowledge on care of their  pre term  among postnatal mothers. 

  To evaluate the effectiveness of learning package in improving the  

practice on care of their pre term  among postnatal mothers. 

 To find out the association between pre test knowledge level with their 

selected demographic variables of postnatal mothers. 

 To find out the association between pre test practice level with their 

selected demographic variables of postnatal mothers. 

 

6.1.2 HYPOTHESIS 

H1- There will be a significant difference between pretest and posttest    

       knowledge score on care of their preterm babies. 

H2-  The mean post test practice score will be significantly higher than  

        the   mean pretest practice score. 
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H3- There will be a significant association between the pretest scores of  

        knowledge and  selected demographic variables. 

H4- There will be a significant association between the pre test scores of  

       practice and selected demographic variables. 

 

Pre experimental one group pre test and post test design was chosen for this 

study, convenient sampling technique was used to select the samples. Based on the 

criteria 30 postnatal mothers were selected. The knowledge and practice was assessed 

by self administered questionnaire and observational check list. The prepared tool was 

validated by 4 nursing experts and one medical experts. After conducting pre test 

learning packages was implemented then knowledge and practice was assessed with 

the same research tool. 

Data was analyzed and interpreted. Demographic variables was analyzed by 

using frequency and percentage distribution. Knowledge and practice score was 

analyzed by computing frequency, percentage, mean, mean difference and standard 

deviation. Effectiveness of learning package was evaluated by paired ‘t’ test. 

Association between the pre test knowledge and practice score of postnatal mothers 

with their selected demographic variables was analyzed by chi-square test. 

6.1.3 MAJOR FINDINGS 

 Among the samples with regards to age 7(23.3%)  were in the age group of 18-22 

years, 8 (26.7%) were in the age group of  22-26 years, 8(26.7%) were in the age 

group of 26-30 years , 7 (23.3%) above 30 years of postnatal mothers. 

 Regarding educational status 6(20%) had of primary level education,8(26.7%) 

had higher secondary education 12 (40%)  were graduates and 4(13.3%) were 

illiterate. 

 Regarding the residential area 10(33.3%) of sample resides in Urban locality and 

20(66.7%) in rural locality 

 Among the samples with regards to religion 17(56.7%) belongs to hindu, 6(20%) 

belongs to Christian, 7(23.3%) belongs to Muslim 

 Regarding the  marital status 28 (93.3%) were  married and 2(6.7%) were 

separated. 
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 Among the samples with regards to occupation 5(16.6%) were housewife, 

14(46.7%) were working in private sector, 8(26.7%) were working in government 

sectors 3(10%) were coolie. 

 Among the samples with regards to maternal illness during antenatal period 

9(30%) mothers had diabetes mellitus, 6(20%) mother had hypertension, 15 

(50%) mother had other disease. 

  With regards to reason for preterm labour 2(6.7%) had maternal risk factors, 

20(66.7%) underwent assisted reproductive techniques and 8(26.6%) had 

maternal risk and undergone assisted reproductive techniques. 

 Among the samples with regards to type of delivery 8(26.7%) had vaginal 

delivery and `22(73.3%) underwent caesarean section.  

  With regards to gestational age 3(10%) had delivery with the gestational age  of 

less than 28 weeks, 7(23.3%) had delivery with the gestational age of 28-31 

weeks, 5(16.7%) had delivery with the gestational age of 31-33 weeks, 15(50%) 

had delivery with the gestational age of 34-36 weeks. 

  Regarding sex of the baby  17(56.7%) mothers delivered male baby and 

13(43.3%) mothers delivered female baby. 

 Regarding the birth weight 3(10%) weighed 1000-1500 grams, 13(43.3%) 

weighed 1500-2000 grams and 14(46.7%) weighed 2000-2500 grams 

  Regarding the Apgar score of the baby at birth, 20(66.7%) had a score between 

7-10 per minutes, 10(33.3%) had a score between 4-6 minutes and none of the 

baby had the score between 0-3 minutes. 

 Among the samples with regards the respiration of the baby, 24(80%) had 

respiratory distress and 6(20%) their was no respiratory distress.  

 Among 30 postnatal mothers 16(53.7%) had inadequate knowledge, 10(33.3%) 

had moderate knowledge and 4(13.3%) had adequate knowledge in pre test. The 

level of knowledge was improved after intervention and in the post test 0(0%) 

had inadequate knowledge and 22(73.3%) had moderate knowledge and 8(26.7%) 

had adequate knowledge. 

 Among 30 postnatal mothers 14(46.7%) had inadequate practice, 11(36.7%) had 

moderate practice and 5(16.6%) had adequate practice in pre test. The level of 

practice was improved after intervention and in the post test 0(0%) had 
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inadequate practice and 10(33.3%) had moderate practice and 20(66.7%) had 

adequate practice. 

 Among the pre test mean was 12.6 and the post test mean was 18.1. The mean 

difference 5.5 was a true difference. The standard deviation of pre test was 4.6 

and post test was 3.6.The calculated paired ‘t’ value 9.3 was highly significant the 

table value(2.6) at 0.05 level. Hence the hypothesis was accepted. It was inferred 

that learning packages was effective in improving the knowledge of the post natal 

mothers. 

 Among the pre test mean was 17.5 and the post test mean was 30.2. The mean 

difference 12.7 was a true difference. The standard deviation of pre test was 

10.10 and post test was 7.62.The calculated paired ‘t’ value 11.6 was highly 

significant the table value(2.6) at 0.05 level. Hence the hypothesis was accepted. 

It was inferred that learning packages was effective in improving the practice of 

the post natal mothers. 

 Among the chi-square analysis was done to find out the association between the 

pre test knowledge and practice score with their demographic variables. The 

findings suggested that there was a significant association between the pre test 

level of knowledge and practice score with their selected demographic variables 

such as age of the mother, educational status of the mother, maternal illness 

during antenatal period, gestational age and birth weight. 

6.2 CONCLUSION 

The following conclusion was drawn from the study. The study proved that 

learning package were effective in improving the knowledge and practice of postnatal 

mothers on care of their pre term. The study findings revealed that knowledge and 

practice was significantly improved by learning package. 
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6.3 IMPLICATION 

 6.3.1 FOR NURSING PRACTICE 

 The learning package is useful strategy in creating awareness on care of their 

pre term among postnatal mothers. 

 The finding of the study could serve as a guide to nursing students for 

planning the health education to improve the knowledge on care of the preterm 

baby. 

6.3.2 FOR NURSING EDUCATION 

 The nursing curriculum should emphasize the importance of teaching on care 

of  pre term 

 Nursing students need realistic preparation of identifying the problems of 

postnatal mothers on care of their pre term 

 Student nurses must be motivated to prepare and use tools on assessing 

knowledge and practice of postnatal mothers on care of their pre term. 

6.3.3 FOR NURSING ADMINISTRATION 

 Nursing administrator should plan for making awareness of postnatal mothers 

on care of their pre term. 

 Nurse administrator should facilitate funding to have adequate number of 

books, journals and newspaper in the library. 

 Nurse administrator can introduce in-service education for postnatal mother 

who delivered pre term babies at selected hospital. 

 Nurse administrator should formulate protocols, guidelines and system of care 

in collaboration with the disciplinary team. 

 Nurse administrator can prepare skilled nurses who can spend time with 

postnatal mothers to talk through some of the more troubling aspects on care 

of their preterm 

6.3.4 FOR NURSING RESEARCH 

 The study findings encourage further studies on care of their pre term for 

postnatal mothers. 

 The results of this study can be published in nursing journals with the 

recommendations which will be beneficial to upcoming researchers. 
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6.4 LIMITATIONS 

The limitation of the study was as follows, 

 The study was conducted only in selected hospital 

 Only the postnatal mothers were participated. 

6.5 RECOMMENDATIONS 

On the basis of the study the following recommendations were made 

 The study could be conducted with large samples. 

 A comparative study can be undertaken the control group and the 

experimental group. 

 Study can be conducted by using video Assisted teaching module. 

 Study can be conducted by specify aspects of preterm for feeding.   
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Nursing has to carry out a research project. This is to be submitted to the TN DR. 
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award of Master of Science in Nursing.  

The topic of research project is : 

 To evaluate the effectiveness of learning package on knowledge and 

practice in care of preterm babies among postnatal mothers in selected Neonatal 

Intensive Care Unit at  Coimbatore. 

I have enclosed,  

 1. Statement of the problem, objectives and hypothesis 

 2. Demographic data 

 3. Research tool 

 4. Teaching module 

I request you to go through the items and give your valuable suggestions, 

modifications, additions and deletions, if any, in the remark column. 

               Thanking you, 

Place : Coimbatore           Yours faithfully, 

Date :                           Ms.S.Manoranjitham 



APPENDIX-IV 

LIST OF EXPERTS 

 

1. Dr. Chandra Shekar, MBBS, MRCP, DCH (London) 

Consultant paediatrician & Neonatologist, 

Royal care super specialty hospital, 

Coimbatore. 

 

2. Mrs. Kavitha, M.Sc (N) 

Associate professor, 

RASS Academy College of Nursing, 

Madurai. 

 

3. Mrs.Muthumaheswari, M.Sc (N) 

Professor, 

SCPM College of Nursing, 

Uttar Pradesh. 

 

4. Mrs. Kalavathy 

Professor, 

Grace  College of Nursing, 

Nagarcoil. 

 

5. Mohanambal, M.Sc(N) 

Professor, 

Indira  College of Nursing, 

Trichy. 

 

 

 

 

 

 

 

 

 

 

 



APPENDIX-V 

 

EVALUATION CRITERIA CHECK LIST FOR CONTENT 

VALIDITY TOOL-I  DEMOGRAPHIC VARIABLE & 

BACKROUND INFORMATION 

INSTRUCTION: 

 Expert is requested to go through the following evaluation criteria check list 

prepared for the intervention there are there columns given for the response and 

facilitate in the remarks column given. 

 

DEMOGRAPHIC 

VARIABLE 
RELEVANT IRRELEVANT REMARKS 

 

 

 

1 – 14 

   

 

ANY OTHER SUGGETIONS: 

 

 

 

 

 

 

              EXPERTA SIGNATURE WITH DATE & SEAL 

 

 

 

 



APPENDIX-VI 

  

EVALUATION CRITERIA CHECK LIST FOR CONTENT 

VALIDITY  TOOL - II SELF ADMINISTERED QUESTIONNAIRE 

AND OBSERVATIONAL CHECK LIST 

INSTRUCTION: 

 Expert is requested to go through the following evaluation criteria check list 

prepared for the intervention there are three columns given for the response and 

facilitate in the remarks column given. 

 

QUESTIONS RELEVANT IRRELEVANT REMARKS 

 

 Knowledge  

 

1 - 30 

 

   

 

Practice 

 

1-22 

   

 

ANY OTHER SUGGETIONS: 

 

 

 

 

 

     EXPERTA SIGNATURE WITH DATE & SEAL 

 

 

 



APPENDIX-VII 

EVALUATION CRITERIA CHECK LIST FORCONTENT 

VALIDITY- TEACHING MODULE 

INSTRUCTION: 

Expert is requested to go through the following evaluation criteria check list prepared 

for the intervention, there are three columns given for the response and facilitate 

suggestion in the remarks column given. 

 

 

S.NO 

 

 

  CONTENT 

                CRITERIA 

 

 

REMARKS 

MEET 

 

  

PARTIALLY 

MEET 

 

DOES 

NOT 

 

     I SELECTION OF CONTENT     

     a. Content reflect the objectives     

     b. Content has update knowledge     

     c. Content is comprehensive for the 

learning needs 

    

     d. Content provides correct and 

accurate information 

    

     e. Content coverage     

    II ORGANIZATION OF 

CONTENT 

    

     a. Logical sequence     

     b. Continuity     

     c. Integration     

    III LANGUAGE     

     a. English language is used to simple 

and comprehensive 

    

     b. Technical terms are explained at 

the level of learners ability 

    

     IV FEASIBILITY / 

PRACTICABILITY 

    

     a. Is suitable to subjects     

     b. Permit self- learning     

     c. 

 

Acceptable and useful to the 

students 

    

    d.  

Suitable for setting 

    

ANY OTHER  

SUGGESTIONS:                     EXPERTS SIGNATURE WITH DATE AND SEAL 
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LETTER SEEKING CONSENT OF SUBJECTS FOR  

PARTICIPATION ON THIS STUDY 

INTRODUCTION 

 I would like to inform you that I’m doing “To evaluate the effectiveness of 

learning package on knowledge and practice in care of preterm babies among 

postnatal mothers in selected Neonatal Intensive Care Unit at Coimbatore”. 

 Your kind cooperation is highly esteemed and your honest responses are 

valuable. If you are willing to participate in this study, please sign the content from 

given below. 

 

 

          Yours truly 

 

CONSENT FORM 

 I understood whatever you explained and I am accepting to participate in your 

study with my full cooperation. 

 

 

 

  I am declaring this with my full conscious and clear knowledge and the 

above. 

 

 

Thanking you, 

 

       Signature of the sample 

Date : 

Place: 
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CERTIFICATE FOR ENGLISH EDITING 

 

 

TO WHOM SO EVER IT MAY CONCERN 

  

          This is to certify that the tool developed by Ms.MANORANJITHAM.S, M.Sc 

Nursing Student of Texcity College of Nursing for dissertation “To evaluate the 

effectiveness of learning package on knowledge and practice in care of preterm 

babies among postnatal mothers in selected Neonatal Intensive Care Unit at  

Coimbatore.” is edited for english language appropriateness by Mrs. D. Muthumalni 

Alice, M.A (English)., B.Ed. Texcity College of Nursing Coimbatore. 
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APPENDIX – X 

SECTION A 

DEMOGRAPHIC VARIABLES 

[Instructions to the participants] : please read the following statements carefully and 

tick the best response. 

1. Age of the mother 

a. 18 - 22 Years 

b. 22 - 26 Years 

c. 26 - 30 Years 

d. Above 30 Year 

2. Education of the mother 

a. Primary level 

b. Higher secondary  level 

c. Graduate 

d. Illiterate 

3.   Locality 

a. Urban 

b. Rural  

4. Marital status 

a. Married 

b. Separated 

c. Widow 

 

 



5. Religion of the mother 

 a. Hindu 

 b. Christian 

 c. Muslim 

 d. Others 

 6. Occupation of the mother 

 a. Housewife 

 b. Private sectors 

 c. Government sectors  

7. Maternal illness during antenatal period 

 a. Diabetes mellitus 

 b. Hypertension 

 c. Others 

8. Reason for pre-term labour 

a) Maternal risk factors 

b) Assisted reproductive techniques 

c) Both (a) and (b) 

d) Others 

9. Type of delivery 

 a. Spontaneous  vaginal delivery 

 b. Caesarean section 

 c. Forceps delivery / vaccum 

 



10. Gestational age during delivery 

 a. Less than 28 weeks 

 b.28 – 31 weeks  

 c.31 – 33 weeks 

 d.34 – 36 weeks 

11. Sex of the baby 

 a.Male  

 b.Female 

12. Birth weight 

 a. 1000 – 1500 gms 

 b. 1500 – 2500 gms 

 c. 2000 – 2500 gms 

13.Apgar score during birth 

a. 0-3/ minutes 

b. 4-6/ minutes 

c. 7-10/ minutes 

14. Baby had respiratory distress soon after birth  

 a. Yes 

 b. No 

 

 

 

 



SECTION – B 

SELF ADMINISTERED QUESTIONNAIRE ON KNOWLEDGE OF 

POSTNATAL MOTHER IN CARE OF THEIR PRETERM BABY. 

INSTRUCTIONS: This part of questionnaire is related to the learning package 

regarding Care of premature babies. The participants are requested to read the question 

carefully and kindly  place a tick mark in the appropriate space provided at each item. 

1. What feeding should be provided soon after birth of the baby? 

a) Hot water 

b) Colostrum 

c) Honey 

2. What are the nutrient content of breast milk? 

a) Calories,cholesterol, protein and vitamins 

b) Carbohydrate & protein 

c) Lipids & fatty acids 

3. Which is the best position for breast feeding? 

a) Upright position 

b) Sidelying position 

c) Standing position 

4. What is the important content in foremilk? 

a) High carbohydrate 

b) Low fat 

c) Water & other nutrients 

 

 



5. What is the important content of Hind milk? 

a) Fat & energy 

b) Rich in protein 

c) Immunogloulins 

6. What is expressed breast feeding? 

a) Direct breast feeding 

b) Feeding with artificial nipple 

c) Expressing breast milk in container 

7. What is colostrum? 

a) First breast milk secrets for 1-3 days 

b) Milk secretes after 3 days 

c) Milk secretes after 1 week 

8. What is the reason for weight loss during the first few days after birth? 

a) Was not feed for 6 hours after birth 

b) Sudden changes in mother’s hormones, fluid & electrolytes 

c) Hasn’t been feed enough  

9. The main target of baby friendly hospital initiative is  

a) Enhancing immunization 

b) Enhance on exclusive breast feeding 

c) Prevention of neonatal infections 

10. What are the signs of good attachment? 

a) Baby’s lips curled inward & baby is silent 

b) Hardening of the mothers breast & heaviness 

c) Baby’s bottom lips curled outward with audible sucking & 

Let down sensation in mothers breast. 



11. When should give the vaccine for preterm babies? 

a) 2weeks 

b) 4weeks 

c) 6weeks 

12. What are vaccines given at birth? 

a) BCG,OPV Hepatitis-B 

b) OPV, BCG 

c) Hepatitis-B 

13. What are the vaccines given at 10
th

, 14
th

, 16
th

 weeks? 

a) Rota virus & BCG 

b) Penta & OPV 

c) OPV.HIb & Penta 

14. What is meant by KMC? 

a) Special method for caring newborn babies 

b) Special method for caring preterm babies 

c) Special method for caring sick babies 

15. Who are all can give KMC? 

a) Mother 

b) Father 

c) Mother & father 

16. When performing an assessment on a neonate, which assessment finding is 

most suggestive of hypothermia? 

a) Bradycardia 

b) Shivering 

c) Sweating 



17. Which one of the following is true of thermoregulation in the preterm? 

a) Babies should be placed in a thermo-neutral environment 

b) Babies placed in open environment 

c) Babies placed in cool environment 

18. How can we prevent cold stress occurring among preterm babies? 

a) Immediate drying & warmth 

b) Give hot water bath to the baby 

c) Over the baby with clothes 

19. What is the optimal temperature for preterm baby? 

a) 27.5
◦
C 

b) 36.5
◦
C 

c) 38
◦
C 

20. What are the most imporatant intervention to treat hyperbillirubinemia? 

a) Substituting breastfeeding 

b) Institutuing phototherapy 

c) Substituting glucose water 

21. How do we prevent heat loss by evaporation? 

a) Closing the doors of baby room 

b) Turning on the overhead radiant warmer 

c) Drying the baby in a warm blanket 

22. Which of the following behavior would indicate that a mother has bonding  

with her baby? 

a) Skin to skin contact & infant massage while breastfeeding 

b) Mother gives bottle feeding without skin to skin contact 

c) Mother recommends assistant for caring her baby. 



23. Which one of the following factors indicate inadequate mother-infant bonding? 

a) Mother breastfeeds her baby frequently 

b) Mother prefer for bottle feeding & no involvement in baby care 

c) Mother takes care of the baby effectively 

24. Which is the common infection among preterm baby? 

a) Memingitis 

b) conjuctivitis 

c) Sepsis 

25. What are the signs of minor infection in preterm babies? 

a) Stable vital signs & normal feeding 

b) Unstable vital signs, poor feeding & irritable 

c) Apnea & restlessness 

26. What is the normal heart rate of the preterm baby? 

a) 100-120 bts/mt 

b) 120-160 bts/mt 

c) 140-180 bts/mt 

27. Which of the following suggests the best method for disinfection of feeding 

articles? 

a) Clean with soap water 

b) Boil for 20 minutes 

c) Clean with soap & water followed by boiling for 20 minutes 

28. What is the best measure to prevent common infection in preterm babies? 

a) Wash hands by using soap & water 

b) Wash the hands under running water 

c) Keep away from pet animals 



 

29. When the preterm have been on formula feeding for 36-48 hours, they should 

have a : 

a) Screening for phenylketonuria 

b) Heel stick for blood glucose level 

c) Test for necrotizing enterocolitis 

30. What are the proper steps in handwashing? 

a) Scrubbing, lathering & drying 

b) Lathering, scrubbing & drying 

c) Drying, lathering & scrubbing 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



SCORING KEY: 

 

 

 

 

 

S.NO ANSWER SCORE S.NO ANSWER SCORE 

01 b 1 16 a 1 

02 a 1 17 a 1 

03 a 1 18 a 1 

04 a 1 19 b 1 

05 b 1 20 b 1 

06 c 1 21 c 1 

07 a 1 22 a 1 

08 b 1 23 b 1 

09 c 1 24 c 1 

10 b 1 25 b 1 

11 a 1 26 b 1 

12 c 1 27 c 1 

13 b 1 28 a 1 

14 c 1 29 c 1 

15 b 1 30 a 1 



SECTION– C 

OBSERVATION CHECK LIST 

PRACTICE OF POSTNATAL MOTHER IN CARE OF THEIR PRETERM 

BABY 

STEPS RATINGS 

A. KMC – PLACEMENT OF THE BABY 
Never 

0 

Some 

Times 1 

Always 

2 

1.The baby is placed vertical position    

2. The baby is in direct skin-to-skin contact on the mother’s 

chest.  

   

3. The legs are flexed in a frog position.     

4. The cheek is in contact with the chest of the mother.    

5. The baby is fixed firmly to the chest of the mother    

6. Check the breathing of the baby frequently    

7.Stimulates the baby frequently    

B. CLOTHING FOR THE BABY    

8. A diaper/napkin is used properly    

9. Cap/bonnet/scarf covering the head properly    

10. Proper mummifying    

11. The baby and the clothes are clean    

C. MAINTAIN HAND HYGIENE    

12. Follow the six steps of hand wash    

13. Duration of  hand rub (5 minutes)    

14. Use hand rub before and after touching the baby    

D. FEEDING TECHNIQUES    

a. Breast feeding    

15. Clean the breast properly    

16. Follow appropriate positioning for feeding    

b. NG feed/ oral feed     

17.Check the NG tube in correct position    

18. Administration of NG Feed/ oral feed in correct position    

19.Burping the baby after feed    

E. MEDICATION PRACTICE    

20. Follow appropriate techniques of medication 

administration. 

   

21. Measuring correct dose     

22. Interact with the baby while giving medication    



SCORING KEY: 

TOTAL SCORE = 0-44 

SCORES PRACTICE LEVEL 

0-15 Inadequate practice 

16-28 Moderate practice 

29-44 Good practice 
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I. nf.k;.rp. Foe;ijapd; gLf;if epiyfs;

1 Foe;ijia nrq;Fj;jhf gLf;f itj;jy;

2 Foe;ij jhapd; khHNghL NrHj;J ,Uj;jy;

3 Foe;ijapd; fhy;fs; jtis Nghy; kbj;J ,Uj;jy;

4 Foe;ijapd; fd;dq;fs; jhapd; khHNghL xl;bapUj;jy;

5 Foe;ij jhapd; khHNghL cWjpahf gw;wp ,Uj;jy;

6 Foe;ijapd; Rthr epiyia mbf;fb ghpNrhjpj;jy;

7 Foe;ijapid mbf;fb J}z;b tpLjy;

8 lagH / Neg;fpd; Kiwahf gad;gLj;Jjy;

9
njhg;gp> Fy;yha; kw;Wk; ];fhHg; gad;gLj;jp KOikahf 
jiyia %bapUj;jy;

10 xOq;fhd Kiwapy; Foe;ijia nghjpe;J itj;jy;

11 Foe;ijapd; Mil kw;Wk; Jzpfis Rj;jkhf itj;jpUj;jy;

12 if fOTtjw;fhd 6 gbepiyfis filgpbj;jy;

13 5 epkplq;fSf;F iffis mOj;jpj; Nja;j;jy;

14
Foe;ijia njhLtjw;F Kd;Dk;> gpd;Dk; fpUkp ehrpdpfisf; 
nfhz;L iffis Rj;jk; nra;jy;

Mil mzpjy;

kjpg;gPL

gbepiyfs;

gFjp -II
ftdpg;Gg; gl;bay;

Fiwkhjf; Foe;ijfis guhkhpf;Fk; Kiwfs;



x
U

N
g
hJ

k
; 

,
y

;i
y

r
py

 
r
k

a
q

;f
s

py
;

v
g
;n

gh
O

J
k

;

kjpg;gPL

gbepiyfs;

ghY}l;Lk; Kiwfs;

m) jha;g;ghY}l;Ljy;

15 khHgfq;fis Rj;jk; nra;jy;

16 jha;g;ghY}l;Lk; NghJ rhpahd mikTepiyia gpd;gw;Wjy;

M) Foha; %yk; / thapd; %yk; ghY}l;Ljy;

17
czTf; Fohapd; epiyia rhpghHj;jy; (my;yJ) tha; topahf 
ghY}l;Ltjw;F rhpahd epiyia rhpghHj;jy;

18
czT Foha; topahf / thapd; topahf ghY}l;Lk; NghJ 
mjw;fhd tiuKiwfis gpd;gw;Wjy;

19 Foe;ijia ghY}l;ba gpwF Vg;gk; tplr; nra;jy;

kUe;J mspj;jy;

20 kUe;J nfhLf;Fk; NghJ rhpahd Kiwfisf; ifahSjy;

21 rhpahd kUe;jpd; mstpid msj;jy;

22 kUe;J nfhLf;Fk; NghJ Foe;ijAld; ciuahly;



gFjp - m 

Ra tpguq;fs; 

 

(Fwpg;G: fPo;tUk; thf;fpaq;fis ftdkhf gbj;J> mUfpy; cs;s fl;lj;jpy; 

() khh;f; ,lTk;) 

 

1. jhapd; taJ 

 (m) 18 - 22 taJ 

 (M) 22 - 26 taJ 

 (,) 26 - 30 taJ 

 (<) > 30 taJ 

2. jhapd; fy;tp 

 (m) Muk;gf;fy;tp 

 (M) cah;epiyf;fy;tp 

 (,) gl;ljhhp 

 (<) gbg;gwptpy;yhjth; 

3. ,Ug;gplk; 

 (m) efuk; 

 (M) fpuhkk; 

4. jpUkz epiy 

 (m) jpUkzkhdth; 

 (M) gphpe;jth; 

 (,) tpjit 

5. kjk; 

 (m) ,e;J 

 (M) fpwp];jth; 

 (,) K];yPk; 

 (<) gpw 

6. jhapd; Ntiy 

 (m) tPl;L kidtp 

 (M) jdpahh; Ntiy 

 (,) murhq;f Ntiy 



 

7. fh;g;gfhy cly;eyf; FiwghL 

 (m) rh;f;fiu Neha; 

 (M) cah; ,uj;j mOj;jk; 

 (,) gpw 

8. Fiwkhj gpurtj;jpw;F fhuzk;  ________________ 

9. gpurtj;jpd; tif 

 (m) Rfg; gpurtk; 

 (M) mWit rpfpr;ir 

 (,) ,ae;jpu gpurtk; 

10. gpurtj;jpd; NghJ fh;g;g khjq;fs; 

 (m) < 28 thuq;fs; 

 (M) 28-31 thuq;fs; 

 (,) 31-33 thuq;fs; 

 (<) 34-36 thuq;fs; 

11. Foe;ijapd; ghypdk; 

 (m) Mz; 

 (M) ngz; 

12. Foe;ijapd; vil 

 (m) < 1000-1500 fpuhk; 

 (M) < 1500-2000 fpuhk; 

 (,) < 2000-2500 fpuhk; 

13. mg;fhh; ];Nfhh; 1 epkplk; kw;Wk; 5 epkplk; ______________ 

14. Foe;ij gpwe;jTld; %r;Rj; jpzwy;  Vw;gl;ljh? 

 (m) Mk; 

 (M) ,y;iy 

 

 

 

 

 

 



gFjp - M  

Fiwkhj Foe;ij guhkhpg;G Kiwg;gw;wpa tpdhj;jhs; 

 

(Fwpg;G: fPo;tUk; thf;fpaq;fis ftdkhf thrpj;J> nfhLf;fg;gl;Ls;s 

fl;lq;fspy; () FwpaplTk;) 

 

1. Foe;ij gpwe;jTlNd Fbg;gjw;F vd;d nfhLf;fg;gl Ntz;Lk;? 

 (m) nte;ePh; 

 (M) rPk;ghy; 

 (,) Njd; 

2. jha;g;ghypy; mlq;fpAs;s rj;Jg; nghUl;fs; vd;d? 

 (m) fNyhhp> nfhOg;Gr;rj;J> Gujk; kw;Wk; itl;lkpd;fs; 

 (M) khTr;rj;J kw;Wk; Gujr;rj;J 

 (,) nfhOg;G kw;Wk; nfhOg;G mkpyq;fs; 

3. jha;g;ghy; Gfl;Ltjw;F rpwe;j mikg;Gepiy vd;d? 

 (m) epkph;e;J cl;fhUjy; 

 (M) xU gf;fkhf gLj;jy; 

 (,) epw;Fk; epiy 

4. Kjy;epiy ghypy; cs;s Kf;fpa rj;Jg; nghUs; vd;d? 

 (m) mjpfsT khTr;rj;J 

 (M) Fiwthd nfhOg;G 

 (,) jputk; kw;Wk; gpw rj;Jg; nghUl;fs; 

5. ,uz;lhk; epiy ghypy; cs;s Kf;fpa rj;Jg;nghUs; vd;d? 

 (m) nfhOg;G kw;Wk; rf;jp 

 (M) epiwe;j Gujk; 

 (,) Neha; vjph;g;G rf;jp 

6. ntspg;gLj;jpa jha;g;ghy; mspj;jy; Kiw vd;why; vd;d? 

 (m) Neubahf jha;g;ghy; mspj;jy; 

 (M) nraw;if fhk;Gfisg; gad;gLj;jp jha;g;ghy; mspj;jy; 

 (,) jha;g;ghypid ghj;jpuj;jpy; ntspg;gLj;jp mjid 

     Foe;ijf;F mspj;jy; 

 



 

7. rPk;ghy; vd;why; vd;d? 

 (m) 1-3 ehl;fspy;  Ruf;Fk; ghy;  

 (M) 3 ehl;fSf;F gpwF Ruf;Fk; ghy; 

 (,) 1 thuj;jpw;F  gpwF Ruf;Fk; ghy; 

8. Foe;ij gpwe;j Kjy; rpy jpdq;fspy; cly; vil Fiwtjd; fhuzk; 

vd;d? 

 (m) Foe;ij gpwe;j Kjy; 6 kzp Neuj;jpw;F  

      ghy; nfhLf;fhjpUj;jy; 

 (M) jhapd; `hh;Nkhdpy; Vw;gLk; jpBh; khw;wk; 

       kw;Wk; ePh;r;rj;J Fiwjy; 

 (,) Nghjpa msT jha;g;ghy; mspf;fhky; ,Uj;jy; 

9. jha;g;ghYf;Fk; jha;khh;fSf;fhd MjuT mikg;gpd; Kf;fpa Nehf;fk; 

vd;d? 

 (m) Neha; vjph;g;Gj;  jd;ikia mjpfhpf;f 

 (M) gpuj;Naf jha;g;ghy; Gfl;Lk; Kiwia mjpfhpf;f 

 (,) gr;rpsq; Foe;ijfSf;F Vw;gLk;  

      Neha;njhw;wpid jLf;f 

10. jha;g;ghy; Gfl;Ljypy; ey;y ,izg;gpw;fhd mwpFwpfs; ahit? 

 (m) Foe;ij mikjpahd> cjLfs; cl;GwkhfTk; 

       RUz;bUj;jy; 

 (M) jha;f;F fdkhd czh;T khh;gfq;fspy; Njhd;Wjy; 

 (,) Foe;ijapd; fPo; cjL ntspg;Gwkhf RUz;L>  

       cwpQ;Rk; rj;jj;NjhL> jha;f;F ghy; tpLtpf;Fk; 

       czh;T khh;gfq;fspy; Njhd;Wjy; 

11. Foe;ij gpwe;jTld; ve;nje;j  jLg;G+rp ,lNtz;Lk;? 

 (m) gprp[p> Xgptp> n`g;ghilb]; -gp 

 (M) Xgptp> gprp[p 

 (,) n`g; - gp 

12. 10> 14 kw;Wk; 16 tJ thuq;fspy; mspf;fg;gLk; jLg;G+rp vd;d? 

 (m) Nuhl;lh itu]; kw;Wk; gprp[p 

 (M) ngd;lh kw;Wk; Xgptp 

 (,) Xgptp> vr;[gp kw;Wk; ngd;lh 



13. nf.vk;.rp vd;why; vd;d? 

 (m) gpwe;j Foe;ijfis guhkhpf;Fk;  rpwe;j Kiw  

 (M) Fiwkhjf; Foe;ijfis guhkhpf;Fk; rpwe;j Kiw 

 (,) NehAw;w Foe;ijfis guhkhpf;Fk; rpwe;j Kiw 

14. ahh; ahnuy;yhk; nf.vk;.rp  ju KbAk;? 

 (m)  Foe;ijapd; jha; 

 (M) Foe;ijapd; je;ij 

 (,) Foe;ijapd; jha; kw;Wk; je;ij 

15. gpww;j Foe;ijia ghpNrhjid nra;Ak; NghJ Foe;ij Fiwthd cly;  

ntg;gepiyapy;  cs;sJ vd;gij czh;j;Jk; mwpFwp vd;d? 

 (m) Fiwthd ,jaj;Jbg;G 

 (M) eLf;fk; 

 (,) tpah;it 

16. gpd;tUk; $w;Wfspy; Fiwkhjf; Foe;ijapd; ntg;g rPh;epiyf;fhd 

rhpahd $w;W  vd;d? 

 (m) Foe;ijia eLepiyahd ntg;gepiyapy; itj;jy;. 

 (M) Foe;ijia jpwe;j #o;epiyapy; itj;jy;. 

 (,) Foe;ijia Fsph;e;j  #o;epiyapy; itj;jy;. 

17.  Fiwkhjf; Foe;ijf;F Vw;gLk; Fsph; mOjj;jj;ij vt;thW ehk; 

jLf;fyhk;? 

 (m) cldbahf cyh;j;Jjy; kw;Wk; ntJntJg;G 

 (M) nte;ePhpy; Fspf;f itj;jy;. 

 (,) Jzpfshy; Foe;ijia %b itj;jy;. 

18. Fiwkhj Foe;ijapd; ruhrhp cly; ntg;gepiy vd;d? 

 (m) 270  
C -  290  

C 

 (M) 360  
C -  370  

C 

 (,) 380  
C -  390  

C 

19. kQ;rs;fhkhiyiaf; Fzg;gLj;Jtjw;fhd Kf;fpa kUj;Jt Nkk;ghl;L 

Kiw vd;d? 

 (m) jha;g;ghy; mspj;jy; 

 (M) xspr;rpfpr;ir mspj;jy; 

 (,) FSf;Nfh]; fiury; mspj;jy; 



20. Foe;ijapd; cly;ntg;gepiy> Mtpahjypd; %yk; ,og;gij vt;thW 

jLf;fyhk;? 

 (m) Foe;ijapd; miwf; fjTfis G+l;bitj;jy;. 

 (M) Foe;ijia ntg;g %l;Lk; ngl;bapy; itj;jy;. 

 (,) ntJntJg;ghd Nghh;itapidf; nfhz;L Jtl;Ljy;. 

21. gpd;tUtdtw;Ws; jha; Nra; ,izg;ig ntspg;gLj;Jk; nray; vJ? 

 (m) jhapd; clNyhL Foe;ijia Nrh;j;J mizj;jy;  

              kw;Wk; jha;g;ghy;  Gfl;Lk; NghJ Foe;ijia  

              tULjy;. 

 (M) Foe;ijapd; cly; rw;W Gwkhf itj;J>  

               Gl;bg;ghy; mspj;jy;. 

 (,) Foe;ijia guhkhpf;f cjtpahd tiu 

              ghpe;jiuj;jy;. 

22. Fiwthd jha; Nra; ,izg;ig czh;j;Jk; fhuzp vd;d? 

 (m)  Foe;ijf;F mbf;fb jha;g;ghy; mspj;jy; 

 (M) Gl;bg;ghy; mspj;jypy; Mh;tk; kw;Wk;  

               Foe;ij guhkhpg;gpy; Mh;tkpd;ik. 

 (,) rpwe;j Kiwapy; Foe;ijapid guhkhpj;jy; 

23. Fiwkhj Foe;ijf;F nghJthf Vw;gLk;  Neha; njhw;W vd;d? 

 (m) %isr; Rthpy; njhw;W 

 (M) fz; njhw;W 

 (,) rPo; gpbj;jy; 

24. Fiwahj Foe;ijf;F Vw;gLk; rpW Neha; njhw;wpw;fhd mwpFwpfs; ahit? 

 (m) epiyahd clypaf;f fwpfs; (k) rhjhuhzkhf  

               jha;g;ghy; vLj;J nfhs;Sjy; 

 (M) epiyaw;w clypaf;f Fwpfs;> jha;g;ghy;  

               vLj;Jf;nfhs;shik kw;Wk; vhpr;ry; 

 (,) %r;R jpzwy; kw;Wk; Xa;tw;w epiy  

 

 

 

 

 



 

25. Foe;ijapd; njhg;Gs; nfhbapy; Vw;gLk; njhw;;wp jtph;f;f  vLj;Jf;                         

     nfhs;sg;gLk; eltbf;if vd;d? 

 (m) njhg;Gs; nfhbapid cyh; epiyapy; itj;jy;  

              kw;Wk; fspk;Gfs; gad;ghl;bid jtph;j;jy;. 

 (M) njhg;Gs; nfhbapy; fspk;Gfs; G+rp> fl;L NghLjy;. 

 (,) njhg;Gs; nfhbapy; kQ;rs; kw;Wk; gTlh;fis gad;gLj;Jjy;. 

26. Fiwkhj Foe;ijapd; ruhrhp ehbj;Jbg;G vd;d? 

 (m) 100 - 120 jbg;G  / tpdhb 

 (M) 120 - 160 Jbg;G / tpdhb 

 (,) 140 -180 Jbg;G / tpdhb 

27. Foe;ijf;F ghy; nfhLf;Fk; cgfuzq;fis Rj;jpfhpf;Fk;   rpwe;j Kiw      

      vJ? 

 (m) Nrhg;G ePiuf; nfhz;L fOTjy;  

 (M) 20 epkplq;fSf;F nfhjpf;f itj;jy; 

 (,) Nrhg;G ePhpy; fOtpa gpwF> 20 epkplq;fSf;F  

              nfhjpf;f itj;jy;. 

28. Fiwkhj Foe;ijf;F Neha; njhw;W Vw;gLtij jtph;f;f Nkw;nfhs;Sk; 

elbtbf;if vd;d? 

  (m) Nrhg;G ePuhy; iffis fOTjy; 

 (M) XLk; Foha; ePhpy; iffis fOTjy; 

 (,) nry;y gpuhzpfsplkpUe;J tpyfpapUj;jy; 

29. 36-48 kzp Neuj;jpw;F nraw;if ghY}l;Lk; Fiwkhj Foe;ijf;F> 

ghpe;Jiuf;fg;gLk; ghpNrhjid vd;d? 

 (m) gpidy; rPl;Nlhd; a+hpah ghpNrhjid 

 (M) Fjpfhy; ,uj;j rh;f;fiu msT ghpNrhjid 

 (m) Fly; ghpNrhjid 

30. if fOTjypy; rhpahd gb epiyfs; vd;d? 

 (m) Nja;j;jy;> Eiuj;jy; & cyh;j;Jjy; 

 (M) Eiuj;jy;> Nja;j;jy; & cyh;j;Jjy; 

 (,) cyh;j;Jjy;> Eiuj;jy; & Nja;j;jy; 

 



 

tpilj;jhs; 

 

 

t.vz; gjpy; kjpg;ngz; t.vz; gjpy; kjpg;ngz; 

1 M 1 16 m 1 

2 m 1 17 m 1 

3 m 1 18 m 1 

4 m 1 19 M 1 

5 M 1 20 M 1 

6 , 1 21 , 1 

7 m 1 22 m 1 

8 M 1 23 M 1 

9 , 1 24 , 1 

10 M 1 25 M 1 

11 m 1 26 M 1 

12 , 1 27 , 1 

13 M 1 28 m 1 

14 , 1 29 , 1 

15 M 1 30 m 1 

 

 

 

  

  



APPENDIX- XI 

TEACHING MODULE 

CARE OF PREMATURE BABY 

INTRODUCTION 

 Preterm birth is defined as birth before 37 weeks of gestation. About 15 

million babies are born prematurely around the world every year, that is more than 1 

in every 10 babies born. India ranks the highest amongst countries with 3,519,100 

preterm births occurring per year. prematurity is the single largest cause of neonatal 

deaths causing long term disability in large number of survivors. 

DEFINITION: 

 Preterm birth also known as premature birth, is the birth of a baby at fewer 

than 37 weeks of gestational age. These babies are known as “premies”. 

Period of gestation 

Extremely preterm      -      Born at before 25 weeks of gestation 

Very preterm      -     Born at less than 32 weeks of gestation 

Moderate preterm     -    Born between 32 to 34 weeks of gestation  

Late preterm             -     Born between 34 to 36 weeks of gestation 

INCIDENCE: 

 The preterm birth rate in the united states has worsened for a third year rising 

to 9.93 percent in 2017.premature birth and its complication are the largest 

contributers to infant death in this country and globally. Across 184 countries the rate 

of preterm birth ranges from 5% to 18% of babies born. 

ETIOLOGY: 

 Preterm or premature baby is care that is born before 37 weeks. There are 

different levels of prematurity and these carry their own risks. Premature births gives 

the baby less time to develop in the womb. Premature babies especially those born 

earliest, often have complicated medical problems. 

 Complications associated with a preterm birth include  



1. Immature lungs difficulty regulating  

2. Regulating body temperature 

3. Poor feeding 

4. Slow weight gain  

Preterm babies may need longer or more intense nursery care medications and 

sometimes surgery. 

EPIDEMIOLOGY: 

 As estimated 15 million babies are born too early every year. That is more 

than 1 in 10 babies. Almost 1 million children die each year due to complications of 

preterm birth. Many survivors face a lifetime of disability, including learning 

disabilities and visual and hearing problems. 

 Globally, prematurity is the leading cause of death in children under the age of 

5. And in almost all countries with reliable date, preterm birth rates are increasing. 

 In low income settings, half of the babies born at or below 32 weeks (2 months 

early) die due to a lack of feasible. Cost effective care such as warmth, breastfeeding 

support, and basic care, for infections and breast feeding difficulties. In high income 

countries, almost all of these babies survive. 

CHARACTERISTICS OF PRETERM 

 Small and scrawny  

 Proportionally large head to body 

 Translucent skin 

 Visible blood vessels 

 Fine lanugo hair 

 Soft pliable ear cartilage  

 Closed eyes 

 Soft bones 

 Prominent labia and clitoris 

 Extended extremities 



 Partially developed reflex activities 

 Inability to maintain body temperature 

 Limited ability to excrete solutes in urine 

 Increased susceptibility to infection 

 More susceptible to hypoglycemia and hyper bilirubinemia 

EXCLUSIVE BREAST FEEDING: 

Exclusive breast feeding means when a baby receives only breast milk and no 

other food or drink. Only prescribed drops and syrups are allowed. Early start ensures 

success of exclusive breast feeding. A healthy baby should be placed on skin to skin 

touch with the mothers breast within hour after birth for feeding. The baby should be 

breast feed before any routine procedure like bathing, because it brings down baby’s 

temperature. The recommended period of exclusive breast feeding is for 6 months. 

PRELACTEAL FEEDS: 

 Giving prelacteal feeds such as sugar water, honey, water or butter etc, leads to 

sickness and reduce baby’s desire for feeding. 

COLOSTRUM: 

A thick yellowish secretion from the breast is colostrum. It starts from the 

middle of the pregnancy. It has more protein, vitamin A and more antibodies. It helps 

to strengthen the immune system of the baby. 

COMPONENTS OF BREAST MILK: 

Breast milk has the perfect combination of carbohydrates, protein, fat, 

vitamins and minerals. Breast milks consists of balanced digestible protein. 

ADVANTAGES OF BREAST FEEDING FOR BABY: 

 It is good for digestion 

 It helps in growth and development 

 It helps in neurological development of the baby. 

 It contains water soluble vitamin D which protects the baby against rickets. 



 It helps preventing the inflammation of the stomach and intestine. 

 It contains protective antibodies which gives passive immunity to the baby. 

 Protection against infection and deficiency states. 

 It protects the baby from disease. The breast feed babies had less reported 

diarrhoea, respiratory infectious, intestinal disease and other infections. 

 Breast milk is sterile and readily available. 

 It is given to the baby directly at body temperature. 

 It is most convenient as it requires no preparation and cost nothing. 

 It helps to increase the weight. 

DISADVANTAGES OF GIVING OTHER FEEDING BEFORE 6 MONTHS: 

Do not give cow’s milk, goat milk, formula, cereal, or extra drinks 

REASONS: 

 It reduces the amount of breast milk taken. 

 It does not contain enough Vitamin A. 

 Iron is poorly absorbed from cow’s and goat’s milk. 

 Protein from the animal milk is not digestible which leads to allergies, difficulty 

in digestion, diarrhoea, rashes, respiratory and intestinal infections. 

 The germs in it cause malnourishment 

Nipple confusion: The baby refuses the mothers nipple because of immediate flow of 

milk from the bottle nipple. 

PREPARATIONS FOR BREAST FEEDING 

CLEANLINESS: 

The mother should wash her hands before breast feeding. The breast should be 

cleaned before and after feeding. 



DEMAND FEED: 

The baby is put to the breast as soon as the baby becomes hungry there is no 

restriction of the number of feeds and duration of sucking time. 

TIME OF FEEDING: 

During the first 24 hours the mother can feel the baby at regular interval of 2-3 

hours. 

FEEDING DURATION: 

` During each feeding session, the milk that comes out of the breast is called 

fore-milk and it is quite watery. It in the left over milk from the previous feeding.milk 

coming out later is called hind milk and it is creamier and may have 50% more fat, 

which supplies more calories to the baby. So the mother should feel the baby from 

one breast completely for 5-10 Minutes. Hence the baby gets balanced milk. 

TECHNIQUES OF BREAST FEEDING: 

The mother should feel in her baby in any comfortable position such as sitting 

or lying position with good eye contact. 

CRADLE HOLD: 

This position is very good for the mother after vaginal delivery because this 

will causes much pressure after caesarian section. 

CROSS CRADLE HOLD: 

This is much suitable for the small babies 

FOOT BALL HOLD: 

Good for the caesarian section to avoid pressure on the abdomen. It also 

works well for women who have large breasts or flat nipples, and for mothers of 

twins. 

LYING DOWN: 

Preferred in case of caesarean section   



KANGAROO MOTHER CARE: 

"Kangaroo mother care" is a method of care of preterm babies weighing less 

than 2 kg. It includes exclusive and frequent breastfeeding in addition to skin-to-skin 

contact and support for the mother-infant dyad, and 5 has been shown to reduce 

mortality in hospital-based studies in low- and middle-income countries. The WHO 

document Kangaroo mother care: a practical guide provides guidance on how to 

organize services in health facilities and on what is needed to provide effective 

"Kangaroo mother care". 

Kangaroo Mother Care was initially conceived in Bogota, Colombia in 1978 

as an alternative to incubator care for the low bi11h weight baby. Kangaroo Mother 

Care is a humane, low cost method of care of low birth weight (LBW) infants 

particularly for those weighing less than 2000gram at birth. It consists of skin-to-skin 

contact, exclusive breast feeding early discharge and with an adequate follow-up. 

Advantages of KMC are not limited to the neonates, the mothers too derive benefits 

out of it. The bond between mother and neonates is strengthened by practising the 

technique in neonatal care.  

KMC, also helps the mother to overcome trauma of the birth that did not go as 

desired. In this manner, mothers feel more confident to nurture their neonate relive 

their stress. Incubator care causes dehydration in preterm and full term. There is a 

similar effect of maintaining temperature by a cost effective method of care named as 

kangaroo care. Kangaroo Care, when replaced by an incubator, leads to many benefits 

for both the baby and mother. In India, most of the population below poverty line, 

thus restraining them from sophisticated care for their row birth weight infants.  

Thus, Kangaroo Care ensures people from all economic standards to give the 

needed care for their preterm babies. The preterm babies gain temperature slowly and 

prevent hypothermia. Therefore, the preterm baby becomes calm and relaxed. It also 

helps the baby to conserve energy and bring the organs to normal functioning. 

 

 



IMMUNIZATION:  

Apnoea and Premises After Immunization 

Factors possibly associated with an increased incidence of post-immunization apnoea 

 Apnoea within the 24 hour period before immunization 

 More severe illness at birth 

 Chronological age less than 67 days and/or earlier gestational age in infants 

with a birth weight of less than 1500g 

 An Apneic episode following the first immunization event 

 No long term sequential have been associated with post immunization apneic 

events.  

 Immunization should not be withheld or delayed. 

Immunization of Pre term and Low Birth Weight Infant: 

Pre term infants are at increased risk of experiencing complications of 

vaccine-preventable diseases, which are particularly severe in young infants, 

especially those born pre term (gestational age <37 weeks) or low birth weight 

(<2,500 g) infants. The increased risk from infections is mainly because immune 

defences are functionally impaired in early life. 

The seriousness of the infectious problems of premature infants is proportional 

to how premature they are, but irrespective of this, they are more serious than those of 

full-term infants because their immune system is compromised to a greater 

extent. Larger premature infants mount immune responses to vaccines similar to those 

of full-term infants, but very premature infants (<28-32 weeks' gestation at birth) may 

have specific defects in vaccine responsiveness. 

Although there are minor differences in immunogenicity, the immune 

responses to diphtheria, tetanus, pertussis, and polio antigens are similar between full-

term and premature infants. Few data on influenza vaccine in premature infants are 

available, but infants with pulmonary disease may respond less robustly than others. 



Some studies have shown that premature infants seem to have lower antibody 

responses to vaccines than full-term infants; however, vaccine efficacy in premature 

infants remains high. 

Hepatitis B vaccine: 

Premature infants of mothers who are hepatitis B surface antigen (HBsAg) 

negative. The response to hepatitis B (HB) vaccine may be diminished in premature 

infants with birth weight less than 2,000 grams.  

In jurisdictions where the 1st  dose of HB vaccine is routinely given at birth, 

routine HB immunization of infants should be delayed until the infant reaches 2,000 

grams or upon hospital discharge if discharge occurs before the infant has reached 

2,000 grams. 

Influenza Vaccine: 

As with all children, PT and LBW infants are at increased risk of excess 

morbidity from influenza virus infections.Few data on influenza vaccine in premature 

infants are available, but infants with pulmonary disease may respond less robustly 

than others. 

Although cell-mediated responses often were depressed in PT infants with 

more advanced CLD, nearly all PT infants, regardless of their health status and 

previous influenza immunization history, were able to achieve and sustain protective 

concentrations of antibody to the 3 strains of influenza virus contained in influenza 

vaccine. 

Bacilli Calmette Guérin vaccine: 

Bacilli Calmette Guérin vaccine appears to be most immunogenic if delayed 

until at least 34-35 weeks' post menstrual age in very premature infants, although 

there may be non-specific advantages to its earlier administration. 

Observation after vaccination: 

Recipients of vaccines should remain under observation for a minimum of 15 

minutes. Most life-threatening adverse events will begin within 15 minutes of 



vaccination. The most serious immediate reaction to vaccination is anaphylaxis.Hypo-

tonic, unresponsive episodes in children do not usually occur immediately after 

vaccination (usually four to 24 hours post vaccination). 

Iron supplementation: 

Total body iron in a newborn is approximately 75 mg/kg, with most of this 

within the blood volume. Therefore, the smaller the baby the lower their iron stores. 

Risk  for iron deficiency is compounded by losses of iron due to blood tests and low 

iron content in breast milk. Iron supplements are not required for infants receiving 

preterm infant formula or human milk fortifier containing iron. All other infants born 

at less than 35 weeks gestation on full milk feeds should commence iron 

supplementation from four weeks of life and continue until at least six months of age 

or when consuming a range of iron-rich solids. 

Recommended preparation for iron supplements: 

Ferrous Sulphate Oral liquid:  

contains 150 mg / 5 ml ferrous sulphate, equivalent to 30 mg / 5 ml of elemental iron 

Recommended doses for iron supplements 

 Prophylaxis 

(if required, for 

fully breastfed 

babies) 

 Treatment 

 0.2 ml/kg per 

dose 12-hourly 

 0.5 ml/kg per dose 12-

hourly 

 Note: 

Consider single daily dosing at discharge 

As there are also risks of excessive iron supplementation, care should be taken 

with dosage. Excessive iron supplementation can increase infection risk, inhibit 



growth, disturb the absorption of other minerals, and potentially increase the risk of 

free oxygen radical formation and retinopathy of prematurity (ROP). 

Vitamin E supplementation: 

Studies have shown that giving vitamin E supplements to preterm infants can 

provide some benefits, but may also increase the risk of life-threatening infections, 

such as sepsis.  

Vitamin E is not routinely used in most Level 6 neonatal units. If an infant is 

transferred from a  Level 6 service that has prescribed Vitamin E supplementation to a 

lower level of neonatal care, then supplementation can be continued up to 36 weeks 

corrected age. 

Recommended dosage of Vitamin E: 

0.1 ml daily of Pretorius Professional Vitamin E. (156 International Units of 

alpha-tocopherol)  

Vitamin D supplementation: 

For some premature infants, Vitamin D deficiency can present a clinical problem 

although  most are asymptomatic. 

OsteVit-D, rather than Pentavite, is recommended for all but the most premature 

infants. 

OsteVit - D is administered to: 

 all infants born before 37 weeks 

 infants weighing less than 2 kg at birth 

 at-risk babies (for example, dark skinned) 

 babies whose mother is known to be vitamin D deficient. 

 Commence dose on day five of enteral feeds 

Recommended dosage of Vitamin D: 

0.1 ml daily (equivalent to 500 international units of cholecalciferol) 

https://www2.health.vic.gov.au/hospitals-and-health-services/patient-care/perinatal-reproductive/neonatal-ehandbook/conditions/retinopathy-prematurity
https://www2.health.vic.gov.au/hospitals-and-health-services/patient-care/perinatal-reproductive/neonatal-ehandbook/conditions/vitamin-d-deficiency


Continue to administer throughout the first 12 months of life. 

Sodium supplementation: 

 Hyponatremia is a serum sodium concentration less than 135 mEq/L.  

 Significant hyponatremia may cause seizures or coma 

 Low sodium in the first two weeks of life is usually due to fluid overload 

 Very low birth weight infants can develop hyponatraemia secondary to renal 

losses 

 Low total body sodium can be an important cause of poor weight gain.  

Recommended dosage of sodium: 

1. Sodium is supplemented orally as 20 per cent NaCl (3.4 mmol/mL) solution, 

mixed with a feed 

2. The dose is 3 mmol/kg/day and may need to be increased to 6 mmol/kg/day, 

given in three divided doses 

3. Sodium levels should be monitored once a week while on supplements 

4. Supplementation is not needed once growth is satisfactory and the serum Na level 

is maintained within normal range off the supplement.  

Osteopenia of prematurity: 

 Osteopenia is a significant problem for very premature babies, and there is 

some suggestion that hypophosphataemia prolongs the need for ventilator support. 

Some very premature babies have very ‘thin’ bones on their x-rays.  

Recommended supplements for Osteopenia: 

Supplementation of calcium, phosphate and Vitamin D may be required despite 

full volume feeds and “bone bloods” should be monitored. This is covered in the topic 

Osteopenia of prematurity. 

 

https://www2.health.vic.gov.au/hospitals-and-health-services/patient-care/perinatal-reproductive/neonatal-ehandbook/conditions/osteopenia-prematurity


Surfactant replacement therapy: 

Surfactant replacement therapy should be considered when the diagnosis 

is respiratory distress syndrome (RDS) based on clinical grounds +/- chest x-ray. Also 

consider surfactant replacement therapy if: 

 The birth is at < 30 weeks in a special care nursery (SCN) setting 

 The infant is intubated, regardless of gestation and requiring FiO2 > 0.4 

 The baby is at risk of developing RDS. 

Treatment is not usually commenced if these criteria are only fulfilled after the 

infant is 48 hours old or has an oxygen requirement < 40%. 

Preparation: 

surfactant therapy. Preparation include Access to x-ray and blood gas facilities is 

essential when considering the use of es: 

 correction of hypothermia, hypoglycaemia, acidosis and hypovolaemia are 

essential aspects of treatment and correction is recommended prior to 

administration of surfactant 

 Antibiotics 

 Placement of a saturation probe and monitoring of oxygen saturation 

 A chest x-ray should be performed to confirm diagnosis and check position of 

endotracheal (ET) tube prior to giving surfactant 

 Blood gas assessment is required after commencing assisted ventilation; the 

placement of a peripheral arterial line or umbilical arterial line is desirable, but  

 optional. Capillary blood gas is acceptable. 

Dosages: 

Initial recommended dose is 200 mg/kg/dose (2.5  mL/kg), up to 2 repeat doses of 100 

mg/kg may be considered at 12 hourly intervals. 

 

https://www2.health.vic.gov.au/hospitals-and-health-services/patient-care/perinatal-reproductive/neonatal-ehandbook/conditions/respiratory-distress-syndrome
https://www2.health.vic.gov.au/hospitals-and-health-services/patient-care/perinatal-reproductive/neonatal-ehandbook/procedures/intubation
https://www2.health.vic.gov.au/hospitals-and-health-services/patient-care/perinatal-reproductive/neonatal-ehandbook/conditions/hypoglycaemia
https://www2.health.vic.gov.au/hospitals-and-health-services/patient-care/perinatal-reproductive/neonatal-ehandbook/procedures/peripheral-arterial-access
https://www2.health.vic.gov.au/hospitals-and-health-services/patient-care/perinatal-reproductive/neonatal-ehandbook/procedures/umbilical-artery-catheterisation


Table 1: Surfactant dose guide 

Recommended doses to minimise waste and use of additional vials. 

Weight 

⃰ 
Initial Curosurf® Volume Initial 

Surfactant 

dose 

< 600g 2.5 ml /kg 200mg / kg 

600g -> 

1.2 kg 

1.5 ml (1 vial) 200mg/ kg -> 

100mg / kg 

1.2 kg -

> 2.4 

kg 

3 ml (2 vials) 200mg / kg -> 

100mg / kg 

2.4 kg -

> 3.6 

kg 

4.5 ml (3 vials) 150mg / kg -> 

100mg / kg 

> 3.6 

kg 

Consider the indications for surfactant 

use in this population 

  

⃰  Individual discretion can be applied at the margins of these weight categories. 

For example a baby weighing 555g could be given 1 vial (2.7 ml /kg, 216mg /kg) and 

a baby weighing 1250g could receive 1 vial (1.2 ml /kg, 96mg /kg) 

Criteria for administration: 

 Ventilated infants <32 weeks gestation with clinical and radiological RDS, who 

have a significant oxygen requirement to maintain their oxygen saturation within 

target range 



 All other babies should be discussed with PIPER (1300 137 650) before 

administration of surfactant (e.g. infants >32 weeks gestation, Meconium 

Aspiration Syndrome) 

Safety and precautions: 

 whenever possible the baby should be put on a ventilator after surfactant 

administration, rather than using the Neopuff to 'bag' any surfactant that may 

remain in the ETT to ensure that the Curosurf® is dispersed into the lungs 

 Curosurf® is stored in the refrigerator (at 2 - 8 degrees C). Unused vials of 

Curosurf® that have been warmed to room temperature, but not opened or 

punctured, should be given to PIPER at the time of transport to the Level 6 

neonatal unit 

 Protect from light 

 Do not shake - vials are for single use only 

 After opening the vial discard any unused portion. 

PHYSIOLOGICAL PROBLEMS 

 Preterm babies have immature organ systems, which can result in life- 

threatening perinatal complications and long term disability. Some of the major 

complications arising due to prematurity are as follows: 

Lung and respiratory system: 

   Respiratory distress syndrome: The incidence of respiratory distress 

syndrome increases with decreasing gestational age and is associated with surfactant 

deficiency. 

Chronic lung disease/broncho pulmonary dysplasia: chronic lung disease 

usually follows RDS in preterm babies as a result of inflammation, injury and scarring 

of the lung tissue 



Apnoea: In apnoea, preterm infants may stop breathing for 20 seconds or 

more , sometimes accompanied by bradycardia. Immature breathing control is the 

main cause of apnoea in prematurity. 

Gastro intestinal system: 

 The immature gastro intestinal system of preterm babies results in feeding 

intolerance. Further, babies less than 35 weeks of gestational age are often unable to 

coordinate sucking, swallow and breathing and may need parenteral nutrition with 

amino acids, glucose, electrolytes and lipids. 

Necrotizing enterocolitis: 

 It is an acute condition of the small or large intestines, which results in 

inflammation and injury to the bowel lining.  The condition requires bowel rest and 

parenteral feeds to allow the bowel to recover. Prolonged parenteral feeding can lead 

to further complications, such as liver damage and cholestasis. 

Gastro esophageal reflux: 

 Its presents with regurgitation and is a common finding in preterm as well as 

full-term infants. Its can lead to aspiration pneumonia, wheezing, or worsening of 

chronic lung disease /broncho pulmonary dysplasia. 

Skin: infants born at 22 to 25 weeks of gestation have gelatinous skin, which is easily 

injured when touched; allows tremendous loss of fluids; and does not offer protection 

from  infections. As a result, fluid and electrolyte needs of these infants are difficult to 

assess during the initial days following birth till the skin toughens. 

Immune system:  

 Preterm infants have immature immune systems making them prone to 

infections, particularly pneumonia, sepsis, meningitis and urinary tract infections. Due 

to inability to contain infections, rapid dissemination of infection to other parts of the 

body and sepsis are common. Invasive fungal infections are seen in 6-7% of preterm 

infants in neonatal intensive care unit and their incidence increases with decreasing 

gestational age and birth weight. 



Central nervous system: 

 The immature central nervous system of preterm infants is vulnerable to 

injuries due to difficulty in autonomous regulation of cerebral blood flow, hypoxia 

and inflammation. Manifestations of CNS injury include intra ventricular haemorrage, 

intra parenchymal haemorrage and white matter injury. 

 

Cardiovascular system: 

 The common cardiovascular disorders seen in preterm infants include patent 

ductus arteriosus and dysfunctional auto regulation of blood vessels. The ductus 

arteriosus may close spontaneously in the first week of life with no sysptoms, or may 

persist leading to an increased risk of IVH, NEC, BPD/CLD and death. Apnoea and 

bradycardia are commonly seen in preterm infants due to immature cardio respiratory 

control. 

 

Haematological disorder: 

 Preterm infants are prone to anaemia of prematurity, which is an exaggeration 

of the physiological suppression of haematopoiesis seen for 6-12 weeks following 

birth. Anaemia may be worsened by foetal blood loss, fetomarternal haemorrage and 

haemolysis and may need multiple blood transfusions. 

 

Auditory and ophthalmic system: 

 Preterm infants are at a high risk of developing neonatal hearing problems. 

Such as infections, asphyxia, ototoxic medications and hyper bilirubinemia, increase 

the risk of neonatal hearing disorders. Ventilated infants are at an increased risk for 

otitis media. Retinopathy (ROP) is a neovascular retinal disorder whose incidence 

increases with decreasing gestational age and birth weight. Guidelines recommend 

screening for ROP in infants < 32 weeks of gestational age and < 1,500 g birth 

weight. 

 

 

 

 



MANAGEMENT OF PRETERM 

Discharge from the hospital: prevention of infection: 

 Low immunity is common concern for premature infants. Care must be taken 

to provide a clean, healthy environment to the infants at home and too many visitors 

should be avoided. Premature infants should receive all the immunizations as per the 

schedule for a full term infants with a exertion of the hepatitis – B vaccine. Premature 

infants are at higher risk of respiratory syncytial virus (RSV) infection and should 

receive RSV antibody injections for protection 6.7  

Keeping the baby warm and secure: 

 Mothers should use the kangaroo mother care approach to provide ample care 

and warmth to the baby. The baby must be placed between the mothers breast which 

helps to improve the baby’s respiration in tandem with the up and down movement of 

the mothers chest while breathing more over the close proximity to mothers breast 

helps the baby to feed and demand while improving the mothers breast milk 

production as well any member of the family can provide KMC as it gives proper 

warmth to the baby and makes it feel secure. It also helps the family members to 

spend some more time with the baby. 

Sleeping position: 

 Care must be taken to lay the down on the back while sleeping keep his/her 

head uncovered while tucking the blanket under the arms maintain a nice comfortable 

room temperature for the baby such active measure reduce the risk of sudden infant 

death syndrome (SIDS) in premature infants. 

Regular checkups and follow ups: 

 Few premature babies are prone to certain long term problems like eye 

problems, hearing problems, respiratory distress syndrome etc. It is improving, late it 

should be properly screened for this ailments and subjected to regular checkup and 

follow ups for adequate treatment and monitoring of their compications. 

 



 

 

 

 

 

 

 

 

 

குறைமாத குழந்றதறை 

பராமாிக்கும் முறை பற்ைிை 

நலக்கல்வி 
 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

            

 

 

 

 
நநாய் ததாற்று ஏற்படாமல் தடுக்கும் முறைகள்: 

 

 குழந்றதறை ததாடுவதற்கு முன்னும், பின்னும் றககறை 

ந ாப்பு நீரால் கழுவ நவண்டும். 

 தடுப்பூ ிகறை தவைாமல் நபாட நவண்டும். 

 ததாப்புள்  தகாடிைிறை  காற்நைாட்டமாக றவக்க 

நவண்டும்.  

 கைிம்புகள் பைன்படுத்தகூடாது. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
குறை மாத குழந்றத :குறைமாத குழந்றத என்பது, கருவுற்று 37 

 

KMC: தகம் ி : கங்காரு மதர் நகர் : 

 

தாய்ப்பால் அைித்தலின் நன்றமகள்: 

APPENDIX -XII 



வாரங்கள் நிறைவு தபறுவதற்கு முன் பிைக்கும் குழந்றத ஆகும். 

 

குறைமாத குழந்றதைின் பண்புகள்: 

 

  ிைிை உடல் அறமப்பு, தபாிை தறல 

 மிருதுவாை நதால் , 

 ரத்த நாைங்கள் ததன்படுதல், 

 நுண்ணிை முடி, மூடிை கண்கள்,  

 தைர்ந்த றக கால்கள் . 

 

குறைமாத குழந்றதறை பராமாிக்கும் முறைகள்: 

 

 குழந்றதறை தவதுதவதுப்பாை சூழ்நிறலைில் றவத்தல். 

 6 மாதங்களுக்கு தாய்பால் மட்டுநம தகாடுக்க நவண்டும். 

 நதன்,  ர்க்கறர தண்ணி தகாடுப்பறத தவிர்க்க 

நவண்டும். 

  ாிைாை நநரத்தில் தடுப்பூ ி அைிக்க நவண்டும். 

 பிை ஊட்ட  த்து  மருந்துகறை அைிக்க நவண்டும். 

(இருப்பு த்து, றவட்டமின் D ,E , ந ாடிைம் )   

 

 

உடல்  ார்ந்த பிரச் றைகள் : 

 

 நுறரயீரல் நநாய், மூச்சு திணைல், 

 நநாய் ததாற்று , பாலூட்டுதலில்  ிரமம், குடல்புண் 

 குறைவாை நநாய் எதிர்ப்புதன்றம, மூறைைில் ஏற்படும் 

காைம், குறைந்த இதை துடிப்பு , ரத்தந ாறக. 

 

 

    குறைமாத  குழந்றதகறை  தாைின் மார்நபாடு  ந ர்த்து 

அறணத்து றவக்கும் முறை ஆகும். இதைால்  குழந்றத 

தவதுதவதுப்பாக றவக்கபடுவநதாடு தாய்ப்பால்  ிைந்த முறைைில் 

அைிப்பதற்கும் வழிவகுக்கிைது, தாய்-ந ய் இறணப்றப 

உறுதிபடுத்துகிைது. 

 

                        

தாய்ப்பால்அைித்தலுக்காைஅறமவுநிறலகள்: 

 

 ததாட்டில்அறமவு 

 குறுக்குததாட்டில்அறமவு 

 ஒருபக்கமாகபடுத்தல் 

 உட்காருதல்.  

 

               

 

 

 எைிதில்  ீரணமறடயும். 

 வைர்ச் ிக்கு முக்கிைமாைது. 

 நநாய் எதிர்ப்பு க்திறை அதிகாிக்கிைது. 

 சுத்திகாிக்கப்பட்டது, நடுநிறலைாை தவப்பநிறலைில் 

உள்ைது. 

 உடல் எறடறை அதிகபடுத்துகிைது. 

 

த ைற்றக பாலூட்டிதலிைால் ஏற்படும் தீறமகள்: 

 

 தாய்ப்பால் எடுத்துதகாள்ளுதலின் அைவு குறைகிைது. 

 குறைந்த ஊட்டச் த்துக்கறை தகாண்டுள்ைது. 

 எைிதில்  ீரணமறடைாததால்  ீரைக்நகாைாறுகள் 

ஏற்படுகிைது. 

 நுண்ணுைிர்கறை தகாண்டுள்ைதால் நகடு 

விறைவிக்கிைது. 

 

தாய்ப்பால் அைிக்கும் முறைகள்: 

 

 தாய்ப்பால் அைிக்கும் முன் றககறையும் மார்புகறையும் 

கழுவ நவண்டும். 

 குழந்றதக்கு நதறவப்படும் நபாததல்லாம் தாய்ப்பால் 

அைிக்க நவண்டும். 

 பிைந்த முதல் 24 மணி நநரம்வறர  2 -3  மணி நநர 

இறடதவைிைில் தாய்ப்பால் அைிக்க நவண்டும். 

 முழுறமைாக 5 - 10 நிமிடங்கள் வறர ஒரு மார்பகத்தில் 

தகாடுக்க நவண்டும். 

 

 

 



குறிப்பு கள்: 

ம ொத  திப்மெண்கள் = 0-44 

 திப்மெண்கள் 

 

மெயல் திறன் அளவு 

0-15 

 

குறறெொடொன மெயல் திறன் 

16-28 

 

குறறந்தெட்ெ மெயல் திறன் 

29-44 

 

நல்ல மெயல் திறன் 
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