EFFECTIVENESS OF TEACHING PROGRAMME ON
HAND, FOOT AND MOUTH DISEASE AMONG
MOTHERS OF UNDER FIVE CHILDREN AT PRIMARY
HEALTH CENTRE ,PODANUR, COIMBATORE

Mrs LEKHA. K

Reg. No: 301718401

A Dissertation Submitted to

The Tamil Nadu Dr. M.G.R. Medical University,
Chennai- 32.

In Partial Fulfilment of the Requirement for the
Award of the Degree of

MASTER OF SCIENCE IN NURSING
BRANCH – II
PEADIATRIC NURSING
2019

EFFECTIVENESS OF TEACHING PROGRAMME ON
HAND, FOOT AND MOUTH DISEASE AMONG
MOTHERS OF UNDER FIVE CHILDREN AT PRIMARY
HEALTH CENTRE, PODANUR, COIMBATORE.

Mrs .LEKHA.K

Reg. No. 301718401

A Dissertation Submitted to

The Tamil Nadu Dr. M.G.R. Medical University,
Chennai - 32.

In Partial Fulfilment of the Requirement for the
Award of the Degree of

MASTER OF SCIENCE IN NURSING
BRANCH – II
PEADIATRIC NURSING
2019

EFFECTIVENESS OF TEACHING PROGRAMME ON
HAND, FOOT AND MOUTH DISEASE AMONG
MOTHERS OF UNDER FIVE CHILDREN AT PRIMARY
HEALTH CENTRE, PODANUR, COIMBATORE

By

Mrs.LEKHA. K

Reg.No.301718401
A Dissertation Submitted to The Tamil Nadu Dr.M.G.R.Medical
University, Chennai, in Partial Fulfillment of Requirement for the
Degree of

MASTER OF SCIENCE IN NURSING
BRANCH – II
PEADIATRIC NURSING
2019

INTERNAL EXAMINER

EXTERNAL EXAMINER

THIS DISSERTATION IS
DEDICATED TO

Almighty God,
Our Beloved Teachers, Family Members
And
Friends for their support and
Encouragement.
I also dedicate this book to my beloved
Husband Mr. Swaropp.N
And my Baby Harshith Swaroop

ACKNOWLEDGMENT
Knowledge is the end based on acknowledgement.”
Ludwig wittgenstein
The perfection of work and effects molded by various persons to complete it
successfully. It will not be a fruitful one unless we extent our heartfelt thanks and
gratitude to all who guided us to the treasure of knowledge.

Praise and glory to God almighty who has showered his courage, strength
and source of inspiration in every walk of my life and throughout the completion of
this study.

I would like to extent our sincere thanks to HAJI. JANAB.A.M.M.
KHALEEL, Chairman Texcity College of Nursing, Coimbatore, for his support and
providing platform for the successful completion of study.

I thank our manager MAJOR H.M MUBARRAK, Texcity Institute of
Paramedical Sciences, Coimbatore, for supporting me to complete this study.

Watering the plants help in producing sweet fruits. I have immense pleasure
to extend my heartfelt thanks to Prof. DR. D. CHARMINI JEBA PRIYA. M.Sc(N),
M.Phil.,Ph.D.,Principal,Texcity College of Nursing, Coimbatore, for her appreciation
encouragement, support and excellent guidance in every aspects of my study. Her
hard work, effort, interest, sincerity, suggestion, constructing comments, helped to
mould this study in a successful one. Her inspiration encouragement and excellent
guidance in every aspect laid strong foundation in this research. It is very essential to
mention that her wisdom and helping nature has made our research a lively and
everlasting one.

It is a matter of fact that without her admired propositions, highly scholarly
touch and piercing insight from the inception till the completion of the study, and the
valuable guidance, thought provoking stimulation, creative suggestion, timely help,
constant encouragement and support, I express my sincere heart full gratitude to my

guide Prof. P.THENMOZHI.,M.Sc(N),M.Sc.(Psy) MA(Sociology)Vice Principal
Cum HOD,Department of Child Health Nursing, for her constant support valuable
suggestions and guidance during our study. This study could not have been presented
in the manner it has been made and would have never taken up the shape. Being
guided by her is my great honour and privilege and express my gratitude for her
valuable guidance in the statistical analysis of the data which is the core of the study.

I express my sincere and deep sense of gratitude to Mrs.Anusha, M.Sc(N),
[CHN],who encouraged and guide me to carry out the thesis in a successful manner in
a given period.

I would like to extend my thanks to the faculty Mrs.LitterishiaBalin,
M.Sc(N),

(MSN).

Mrs.Kiruthika

Devi,

M.Sc(N),(MSN).

Mrs.VedaDarly,

M.Sc(N), (MHN), Mrs.SharanyaM.Sc(N) (MHN), Mrs.Valarmathy M.Sc(N)
(PEAD), Mrs.Akila M.Sc(N)(OBG) Texcity College of Nursing, Coimbatore, for
their expert guidance, support and valuable suggestion given to me throughout the
study.

I extend my cordial thanks to my medical guide, Dr. S.A.Fazlulla M.B.B.S,
D.C.H paediatrician, baby clinic, podanur, coimbatore for validating the tool in their
busy schedule.

I

am

thankful

to

Mr.AnnaswamyM.sc

(Bioche).MPhil.PGDB.and

statistician for his extending necessary guidance for statistical analysis.

I express my thanks to Mrs. Lavanya.B B.Sc (N) helping in Tamil translation.

I would like to thank all the experts who have done the content validity and
contributed their valuable suggestion in modification of tool.

I express my thanks to Mrs.F.Famy Carmel, M.Li.Sc,Librarian,
Ms.K.Sumaya, M.Sc(CS) computer staff for extending necessary books and helping
in computer findings to complete this study.

I would like to thank to all the faculty of Texcity College of Nursing
Coimbatore, for their expert guidance, support and valuable suggestion given to me
throughout the study.

I would like to extend my thanks to Mrs.Sujatha, for his full co-operation and
support.

Acknowledge all the Participants in the study for their esteemed presence and
co-operation without which we could not have completed the work successfully.

Final and not the least my special thanks goes to my husband Mr.Swaroop.N
for sparing his time and providing financial support for my study. Remembering my
sweet baby Harshith swaroop for scarifying their lovable moments with me.
I would like to extend my thanks to Mr. Arputham, ANN'S IT, Podanur, for
his full cooperation and help in bringing in a printed form.
Finally I dedicate this study to my lovable parents, friends, and family members
for their blessings, joy, hope and their fruitful prayer, inspiration support and
encouragement for the accomplishment of our dreams in our entire endeavour.

TABLE CONTENTS

PAGE
CHAPTER

I

II

CONTENT

NO

INTRODUCTION
1.1

Background of the study

1

1.2

Significance of the study

5

1.3

Need of the study

10

1.4

Statement of the problem

15

1.5

Objectives

16

1.6

Hypothesis

16

1.7

Operational definition

16

1.8

Assumption

17

1.9

Delimitation

17

1.10 Projected outcomes

17

1.11 Conceptual framework

18

REVIEW OF LITERATURE
2.1

Studies and literature related to hand ,

21

Foot and mouth disease in children.
2.2

Studies and literature related to teaching

29

Programme on hand, foot and mouth
Disease in children.

III

RESEARCH METHODOLOGY
3.1 Research Approach

35

3.2 Research Design

35

3.3 Research Variables

36

3.4 Research Setting

36

3.5 Study Population

37

3.6 Sample and Sample size

37

3.7

Sampling Technique

37

3.8

Criteria for sample selection

37

3.9

Instruments and scoring procedure

38

3.10 Validity and Reliability

39

3.11 Pilot Study

39

3.12 Data Collection

40

3.13 Plan for Data Analysis

40

3.14 Ethical Consideration

40

IV

DATA ANALYSIS AND INTERPRETATION

42

V

FINDINGS AND DISCUSSION

63

VI

SUMMARY AND CONCLUSION

VII

6.1 Summary

65

6.2 Conclusion

68

6.3 Implication

68

6.4 Limitation

69

6.5 Recommendation

69

REFERENCES

APPENDICES

70

LIST OF FIGURES

FIGURE

CONTENT

NO

PAGE
NO

1.1

Incidence of hand, foot and mouth disease

1

1.2

Early signs of hand, foot and mouth disease

3

1.3

A line diagram showing outbreak of hand, foot and mouth

5

disease in various season
1.4

Wiedenbach’s helping art theory: conceptional framework

20

3.1

Schematic representation of Research Methodology

41

4.1

Percentage distribution of samples in terms of age in years.

47

4.2

Percentage distribution of samples in terms of number of

48

children
4.3

Percentage distribution of samples in terms of number of under

49

five Children
4.4

Percentage distribution of samples in terms of type of family

50

4.5

Percentage distribution of samples in terms of residential area

51

4.6

Percentage distribution of samples in terms of types of house

52

4.7

Percentage distribution of samples in terms of education

53

qualification of mothers
4.8

Percentage distribution of samples in terms of occupation

54

4.9

Percentage distribution in terms ofday care facilities opted by

55

children
4.10

Percentage distribution of children in terms of immunization

56

status
4.11

Percentage distribution of samples in terms practising of

57

regular hand washing
4.12

Percentage distribution of samples in terms of pre test and post
test knowledge score

59

LIST OF TABLES
TABLE

PAGE

NO.

TITLE

NO.

1.1

Incidence of Hand, foot and mouth disease.

8

1.2

Common clinical manifestation and its frequency.

8

4.1

Frequency and percentage distribution of sample with their

43

selected demographic variables.

4.2

Frequency and distribution of samples related to their

58

knowledge level in pre-test and post-test.

4.3

Data on effectiveness of teaching programme on hand, foot

60

and mouth disease.

4.4

Data on association of the pre-test knowledge level with their
selected demographic variable.

61

LIST OF APPENDICES
APPENDIX

TITLE

I

Plagiarism Certificate

II

Copy of letter seeking permission to conduct study

III

Copy of letter requesting expert opinion to establish content
validity

IV

List of experts

V

Evaluation criteria check list for content validity

VI

Evaluation criteria check list for content validity (Teaching
module)

VII

Letter seeking consent of subjects for participation in this study

VIII

Certificate for English editing

IX

Research tool

X

Teaching module

XI

Av aids

ABSTRACT
The main aim of present study was to evaluate the “Effectiveness of teaching
program regarding Hand, Foot and Mouth disease among mothers of under five
children at Primary health centre, podanur, Coimbatore.”

OBJECTIVES


To assess the existing knowledge regarding hand, foot and mouth
disease among mothers of under five children.



To evaluate effectiveness of teaching program on hand, foot and mouth
disease among mothers of under five children.



To find out the association between the pre test knowledge score with
selected demographic variables.

HYPOTHESIS


The mean post test knowledge score will be significantly higher than
the mean pre test score.



There will be a significant association between the pre-test score and
selected demographic variables

METHODOLOGY
It was an evaluative study, pre experimental one group pre-test post test design
was used in this study. Purposive sampling technique was used. The sample size was
30.Self-administered questionnaire regarding hand foot and mouth disease was used
for this study to find out the effectiveness of teaching program regarding Hand, Foot
and Mouth disease among mothers of under five children at Primary health centre
Podanur, Coimbatore.

RESULT

This study revealed that the among mothers of under five children the pre test
mean was 12.8 and the post test mean was 23.8, so the mean difference 11 was a true
difference and the standard deviation of pre test was 5.15 and post test was 3.84.

The calculated paired‘t’value 8.58 was highly significant than the table value
(2.6) at 0.05 level. Hence the stated hypothesis was accepted. It was inferred that
teaching on hand foot and mouth disease was effective in improving the knowledge of
the mothers of under five year children. 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 a significant association between the residing
area and pre-test knowledge score.

CHAPTER I
INTRODUCTION

1.1

BACKGROUND OF THE STUDY

“Children are like wet cement,

Whatever falls on them makes an impression”.

-

Dr. HaimGinott.

Hand, foot, and mouth disease (HFMD) is a contagious viral infection
common in infants and young children. Coxsackievirus A16 is the most common
cause of Hand, Foot and Mouth disease. However, enterovirus 71 has been associated
with some cases. Older children and adults can still become infected. Infection is most
likely to occur during spring, summer, and fall in other season. Generally, it is a mild
illness with a complete recovery expected in 7 to 10 days without medical treatment.
The symptoms generally appear in stages and the incubation period is usually 3 to 6
days. The most common complication is dehydration. The sore throat can cause
swallowing to be painful for children. Counsel parents to make sure their child
frequently sips fluid. If dehydration is severe, then intravenous (IV) fluids may be
necessary.

Fig 1.1: Hand, foot, and mouth disease
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Paediatrician Jayant Joshi, past president of the Indian Academy of
Paedatrics(IAP), Pune said that “Parents should not send infected children to
school for five to seven days till the new lesions have stopped appearing and all
the existing ones are showing signs of recovery. The disease is self-limiting.
Hence, there is no need to panic. However, it spreads through contact and can
spread fast in small-sized classrooms where children come in close contact.
Infected children take five to seven days to recover and teachers should be
sensitized about the disease so that they can play an active role in preve nting
the spread.”
According to the paediatric infectious disease journal October (2016)
indicates that it is found to be seasonal in temperate Asia with a summer peak and in
subtropical Asia with spring and fall peaks, but not in tropical Asia evidence of a
climatic role was identified for temperate Japan. Risk factors include hygiene, age,
gender and social contacts, but most studies were underpowered to adjust rigorously
for confounding variables. Both community-level and school-level transmission have
been implicated, but their relative importance is inconclusive. Epidemiologic indices
are, poorly understood, No supporting quantitative evidence was found for the
incubation period of EV-A71 the symptomatic rate of EV-A71/Coxsackievirus A16
infection was from 10% to 71% in 4 studies while the basic reproduction number was
between 1.1 and 5.5 in 3 studies. The uncertainty in these estimates inhibits their use
for further analysis.
Indian journal of paediatric dermatology (2015) 60 cases were observed
during the outbreak of disease. The youngest child among the cases studied was 7month-old and the oldest being 16years. The infection predominantly affected the
children younger than 5 years (80%). Male to female ratio was 1:1. History of contact
with similar cases was found in 84% (42) of cases. All cases presented with both
exanthemas and exanthemas either serially or simultaneously, of which 44% (22)
cases were associated with prodromal symptoms such as fever, irritability, etc. All the
cases were mild in the form. There were no symptoms and signs of the primary
immunodeficiency disorders such as recurrent or atypical microbial infections, and
they were not on immunosuppressive medication.
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Fig1.2: Early signs of Hand, foot and mouth disease

According to International Journal of Contemporary Paediatrics (2014)
Total of 27 cases were seen in our hospital during October 2013 to November 2013.
All the cases were children aged between 8 months to 10 years. Among the 27 cases
15 were male and 12 were female .The main presenting symptoms of the disease were
rash (100%), sore throat (66.6%), low grade fever (85.1%), cough (66.6%), abdominal
pain (25.9%), diarrhoea (7.4%) and mouth ulcers (92.5%). The skin lesions were
found mainly on the hand, palms, buttock, legs and soles in almost all the cases. The
skin lesions were erythematous maculopapular and in few cases vesicles also present.
Mouth ulcers were in palate, buccal mucosa and tongue. The illness lasted for 6 to 7
days in all the cases. In 3 cases they had contact history that is mainly through the
siblings.
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Hand, Foot and Mouth Disease in the Andaman Islands, In India out of
246 clinically diagnosed HFMD cases in the hospitals, 125 consented to participate in
the study. Maximum (99.2%) cases were reported from South Andaman district. The
peak of the outbreak was reached in the period from July to September, 2013
(203/246, 82.5%) with its highest peak in the month of August 2013 (n=92). All 125
patients had characteristic rashes, including maculopapular rash (72%), papularrash
30.4%), petechial rash (9, 7.2%), erythematous rash (23, 18.4%), vesicular and
pustular rash (40, 32%), or oral ulcer (97, 77.6%). Rashes were distributed most
commonly on hands (125, 100%; predominantly on palms, dorsa of hand and elbows),
followed by legs (115, 92 %;), mouth (97, 77.6%), buttocks (66, 52.8%), trunk (25,
20%), and face and neck (16, 12.8%). Most oral lesions were observed in the palate
(60, 61.9%), followed by buccal mucosa (48, 49.5%), lips (42, 43.3%), tongue (33,
34%) and gingiva (25, 25.8%). Other clinical features recorded were fever (89,
71.2%), chills and rigor (4, 3.2%), cough (43, 34.4%), cold (20, 16%), coryza (16,
12.8%), sore throat (25, 20%),

headache (4, 3.2%), abdominal pain (9, 7.2%),

vomiting (6, 4.8%), diarrhoea (4, 3.2%), malaise (87, 69.6%), anorexia (88, 70.4%),
and pruritus (9, 7.2%). All cases were reported as mildno severe complications/death
was reported during the study period. The rashes completely resolved within a period
of 2 to 3 weeks of onset in all patients.
Spatio-Temporal Distribution of Hand, Foot and Mouth Disease (HFMD)
in Northern Thailand, according to (Nitin Kumar Tripathi) Hand, Foot and Mouth
Disease (HFMD) is an emerging viral disease, and at present, there are no antiviral
drugs or vaccines available to control it. Outbreaks have persisted for the past 10
years, particularly in northern Thailand. This study aimed to elucidate the
phenomenon of HFMD outbreaks from 2003 to 2012 using general statistics and
spatial-temporal analysis employing a GIS-based method. The spatial analysis
examined data at the village level to create a map representing the distribution pattern,
mean centre, standard deviation ellipse and hotspots for each outbreak. A temporal
analysis was used to analyse the correlation between monthly case data and
meteorological factors. The results indicate that the disease can occur at any time of
the year, but appears to peak in the rainy and cold seasons. The distribution of
outbreaks exhibited a clustered pattern. Most mean centres and standard deviation
ellipses occurred in similar areas. The linear directional mean values of the outbreaks
4

were oriented toward the south. When separated by season, it was found that there
was a significant correlation with the direction of the southwest monsoon at the same
time. An autocorrelation analysis revealed that hotspots tended to increase even when
patient cases subsided.

Fig1.3: A line diagram showing outbreak of hand foot and mouth disease
in various season.

1.2 SIGNIFICANCE OF STUDY
Hand, foot, and mouth disease (HFMD), an enteroviral disease has emerged as
a major emerging infection in India. This is caused most commonly by enterovirus 71
(EV71) and coxsackievirus A16 (CVA16) but can also be due to CVA4-10, CVA24,
CVB2-5, and echovirus 18 (Echo18). Virological analysis of the cases of Hand Foot
Mouth Disease has been infrequently done in India. West Bengal is one of the worst
affected states in India.
It is an enteroviral disease, caused most commonly by enterovirus 71 (EV71)
and coxsackievirus A16 (CVA16). Other strains such as CVA4-10, CVA24, CVB2-5,
and echovirus 18 (Echo18) can also rarely cause HFMD.Enteroviruses (picornaviridae
family) can be classified into coxsackie Group A (Types 1–22, 24), coxsackie Group
B (Types 1–6), echoviruses (Types 1–7, 9, 11–27, 29–34), and enteroviruses (Types
68–71).This disease is transmitted through direct contact with the infected mucus,
saliva, or faeces or indirectly through contact with contaminated surfaces. So far,
there are no effective antiviral drugs or vaccines against this infection. However,
many vaccines including inactivated virus vaccines, attenuated live virus vaccines,
5

subunit vaccines, DNA vaccines, and virus-like particle vaccines have been tried
inactivated virus vaccines are considered advantageous and promising.
Virological analysis of the cases of Hand Foot Mouth Disease has been
infrequently done. Study has tried to identify the causative viral strain for 3 successive
years to assess the trends in molecular epidemiology. It has been reported from many
Indian states such as West Bengal, Kerala, and hills of northern India, Odisha,
Maharashtra, and Karnataka. There are reports even from Andaman Islands.
Various strains have been detected in India during the last few years. Another
recent study that collected samples from different regions on India reported the
presence of CVA16 (61.7%), CVA6 (34.04%), CVA4, and Echo12 (4.3%) among the
94 positive samples. One past Indian study reported the presence of CVA16 from
Karnataka among 50% of the positive cases (2 out of 4 cases). CVA16 was also
reported previously from Andaman Island. It is estimated to cause 96 900 (95% CI
40 600 to 259 000) age-weighted per annum in eight high-burden countries in East
and Southeast Asia, with the majority of attributed to years of life lost. The
symptomatic case hospitalisation rate of HFMD is 6% (2.8%–14.9%), of which
18.7% (6.7%–31.5%) are expected to develop complications. 5% (2.9%–7.4%) of
such cases are fatal, bringing the overall case fatality ratio to be 52.3 (24.4–92.7) per
100 000 symptomatic infections. In contrast, the EV-A71 case fatality ratio is
estimated to be at least 229.7 (75.4–672.1) per 100 000 symptomatic cases.
Asymptomatic rate for EV-A71 is 71.4% (68.3%–74.3%) for ages 1–4, the years of
greatest incidence
.

Zhicheng D (2012) conducted research regarding predicting the hand, foot,

and mouth disease incidence using search engine query data and climate variables: an
ecological study in Guangdong, China. In that during 2011–14, 1.358 million
probable cases of HFMD in Guangdong were identified from the China CDC
surveillance system. The incidence rates reached a steady state at more than 6 cases
per 1000 person weeks in Guangdong. The median (range) of temperature and BDI
was 23.070 (8.795–29.893)°C and 3296 (516–32596) units, respectively. As expected,
both time series of weekly incidence and predictors for HFMD in Guangdong showed
seasonal peaks of activity with a major peak from spring to early summer followed by
a smaller peak in autumn. A consistent pattern was found for the time series of
6

incidence shows significant correlations between BDI and HFMD incidence (r=0.794,
p<0.001) or temperature (r=0.376, p<0.001), and between temperature and incidence
(r=0.657, p<0.001).
S karger (2011) conducted study says that the majority of patients with severe
Hand foot and mouth disease from this inland Chinese community were less than 3
years old and nearly 70% were boys. All patients had high fever and skin rashes, and
more than 80% had elevated fasting blood sugar and lactic acid levels. Mechanical
ventilation and supportive pharmacological management in a designated intensive
care unit were associated with a good clinical outcome, resulting in full recovery in
most of the patients. Though the outbreaks of HFMD occur worldwide but in recent
years these have occurred more in Asia including: China, Japan, Hong Kong (China),
Republic of Korea, Malaysia, Singapore, Thailand, Taiwan (China) and Viet
Nam.Disease was first reported in India from Calicut (Kerala) in 2003, thereafter
outbreaks were reported from Nagpur(Maharashtra), Jorhat(Assam), Kolkata (West
Bengal), Bhubaneswar (Odisha), Udaipur(Rajasthan), Jammu and Kashmir.
INCIDENCE RATE

Dr. A. Thumjaa (2011)Department of Paediatrics, SBMC&H, Chennai,
Tamil Nadu, India, conducted research regarding case serious of Hand foot and mouth
disease in that he found A total of 27 cases were seen in our hospital during October
2011 to November 2011. All the cases were in children aged between 8 months to 10
years. Among the 27 cases 15 were male and 12 were female. The main presenting
symptoms of the disease were rash (100%), sore throat (66.6%), low grade fever
7

(85.1%), cough (66.6%), abdominal pain (25.9%), diarrhoea (7.4%) and mouth ulcers
(92.5%). The skin lesions were found mainly on the hand, palms, buttock, legs and
soles in almost all the cases. The skin lesions were erythematous maculopapular and
in few cases vesicles also present. Mouth ulcers were in palate, buccal mucosa and
tongue. The illness lasted for 6 to 7 days in all the cases. In 3 cases they had contact
history of HFMD mainly through the sibling.

AGE

MALE

FEMALE

TOTAL

TOTAL %

8 months – 1 year

3

5

8

29.7

1 year – 5 year

8

7

15

55.5

5 year to 10 year

4

0

4

14.8

Total

15

12

27

100

Table 1.1 Incidence of hand, foot and mouth disease
SYMPTOMS

NUMBER

PERCENTAGE %

Skin rash

27

100

Mouth ulcer

25

92.5

Sore throat

18

66.6

Fever

23

85.1

Cough

18

66.6

Abdominal pain

7

25.9

Diarrhoea

2

7.4

Hand lesions

22

81.5

Palm lesions

25

92.5

Buttocks

20

74

Thighs/legs

18

66.6

8

Sole

25

92.5

Palate

8

29.6

Buccal mucosa

5

18.6

Tongue

14

51.8

Mouth lesions

Table 1.2 Showing common clinical manifestation and its frequency
Spatial and temporal distribution of hand foot and mouth disease
reported in Kerala found that, total of 1,150 cases of HFMD were reported from the
State during 2012-2017 period with no fatality. The year 2014 witnessed the lowest
rate (n=43) and the year 2017, the highest (n=345). Month wise distribution of the
cases for the six years. Out of the total 1150 cases, 928 (80.7%) was found to be
reported during the second half of the year. The cumulative number percentage of
cases reported during the three months of September, October and November was 566
(49.2%) with the peak incidence being between the second week of September and
the week of November. The significant Freedman’s test indicated that there is
seasonal fluctuation and clustering of cases the overall incidence in the State of
Kerala appear to be low (34.4 per million population in six years) even though very
high rates were reported in some districts. The incidence of HFMD in China is as high
as 114.8 per 100,000 person years and have a death toll of 0.5 per 91000 affected
cases. However it should be viewed in the context of gross under reporting in the
current setting. The chance of under reporting is very high because the disease has
been included in the IDSP reporting system very recently and the health workers who
report the diseases may not have adequate experience.

International federation of Red Cross(2011) Vietnam experienced an
unprecedented outbreak of hand, foot and mouth disease (HFMD) in 2011, and
while appropriate and effective action was taken by Viet Nam Red Cross
working with the authorities, the country, as a whole, continues to experience a
9

disturbingly

high

number of cases

incidence

reported

by

of

the disease. As of 15 March 2012, the total

all

provinces

was higher

than

the

annual

caseloads in 2009-2010, as well as 7.5 times higher than the same period last year.
There is also concern of a further surge of cases in the coming weeks,
considering the customary April-May and September-October peaks recorded in
previous years. Hand, foot and mouth disease was first detected in Ho Chi Minh City
in 2003, and since then, has occurred yearly in Viet Nam with annual caseloads of
between 10,000 to 15,000 recorded in recent years and which seems to continue
intensifying. In 2011, HFMD infected an unprecedented number of people from all
over the country with 112,370 cases and 169 deaths but with substantial concentration
in the southern region. As of mid-March 2012, the Ministry of Health (MOH) has
reported a total of 15,218 recorded cases. This has already surpassed the annual
caseloads in 2009 and 2010 and is presently 7.5 times higher than the number of cases
recorded at the same time last year. Almost half of the cases come from the southern
region, followed by the northern (33 per cent), central (14 per cent) and central
highland regions (five per cent).

Journal of global infectious disease (2012) reported that Coxsackie virus
A16 (CVA16) was identified as the virus that caused the outbreaks in Vellore
between 2005 and 2008. Early confirmation of Disease helps to initiate control
measures to interrupt virus transmission. In the laboratory, classical diagnostic
methods, culture and serological tests are being replaced by molecular techniques.
Routine surveillance systems will help understand the epidemiology in India. is a
relatively unknown disease in India. As the clinical manifestations may be atypical
and varied, clinical diagnosis may not suffice. Laboratory confirmation with
molecular analysis is important as genetic recombination may produce strains with
high pathogenic potential. Molecular typing of enter viruses, unlike serological
typing, is less cumbersome, important for epidemiological reasons and helps to
document serotype-specific clinical features. Early detection and confirmation helps
patient management, reduces hospitalization, prevents spread to susceptible, excludes
other infectious causes and eliminates unnecessary antibiotic usage. Routine
surveillance will provide additional information on the epidemiology in India.

10

1.3 NEED FOR THE STUDY
“It is easier to build strong children, than to repair broken men”.
-Frederic Douglass
Hand foot Mouth Disease was first described by Robinson and Rhodes in
1957.An outbreak occurred in India in 2007, where about 8 cases in and around
Kolkata was reported. It is caused by highly contagious viruses of the picornaviridae
family. Humans are the only natural host of coxsackie virus. During epidemics, the
virus is spread by horizontal transmission from child to child. Transmission occurs by
means of direct contact with nasal or oral secretions, faecal material or aerosolized
droplets in a faecal oral route or oral - oral route. Initial viral implantation in the
buccal and ileac mucosa. The age of distribution of the reported cases in between 6
months to 5 years. In our cases children till 10 years of age were affected. It is more
severe in infants and children than adults; this disease has a mild course.
Symptoms such as malaise, low grade fever, anorexia, diarrhoea, abdominal
pain, cough, coryza can occur. In some cases also the oral lesions were more in
tongue than in buccal mucosa and palate. Cutaneous lesion typically in the hands, feet
and buttock are involved. The hands are involved more than the feet. Each lesion
begins as a 2-10 mm erythematous macule, papule and a vesicle develops and these
lesion resolve in 3 to7 days as a result of fluid resorption. In our cases there were
maculopapular erythematous rash, less commonly vesicles. These lesions involving
more in hands, buttocks, palms and soles less in thighs and legs. And all the lesions
were resolved in a week. The treatment is mainly symptomatic. Similarly our cases
were also treated symptomatically, and these children and their parents was advised
personal hygiene to prevent the spread to other children and also the family members.
The new Indian express (2019) Hand foot and mouth disease, multiply
faster,” said Dr JagadishChinnappa, Consultant Pediatric at Manipal Hospital.
ChetanGinigeri, Consultant - Paediatrics, Aster CMI Hospital, who said, “We are
seeing a lot of viral infections in children due to the change in temperature. The
profile of this viral infection is different from what we observe in winter. During this
season we are getting more cases of high grade viral infections.”
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Dr Kiran said the viral illness usually affects infants and children younger than
five. “Screening for rashes and mouth ulcers at the school level may help limit the
disease from spreading, which usually occurs through skin contact, faecal
contamination and oral secretions. It spreads rapidly because it involves multiple
viruses and can affect the same child multiple times.” HFMD is self limiting and is
cured within 10 days.
According to Dr RavishankarMarpalli, Pediatrician, BR Life SSNMC Hospital, “It is
most common in babysitting centres and pre-schools as kids come in contact with the
virus easily. Children develop immunity as they get older.”
Yirong Chen (2018)conducted study regarding the effect of School Closure
on Hand, Foot, and Mouth Disease Transmission in Singapore, This study
demonstrated a consistent reduction in average numbers of HFMD cases when
schools were closed, regardless of the reason for the closure. There was an estimated
decrease of 7% in the number of cases in the week after a public holiday than the
week before it, corresponding to a reduction in the number of infections that occurs
on the holiday itself of 53%, although the effect of the holiday declines in the weeks
following as infections return to baseline levels. A similar reduction in the number of
infections during school vacations was also estimated (also about 7%). This may be
an underestimate of the actual effect size because many preschool-aged children still
attend preschools during school holidays. This hypothesis is supported by the slightly
accentuated effect in children who have started formal schooling, with a reduction in
risk around 10% for children aged 6 years and older. Although the reduction was
statistically significant for all age groups, the difference in effect between age groups
was not statistically significant.

Although this was a retrospective study, with HFMD being a legally notifiable
disease in Singapore, incident data were collected in a standard way through
preschools, clinics, and hospitals, and as such, the data used for this study are largely
reliable indicators of symptomatic cases. However, some other limitations exist.
Several assumptions were made in the modelling process the public holiday effect
analysis assumed that the observed difference in the number of cases before and after
the public holiday was solely attributable to the public holiday. In temperate
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countries, this assumption may not be tenable because of seasonal changes that drive
transmission. Singapore, however, lies close to the equator and has almost no
seasonality having year-round high temperature and humidity with the effect that
some virus transmission is effectively a seasonal. For the same reason, the assumption
that there are no other temporal effects in the school vacation analysis may be more
robust than it would in a temperate setting.

According to Kate Hedin (2018) Loyola University Health System said
some Tips to fight hand, foot and mouth disease from paediatric infectious disease
specialist by "The most important prevention is good hand hygiene," Dr. Qureshi said.
Hand, foot and mouth disease (HFMD) is caused by a virus and it is commonly
contracted by children, especially under the age of five. Like the name suggests, it
appears as a rash or blisters in the mouth, on the palms of the hands and the soles of
the feet. Dr. Qureshi says she is seeing three to five children with HFMD every day at
Loyola Medicine and that many parents confuse the symptoms with chickenpox. Like
HFMD, chickenpox can appear as a rash. However, the rash with chickenpox
typically starts on the trunk of the body and moves outward. Also, the chickenpox
vaccine has greater than 98 per cent immunity with two doses, but there is not a
vaccine for HFMD so prevention is key. The virus spread through saliva and by
touching things. It can survive on environmental surfaces for a long period of time,
making the disease especially prone to outbreaks in day-care and schools."Babies who
have no control over their secretions and are often putting things in their mouth and
touching other objects, are at the highest risk of transmission.
"Dr. Qureshisaid. The best way to prevent the spread of HFMD is good hand
hygiene in children and adults. Babies diagnosed with HFMD should be kept at home
and schools should be notified so they can thoroughly clean the area. There is no
treatment for HFMD. The illness can last for three to six days. It is important to keep
children hydrated, especially since the mouth sores can make it difficult for babies to
eat and drink. Children may return to day care or school when their fever has broken
and the sores have healed.
International journal of infectious disease (2015)found out that, In 2014,
the total number and the number of deaths of HFMD patients of Guangxi were both at
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the top of the list in China (Epidemic situation of legal infectious diseases in China,
2014). Most cases were concentrated in densely populated areas. In our study, 83.14%
(74/89) of cases were derived from rural areas, urban-rural fringe zones where the
sanitary conditions were not modern and people have poor consciousness of
preventing infectious diseases. In addition, in 89 of the cases, the children were aged
less than 5 years. In comparison with other studies, the age distribution of cases is
similar to what has been observed elsewhere, with young children (<5 years) being
affected primarily by the disease. This may be associated with poor immune function
in young children. Previous studies showed that EV71 antibody level of under 2 years
old children was very low, at the age of 5-6, the serum antibody level can be 60 times
as much as 2 years old, and can reach a stable state. The incidence rate in boys was
higher than that in girls, the ratio was 2.2:1(61/28). Liu also found the male-to-female
ratio was 1.6:1. The reason for this finding is unclear but may suggest susceptibility at
the host genetic. Boys are keen on activities, often have enormous range, and are
careless about hygiene these are also conducive to the spread of the disease.
Therefore, it is necessary to enhance publicity and education about HFMD in these
areas and vaccinate with EV71 Vaccine as early as possible to reduce the number of
severe HFMD cases and mortality.
Milagrosa Montes (2011) conducted a study on Hand, Foot, and Mouth
Disease Outbreak and Coxsackievirus A6, Northern Spain, On May 10, 2011, an
outbreak of HFMD was reported in a day-care centre in the city of Irun in Basque
Country, Spain. Monitoring subsequently was conducted for HFMD cases among
children in the health district that contained the day-care centre (a total of 4,540
children <14 years of age). Children with fever and vesicular rash on the palms and/or
soles and in the mouth were considered HFMD patients. Pharyngeal and/or dermal
exudate and/or facaes were collected for virology confirmation from 37 representative
HFMD patients (17 with multiple specimens) selected by sentinel pediatricians in
outpatient clinics. Viral RNA was extracted directly from specimens (NucliSENS
Easy-Mag, Bio-Merieux, MarcyEtoile, France) and was used in the amplification
methods. Enterovirus RNA was detected by an in-house real-time PCR that amplified
a fragment within the 5 translated regions by using described primers. For genotyping,
the viral protein 1 gene was amplified by using described methods, followed by
partial sequencing of the obtained amplicons by using the 3130XL Genetic Analyser
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(Applied Biosystems, Foster City, CA, USA). Control measures recommended were
frequent and careful hand washing with soap and running water by children and staff
and increasing the cleaning of surfaces and objects in day-care centres and nursery
schools.
Incidence Rates of Enterovirus 71 Infections in Young Children during a
Nationwide Epidemic in Taiwan, (2008–09) continues to cause disease with the
potential for life-threatening infections in Asian children. Development of EV71
vaccines has become a national priority in Taiwan and China. To design clinical trials
of EV71 vaccines, age-specific incidence rates of EV71 infections are required to
identify target populations and select study endpoints. In this study, risk of EV71
infections greatly increased after 6 months of age during EV71 epidemics, which is
consistent with national surveillance data of severe EV71 infections and decline of
maternal antibody by 6 months of age. Furthermore, the cumulative incidence rate in
young children was about 15% by 36 months of age after follow-up for 2 years, which
is consistent with the results of seroprevalence studies conducted after the 1998
epidemic. The follow-up rate by 36 months of age was about 51% in our study but the
major reason for loss of follow-up was refusal of providing blood samples.
Meanwhile, 17 (61%) of the 28 EV71-infected children continue to return for followup. Overall, follow-up rates in EV71-infected and uninfected children differed
slightly. Therefore, the substantial loss of follow-up in our study may not cause
significant bias in calculation of incidence. However, our cohort study was conducted
in northern Taiwan and more severe EV71 cases were reported in southern Taiwan
than in northern Taiwan during the 2008–2009 epidemic. It should be cautious about
extrapolating finding of this study to whole Taiwan. In addition, EV71 epidemics
occurred every 3–4 years in the past 10 years in Taiwan, which may greatly affect the
estimation of age-specific incidence rates.
RiikkaOsterback(2008) conducted a study regarding Coxsackievirus A6 and
Hand, Foot, and Mouth Disease, Finland in this study, During fall 2008, a nationwide
outbreak of HFMD occurred in day-care centres and schools in Finland, starting in
August and continuing at least until the end of the year and possibly into the
following year. From vesicle fluid specimens of hospitalized children, we identified
the etiologic agent as coxsackievirus A6.Enterovirus CVA6 was a primary pathogen
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associated with HFMD during a nationwide outbreak in Finland in autumn of 2008.
HFMD epidemics have primarily been associated with CVA16 or enterovirus 71
infections; those caused by enterovirus 71 have occurred more frequently in Southeast
Asia and Australia in recent years. Reportedly, CVA10 has been found in minor
outbreaks; other coxsackievirus a types has been found in only sporadic cases of
HFMD.

1.4 STATEMENT OF THE PROBLEM
Effectiveness of teaching program on Hand, Foot and Mouth disease among
mothers of under five children at Primary health centre, Podanur, Coimbatore.

1.5 Objectives of the study


To assess the existing knowledge regarding hand, foot and mouth disease
among mothers of under five children.



To evaluate effectiveness of teaching program on hand, foot and mouth
disease among mothers of under five children.



To find out the association between the pre test knowledge score with selected
demographic variables.

1.6 Hypothesis


The mean post test knowledge score will be significantly higher than
the mean pre test score.



There will be a significant association between the pre-test score and
selected demographic variables

1.7 Operational Definition
Effectiveness: it is the capacity of producing a desire result when something is
deemed effective, it means it has an indented or expected outcome or produces a deep
vivid impressions. In this study it refers to the extent to which the teaching
programme has achieved the desired effects in term of gained knowledge.
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Teaching programme: it is a subset a procedural programing that enforces logical
procedure on the programme being written to make it more efficient and easier to
understand and modify. In this study it is referred as systematically organised content
designed for providing information regarding hand, foot and mouth diseases.

Hand, foot and mouth disease: It is caused by a virus, symptoms include ulcers,
sores, around the mouth, rash or blisters on the hands, feet, legs or buttocks, it is not a
serious.

Mothers of under 5 year children: A women who has a child of age between 0-5
year and attending the primary health centre Podanur.

1.8 Assumption
The study assumes that;


The selected group have some knowledge regarding Hand, Foot and mouth
disease.



They will develop an positive attitude towards prevention Hand, foot and
mouth disease.



The selected sample will participate in the study.



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

1.9 Limitation
The study is limited to mothers of under 5 year children in selected area.

1.10 Projected outcome


This study will help to identify the knowledge level of mothers of under 5 year
children.



This study will help mother to gain knowledge.



This study will help the mothers to incorporate the gained knowledge in the
practice and in day today life.
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Conceptual frame work
Conceptual framework is a universal idea about a concept. Conceptual models
are made of concepts that explain the mental images of a phenomenon and integrate
them into a proper configuration.
Research studies are based on theoretical or conceptual framework that
facilitates visualizing the problem and places the variable in a logical context.
According to Wiedenbache’s prescriptive theory, nursing is nurturing and caring for
someone in a motherly fashion. The theory directs an action towards and explicit
goals.
In this study the goal is to assess the effectiveness of teaching program
regarding hand, foot and mouth disease among under five year children. So
Wiedenbache’s helping art of a clinical nursing practice (1964) was chosen as
conceptual frame work for this study. It consists of three components such as:


Identification



Ministration



Validation

Identification
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Identification determines a children need for help based on the existence of
need whether the caregivers realise the need, what prevents the children’s from
getting the need, and whether the children cannot meet the need alone
In this study, assessment of demographic variable is done and the level of
knowledge is assessed using self-administered questionnaire.

Ministration
It refers to provision of needed help, In this study administration of teaching
program related to hand foot and mouth disease was given to the mothers, poster and
pamphlet was used as teaching aids.

Validation
It validates the needed help delivered in achieving the central purpose this implies the
post assessment of knowledge regarding hand, foot and mouth diseases using
questionnaire to compare and analyse the outcome. It is statistically proved that
teaching programme was effective to mothers of under 5 year children.
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MINISTRATION

IDENTIFICATION

DEMOGRAPHIC
VARIABLES;

Experimental group
Administration of

Age

teaching program on

Types of family

Hand, foot and mouth

Number of children

disease

Education
Income
Residential area

PRE TEST: Assess the
level of knowledge
regarding hand, foot and
mouth diseases.

Fig 1.4: MODIFIED CONCEPTUAL FRAMEWORK BASED ON WIEDENBACH’S
HELPING ART OF CLINICAL NURSING
THEORY (1964)
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CHAPTER – II
REVIEW OF LITERATURE
Review of literature is a key step in research process. The major goal of the review of
the literature is to develop a strong knowledge base to carry out research and non-research
scholarly activities.
“A literature review is a compilation of resources that provide the ground work for future
study”.

The supporting literatures for the study has been broadly obtained from written
text books, published articles in journals and online data bases. The obtained literature has
been broadly classified as follows:

Section I: Studies and literature related to Hand foot and mouth disease in children.

Section II: Studies and literature related to teaching programme on Hand foot and
Mouth disease in children.

Section I: Studies and literature related to Hand foot and mouth
disease in children.
Kelinxiao (2019) conducted study related to epidemiologic features of enterovirus
associated with hand, foot and mouth disease in 2013 and 2014 in Shenzhen, China. Here
64.8% of the HFMD cases were enterovirus positive, which were determined by using a
semi-nested PCR serotyping method. The findings showed that CVA6 was the predominant
serotype, accounting for approximately 81% of enterovirus positive cases, which was much
higher than the prevalence of EV71 (7.9%) and CVA16 (6.7%). CVA6 was first reported to
cause HFMD outbreaks in Finland in fall 2008, with following reports in Singapore in 2008,
France and Taiwan in 2010, USA, Spain, Japan, and Cuba in 2011, and Thailand in 2012. In
mainland China, CVA6 was a minor contributor to HFMD for a long time; however, a
dramatic increase of this serotype was found in HFMD cases since fall 2012. Our study has
also illustrated that enterovirus serotypes in Shenzhen had shifted by 2013; CVA6 had taken

the place of both EV71 and CVA16, and had become the predominant serotype in HFMD
cases, which confirmed previous studies. He reported the variation of enterovirus serotypes
from 2008 through 2012 in Shenzhen and suggested that CVA6 and CVA10 had gradually
become the most common enterovirus serotype in Shenzhen starting in 2012

reported

that CVA6 was a new epidemic trend in Guangdong province, where Shenzhen is located, as
of late 2012.
The majority (98.4%) of cases in our study were less than 6 years old. The prevalence
of enterovirus was not significantly different across age groups. Additionally, we compared
the distribution of enterovirus serotype across age groups and noticed that CVA6 was the
most common serotype regardless of age groups. However, the proportion of CVA6 among
cases under 3 years old was significantly higher than that among cases 3–5 years old instead,
EV71 was significantly higher. It indicated that EV71 preferentially infects preschool-aged
children, although CVA6 remains most common .we also compared the difference of
enterovirus infection and distribution of serotypes by gender the findings showed no
statistically significant difference between male and female cases.
Wiils B (2018) conducted a study that represents the most comprehensive descriptive
Hand foot and mouth disease study from Vietnam. Co-circulation and replacement of
different serotypes has implications for vaccine development and implementation. These
findings from a severely affected country add to our understanding of the presentation,
progression, and etiology of HFMD. Between July 2013 and July 2015, a total of 1547
children were enrolled. Four serotypes of enterovirus A (EV-A71, Coxsackievirus (CV) A6,
A10, and A16) were responsible for 1005 of 1327 diagnosed cases (75.7%). An unexpected
dominance of EV-A71 was found among inpatients and outpatients, as well as a strong
association with severe illness. CV-A6 and CV-A10 emerged in Vietnam during the study
period and replaced CV-A16. CV-A10 was associated with different clinical and laboratory
characteristics. During admission, 119 children developed a more severe illness. It was found
that children with a skin rash showed less progression of severity, but when a rash was
present, a macular rash was significantly associated with an increased risk of progression.
Jie Zhang (2018) conducted study on Molecular characteristics of hand, foot, and
mouth disease for hospitalized paediatric patients, in this study the epidemiological
characteristics of the HFMD epidemic in Yunnan province of China showed some similarities
with previous reports. The occurrence of HFMD had apparent seasonal distribution in

Yunnan, China. The number of HFMD cases reached a maximum in May; we also observed a
small increase in November, which is a common phenomenon in the southern provinces. This
may be due to the different climate conditions between the southern and northern provinces
of China. In addition, the mean age of all hospitalized paediatric patients was 2.60 ± 1.41
years old and 76.87% of all reported HFMD severe and critical cases were younger than 3
years old, which is also consistent with the reports from other countries and regions. Most
patients with HFMD need to be transferred to a comprehensive hospital, in which patients
with HFMD might be timeously diagnosed and treated, and thus decreasing the risk of severe
HFMD. Thus, these paediatric patients should be targeted as the main population in any
prevention program. 1280 stool specimens were collected from paediatric patients
hospitalized for treatment of HFMD in 2010. EV was detected with nested reverse
transcription polymerase chain reaction and directly genotyped by gene sequencing of the
viral protein 1 (VP1) region. Phylogenetic analysis was performed based on the VP1 partial
gene and the clinical characteristics were analyzed using SPSS Software.
Huang J(2018)conducted study related to epidemiology of recurrent Hand, Foot and
Mouth Disease, China. During 2008–2015, we found that 398,010 HFMD patients with >2
episodes (a total of ≈820,000 episodes) were reported among children in China; 1,767 of
these recurrences were laboratory-confirmed. The patients who were reinfected with different
enterovirus serotypes had similar age, sex, residence, and frequency of episodes. Recurrence
mainly occurred 0–38.8 months after the primary episode, with a recurrence probability of
4% at 38.8 months. Reinfection with a different enterovirus serotype was more likely than
reinfection with an identical enterovirus serotype. The severity of was not associated with
recurrent infections or the time interval between episode in conclusion, our 8-year
surveillance study indicates a high burden of recurrence among children in China and shows
that each episode of recurrent It is more likely caused by a different enterovirus serotype than
that of the primary episode (both for patients with EV-A71 and CV-A16 primary infections).
Further studies in which virologic diagnosis is performed for all episodes are needed to better
quantify the probability of recurrence and probability of reinfection by enter virus serotype,
including non–EV-A71 and non–CV-A16 serotypes. Further investigations are also
warranted to elucidate the mechanism underlying recurrences resulting from reinfections with
enteroviruses of the same serotype; the protective antibody levels for EV-A71, CV-A16, and
other enterovirus serotypes; and the duration of immunity and cross-immunity between

serotypes. Finally, more work is needed to study the effect of recurrence on disease severity,
even though no association was observed in this patient cohort.
Wee Ming KohIn(2014), conducted a study related to statistical modelling approach
to synthesise information on HFMD from countries in East and Southeast Asia where the
disease is highly prevalent. To estimate a conservative lower bound for the asymptomatic rate
of EV-A71, we used case notification data from Singapore. The small, clearly demarcated
jurisdiction with policies that lead to comprehensive case finding of symptomatic cases
notification being currently mandatory for physicians and childcare centres may permit a
higher fraction of symptomatic cases to be notified than other settings. Supporting evidence
comes from the higher reported incidence rate in Singapore (around 6%–14% at age 1) than
in other areas (eg, about 3–5 times higher than China where the incidence is around 3% at age
1 year, despite Singapore having lower average EV-A71 seropositivity rates.
Under the assumption that conditions in Singapore permit all symptomatic to be
detected, then the difference between the infection rate of EV-A71 and the incidence rate of
EV-A71 gives an asymptomatic rate which, at 71.4% (68.3%–74.3%) for ages 1–4 is
comparable to previous estimates. a high asymptomatic rate for has implications on estimates
the basic reproduction number. A large proportion of unobserved infections imparts a
downward bias on estimated infection rate parameters in compartmental models (such as
susceptible-infected-removed variants) that assume all cases are symptomatic, and accounting
for the high asymptomatic rate could be the key to reconciling the highly heterogeneous
estimates in the literature, which vary from almost unity. Other assumptions that may not
always be justified include the assumption that the entire population of a school are
susceptible before each outbreak.
Aswathyraj S (2016) conducted study related to Hand, foot and mouth disease
(HFMD) emerging epidemiology and the need for a vaccine strategy. Hand, foot, and mouth
disease (HFMD) is a contagious viral disease and mainly affects infants and young children.
The main manifestations are fever, vesicular rashes on hand, feet and buttocks and ulcers in
the oral mucosa. Usually, HFMD is self-limiting, but a small proportion of children may
experience severe complications such as meningitis, encephalitis, acute flaccid paralysis and
neurorespiratory syndrome. Historically, outbreaks of HFMD were mainly caused by two
enteroviruses: the coxsackievirus A16 and the enterovirus.

In the recent years, coxsackievirus A6 and coxsackievirus A10 have been widely
associated with both sporadic cases and outbreaks of HFMD worldwide, particularly in India,
South East Asia and Europe with an increased frequency of neurological complications as
well as mortality. Currently, there is no pharmacological intervention or vaccine available for
HFMD. A formalin-inactivated EV-A71 vaccine has completed clinical trial in several Asian
countries. However, this vaccine cannot protect against other major emerging etiologies of
HFMD such as CV-A16, CV-A6 and CV-A10. Therefore, the development of a globally
representative multivalent vaccine could be the best strategy. Leukocyte count and the
absence of oral lesions.
Qun-ying (2015) conducted a study EV71 vaccine, a new tool to control outbreaks of
hand, foot and mouth disease (HFMD)in that On December 3rd 2015, the China Food and
Drug Administration (CFDA) approved the first inactivated Enterovirus 71 (EV71) whole
virus vaccine for preventing severe hand, foot and mouth disease (HFMD). As one of the few
preventive vaccines for children’s infectious diseases generated by the developing countries
in recent years, EV71 vaccine is a blessing to children’s health in China and worldwide.
However, there are still a few challenges facing the worldwide use of EV71 vaccine,
including the applicability against various EV71 pandemic strains in other countries,
international requirements on vaccine production and quality control, standardization and
harmonization on different pathogen monitoring and detecting methods, etc. In addition, the
affordability of EV71 vaccine in other countries is a factor to be considered in HFMD
prevention. Therefore, with EV71 vaccine commercially available, there is still a long way to
go before reaching effective protection against severe HFMD after EV71 vaccines enter the
market.
Shriyaziran (2014) conducted study related to neonate with hand, foot, and mouth
disease complicated with brainstem encephalitis and pulmonary oedema, it is typically occurs
in small epidemics in nursery schools or kindergarten schools. Spread to other family
members commonly occurs. The neonate’s uncle had a history of exposure, but he did not
have any symptoms. However, she was in close contact with him. Severe hand foot and
mouth disease in neonates is extremely rare and may be easily misdiagnosed. Additional
clues in the medical history and a careful physical examination are very important in making
an early, prompt diagnosis. Although there is no effective antiviral therapy, a good supportive
therapy is likely to result in complete recovery. The bad prognosis and mortality in few cases

are associated with acute onset and rapid deterioration or severe illness associated with
encephalitis, brainstem encephalitis, encephalomyelitis, pulmonary edema, pulmonary
hemorrhage and circulatory failure. The risk factors associated with severe disease are young
male children (≤2 years old), atypical physical findings (tachycardia, tachypnea, hypotension,
hypertension, bleeding in the gastrointestinal tract, neurological deficits and pulmonary
edema), a raised total leukocyte count, vomiting, absence of oral lesions and hyperglycemia.
This patient was classified with severity because of the existence of several risk factors,
including neonate, brainstem encephalitis, pulmonary edema, shock, stress hyperglycemia.
Mah khan (2011) conducted study related to Hand, foot and mouth disease--more
than a harmless "childhood disease (HFMD) is a highly contagious, world-wide distributed
viral illness that affects predominantly children. It is caused by several enteroviruses, such as
coxsackieviruses A6, A10, A16 and enterovirus 71. In most cases, it follows a benign and
self-limiting course. After an incubation period of 3 to 10 days, fever and sore throat, the first
symptoms of the disease, appear. A few days later, maculopapular or vesicular eruptions form
on the palms and soles as well as in the oral cavity. Since the year 2000, several large
outbreaks have been reported in many Asian regions such as China, Malaysia and Vietnam.
In some of these outbreaks, high incidences of severe progressive forms with some fatalities
were observed. Such diseases have been caused primarily by enterovirus 71 strains and were
characterized frequently by sudden onset of fever, encephalitis/meningitis and severe
respiratory symptoms such as pulmonary oedema. Further severe neurological and cardiac
complications have also been observed during these outbreaks. Recently, some outbreaks
caused by the coxsackievirus A6 have been reported in several parts of the world. These
illnesses also affected adults and were characterized by more severe symptoms of "classical".
In addition, outbreaks of coxsackievirus-A6-associated in many countries were associated
with onychomadesis, with the loss of nails occurring up to two months after initial symptoms.
Treatment of "classical" is usually symptomatic; a generally recommended antiviral therapy
does not exist. In severe cases, suitable treatment also encompasses mechanical ventilation,
as well as the additional application of antiviral agents such as ribavirin. In the last years,
several novel agents with good in vitro and in vivo activity against enteroviruses have been
developed. A vaccine against hand foot and mouth disease is not yet available
John (2010) conducted study in that 2000 cases were divided into two groups
according to severity: ‘more severe’ and ‘less severe’. More severe ’was defined as fatal

involving hospitalization for 7 days or longer. Statistical analyses were conducted with Epi
info version 3.3 and the association between risk factors and severity was estimated. The
number of patients with more severe and less severe cases was 96 and 103, respectively.
There was no difference in sex, age, having siblings and family history between the two
groups. There was a significant association between attending child care centre and severe .
From 2000 to 2002, many complicated cases were reported in Japan, therefore a nationwide
questionnaire survey was carried out to assess the situation. The subjects were patients with
disease or herpangina, or other enterovirus infection from 2000 to 2002, who were either
hospitalized over 24hrs or who died. The response rates were 41.3% in 2000 and 2001 and
31.6% in 2002. The survey period included the year 2000, when epidemics due to EV71
occurred. To examine risk factors causing complications of enterovirus infection, severe
cases.
Emerging Hand Foot Mouth Disease in Bangladeshi Children(2007) World
Health Organization’s case-definition, conducted a rapid-appraisal of HFMD among all of the
143 children attending Pabna Medical College and General Hospital with fever, mouth ulcers
and extremity rash. Data were collected between September and November 2017 using a
preset syndromic approach and stringent differential diagnostic-protocols.
The mean age of children was 2.9±2.3 years. Age did not differ with sex (P=0.98),
first sibling being more belonging to middle-income families (62%). Younger children (<5
years) were more likely to suffer with moderate-to-high (38.5°C) fever (P<0.04), painful oral
ulcers (P<0.03) and painful/itchy rash (P<0.01). Sex did not differ with other symptoms, but
boys had less painful oral ulcers than girls (P<0.04). Fever (63%) and chicken-pox-like-rash
(62%) was observed more in mid-October to mid-November than September to mid-October
(P<0.01 and P<0.03, respectively). No differences in symptoms (fever, oral ulcers and
extremity rash) were observed with precipitation, nor with ambient temperature. Children <5
years (85%) had quicker recovery (within 5 days) than those ≥5 years (69%), (P<0.04), with
marginal differences in sex (P<0.05).
KwaiPeng Chan, (2003) conducted study on Epidemic Hand, Foot and Mouth
Disease Caused by Human Enterovirus ,Singapore experienced a large epidemic of hand, foot
and mouth disease (HFMD) in 2000. After reviewing HFMD notifications from doctors and
child-care centers, we found that the incidence of HFMD rose in September and declined at
the end of October. During this period, 3,790 cases were reported. We performed enteroviral

cultures on 311 and 157 specimens from 175 HFMD patients and 107 non-HFMD patients,
respectively; human enterovirus 71 (HEV71) was the most frequently isolated virus from
both groups. Most of the HFMD patients were <4 years of age. Three HFMD and two nonHFMD patients died. Specimens from two HFMD and both non-HFMD patients were culture
positive for HEV71; a third patient was possibly associated with the virus. Autopsies
performed on all three HFMD and one of the non-HFMD case-patients showed encephalitis,
interstitial pneumonitis, and myocarditis. A preparedness plan for severe HFMD outbreaks
provided for the prompt, coordinated actions needed to control the epidemic.

Section II: Studies and literature related to teaching programme on Hand
foot and Mouth disease.
Xiaonaliu (2019) conducted a study related to evaluate the effect of the “Clean
Hands, Happy Life” intervention on the incidence of hand, food and mouth disease (HFMD)
and on school absences due to sickness in kindergarten students. The intervention consisted
of four hand hygiene (HH) promotion components and was evaluated in a cluster-randomized
controlled trial among 8275 children and 18 kindergartens from May to October, 2015 in
Shenzhen, China. He compared two intervention received from the intervention in
kindergartens only and in both kindergartens and families, respectively – to the control arm in
multilevel analyses. During the follow-up, the incidence of HFMD in both intervention arms
was significantly lower than in the control arm (IRR: 0.39, 95%CI: 0.26–0.59; IRR: 0.30,
95%CI: 0.19–0.49); the duration of absence due to sickness (in days) in both intervention
arms was significantly shorter than in the control arm (β1 = 0.58, 95%CI: 0.41–0.74; β2
= 0.34, 95%CI: 0.17–0.50), controlling for the area type of kindergarten and grade level of
children. Furthermore, during the follow-up we found that there were fewer episodes of
absence due to respiratory, skin and eye infections (P < 0.05).Our intervention is effective at
reducing HFMD infections and absence due to sickness in children attending kindergartens in
China.
Siriya porn (2018) conducted a study related to Effectiveness of hand foot mouth
disease prevention and control measures between high and low epidemic areas, in that
purpose hand foot mouth disease (HFMD) is an emerging disease caused by enterovirus.

HFMD usually occurs in South-East Asian countries including Thailand. Thailand has been
indicated as one of the countries having high epidemic rate in children less than five years of
age, particularly in the northern regions. The paper aims to discuss this issue.
Design/methodology/approach a qualitative method was used to extract information from 48
informants from two different areas; high and low epidemic areas. Question guidelines were
developed from literature review and viewed by three external experts in the field before use.
Interviews took place in a private and confidential room. Each interview lasted approximately
50 minutes. Findings There are no policies regarding disease control in both high and low
epidemic areas. The staff at sub-district local government level did not have the necessary
qualifications for disease control. Additionally, staffs were not stable, and there was a lack of
a disease control team. Antiseptics for cleaning day care centres (DCC) were not effective for
disease control; most DCC use Dettol®, soap, dishwashing liquid, detergent and water for
cleaning the environment. These antiseptics do not include chlorine making it ineffective in
destroying the virus. Originality/value the sub-district local government should be concerned
about its control; the staff should have the necessary qualifications suitable for disease
control. Standard and practical control guideline should be set up and used in day care
centres.
Basil M. Hanoudi (2018) conducted study related to epidemiological Study of Hand,
Foot and Mouth Disease in Al-Kindy Teaching hospital hand, foot, and mouth disease is viral
disease caused commonly by coxsackie virus A16 virus. It is a mild disease and children
usually recover with no specific treatment within 7 to 10 days. Rarely, this illness may be
associated with aseptic meningitis were patient may need hospitalization. A cross sectional
study of cases with clinical features of hand, foot and mouth disease visiting the
dermatological consultation unit of Al Kindy teaching hospital. Sampling was for Zyona and
Edressi Quarter patients over the period of 1st December 2017 to 30th of November 2017. The
mean age of patients (100 patients) was 29.99 months. Males were 65 (65%) and females
were 35 (35%), (P 0.23). Tenderness of skin lesions, Malaise and decreased Appetite were
the most frequent symptoms. Winter months illness was common .Cases were diagnosed two
days before seeking medical help, while home contact of patients was most common place
for infection transmission .Involvement of palms and soles was universal and indifferent
(100%). Groin was more commonly affected (67%), (P 0.015). Fever was present in 81%.

Eben Jones (2018) conducted research related to Outcomes following severe hand
foot and mouth disease, A systematic review and meta-analysis. This study aimed to estimate
the burden of long-term sequelae and death following severe HFMD. This systematic review
and meta-analysis pooled all reports from English and Chinese databases including
MEDLINE and Wang fang on outbreaks of clinically diagnosed HFMD and/or laboratoryconfirmed EV-A71 with at least 7 days' follow-up published between 1st January 1966 and
19th October 2015.Two independent reviewers assessed the literature. a random effects metaanalysis to estimate cumulative incidence of neurological sequelae or death.43 studies were
included in the review, and 599 children from 9 studies were included in the primary
analysis. Estimated cumulative incidence of death or neurological sequelae at maximum
follow up was 19.8% (95% CI:10.2%, 31.3%).Heterogeneity (Iˆ2) was 88.57%, partly
accounted for by year of data collection and reporting quality of studies. Incidence by acute
disease severity was 0.00% (0.00, 0.00) for grade IIa; 17.0% (7.9, 28.2) for grade IIb/III;
81.6% (65.1, 94.5) for grade IV (p = 0.00) disease. HFMD with neurological involvement is
associated with a substantial burden of long-term neurological sequelae. Grade of acute
disease severity was a strong predictor of outcome.
Pilasinee wongnotch (2017) conducted a study related to factors associated with
hand foot mouth disease among children in day care centre, to determine the factors
associated with hand foot mouth disease (HFMD) among children in day care centre in
Chiang Rai Province, Thailand. community based case-control study was conducted to
identify the factors associated with HFMD among the children under 6 years old who had
been cared for in day care centers in Chiang Rai Province. A 47-item questionnaire had been
developed and tested for validity and reliability before use. Index of item-objective
congruence (IOC) method was used to evaluate the quality of the questionnaire. The items of
questionnaire consisted of various aspects including age, sex, and history of vaccination.
History of breastfeeding, history of treatment etc. Data were analysed in the logistic
regression model at alpha (0.05) to identify the association between variables. Totally, 380
subjects (125 cases and 255 controls) from 40 day care centres were recruited in the present
study. Among the parents, 77.1% were female, 76.6% were aged 20–59 years old, 30.1%
graduated at primary level, and 87.1% were Buddhist. Among the children, 53.8% were male,
58.7% were aged 3–4 years old, and 13.3% were overweight. After control for all possible
confounding factors in the multiple logistic regression, two factors were associated with
HFMD: children aged < 2 years old had a greater chance (6.35 times) to develop HFMD than

those aged > 5 years old (95% CI = 1.37–29.38), and children who had been breastfed for
less than 6 months had a greater chance (1.97 times) to develop HFMD than those who had a
history of being breastfed ≥ 6 months (95% CI = 1.01–3.81). A specific prevention and
control measure for HFMD should be developed and implemented. Breastfeeding young
children for more than 6 months should be encouraged.

K Bhumesh Kumar (2016) conducted study regarding Hand, foot and mouth disease
in children, clinico epidemiological study epidemics of hand, foot, and mouth disease
(HFMD) are increasing every year globally. The disease now presents an increasing threat to
public health worldwide. HFMD is a highly contagious viral infection characterized by a
typical maculopapular or vesicular eruptions on the hands and feet and in the oral cavity. It
affects predominantly children and/or immune compromised adults and follows a benign selflimiting course. However, HFMD cases with severe or lethal complications such as
encephalitis, meningitis, pulmonary oedema, and myocarditis have been reported mostly in
children, and also in immune compromised adults.

The common pathogens are coxsackievirus A16, enterovirus 71, and recently
coxsackieviruses A6 and A10 have been included. Differences in the course of HFMD have
been observed depending on the virus type, age, and immune status. This study is to review
the clinico epidemiological data for HFMD for early diagnosis and treatment, to prevent the
complications and to implement the precautionary measures during outbreaks. A prospective
observational study is conducted from August 2013 to January 2014. Consecutive cases
clinically diagnosed as HFMD, in the pediatric age report the clinico epidemiological study
of 50 cases of HFMD, their benign course and recovery among immune competent
children. Early accurate diagnosis and treatment of HFMD along with monitoring is crucial to
prevent severe complications. Hence, a high index of suspicion is required to diagnose
HFMD.
Ruttiya Charoenchokpanit (2013) conducted study on knowledge Attitude and
Preventive Behaviours towards hand foot and mouth Disease among Caregivers of Children
Under Five Years Old, hand foot and mouth disease (HFMD) is an emerging disease which
has potential to become Thai public health problem in the future. There is no effective
vaccine for the disease and the disease normally affects young children therefore, the disease
prevention and control mainly rely on HFMD preventive behaviours of their caregivers. The

aims of this cross sectional study were to assess the level of knowledge, attitude and
preventive behaviours practice towards HFMD and to determine factors associated with them
among home caregivers of children under 5 years. Cluster sampling was used to select 9
nurseries from 9 districts in Bangkok and self –administered questionnaire was used to
collect data from 456 home caregivers.
The results indicated that 50.4% of them had low knowledge and only of 3.7% had
high overall knowledge about disease. Generally, they had moderate (68.2%) to good
(31.8%) overall attitude towards disease however, they seemed to perceive that condition was
more severe than it actually is. In term of behaviour, 60% of them performed preventive
behaviour at good level. Nevertheless, some preventive behaviours were still insufficiently
performed. The statistically significant correlation between overall knowledge and attitude
(p<0.001, r =0.193) knowledge and behaviour (p<0.001, r=0.163); and attitude and behaviour
(p<0.001, r=0.371) were found in this study. In addition, many socio-demographic
characteristics were found associated with knowledge, attitude and preventive behaviour.
Interestingly, family income and education were associated with all the KAP. In conclusions,
findings from this study highlight the need to providing more information about hand foot
and mouth disease to the home caregivers especially among those caregivers with low
income and low education. Providing information via television should be considered since
television was the main source of information of the home caregivers (97.6%).
Yang T (2011) conducted a study related to a case-control study of risk factors for
severe hand-foot-mouth disease among children, frequency-matched case-control study was
conducted between January 2010 and June 2011 in Ningbo to identify risk factors associated
with the occurrence of severity in children with HFMD. Data including demographic
characteristics, clinical features, and laboratory test results were collected by trained
interviewers through retrospective medical record review and/or face-to-face interviews with
children's parents using a standardized questionnaire. Eighty-nine cases with severe HFMD
and 267 controls with mild HFMD were recruited in this study. Palm rashes (OR = 0.004,
95%CI = 0.000-0.039, p < 0.001), oral ulcers or herpes (OR = 0.001, 95%CI = 0.000-0.009,
p < 0.001) were significantly associated with protection against severity, and an increased risk
of severity.
Daisuke Onozuka (2011) conducted study regarding influence of temperature and
humidity on the incidence of hand, foot, and mouth disease regarding The increasing

evidence for rapid global climate change has highlighted the need for investigations
examining the relationship between weather variability and infectious diseases. However, the
impact of weather fluctuations on hand, foot, and mouth disease (HFMD), which primarily
affects children, is not well understood. We acquired data related to cases of HFMD and
weather parameters of temperature and humidity in Fukuoka, Japan between 2000 and 2010,
and used time-series analyses to assess the possible relationship of weather variability with
paediatric HFMD cases, adjusting for seasonal and internal variations. Analysis revealed that
the weekly number of HFMD cases increased by 11.2% (95% CI: 3.2–19.8) for every 1 °C
increase in average temperature and by 4.7% (95% CI: 2.4–7.2) for every 1% increase in
relative humidity. Notably, the effects of temperature and humidity on HFMD infection were
most significant in children under the age of 10 year. Study provides quantitative evidence
that the number of HFMD cases increased significantly with increasing average temperature
and relative humidity, and suggests that preventive measures for limiting the spread of
HFMD, particularly in younger children, should be considered during extended periods of
high temperature and humidity. Study estimated the relationship of weather variability with
paediatric HFMD cases. HFMD cases increased with increasing average temperature and
relative humidity. This increase was most remarkable in children aged less than 10 years.
Weather factors have a significant influence on the incidence of HFMD infections.

CHAPTER – III
RESEARCH METHODOLOGY
Research may be defined as planned systematic search for information for the purpose
of increasing the total body of man’s knowledge. It involves looking for information which at
the time is not available or for which that has no generally accepted evidence.
Archold Lancaster (1982)

This chapter deals with the different steps which were under taken by the investigator
for gathering and organizing the data. It is the composed of description of research approach,
research design, study setting, variables, population, sample size, sampling technique and
reliability of the tool. Data collection procedure plan to data analysis and ethical
consideration

3.1 RESEARCH APPROACH
Defined the approach has general approach of orderly descriptive procedure used to
acquire information.
Polit and hungler (2004)

The quantitative approach was considered as the appropriate approach to evaluate the
Effectiveness of teaching programme on Hand, foot and mouth diseases among mothers of
under five children at primary health centre, podanur, Coimbatore.

3.2 RESEARCHDESIGN
A research design is the researcher’s overall plan for answering the research question
or testing the research hypothesis.
Bharatpareek (2014)

The selection of research design is an important and essential step in research. A preexperimental one-group pre-test post-test design was used in this study.

Experim
ental
group

O1
Pre test

O2

X
Interventio
X
n

Post

O1=Pre-test assessment of knowledge level regarding Hand foot and mouth disease in
Experimental group.
X= Intervention (Administration of structured teaching programme) regarding
Hand foot and mouth disease.
O2=Post test assessment of knowledge level on Hand foot and mouth disease
in experimental group.

3.3 RESEARCH VARIABLE
“Attributes are characteristics that can have more than one value, such as height or
weight. In other words, variables are qualities, quantities, properties or characteristics of
people, things or situations that change or vary”.
Suresh k Sharma (2014)
Dependent variable: Knowledge regarding Hand, foot and mouth disease among mothers of
under five children.
Independent variable: Teaching programme on Hand foot and mouth disease among
Mothers of under five children.
Demographic variables: Includes age, education, occupation, monthly income, number of
children, number of under five children, type of family, type of house, practice of breast
feeding, utilizing the day care facilities, hand washing technique, waste disposal method.

3.4 RESEARCH SETTING
Setting refers to the physical location and condition in which data collection has been
taken place. This study was conducted in primary health centre podanur with 30 mothers who
are having under five children.

3.5 STUDY POPULATION
In research, population refers to a total category of person’s or objects that meets the
criteria for study established by the researcher any set of persons objects and measurement
have an observable characteristics in common.

The population for the present study was mothers of under five children attending
primary health centre podanur, Coimbatore.

3.6 SAMPLE AND SAMPLE SIZE
According to Gotham, ‘A smaller part of population selected such a way that the
individual in the sample represents the characteristics of research.’

In this study the sample consists of mothers of under five children and who fits into
inclusion criteria.

Sample size is the number of items to be selected from the universe to constitute a
sample. Based on the set of criteria, 30 mothers who have under five children was considered
as the sample for the present study.

3.7 SAMPLING TECHNIQUE
According to BT. BASAVANTHAPPA (2011) “Sampling technique is defined as the
process of selecting the group or elements with which to conduct the study “.PURPOSIVE
SAMPLING METHOD was used for the study, and sample size consists of 30 mothers
between the age group of 21-35 years.

3.8 CRITERIA FOR SAMPLE SELECTION
Inclusion criteria


Mothers who are having under five children.



Mothers who are between age group of 21 -35years.



Mothers who are available at the time of data collection.

Exclusion criteria


Mothers who are not willing to participate in the study.



Mothers who are not present at the time of data collection.



Mothers who are below the age of 21 and above the age of 35 years.

3.9 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.

DESCRIPTION OF THE TOOL:
The tool consists of two parts,
PART – A
Demographic profile like age, income, type of family, education, qualification Area of
living, type of house, day care facilities opted, vaccination, number of children, number of
under five children, practice of breast feeding, utilizing the day care facilities, hand washing
technique, waste disposal method.
PART – B
It consists of self-administered questionnaire which consists of 30 questions to assess
the knowledge of mothers on Hand foot and mouth disease. The multiple choice
questionnaire consists of 30 questions with 3 options for each question one option is the
correct answer, and the other two are distracters.

SCORING PROCEDURE:
Each questions consist of 3 options, the correct answer corresponding one(1),the
incorrect answer corresponding zero(0)mark. The total score is 0-30
The total score interpreted as follows.
LEVEL OF KNOWLEDGE

RANGE OF SCORE

Inadequate knowledge

0 – 10

Moderate knowledge

11 -19

Adequate knowledge

21 – 30

3.10 VALIDITY& RELIABILITY:
Based on the review of literature the investigator developed the tool to assess the
effectiveness of the teaching programme on Hand, foot and mouth diseases among mothers of
under five children.

VALIDITY
Validity refers to the degree to which the item in an instrument adequately represents
the universal contents’ experts from various departments of medicine and nursing validated
the prepared tool. Based on the various suggestions, recommendation and the result of the
pilot study, the final format of the tool was prepared & implemented.

RELIABILITY
Reliability is the measure of extend to which random variation may have influenced
stability& consistency results. The test retest method was used to check there reliability.
Karlpearsons correlation formula was used for the estimation of reliability. The tool was
found to be 0.8.

3.11PILOT STUDY:
A pilot study is a miniature version of the planned research, to identify & correct
problems which could affect the research process. The pilot study was conducted to
determine the possibility of the study. Based on findings of the pilot study, the main study
was conducted.

The pilot study was conducted at Nanjundapuram health centre for a period of 7
days.5 mothers having under five year children was selected as samples. The investigator
gave a brief introduction; the pre-test was conducted for 30 minutes. The teaching
programme was implemented and post test conducted after 7 days .the data was analysed, it
shows that there is a significant difference between the mean pre-test and post-test knowledge
score. The finding revealed that the teaching programme was effective and the tool was
considered to be feasible and reliable to conduct the main study.

3.12 DATA COLLECTION PROCEDURE
The study was conducted in primary health centre, podanur, Coimbatore. The written
permission was obtained from the Medical officer of health centre and from each participants,
the purpose of the study was explained to them. The study was conducted on 30 mothers who
are having under five year children. Mothers were chosen by the inclusion criteria, those age
group of 21-35 years, attending primary health center at the time of data collection, having
under five year children. Mothers were categorized by 10 in numbers into 3 groups. The
investigator gave brief instruction about the questionnaire and the pretest was conducted for
one group about 30 minutes. The knowledge regarding hand foot and mouth disease was
assessed by using structured Self Administered questionnaire. Immediately after the pretest,
teaching programme was given to the selected group for about 1 hour duration. After 7 days
posttest was done with same self administered questionnaire for 3 groups respectively.

3.13 PLAN FOR DATA ANALYSIS
Data was summarized, organized & analysed according to the objectives of
study. The Data Analysis was done to evaluate the effectiveness of teaching programme on
hand foot and mouth disease .Demographic variables were analysed by using descriptive
statistical methods (frequency& percentage).The level of knowledge was analysed by using
descriptive statistics (mean, standard deviation). The effectiveness of structure teaching
programme was analysed by using inferential statistics (paired‘t’ test) and results were
calculated.
.3.14 ETHICAL CONSIDERATION
On Ethical Consideration I planned to do the research on Hand, foot and mouth
diseases among mothers of under five children at primary health centre Podanur, Coimbatore.
The data collection was carried out after obtaining the permission from Medical officer and
the data was collected after obtaining consent from each participant of study. It is assumed
that confidentiality will be maintained throughout the study.

RESEARCH APPROACH (quantitative approach)

RESEARCH DESIGN (pre experimental one group pre-test post-test design)

RESEARCH SETTING (primary health centre)

TARGET POPULATION (mothers of under five children)
ACCESSIBLE POPULATION (mothers of under five children who meet the Inclusion criteria)

SAMPLING TECHNIQUE (purposive sampling)

SAMPLE SIZE(n= 30)

DATA COLLECTION TOOL
Demographic variables

Self administered questionnaire

PRETEST assessment of knowledge of mothers on hand foot and mouth disease

TEACHING PROGRAMME

POST TEST

DATA ANALYSIS (descriptive and inferential statistics computing frequency, mean,median
Standard deviation, paired t test& chi square)

FINDINGS & CONCLUSION
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Fig-3.1 Schematic representation of Research Methodology

CHAPTER IV
DATA ANALYSIS AND INTERPRETATION
A research study is no better that the quality of analysis
-

Treece Treece

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.
The objectives of the study are,


To assess the existing knowledge regarding hand, foot and mouth disease among
mothers of under five children.



Effectiveness of teaching program on hand, foot and mouth disease among
mothers of under five children.



To find out the association between the pre-test knowledge score with selected
demographic variables.

ORGANIZATION OF FINDINGS
The collected data is analysed organized, tabulated and presented under the following
headings,
SECTION -A :

Distribution of demographic variable of the samples

SECTION -B :

Distribution of the samples based on the level of knowledge in
pre-test and post-test.

SECTION -C:

Data on effectiveness of teaching programme on hand foot and
Mouth disease among mothers of under five children.

SECTION -D :

Data on association of the pre-test knowledge level of mothers
of under five children with selected demographic variables.

SECTION –A
DISTRIBUTION OF DEMOGRAPHIC VARIABLES OF THE
SAMPLES
Table 4.1: Frequency and percentage distribution of samples with
their selected demographic variables.
n=30
Sl.

Demographic Variables

No.
1

Frequency
(F)

Percentage (%)

Age in years
21

70

9

30

(a) One

6

20

(b) Two

20

67

(c) Three

4

13

(d) More than three

0

0

(a) one

19

63

(b) more than one

11

17

24

80

6

20

0

0

(a) 21-27 years
(b) 28- 35 years
2

3

4

Number of children

Number of under five children

Type of family
a) Nuclear Family
b) Joint Family
c) Extended family

5

Residential area
7

24

23

76

13

43

17

57

9

30

15

50

6

20

a) Home maker

5

17

b) Skilled

15

50

c) Unskilled

4

13

d) Professional

6

20

a) Less than 5000

5

16

b) 5000-10000

12

40

c) 10000-20000

6

20

d) 20000 above

7

24

a) Yes

18

60

b) No

12

40

26

86

a) Urban
b) Rural
6

Type of house
a) Pucka
b) Kutcha

7

Education
a) School education
b) Graduate
c) Illiterate

8

9

10

11

Occupation

Income

Whether sending child to day care

Vaccination
a) Yes

b) No
12

4

14

a) Less than 6 months

4

13

b) Up to 1 year

16

54

c) More than 1 year

10

33

d) Still continuing

0

0

a) Yes

6

20

b) No

24

80

a) Dumping

7

24

b) Garbage

20

66

c) Incineration

3

10

Breast feeding

13

Hand washing

14

Method of waste disposal

The data presented in table 4.1 shows that distribution of the samples by demographic
variables.
 Among the samples 21 (70%) belong to the age group of 21-27 years, 9(30%)
belong to 28-35 years.
 Regarding the number of children 6(20%) mothers having single child, 20(67%)
having 2 children, 4(13%) having 3 children, none of the mothers having more
than 3 children.
 Among

the

samples

with

regards

to

number

of

under

five

year

children19(63%)mothers having 1 child,11(17%)mothers having more than 1
under five year children.

 24(80%) mothers are in nuclear family, 6(20%) mothers belong to joint family,
and none of the mothers belong to extended family.
 Most of the mothers 23(76%) are residing in rural area and 7(24%) are in urban
area.
 While considering the type of houses most of them having kutcha house 17(57%)
and 13(43%) having pucka house.
 Mothers with regards to the education status 9(30%) mothers having school
education, 15(50%) mothers are graduate and illiterate mothers are 6(20%).
 In terms of occupation 5(17%) mothers are home maker, skilled mothers are
15(50%), unskilled 4(13%) and professional are 6(20%).
 Among the samples 5(16%) has an monthly income below 5000 Rs, 12(40%)
having income below 5000 – 10,000 Rs and 7 (24%) having income about 20,000
Rs. per month.
 Most of the mothers 18(60%) opted the facilities of day care and 12(40%) mothers
are not sending their children to day care.
 Regarding administration of vaccination 26(86%) mothers are properly following
the vaccination to their children, 4(14%) are not properly following the vaccine
schedule.
 Regarding the breast feeding practice 4(13%) mothers fed their baby less than 6
months, 16(54%) gave breast feeding till 1 year, 10(33%) had given breast feeding
for more than 1 year.
 Practicing of hand washing 6(20%) are properly following, others that is 24(80%)
mothers are not practicing hand washing regularly.
 Majority of the samples 20(66%) families disposing the waste in public garbage
collection bin, 7(24%) following dumping method, 3(10%) following incineration
method.
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Fig: 4.1: A bar diagram showing the percentage distribution of samples in
terms of age in years.
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Fig 4.2: A conical diagram showing the percentage distribution of samples in
terms of number of children.
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Fig4. 3:A cylindrical diagram showing distribution of samples in terms of
Number of under five Children.
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Fig 4.4: A bar diagram showing percentage distribution of samples in terms of
type of family.
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Fig4. 5: A pie diagram showing distribution of samples in terms of their
residential area.
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Fig 4.6: Bar diagram showing percentage distribution in terms of type of
houses.
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Fig 4.7: A cylindrical diagram showing of education qualification of selected
mothers.
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Fig4.8: Diagram showing percentage distribution of in terms of occupation of
selected samples.
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Conical diagram showing percentage distribution in terms of
day care facilities opted by children.
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Fig 4. 10: Pie diagram showing the percentage distribution of children in terms
of immunization status.
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Fig4.11: A bar diagram showing the percentage distribution of samples in
terms regular hand washing practice.

SECTION -B
DATA ON DISTRIBUTION OF THE SAMPLES
ACCORDING TO THEIR LEVEL OF KNOWLEDGE IN
PRETEST AND POST TEST
It deals with data on level of knowledge regarding hand food and mouth disease
among mothers of under five children in Podanur primary health centre.
Table - 4.2Frequency and percentage distribution of pre test and post test level of
knowledge scores on hand foot and mouth disease.
n = 30
Experimental Group
Level of knowledge

Pre test

Post test

Frequency

Percentage Frequency (f) Percentage (%)

(f)

(%)

Inadequate (0-10)

7

23.3

-

-

Moderate (11-20)

20

66.3%

6

20%

Adequate (21-30)

3

10%

24

80%

The data presented on the table 4.2 shows that among the 30 mothers, having under
five children, 7 (23.3 %) had inadequate knowledge, 20 (63.3%) had moderate knowledge
and 3(10%) had adequate knowledge in the pretest. The level of knowledge was improved
after intervention and in the post test 6 (20%) had moderate knowledge and 24 (80%) had
adequate knowledge.

100
80

PERCENTAGE

80

66,6

60
Pretest
40

Posttest

23,3

20
10

20
0
0
Inadequate

Moderate

Adequate

Level of knowledge

Fig 4.13: A conical diagram shows the percentage distribution of samples in
terms of pre test and post test knowledge score.

SECTION -C
DATA ON EFFECTIVENESS TEACHING PROGRAMME
REGARDING HAND FOOT AND MOUTH DISEASE AMONG
MOTHERS OF UNDER FIVE CHILDREN.
Table 4.3Mean, mean difference, standard deviation and‘t’ value of pretest
and post test level of knowledge.
n=30
Test

Mean

Pre test

12.8

Mean

Standard

Paired ‘t’

Level of

difference

deviations

test

significance

8.58

0.05

5.53

11

Post test

23.8

3.84

The data presented on the table 4.3 revealed that, among the mothers of under five
children the pre test mean was 12.8 and the post test mean was 23.8, so mean difference 11
was a true difference. The standard deviation of pre test was 5.15 and post test was 3.84.
The calculated paired‘t’ value 8.58 was highly significant than the table value (2.6) at
0.05 level. Hence the state hypothesis was accepted. It was inferred that teaching on hand
foot and mouth disease was effective in improving the knowledge of the mothers of under
five year children.

SECTION – D
DATA ON ASSOCIATION OF THE PRE TEST KNOWLEDGE LEVEL
OF MOTHERS OF UNDER FIVE YEAR CHILDREN WITH THEIR
SELECTED DEMOGRAPHIC VARIABLES.
TABLE 4.4Association of the pre-test knowledge level of mothers under
Five year children with their selected demographic variables.
n=30
Sl
No.
1

2

Demographic variables

Above

Below

mean

mean

Chi-square

Table value

Age
a) 21 – 27 years

13

7

b) 28-35 years

8

2

5

6

7

12

a) Urban

1

6

b) Rural

16

7

df= 1

a) School

4

5

5.99

b) Graduate

2

13

c) Illiterate

4

2

0.709#

3.84
df= 1

Number of under 5
children
a) One
b) More than one

3

4

0.212#

3.84
df= 1

Area of living
6.041*

3.84

Education

2.31#

df=2

5

6

Occupation
a) Home maker

2

3

b) Skilled

10

5

c) Unskilled

1

3

d) professional

4

2

a) Yes

6

12

b) No

5

7

3.09#

7.89
df=3

Sending to Day care

Note: # Not significant at 0.05 level

3.84
0.69#

df= 1

* Significant at0.05 level

Table 4.4 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 a significant association between the residing
area & pre-test knowledge score.
There was no significant association between pre test knowledge level scores
with the selected demographic variables such as age, education, number of under five
children and utilization of day care facilities.

CHAPTER V
FINDINGS AND DISCUSSION
The aim of the present study was effectiveness of teaching program regarding Hand, foot and
mouth disease among mothers of under five year children podanur, Coimbatore.
The self-administered questionnaire was used to find the effectiveness of teaching program
regarding Hand, foot and mouth disease. The response was analysed through descriptive
statistics and inferential statistics. Discussion of the findings was arranged based on the
objectives of the study.


The first objective of this study was to assess the existing knowledge on Hand, foot and
mouth disease among mothers of under five year children.
The study shows that among the 30 mothers who is having under five year children

7

(23.3%) had inadequate knowledge, 20 (63.3%) had moderate knowledge and 3(10%) had
adequate knowledge in the pretest. The level of knowledge was improved after intervention
and in the post-test 6 (20%) had moderate knowledge and 2s4 (80%) had adequate
knowledge.


The second objective of this study was to evaluate the effectiveness of teaching program
regarding Hand foot and mouth disease among of under five year children.
The study revealed that, among 30 mothers of under five year children.Thepre-test mean was
12.8 and the post-test mean was 23.8, so mean difference 11 was a true difference and the
standard deviation of pre-test was 5.15 and post test was 3.84.
The calculated paired t value was 8.581 was highly significant than the table value (2.6) at
0.05 level. Hence the stated hypothesis was accepted. It was inferred that teaching on hand
foot and mouth disease was effective in improving the knowledge of the mothers of under
five year children.

 The last objective of this study was to find out the association between the pre test
knowledge level of mothers of under five year children with their selected demographic
variables.
The study findings revealed that, there was a significant association between residing area
and pre-test knowledge score.

There was no significant association between pre test knowledge level scores with the
selected demographic variables such as age, education, number of under five children
and utilization of day care facilities
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APPENDIX-III
LETTER REQUESTINIG EXPERT OPINION TO ESTABLISH
CONTENT VALIDITY
TO:
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(Through-Principal Texcity College of Nursing)
Respected sir/madam,
SUB: Nursing Education-M.Sc. [N] II year –content validity Req- Reg.
I wish to state that I am M.Sc. [N] II-year student of Texcity College of Nursing has
to carry out a research project. This is to be submitted to the TN DR.MGR Medical
University, Chennai in partial fulfilment for the requirement for the award of Master
of Science in Nursing.
The topic of research project is:
“Effectiveness of teaching programme on hand, foot and mouth disease among
mothers of under five children at primary health centre, podanur, 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 deletion, if any in the remark column.
Thanking you,
Place : Coimbatore
Date:

Yours faithfully,
Mrs. Lekha.k
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APPENDIX-V
EVALUATION CHECK LIST FOR CONTENT VALIDITY
RESEARCH TOOL DEMOGRAPHIC VARIABLES AND SELF ADMINISTERED
QUESTIONNAIRE

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.

SEC – A
DEMOGRAPHIC
VARIABLE

RELEVANT

IRRELEVANT

REMARKS

1 – 14
SEC – B
SELF
ADMINISTERED
QUESTIONNAIRE
1 – 30
ANY OTHER SUGGETIONS:

EXPERTS SIGNATURE WITH DATE & SEAL

APPENDIX - IX
RESEARCH TOOL
SECTION -A DEMOGRAPHIC VARIABLE
Sample no:
{INSTRUCTIONS: This part of questionnaire is related to the
demographic variables of the participants,kindly please read the following
statements and mark the appropriate response.}

1 .Age in years
a) 21 – 27 years
b) 28 – 35 years
2 .Education status
a) Primary
b) Secondary
c) Higher secondary
d) Graduate/post graduate
e) Illiterate
3. Occupation
a) Home maker
b) Skilled
c) Unskilled
d) Professionals
4. Family income per month in Rupees
a) Below Rs.5000
b) 5000 – 10,000
c) 10,000 – 15,000
d) 20,000 above
5. Type of family
a) Nuclear
b) Joint
c) Extended

6 .No of children
a) One
b) Two
c) Three
d) More than three
7. Number of under five children and their age
a) One
b) Two
c) More than two
8. Residential area
a) Urban
b) Rural
9. Type of house
a) pucka
b) kutcha
10. What is the method of waste disposal in your area
a) Dumping
b) Putting in garbage bin
c) Incineration
11. Are you opting facilities like sending your baby to day
care/crèches
a) Yes
b) No
12. Do you practice proper hand washing technique
a) Yes
b) No
13 .Have your child below five years got vaccinated as per the schedule
a) Yes
b) No

Reason;-

14. How long did you breast feed your baby
a) Less than 6 month
b) Till 1 year
c) More than 1 year
d) Continuing breast feeding

SECTION – B
SELF-ADMINISTERED QUESTIONNAIRE ON
KNOWLEDGE
INSTRUCTIONS; (This part of questionnaire is related to assess the level of
knowledge regarding Hand, footand mouth disease among mothers of under five
children’s. The participants are requested to read the questions carefully and
kindly place a Tick mark in the space provided at each item.)
1. What is meant by hand, foot and mouth disease?
a) Contagious viral infection
b) Genetic disease
c) Auto immune system
2. Which age group of children is vulnerable for hand, foot and mouth disease?
a) Adolescent
b) School age
c) Under 5 children
3. Which place Hand, foot and mouth disease mainly seen?
a) Home
b) Public place
c) Day-care/crèches/school
4. In which season the Hand, foot and mouth disease outbreak is high?
a) Summer
b) Rainy
c) Spring
5. What is the incubation period of hand, foot and mouth disease?
a) 3-5 days
b) 10-14 days
c) 1-2 days

6. What are all the main symptoms of hand, foot and mouth disease?
a) Fever,malaise,sore throat,red rash, blisters
b) Running nose, malaise
c) Giddiness,fever
7. When does the blister usually develop?
a) After 1 week of initial symptom
b) One or two days the fever starts
c) At the time of incubation period
8 .Which areas of the body the lesion mainlyseen?
a) Hand/leg
b) Trunk
c) Face
9. What are the doubt full signals of hand, foot and mouth disease?
a) Fever, raised red spot on palms, soles
b) Loss appetite, Running nose
c) Diarrhoea, vomiting
10. What is the mode of transmission of hand, foot and mouth disease?
a) Direct contact with infected fluids ,faecal oral route
b) Water borne
c) Vector borne
11. How long does the virus last in the affected person body?
a) 7-10days
b) 4-5days
c) 1-3days
12. What is the main diagnostic investigation of hand, foot and mouth disease?
a) Blood test
b) Physical examination

c) Chest x ray
13. What is the initial treatment for children with hand, foot and mouth diseases?
a) Antibiotics therapy
b) Fluids therapy, Rest
c) immunization
14. How will you reduce the risk of hand, foot and mouth disease?
a) Wash your hands with soap and water
b) Using of mask, gloves
c) Medical Treatments
15. How do you treat the blisters?
a) Antibiotics
b) Calamine lotion
c) Mouth wash/spray
16. How will you protect your children from hand foot and mouth disease ?
a) roper hand washing
b) Vaccination
c) Using of disinfectant
17. When should the care giver seek medical care for hand foot and mouth
disease?
a) Fever , Rash
b) Diarrhoea , Vomiting
c) Chest pain , Shortness of breath
18. How will you clean the infected toys?
a) Soapy water
b) Hot water
c) Clorox solution
19. How do you prevent the dehydration?
a) Plenty of fluids/rest

b) Cold and soft foods
c) All of above
20. Which type of diet prescribed during the illness?
a) Fluids foods
b) Spicy and salty
c) Citric foods
21. What are the foods to be avoided during illness?
a) Cold beverages
b) Hot foods
c) Salty and spicy
22. How many days do the lesion takes up to get dried?
a) 7-10 days
b) 3-5 days
c) 1-2 weeks
23. How will you prevent hand, foot and mouth disease in day-care /school?
a) Hygienic practice
b) Avoid close contact
c) Vaccination
24. What are the home remedies for the prevention of blisters outburst ?
a) Drink cold beverages
b) Suck on ice or popsicles
c) Apply oil on blisters
25. What are the remedies for the prevention of itching in hand, foot and mouth
disease?
a) Salt water bath, rinse
b) Calamine lotion
c) Both A& B
26. What is the main complication of hand, foot and mouth disease?

a) Seizure
b) Encephalitis
c) Dehydration
27. When do the children assume their routine like attending to school /day-care?
a) No fever
b) Absence of blisters
c) All of above
28. How many days requiredto recover from hand, foot and mouth disease?
a) 7-10 days
b) 14-20 days
c) 1 month
29. What are the after effects of hand, foot and mouth disease?
a) Dehydration
b) Ascites
c) Skin problems
30. How frequently you should perform hand washing to prevent the risk of
infection?
a) After using toilet or changing diaper
b) Before and after preparing the food and feeding the child
c) Both A & B
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C
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C

LEVEL OF KNOWLEDGE

RANGE OF SCORE

Inadequate knowledge

0 - 10

Moderate knowledge

11 – 20

Adequate knowledge

21 - 30

APPENDIX-VI
EVALUATION CRITERIA CHECK LIST FOR CONTENT
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.
CRITERIA
SL.
CONTENT
PARTIALLY DOES NOT REMARKS
NO.
MEET
MEET
MEET
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
a.

ORGANIZATION OF
CONTENT
Logical sequence

b. Continuity
c.

Integration

III LANGUAGE
a.

English language is used to
simple and in understandable

b. Technical terms are explained at
the level of learners ability
IV
a.

FEASIBILITY /
PRACTICABILITY
Is suitable to subjects

b. Permit self- learning
c.
d.

Acceptable and useful to the
students
Suitable for setting

ANY OTHER SUGGESTIONS:
EXPERTS SIGNATURE WITH DATE AND SEAL

APPENDIX – VII
LETTER SEEKING CONSENT OF SUBJECTS FOR
PARTICIPATION IN THIS STUDY
INTRODUCTION:
I would like to inform you that I am doing a study related to effectiveness of
teaching programme on Hand, Foot and Mouth disease among mothers of under five
children at Primary Health Centre, Podanur, 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 consent 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 mother
Place: Coimbatore
Date:

APPENDIX – VIII
CERTIFICATE FOR ENGLISH EDITING

TO WHOM SO EVER IT MAY CONCERN

This is to certify that the tool developed by Mrs.Lekha.K, M.Sc Nursing
student of Texcity College of nursing for dissertation “Effectiveness of teaching
programme on Hand, Foot and Mouth disease among mothers of under five
children at Primary health centre, podanur, Coimbatore”. Is edited for English
language appropriate by Mrs.Muthumalini Alice, MA (Eng), B.Ed.

SIGNATURE

APPENDIX – X
TEACHING MODULE
HAND, FOOTAND MOUTH DISEASE
Introduction
Hand, foot and mouth disease is a highly contagious infection. It’s caused by
viruses from the Enterovirus genus, most commonly the coxsackievirus. These
viruses can spread from person-to-person through direct contact with unwashed hands
or surfaces contaminated with feces. It can also be transmitted through contact with an
infected person’s saliva, stool, or respiratory secretion. Hand, foot and mouth disease
(HFMD) is characterized by rashes or vesicular lesions mainly on the hands, feet and
mouth. It usually affects children, and is most commonly caused by Enterovirus-A
(EV-A) species, including Coxsackievirus-A16 (CV-A16) and Enterovirus-71 (EV71) [1]. Usually, HFMD caused due to CV-A16 is less severe disease as compared to
that caused by EV-71 [2]. However, severe complications, including deaths have been
reported rarely.

Definition
Hand-foot-and-mouth disease –a mild, contagious viral infection common in
young children-is characterized by sores in the mouth and a rash on the hand and feet.
Hand –foot-and-mouth disease is most commonly caused by a coxsackievirus.

Incidence:
Both male and female have the same opportunity to develop Hand, foot and
mouth disease. Disease is mainly seen in children below 5yrs age, however more
cases are seen in children below 3 yrs of age. .Infection occurs mainly in winter and
summer season and more frequency throughout the japan, Malaysia.No racial
predilection recognized for hand-foot-and-mouth disease.The male-to-female ratio for
hand-foot-and-mouth disease is1:1.

Incidence in children
The symptomatic incidencevaries widely even within the narrow 0- to 6-year
age-band. The greatest proportion of cases occur at age of yr [18.8% (17.4%–20.2%)]
and 2 [17.9% (16.6%–19.2%)]The most common strain iscoxsackievirus A16 (CA16)
and enterovirus 71(EV71). Approximately 50% of neonates are found to have
detectable EV71 neutralizing antibodies, which decline to almost undetectable levels
by 6 months of age.
The median age of infected children is 19 months, and only 24% of children
present with typical signs and symptoms. Resolution of the symptoms and lesions
takes 7 to 10 days. Cases may be more severe and prolonged in children younger
than 2 years of age, including infants

Causes
Hand, foot, and mouth disease is often caused by a strain of coxsackievirus,
most commonly coxsackievirus A16. The coxsackievirus is part of a group of viruses
called enteroviruses. In some cases, other types of enteroviruses can cause hand, foot,
and mouth disease HFMD is an enteroviral disease, caused most commonly by
enterovirus 71 (EV71) and coxsackievirus A16 (CVA16). Other strains such as
CVA4-10, CVA24, CVB2-5, and echovirus 18 (Echo18) can also rarely cause
HFMD.[4] Enteroviruses (picornaviridae family) can be classified into coxsackie
Group A (Types 1–22, 24), coxsackie Group B (Types 1–6), echoviruses (Types 1–7,
9, 11–27, 29–34), and enteroviruses (Types 68–71).

Mode of transmission
Viruses can be easily spread from person-to-person. You or your child may
contract hand, foot, and mouth disease through contact with an infected person’s:


saliva



fluid from blisters



faeces



respiratory droplets sprayed into the air after coughing or sneezing,Hand, foot,
and mouth disease can also be transmitted through direct contact with
unwashed hands or a surface containing traces of the virus.

Clinical features
The usual period from initial infection to the onset of signs and symptoms
(incubation period) is three to six days. A fever is often the first sign of hand-footand-mouth disease, followed by a sore throat and sometimes a poor appetite and
malaise.
One or two days after the fever begins, painful sores may develop in the front
of the mouth or throat. A rash on the hands and feet and possibly on the buttocks can
follow within one or two days.
Sores that develop in the back of the mouth and throat may suggest that your
child is infected with a related viral illness called herpangina. Other distinguishing
features of herpangina include a sudden high fever and in some instances, seizure.
Sores that develop on the hands, feet or other parts of the body are very rare.
Symptoms being to develop 3-7 days, known as incubation period.
 Fever and sore throat are first symptoms
 A poor appetite
 Headache
 Irritability
 Painful,red blisters in mouth
 Red rash on the hands and sole of the feet
 Irritability to infants and toddler
 Malaise

The lesion appear in the following Area
Skin lesions
-hand
-palm
-buttocks
-thighs/legs
-sole

Mouth lesions
-palate
-buccal mucosa
-tongue
Types of skin lesions
-maculopapular
-vesicles

Pathophysiology:
Due to etiological factor such as coxsackievirus

Infection are transmitted primarily via feces, oral route, droplet, vomitus

Initially the viruses replicate in buccal and ileal mucosa

Virus can be detected in the respiratory tract up to 3 weeks and feces up to 8
weeks

Virus replicate in the sub mucosal lymph within 24 hrs

Shows signs and symptoms

Diagnosis
a. History collection
It will include collection of history related to family background,
previous infection at school or day care.
b. Physical examination
A Doctor can often diagnose Hand , Foot and Mouth disease simply by
performing physical exam .They will check the mouth and body for the
appearance blisters and rashes. The doctor will also ask you and your
child about other symptoms.


The mouth lesions are typically yellow with red haloes and are
present in the mouth, throat, tonsils, inside of the cheeks, over
gums and tongue.



Skin lesions are usually non itchy but may be painful. lesions in
the mouth are painful and make eating , drinking and
swallowing difficult .

c. Throat swab and Stool examination
It is tested for the presence of virus this will allow them to confirm the
diagnosis.


Reverse transcription by polymerase chain reaction is used to
detect the virus in the samples.



Four fold rise in antibody titer in paired blood sample shows
confirmation of the disease.

d. Complete blood count
Erythrocyte sedimentation rate will be higher than the normal .

Treatment
 Pain medication such as acetaminophen or ibuprofen to relieve headache.
The following may help your child feel better:


For children older than 6 months, give acetaminophen (Tylenol®) or ibuprofen
(Advil®, Motrin®) to help with the headache, fever, and sore throat.
Do NOT give ibuprofen to children younger than 6 months. Read the label to
know the right dose for the age of your child.



For children younger than 6 years, do not give over-the-counter (OTC) cold
remedies without asking your child’s doctor.



Do NOT give aspirin or products that contain aspirin. Aspirin has been linked
to a disease called Reye’s syndrome, which can be fatal.



If your child is over one year old, give lots of liquids, such as water, milk,
apple juice, and popsicles. Avoid fruit juices that are high in acid, like
cranberry juice, orange juice or lemonade. They may irritate the mouth sores.



If your child is under one year old, continue to give either breastmilk,
formula, or both. You can also give Pedialyte®.



Offer soft foods that are easy to swallow, like applesauce, mashed potatoes,
oatmeal, or eggs. Your child may not want to eat much if it hurts
to swallow.

To soothe a sore throat:


For children over age 1, give warm fluids such as chicken broth or apple juice.
Or, place 1/2 teaspoon of a liquid antacid that does not have aspirin, in the
front of the mouth after meals.



For children over 4 years, use throat lozenges or sprays. None should contain
benzocaine, which can be harmful to children. Or, rinse the mouth after meals
with 1 teaspoon of a liquid antacid that does not contain aspirin.



For children over 6 years who are able to gargle without swallowing, use a
mixture of 1/4 to 1/2 teaspoon of salt to one 8 ounce glass of warm water.
Swish and gargle the mixture 2 to 3 times a day, as needed. Do not let your
child swallow the salt water; have him spit it out
Certain at-home treatments can also provide relief from hand,foot, and mouth
disease symptoms. You can try the following home remedies to help make
blisters less bothersome:


Suck on ice or popsicles



Eat ice cream or sherbet



Drink cold beverage



Avoid spicy or salt foods



Avoid citrus fruit,fruit drink , and soda

Swishing warm salt water around in the mouth may also help relieve the pain
associated with mouth blisters and throat sore. Do this several time a day or
often as needed.

Nurses role
Hospitalized patients
 Prompt supportive treatment is the mainstay of patient management.
Specific anti-enteroviral agents are not available.


Secondary cases from household contact could be more severe and
require closer observation.



Early detection of signs of CNS involvement (especially brain stem) is
important.



Patients

should

be

closely

monitored

decompensation (HR, RR, BP, SaO2).

for

cardiopulmonary



Careful monitoring and assessment of fluid balance and left ventricular
function are important.



When deterioration is noted, early intubation is desirable since the
patient might progress to pulmonary edema rapidly , Risk factors for
pulmonary oedema are hyperglycaemia,



leucocytosis, and limb weakness. Consider left ventricular failure and
perform early echocardiogram if patient fails to respond to fluid
resuscitation

Infection Control Measures


Standard Precautions should be strictly observed to prevent outbreaks
in healthcare settings. Contact Precautions are indicated for infants and
young children or if the patient is incontinent and may contaminate the
environment.



At the clinic/hospitals, the health care workers should: - Wash hands
immediately and thoroughly after handling patients secretions or
excretions irrespective of whether or not gloves are worn , Wear gloves
and gown during patient-care activities that are likely to involve
contact with patient’s secretions or excretions; remove the gloves and
gown upon leaving the patient’s environment , Put on personal
protection equipment’s (e.g. mask, face shield) when carrying out
procedure that is likely to generate splashes to mucous membranes.



At clinic setting , patients suspected to have HFMD/enterovirus
infection should observe personal hygiene , wear a surgical mask to
cover nose and mouth ,avoid touching/playing with other patient ,
Patient with HFMD/enterovirus infection requiring hospital admission
should be placed under contact precaution.

Prevention
Certain precautions can help to reduce the risk of infection with hand-foot-and-mouth
disease
Wash hands carefully: be sure to wash your hands frequently and thoroughly
especially after suing the toilet or changing a diaper and before preparing foot

and eating. When soap and water aren’t available use hand use hand wipes or
gels treated with germ killing alcohol.

Disinfect common areas: Get in the habit of cleaning high traffic areas and
surface first with soap and water then with a diluted solution of chlorine
bleach and water . Child care centers should follows a strict schedule of
cleaning and disinfected all common areas including shared items such ass
toys as the virus can live on these objects for days. clean your baby’s pacifiers
often.

Teach good hygiene: Shows your children how to practice good hygiene and
how to keep themselves clean. Explain to them why it’s best not to put their
fingers, hands or any other objects in their mouth.
Isolate contagious people: Because hand –foot-and-mouth disease is highly
contagious people with the illness should limit their exposure to other while
they have active sign and symptoms. Keep children with hand-foot-mouth sore
have healed. If you have the illness, stay home from work.
In addition, do these four steps before sending your child to the school, kindergarten
or childcare center every day:


Take your child’s Temperature (either orally or via the ear).



Look for mouth Ulcers. Ask your child to open the mouth and say “Ah …”.
Shine a torch in the mouth and look for ulcers on the tongue, inner sides of the
mouth and on the lips.



Look for blisters on the Hands. Ask your child to hold out the hands and show
his/her palms. Look for small pinkish/reddish bumps or tiny blisters with
fluids. Then check for the same on the back of the hands.



Look for blisters on the Feet. Check for bumps/blisters on the upper part of the
feet first, then the soles.

Natural Home Remedies to Treat Hand, Foot and Mouth Disease in a Child
Some home remedies to treat Hand, Foot, and Mouth Disease are mentioned below:
1. Tender Coconut Water
Coconut water cools the body and is gentle on the stomach. It contains a wide
range of vitamins, minerals, electrolytes and antioxidants. It also contains lauric acid
which fights viruses. Giving coconut water to a child HFMD can provide him relief
from the pain in the mouth and keep his body hydrated. You can also freeze coconut
water and have your child chew on the ice cubes to reduce the pain of the mouth
sores.
2. Oil Pulling
This is an old Ayurvedic method for maintaining good oral hygiene. It also
helps soothe the mouth sores caused by HFMD. Take a tablespoon of any oil such as
peanut, sesame or coconut, and ask your child to swish it around in his mouth for 5 to
10 minutes and then spit it out. Make sure that he does not swallow the oil after
swishing.
3. Salt Water Rinse and Baths
Ask your child to rinse his mouth with warm salt water three to four times a
day, as it will provide him relief from painful blisters and mouth sores. You can use
common table salt for this or Himalayan pink salt. The pink salt is more effective
because it balances the pH level inside the mouth. Also, adding Epsom salts to the
bath water can soothe the rashes on the body and help a child heal faster from the
HFMD symptoms. You can also add a few drops of lavender or lemon essential oil to
the Epsom salt bath water, your child will get immense relief.

4. Garlic
Garlic has strong antimicrobial properties as it contains high levels of sulphur
compounds. You can include garlic in the food, give it to your child in the form of
capsules, or make a herbal tea by boiling 3 cloves of garlic in water and let him drink
it once it cools.
5. Ginger
Ginger contains several anti-viral chemicals. It also has sedative and painrelieving effects. Make ginger root tea by simmering crushed, chopped ginger in
water until the water is concentrated with ginger juice. Cool this and give it to your
child with honey.
6. Coconut Oil
Coconut oil has antiviral properties. You can apply coconut oil to your child
where he has rashes or blisters and soon they will disappear. Some people even
suggest using a tablespoon of coconut oil to swish around the mouth and then spitting
it to soothe the blisters in the mouth. You can ask your child to try this remedy if he
feels comfortable doing it.
7. Indian Lilac or Neem
Neem or Indian Lilac has several antimicrobial properties and has been used to
treat viral diseases for hundreds of years. You can apply neem oil to the rashes on
your child’s body. You can also powder dried neem leaves and make a paste of it with
water. Apply this paste to the rashes and blisters for quick healing. You can even use
neem oil combined with coconut oil and a few drops of lavender oil for topical
application.
8. Gooseberry
The Indian gooseberry (scientific name EmblicaOfficinalis) is rich in vitamin
C, an important vitamin necessary for immunity. It helps purify the blood and aids in
digestion. Indian gooseberry or amlacan be consumed in the form of juice. You can
even give it to your child by making a powder from dried gooseberries and adding it
to water.
9. Pomegranate
Pomegranate contains antioxidants and anti-inflammatory compounds which
help soothe the symptoms of HFMD. Let your child drink pomegranate juice or eat
the fleshy seeds for quicker healing.

10. Holy Basil or Tulsi
Tulsi is a herb that has several medicinal properties. It fights harmful
microbes, reduces inflammation, and provides relief from pain. Let your child chew
Tulsi leaves, or make a juice of the leaves, dilute it with water, and ask him drink it a
few times a day for faster relief from HFMD.
11. Aloe Vera
Aloe Vera has antimicrobial properties. It also increases immunity. Aloe Vera
contains minerals, vitamins, and several other compounds that are beneficial for the
skin. Apply Aloe Vera gel to the rashes and blisters for soothing relief. You can even
give Aloe Vera juice to your kid to help him heal faster from HFMD.
The symptoms of hand, foot, and mouth disease can make children very
uncomfortable and irritable. The rashes and blisters can be very painful for the little
ones. So, try these home remedies to soothe the symptoms and make your child as
comfortable as possible.

When to return to school or daycare
Tell the daycare or the school that your child has Hand-Foot-Mouth Disease.
It is important for the school personnel to know so staff and parents can be told to
watch for symptoms.
Your child should stay home from school or childcare until he or she has no
fever for 24 hours and the mouth sores and open blisters have healed.

Complication:
The most common complication of hand-foot-and-mouth disease is
dehydration. The illness can cause sores in the mouth and throat making swallowing
pain full and difficult.Watch closely to make sure child frequently sips fluid during
the course of the illness. If dehydration is severs intravenous(IV) fluid may be
necessary.
Hand-foot-and-mouth disease is usually a minor illness causing only a few
days of fever and relatively mild sing and symptoms. A rare and sometimes serious
from of the coxsackievirus can involve the brain and cause other complication .



Viral meningitis: This is a rare infection and inflammation of the

membranes (meninges) and cerebrospinal fluid surrounding the brain and
spinal cord.


Encephalitis (inflammation of the brain) or polio-like paralysis can

occur, but this is even rarer.


Fingernail and toenail loss have been reported, occurring mostly in

children within a few weeks after having hand, foot, and mouth disease. At
this time, we don’t know whether nail loss was a result of the disease in
reported cases. However, in the reports reviewed, the nail loss was
temporary, and the nail grew back without medical treatment.

Summary
Till know we discussed about hand foot and mouth disease, its causes, clinical
features, main diagnosis treatment, prevention, and home remedy.

Conclusion
HFMD can spread quickly in child care centers, preschools and elementary
schools, but outbreaks of the virus have also been reported on college campuses,
where the close quarters of dorms and locker rooms mean that more people can
become infected. In children, the illness usually starts with a mild fever, and a day or
two later, the first signs of the disease may show up in the mouth. A child may have
sore throat pain and painful sores, or blisters may develop in the back of the mouth
and on the tongue, inner cheeks and gums. A day or two later, red spots may spread to
the hands, feet and buttocks.

கை, ைால்மற்றும்வாய்த ாற்றுந ாய்
முன்னுகை
கை, ைால்மற்றும்வாய்த ாற்றுஎன்பதுமிைவிகைவாைபைவும்ந ாய்த்த ாற்றுஆகும்.
இந் ந ாய்த ாற்றிற்குைாைணமானைாக்ஸ்சாக்ைிவீைஸ்என்ற ச்சுைிருமிஎர்நைாநவாைஸஸ்தென
ைஸில்என்றுஅகைக்ைப்படும்.
கவைஸ்ைள்குழுவின்பகு ியாகும்.இவ்வகைத ாற்றுைள்ஒரு பாிடம்இருந்துமற்தறாரு பருக்கு
அசுத் மானகைைளின்மூலம்பைவுைின்றது, மற்றும்பா ிக்ைப்பட்ட பாின்உமிழ் ீர்,
மலம்அல்லதுசுவாசசுைப்புைள்மூலம்பைவும்வாய்ப்புஉள்ளது.

வகையகற
கை-ைால்மற்றும்வாய்த ாற்றுந ாய்தபாதுவாைஇளம்குைந்க ைகள ாக்ைக்கூடியது
.இந்ந ாயின்சிறப்பியல்புவாயில்புண்ைள்மற்றும்கைமற்றும்ைால்ைளில்சிவப்புபுள்ளிைள்ைாணப்படுவதுஆகும்.

குைந்க ைளுக்குஏற்படும் ிைழ்வுைள்:
i.

அறிகுறிகுறி ிைழ்வுைளானதுதபாதுவாை 6
வயதுக்குஉட்பட்டவர்ைளுக்குபைவலாைஏற்படுைிறது.

ii.

மிைவும்தபாதுவானைாய்ச்சல்ைாக்ஸாைிவிகவைஸ் A16 (CA16)

iii.

சுமார் 50% பச்சிளம்குைந்க ைள்ைண்டறியப்பட்ட(

மற்றும்எண்நடாவிைாஸ் 71 (EV71) .
EV71) டு ிகலப்படுத் ியஆன்டிபாடிைள்இருப்பக க்ைண்டறிந்துள்ளன,
iv.

இகவ 6
மா த் ிற்கும்குகறவானகுைந்க ைளுக்குைண்டறியமுடியா அளவுக்குகுகறந்து
விடுைின்றன.

ந ாய்பைவும்முகற:
இவ்வகைத ாற்றுைள்ஒரு பாிடம்இருந்துமற்தறாரு பருக்குஅசுத் மானகைைளின்மூல
ம்பைவுைின்றது.

 எச்சில்

 தைாப்புளங்ைள்வைியும் ீர்
 மலம்
 சுவாசக்குைாய்ைளின்சுைப்புைள்இருமல்அல்லதுதும்மால்மூலம்ைாற்றுக்குள்த ளிக்ைப்படு
ைின்றன.
இவ்வகைத ாற்றுைள்ஒரு பாிடம்இருந்துமற்தறாரு பருக்குஅசுத் மானகைைளின்மூ
லம்பைவுைின்றது.

அறிகுறிைள்:
 ைாய்ச்சல்த ாடர்ந்துஏற்படுவதுகைைால்மற்றும்வாய்ந ாயின்மு ல்அறிகுறியாகும்.
 த ாண்கடபுண்
 சிலந ைங்ைளில்பசியின்கமமற்றும்நசார்வுஏற்படுைிறது.
 ைாய்ச்சல்த ாடங்ைிஒன்றுஅல்லதுஇைண்டு ாட்ைளுக்குபிறகு,
வாய்அல்லதுத ாண்கடக்குமுன்னால்வலுவானபுண்ைள்உருவாகும்.
 கைைள்மற்றும்ைால்ைளில்உள்ளபுண்ைள்ஒருநவகளபிணக்குைளில்ஒன்றுஅல்லதுஇைண்
டு ாட்ைளுக்குள்ஏற்படலாம்.
 வாய்மற்றும்த ாண்கடப்பின்னணியில்வளரும்தசல்ைளில்ஏற்படும்புண்ைள்நேர்பங்ைி
னாஎன்றகைக்ைப்படும்.

தேர்பங்ைிணியின்மற்றசிறப்பம்சங்ைள்,:
ிடீதைனஅ ிைைாய்ச்சல்மற்றும்சிலசந் ர்ப்பங்ைளில்,
வலிப்புத் ாக்ைம்ஆைியகவஅடங்கும். கைைள்,
ைால்ைகளஅல்லதுஉடலின்பிறபாைங்ைளில்உருவாகும்புண்ைகளமிைவும்அாி ானகவ .
அறிகுறிைள் 3-7 ாட்ைளில்உருவாகும்:


ைாய்ச்சலும்மற்றும்த ாண்கடபுண்ஏற்படு ல்மு ல்அறிகுறிைளும்ஆகும்



பசியின்கம



கலவலி



எாிச்சலூட்டும் ன்கம



வலி, சிவப்புதைாப்புளங்ைள்



கைைள்மற்றும்ைாலில்சிவப்புபுள்ளிைள்



உடல்நசார்வு

ைாயம்பின்வரும்பகு ியில்ந ான்றும்:


ந ால்புண்ைள்



கை



உள்ளங்கை



பிட்டம்



த ாகடபகு ி / ைால்ைள்



உள்ளங்ைால்.



மூட்டுைாயங்ைள்



வாய்க்குள்நமல்ைீழ்அன்னப்பகு ி.

ந ாய்ைண்டறி ல்
1. வைலாறுநசைாிப்பு

இதுகுடும்பபின்னணித ாடர்பானவைலாறுநசைாிப்புமற்றும்பள்ளிஅல்லது ினசாிகுைந்
க ைள்ைாப்பைத் ில்முந்க யத ாற்றுஅடங்கும்.

2.உடல்பாிநசா கன



ஒருமருத்துவர்அடிக்ைடிகை,
ைால்மற்றும்ந ாகயஉடல்ாீ ியாைந ர்வுதசய்வ ன்மூலம்ைண்டறியலாம்.
அகவதைாப்புளங்ைள்மற்றும்ந ால்அல்ர்ெிந ாற்றத் ால்ைண்டுபிடிக்ைலாம்.
மற்றஅறிகுறிைகளப்பற்றிடாக்டர்உங்ைளுக்கும்உங்ைள்பிள்களக்கும்நைட்ைிறா
ர்.



வாய்புண்ைள்தபாதுவாைசிவப்புோநலாஸுடன்மஞ்சள்மற்றும்வாய்,
த ாண்கட, டான்சில்ஸ், ைன்னங்ைளின்உள்நள,
பல்லின்ஈறுைள்மற்றும் ாக்குஆைியவற்றில்ைாணப்படும்.



ந ால்புண்ைள்வைக்ைமாைஅாிப்புஇருக்ைாது, ஆனால்வலிஇருக்ைலாம்.
வாயில்ைாயங்ைள்வலிஏற்படுவ ால்உணவுஉண்பதுமாட்டு ண்ணீர்குடிப்பதுை
னினமாைஇருக்கும்.

3.த ாண்கடமற்றும்மலக்குடல்பாிநசா கன

இதுகவைஸின்முன்னிகலயில்நசா ிக்ைப்படுவ ால்அகவந ாயறி கலஉறு ிப்படுத்
அனும ிக்கும்.
பாலிமநைஸ்சங்ைிலிஎ ிர்விகனமூலம் கலைீழ்டிைான்ஸ்ைிாிப்ட்டிகவைஸ்ைண்டறியபய
ன்படுைிறது.
4.இைத் அணுக்ைள்மற்றும்படியும் ன்கமகயபாிநசா கன

எாித்நைாகசட்வண்டல்விைி ம்சா ாைணவிடஅ ிைமாைஇருக்கும்.

சிைிச்கசமுகறைள்:
i.

அசிட்டமிநனாபன்அல்லதுஇபுபுநைாஃதபன்நபான்றவலிமருந்துைள் கலவலி ி
வாைணம்தபறும்.

ii.

6 மா ங்ைளுக்கும்நமல்உள்ளகுைந்க ைளுக்கு,
அதசட்டமிநனாஃதபன்அல்லதுஇபுபுநைாஃதபன்நபான்றமாத் ிகைைள் கலவ
லி, ைாய்ச்சல்மற்றும்த ாண்கடவலிஆைிைியவற்றிலிருந்து ிவாைணம் ரும்.

iii.

6 மா ங்ைளுக்கும்குகறவானகுைந்க ைளுக்குஇப்யூபுரூஃபன்தைாடுக்ைா ீர்ைள்.
உங்ைள்பிள்களயின்வயக சாியானஅளவுக்குஅறியநலபிகளப்படியுங்ைள்.

iv.

உங்ைள்பிள்களக்குஒருவயதுக்குநமல்இருந் ால், ண்ணீர், பால்,
ஆப்பிள்பைச்சாறுமற்றும்ஐஸ்குச்சிைள்நபான்ற ிைவஉணவுைகளதைாடுக்ைவும்.

v.

ைிைான்தபர்ாிெூஸ்,
ஆைஞ்சுபைச்சாறுஅல்லதுஎலுமிச்கசநபான்றஅமிலத் ில்அ ிைமாைஇருக்கும்ப
ைச்சாறுைகள விர்க்ைவும். அவர்ைள்வாயின்புண்ைள்துகளயிடலாம்.

vi.

உங்ைள்பிள்களக்குஒருவயதுக்குைீழ்இருந் ால் ாய்ப்பால்மற்றும்இகணஉண
வுவகைைகளதைாடுக்ைவும்.

vii.

ஆப்பிள்சாஸ், பிகசந்துஉருகளக்ைிைங்கு,
ஓட்மீல்அல்லதுமுட்கடநபான்றதமன்கமயானஉணவுைகளவைங்ைநவண்டும்.

த ாண்கடபுண்ஆற்றுவ ற்ைானவைிமுகறைள்:


1 வயதுக்குநமற்பட்டகுைந்க ைளுக்கு,
நைாைிகுைம்புநபான்றசூடான ிைவங்ைகளஅல்லதுஆப்பிள்சாறுதைாடுக்ைவும்.



4 வருடங்ைளுக்கும்நமலாைகுைந்க ைளுக்கு,
த ாண்கடகயதமன்கமயாக்கும்நலாசன்ைகளஅல்லதுத ளிப்பான்ைகளபய
ன்படுத் வும்.
குைந்க ைளுக்கு ீங்குவிகளவிக்ைக்கூடியதபன்நஸாைாகனக்தைாண்டிருக்ைக்
கூடாது.



6 வயதுக்குநமற்பட்டகுைந்க ைளுக்குவிழுங்ைமுடியாமல் விக்கும்நபாது,
ஒருைலகவ 1/4 1/2 டீஸ்பூன்உப்பு ண்ணீாில்ஒரு 8
அவுன்ஸ்குவகளயில்பயன்படுத்துங்ைள்.
உங்ைள்பிள்களகயஉப்பு ீகைவிழுங்ை

விடா ீர்ைள்; அவற்கறதுப்பாமல்ைவனித்துக்தைாள்ளநவண்டும்நவண்டும்
தைாப்புளங்ைகளைட்டுப்படுத் பின்வரும்வீட்டுகவத் ியங்ைகளமுயற்சிக்ைவும்:
i.

பனிஅல்லதுஐஸ்குச்சிைள்

ii.

ஐஸ்ைிாீம்அல்லதுபைைசம்சாப்பிடுங்ைள்

iii.

குளிர்பானம்குடிக்ைவும்

iv.

ைாைமானஅல்லதுஉப்பு ிகறந் உணவுைள் விர்க்ைவும்

v.

சிட்ைஸ்பைம், பைபானம், நசாடாஆைியவற்கற விர்க்ைவும்

vi.

வாயில்சுற்றிசூடானஉப்பு ீர்தைாண்டுதைாப்பளித் ால்வாய்தைாப்புளங்ைள்மற்றும்த ா
ண்கடபுண்த ாடர்புகடயவலி ிவாைணம்அளிக்கும்.
இதுஒரு ாள்அல்லதுஅடிக்ைடிந கவப்பட்டால்பலமுகறதசய்யுங்ைள்.

த ாற்றுைட்டுப்பாடு டவடிக்கைைள்:
உடல் லபைாமாிப்புஅகமப்புைளில் ிடீர் ாக்கு ல்ைகளத் டுப்ப ற்குஸ்டாண்டர்ட்முன்
தனச்சாிக்கைைள்ைண்டிப்பாைைவனிக்ைப்படநவண்டும்..
மருத்துவமகன / மருத்துவமகனைளில், சுைா ாைஊைியர்ைள்: கையுகறைள்அணிந்துதைாண்டார்ைளாஇல்கலயாஎன்பக ப்தபாறுத்துந ாயாளிைள்சுைப்புஅல்
லதுதவளிநயற்றங்ைகளகையாளும்நபாதுஉடனடியாைவும்முழுகமயாைவும்கைைகளைழுவநவ
ண்டும்..

ந ாயாளியின்சுைப்புஅல்லதுதவளிநயற்றங்ைள்;
ந ாயாளிசூைகலவிட்டுதவளிநயறும்நபாதுகையுகறைள்மற்றும்ைவுன்கன ீக்கு ல் .
னிப்பட்டபாதுைாப்புஉபைைணங்ைளின்மீதுல்சளிசவ்வுைளுக்குஊடுருவைகளஉருவாக்
ைக்கூடியதசயல்முகறைகள டத்தும்நபாது.
மருத்துவமுைாமில்,எண்நடாவிைஸ்ந ாய்த்த ாற்றுஇருப்ப ாைசந்ந ைிக்ைப்படும்ந ாயா
ளிைள் னிப்பட்டசுைா ாைத்க ைண்ைாணிக்ைநவண்டும்.
மூக்குமற்றும்வாகயமூடுவ ற்குஅறுகவசிைிச்கசமுைமூடிஅணிந்து,
மற்றந ாயாளிைளுடன்த ாடு ல் / விகளயாடுவக த் விர்ப்பது
,ஏநைாகவைஸ்த ாற்றுந ாயுடன்ந ாயாளிக்குத ாடர்புதைாண்டுமருத்துவமகனநசர்க்கைஅனு
ம ிக்ைப்படநவண்டும்முன்தனச்சாிக்கையாை.

டுப்புமுகறைள்:
சிலமுன்தனச்சாிக்கை டவடிக்கைைள், கைைால்-மற்றும்வாய்ந ாய்ைளால்ஏற்படும்த ாற்றுந ாயின்அபாயத்க குகறக்ைஉ வும்
கைைகளைழுவு ல்: கைைகளஅடிக்ைடிைழுவவும், குறிப்பாைமலம்ைளித் பின்,
டயப்பகைமாற்றியபின்மற்றும்சாப்பிடுவ ற்குமுன்பாைவும்சுத் ம்தசய்யவும்.

தபாதுவானஇடங்ைகளதூய்கமயாைகவத் ால்:
குநளாாின்ப்ளீச்மற்றும்நசாப் ண்ணீருடன்மு லில்அ ிைநபாக்குவைத்துப்பகு ிைள்மற்றும்நமற்ப
ைப்பில்சுத் ம்தசய் கலபைக்ைப்படுத் ிக்தைாள்ளு ல்.குைந்க ைள்பயன்படுத்தும்தபாம்கமை
களதூய்கமயாைகவத் ல்நவண்டும்.
ல்லசுைா ாைத்க ைற்றுக்தைாடுங்ைள்:
உங்ைள்பிள்களைகளஎவ்வாறு ல்லஆநைாக்ைியமாைவும்மற்றும் ங்ைகளஎப்படிசுத் மாைகவத்
ிருக்ைநவண்டும்என்பக க்ைற்றுக்தைாடுங்ைள்.

ந ாயுற்றமக்ைகளத் னிகமப்படுத்து ல்: ஏதனனில், கைைால்விைல்ைள்ந ாய்ைள்மிைவிகைவாைபைவும்த ாற்றுந ாயாைஇருப்ப ால்,
ந ாயாளிைள்தசயலில்அகடயாளம்மற்றும்அறிகுறிைகளக்தைாண்டிருக்கும்நபாதுமற்றவர்ைளிட
மிருந்துத ருங்ைித ாடர்புகவப்பக குகறக்ைநவண்டும்.
கூடு லாை, உங்ைள்குைந்க பள்ளி,
மைகலயர்பள்ளிஅல்லதுகுைந்க கமயத் ிற்குஒவ்தவாரு ாளும்அனுப்பும்முன் ான்குபடிைகள
தசய்யுங்ைள்:


உங்ைள்குைந்க யின்உடல்தவப்ப ிகலகய(வாய்வைிஅல்லதுைாதுவைியாை)
ினசாிைவனித் ல்நவண்டும்•



வாய்புண்ைகளபார்க்ை:. வாகயத் ிறந்து "ஆ ..."
என்றுதசால்லிஉங்ைள்குைந்க ைளிடம்நைளுங்ைள்மற்றும், ாக்ைில்,
வாயின்உட்புறபக்ைங்ைளிலும், உ டுைளிலும்பார்க்ைவும்.



கையில்தைாப்புளங்ைள்பார்க்ை:.
உங்ைள்பிள்களைகளகைைளால்பிடித்துக்தைாண்டு, அவன் /
அவள்உள்ளங்கைைகளக்ைாட்டுங்ைள். சிறியபிங்க் /
சிவப்புபுகடப்புைள்அல்லது ிைவங்ைளுடன்கூடியசிறியதைாப்புளங்ைள்ஆைியவ
ற்கறக்ைவனியுங்ைள். பின்னர்கைைளின்பின்புறத் ில்நசா ிக்ைவும்.



அடிைளில்தைாப்புளங்ைள்ைண்டுபிடிக்ை :பா ங்ைளின்நமல்புறத் ில்புகடப்புைள்
/ தைாப்புளங்ைள்நசா ிக்ைவும்.

ஒருகுைந்க யின்கை,
ைால்மற்றும்வாய்ந ாய்க்குசிைிச்கசயளிக்ைஇயற்கையானவீடகமப்புசிைிச்கசைள்:
கை,
ைால்மற்றும்வாய்ந ாய்ைகளக்குணப்படுத் சிலவீட்டுகவத் ியம்ைீநைகுறிப்பிடப்பட்டுள்ளது:
1. இள ீர்
இள ீர்உடகலகுளிர்விக்ைிறதுமற்றுமகவட்டமின்ைள், ாதுக்ைள்,
எலக்ட்நைாகலட்ைள்ஆைியவற்றில்இதுபைந் அளவில்உள்ளது.
இதுகவைகஸஎ ிர்த்துநலசிக்அமிலத்க யும்தைாண்டுள்ளது.

கைைால்மற்றும்வாய்த ாற்றுந ாய்உள்ளகுைந்க க்குஇள ீர்தைாடுப்ப ால்வாயில்உள்ளவலியிலி
ருந்துஅவருக்கு ிவாைணம்வைங்ைவும், அவைதுஉடலில் ீநைற்றம்கவக்ைவும்முடியும்.
2. எண்தணய்தைாப்பளிப்பு
ல்லவாய்வைிசுைா ாைம்பைாமாிக்ைஇதுஒருபகையஆயுர்நவ முகறஆகும். இதுகைைால்மற்றும்வாய்த ாற்றுந ாய்உள்ளகுைந்க க்குஏற்படும்வாய்புண்ைள்ஆற்றவும்உ வுைிறது.

ந ங்ைாய்எண்தணகயஒருந க்ைைண்டிஎடுத்து, அக 5 மு ல் 10
ிமிடங்ைள்வகைதைாப்பளித்துதவளிநயதுப்பவும்.
3. உப்பு ீாில்வாய்தைாப்பளித் ல்:

ஒரு ாகளக்குமூன்றுமு ல் ான்கு டகவசூடானஉப்பு ீாில்வாகயதைாப்பளித்துதவளிநயதுப்ப
வும்.ஏதனன்றால்அதுவலியுகடயதைாப்புளங்ைள்மற்றும்வாய்புண்ைள்ஆைியவற்றிலிருந்து ிவா
ைணமளிக்கும்.
4. பூண்டு
உயர்ந் ைந் ைைலகவைள்தைாண்டிருக்கும் ிகலயில்,
பூண்டுவலுவானஆண்டிகமக்நைாபியல்பண்புைள்தைாண்டிருக்ைிறது.

ீங்ைள்உணவில்பூண்டுநசர்த்து,
உங்ைள்பிள்களக்குைாப்ஸ்யூல்ைள்வடிவில்தைாடுக்ைலாம்அல்லது ண்ணீாில்மூன்றுபூண்டுைகள
தைா ிக்ைகவத்துமூலிகைந ீர்குடிக்ைலாம்.
5. இஞ்சி

இஞ்சிபலகவைஸ்எ ிர்ப்புஇைசாயனங்ைள்உள்ளன. றுக்ைியஇஞ்சிகயஊறகவக்ைவும்.
இக ச்சிறி ளவுந ன்தைாண்டுஉங்ைள்பிள்களக்குதைாடுப்நபாம்.

6. ந ங்ைாய்எண்தணய்

ந ங்ைாய்எண்தணய்கவட்டமின்ைள்தைாண்டது.
ீங்ைள்உங்ைள்பிள்களக்குந ங்ைாய்எண்தணகயவடுக்ைள்அல்லதுதைாப்புளங்ைள்மீது டவினா
ல்விகைவில்அகவமகறந்துவிடும்.
7. நவம்பு:
.
நவம்புஆண்டிகமக்நைாபியல்பண்புைள்தைாண்டதுமற்றும்நூற்றுக்ைணக்ைானஆண்டுைள்கவை
ஸ்ந ாய்ைகளக்குணப்படுத் பயன்படுத் ப்பட்டுவருைிறது.

உங்ைள்பிள்களயின்உடலில்ஏற்படும்தைாப்பளங்ைகளகுணப்படுத்துவ ற்குநவம்புஇ
கலைளகள ண்ணீருடன்ஒருபகசகயதசய்துபயன்படுத்துங்ைள் .
8. த ல்லிக்ைாய்
இந் ியத ல்லிக்ைாய் (விஞ்ஞானதபயர்எம்பிளிைாஆஃபினினலிஸ்)
கவட்டமின்சி ிகறந் ிருக்ைிறது,

இதுந ாய்எ ிர்ப்புசக் ிக்குமுக்ைியமானஒருகவட்டமின்.
இதுஇைத் த்க சுத் ிைாிக்ைஉ வுைிறதுமற்றும்தசாிமானத் ில்உ வுைிறது. 9. மாதுகள:

இன்ந ாயின்அறிகுறிைகளஆற்றுவ ற்குஉ வும்அைற்சிஎ ிர்ப்புநசர்மங்ைகளக்தைாண்
டுள்ளனமாதுகளசாறுமற்றும்சக ப்பானங்ைகளஉங்ைள்குைந்க க்குதைாடுப்ப ால்வாயில்உள்
ளதைாப்பளங்ைகளவிகைவாைகுணப்படுத் லாம்.
10. புனி பாசில்அல்லதுதுளசி

துளசிபலமருத்துவகுணங்ைள்தைாண்டஒருமூலிகை.
இது ீங்குவிகளவிக்கும்நுண்ணுயிர்ைகளப்நபாைாடுைிறது, வீக்ைம்குகறைிறது, வலி
இருந்து ிவாைணம்அளிக்ைிறது.
11. ைற்றாகை
ைற்றாகைநுண்ணுயிர்எ ிர்ப்பிைள்உள்ளன. இதுந ாய்எ ிர்ப்புசக் ிகயஅ ிைாிக்ைிறது.
கை,
ைால்மற்றும்வாய்ந ாயின்அறிகுறிைள்பிள்களைளுக்குமிைவும்சங்ைடமானமற்றும்எாிச்சகலஏற்ப
டுத்தும்.

ைற்றாகைதெல்ைகைசல் டிப்புைள்மற்றும்தைாப்புளங்ைள்மீதுஊடுருவி ிவாைணம்தபறவு
ம் ,நவைமாைகுணமகடயஉ வும்.
முடிவுகை:
கை-ைால்மற்றும்வாய்த ாற்றுந ாய் டுக்கும் டுப்பூசிஎதுவும்இல்கல.
வைக்ைமானசுைா ாைம்நபணும்பைக்ைவைக்ைங்ைள் (கைைகளநசாப்புமற்றும் ண்ணீர்ைழுவு ல்)
கவைஸ்பைவுவக க்குகறப்ப ற்ைானஒருமுக்ைியஉத் ியாகும்.
ஒருகுைந்க யின்தபாம்கமைகளசுத் ம்தசய்வது
(குறிப்பாைஅந் வாயில்கவக்ைப்படும ல்,ந ைடிஉமிழ் ீர்தவளிப்பாடு,முத் மிடு லகல விர்த்
ல்ந ாய்பாிமாற்றத்க குகறக்ைமிைவும்உ வியாைஇருக்கும்.
கவைஸ்பைவுவதுமலச்சுவலால்ஏற்படலாம்என்ப ால், டயப்பர்ைள்
(குறிப்பாைஒருபாலர்அல்லது ாள்பைாமாிப்புஅகமப்பில்)
மாறும்நபாதுைகளந்துவிடும்கையுகறைள்அணிந்துதைாள்வதும் ன்கமபயக்கும்.
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1 வயதுக்கு நமற் ட்ட குழந்ர ைளுக்கு, நைாழி குழம்பு ந ான்ை சூடான ிைவங்ைரள
அல்லது ஆப் ிள் சாறு தைாடுக்ைவும்.



4 வருடங்ைளுக்கும் நமலாை குழந்ர ைளுக்கு, த ாண்ரடரய தமன்ரமயாக்கும்
நலாசன்ைரள அல்லது த ளிப் ான்ைரள யன் டுத் வும். குழந்ர ைளுக்கு ீங்கு
விரளவிக்ைக்கூடிய த ன்நஸாைாரனக் தைாண்டிருக்ைக் கூடாது.

வரையரை

ரை-ைால் மற்றும் வாய் த ாற்று ந ாய் த ாதுவாை இளம் குழந்ர ைரள
ாக்ைக்கூடியது . இந்ந ாயின் சிைப் ியல்பு - வாயில் புண்ைள் மற்றும் ரை மற்றும் ைால்ைளில் சிவப்பு
புள்ளிைள் ைாணப் டுவது ஆகும்.

ரை, ைால் மற்றும் வாய் த ாற்று என் து மிை விரைவாை ைவும் ந ாய்த்த ாற்று
ஆகும். இந் ந ாய் த ாற்ைிற்கு ைாைணமான ைாக்ஸ்சாக்ைிவீைஸ் A16 (CA16) என்ை ச்சு ைிருமி
எர்நைாநவாைஸஸ் தெனைஸில் EV71) என்று அரழக்ைப் டும். ரவைஸ்ைள் குழுவின் கு ியாகும்

6 வயதுக்கு நமற் ட்ட குழந்ர ைளுக்கு விழுங்ை முடியாமல் விக்கும் ந ாது, ஒரு
ைலரவ 1/4 1/2 டீஸ்பூன் உப்பு ண்ணீாில் ஒரு 8 அவுன்ஸ் குவரளயில்
யன் டுத்துங்ைள். உங்ைள் ிள்ரளரய உப்பு ீரை விழுங்ை விடா ீர்ைள்; அவற்ரை
துப் ாமல் ைவனித்துக்தைாள்ளநவண்டும் நவண்டும்
தைாப்புளங்ைரள ைட்டுப் டுத்
ின்வரும் வீட்டு ரவத் ியங்ைரள முயற்சிக்ைவும்:
i.
னி அல்லது ஐஸ் குச்சிைள்
ii.
ஐஸ் ைிாீம் அல்லது ழைசம் சாப் ிடுங்ைள்
iii.
குளிர் ானம் குடிக்ைவும்
iv.
ைாைமான அல்லது உப்பு ிரைந் உணவுைள் விர்க்ைவும்
v.
சிட்ைஸ் ழம், ழ ானம், நசாடா ஆைியவற்ரை விர்க்ைவும்
vi.
வாயில் சுற்ைி சூடான உப்பு ீர் தைாண்டு தைாப் ளித் ால் வாய் தைாப்புளங்ைள்
மற்றும் த ாண்ரட புண் த ாடர்புரடய வலி ிவாைணம் அளிக்கும். இது ஒரு ாள்
அல்லது அடிக்ைடி ந ரவப் ட்டால் ல முரை தசய்யுங்ைள்.

ரை, ைால் மற்றும் வாய் ந ாய்ைரளக் குணப் டுத் சில வீட்டு ரவத் ியம் ைீநழ
குைிப் ிடப் ட்டுள்ளது:
1. இள ீர்
இள ீர் உடரல குளிர்விக்ைிைது மற்றும ரவட்டமின்ைள், ாதுக்ைள்,
எலக்ட்நைாரலட்ைள் ஆைியவற்ைில் இது ைந் அளவில் உள்ளது. இது ரவைரஸ எ ிர்த்து நலசிக்
அமிலத்ர யும் தைாண்டுள்ளது.



டுப்பு முரைைள்

ரை-ைால் மற்றும் வாய் த ாற்று ந ாய் உள்ள குழந்ர க்கு
இள ீர் தைாடுப் ால் வாயில் உள்ள வலியிலிருந்து அவருக்கு ிவாைணம் வழங்ைவும், அவைது
உடலில் ீநைற்ைம் ரவக்ைவும் முடியும்.
2. எண்தணய் தைாப் ளிப்பு
ல்ல வாய்வழி சுைா ாைம் ைாமாிக்ை இது ஒரு ரழய ஆயுர்நவ முரை ஆகும். இது
ரை-ைால் மற்றும் வாய் த ாற்று ந ாய் உள்ள குழந்ர க்கு ஏற் டும் வாய் புண்ைள் ஆற்ைவும்
உ வுைிைது.

ந ாய் ைவும் முரை

இவ்வரை த ாற்றுைள் ஒரு
ாிடம் இருந்து மற்தைாரு
ருக்கு அசுத் மான
ரைைளின் மூலம் ைவுைின்ைது
i.
எச்சில்
ii.
தைாப்புளங்ைள் வழியும் ீர்
iii.
மலம்
iv.
சுவாசக்குழாய்ைளின் சுைப்புைள் இருமல் அல்லது தும்மால் மூலம் ைாற்றுக்குள்
த ளிக்ைப் டுைின்ைன
இவ்வரை த ாற்றுைள் ஒரு
ாிடம் இருந்து மற்தைாரு
ருக்கு அசுத் மான
ரைைளின் மூலம் ைவுைின்ைது

அைிகுைிைள்







ைாய்ச்சல் த ாடர்ந்து ஏற் டுவது ரை ைால் மற்றும் வாய் ந ாயின் மு ல்
அைிகுைியாகும்.
த ாண்ரட புண்
சிலந ைங்ைளில் சியின்ரம மற்றும் நசார்வு ஏற் டுைிைது.
ைாய்ச்சல் த ாடங்ைி ஒன்று அல்லது இைண்டு ாட்ைளுக்கு ிைகு, வாய் அல்லது
த ாண்ரடக்கு முன்னால் வலுவான புண்ைள் உருவாகும்.
ரைைள் மற்றும் ைால்ைளில் உள்ள புண்ைள் ஒருநவரள ிணக்குைளில் ஒன்று அல்லது
இைண்டு ாட்ைளுக்குள் ஏற் டலாம்
வாய் மற்றும் த ாண்ரடப் ின்னணியில் வளரும் தசல்ைளில் ஏற் டும் புண்ைள்
நேர் ங்ைினா என்ைரழக்ைப் டும்

சில முன்தனச்சாிக்ரை டவடிக்ரைைள், ரை ைால்-மற்றும்-வாய் ந ாய்ைளால் ஏற் டும்
த ாற்றுந ாயின் அ ாயத்ர குரைக்ை உ வும்
ரைைரள ைழுவு ல்: ரைைரள அடிக்ைடி ைழுவவும், குைிப் ாை மலம் ைளித்
ின்,
டயப் ரை மாற்ைிய ின் மற்றும் சாப் ிடுவ ற்கு முன் ாைவும் சுத் ம் தசய்யவும்.

ரை, ைால் மற்றும் வாய்த ாற்று
ந ாய்

அைிகுைிைள் 3-7 ாட்ைளில் உருவாகும்








ைாய்ச்சலும் மற்றும் த ாண்ரட புண் ஏற் டு ல் மு ல் அைிகுைிைளும் ஆகும்
சியின்ரம
ரலவலி
எாிச்சலூட்டும் ன்ரம
வலி, சிவப்பு தைாப்புளங்ைள்
ரைைள் மற்றும் ைாலில் சிவப்பு புள்ளிைள்
உடல்நசார்வு

சிைிச்ரச முரைைள்
i.
ii.

iii.

அசிட்டமிநனா ன் அல்லது இபுபுநைாஃத ன் ந ான்ை வலி மருந்துைள் ரலவலி
ிவாைணம் த றும்.
6 மா ங்ைளுக்கும் நமல் உள்ள குழந்ர ைளுக்கு, அதசட்டமிநனாஃத ன் அல்லது
இபுபுநைாஃத ன் ந ான்ை மாத் ிரைைள் ரலவலி, ைாய்ச்சல் மற்றும் த ாண்ரட
வலி ஆைிைியவற்ைிலிருந்து ிவாைணம் ரும்.
மா ங்ைளுக்கும் குரைவான குழந்ர ைளுக்கு இப்யூபுரூஃ ன் தைாடுக்ைா ீர்ைள்.
உங்ைள் ிள்ரளயின் வயர சாியான அளவுக்கு அைிய நல ிரளப் டியுங்ைள்.

APPENDIX - XI
உங்ைள் ிள்ரளக்கு ஒரு வயதுக்கு நமல் இருந் ால், ண்ணீர், ால், ஆப் ிள்
ழச்சாறு மற்றும் ஐஸ் குச்சிைள் ந ான்ை ிைவ உணவுைரள தைாடுக்ைவும்.
v.
ைிைான்த ர்ாி ெூஸ், ஆைஞ்சு ழச்சாறு அல்லது எலுமிச்ரச ந ான்ை அமிலத் ில்
அ ிைமாை இருக்கும் ழச்சாறுைரள விர்க்ைவும். அவர்ைள் வாயின் புண்ைள்
துரளயிடலாம்.
vi.
உங்ைள் ிள்ரளக்கு ஒரு வயதுக்கு ைீழ் இருந் ால் ாய்ப் ால் மற்றும் இரண உணவு
வரைைரள தைாடுக்ைவும்.
ஆப் ிள் சாஸ், ிரசந்து உருரளக்ைிழங்கு, ஓட்மீல் அல்லது முட்ரட ந ான்ை
தமன்ரமயான உணவுைரள வழங்ை நவண்டும்
த ாண்ரட புண் ஆற்றுவ ற்ைான வழிமுரைைள்:
iv.

ந ங்ைாய் எண்தணரய ஒரு ந க்ைைண்டி
எடுத்து, அர 5 மு ல் 10 ிமிடங்ைள் வரை தைாப் ளித்து தவளிநய துப் வும்.

த ாதுவான இடங்ைரள தூய்ரமயாை ரவத் ால்: குநளாாின் ப்ளீச் மற்றும் நசாப்
ண்ணீருடன் மு லில் அ ிை ந ாக்குவைத்துப் கு ிைள் மற்றும் நமற் ைப் ில் சுத் ம் தசய் ரல
ழக்ைப் டுத் ிக்தைாள்ளு ல் குழந்ர ைள் யன் டுத்தும் த ாம்ரமைரள தூய்ரமயாை ரவத் ல்
நவண்டும்.
ல்ல சுைா ாைத்ர ைற்றுக்தைாடுங்ைள்: உங்ைள் ிள்ரளைரள எவ்வாறு ல்ல
ஆநைாக்ைியமாைவும் மற்றும் ங்ைரள எப் டி சுத் மாை ரவத் ிருக்ை நவண்டும் என் ர க்
ைற்றுக்தைாடுங்ைள்
ந ாயுற்ை மக்ைரளத் னிரமப் டுத்து ல்: ஏதனனில், ரை ைால்-விைல்ைள் ந ாய்ைள்
மிை விரைவாை ைவும் த ாற்றுந ாயாை இருப் ால், ந ாயாளிைள் தசயலில் அரடயாளம் மற்றும்
அைிகுைிைரளக் தைாண்டிருக்கும் ந ாது மற்ைவர்ைளிடமிருந்து த ருங்ைி த ாடர்பு ரவப் ர
குரைக்ை நவண்டும்.
கூடு லாை, உங்ைள் குழந்ர ள்ளி, மழரலயர் ள்ளி அல்லது குழந்ர ரமயத் ிற்கு ஒவ்தவாரு
ாளும் அனுப்பும் முன் ான்கு டிைரள தசய்யுங்ைள்:

உங்ைள் குழந்ர யின் உடல் தவப் ிரலரய(வாய்வழி அல்லது ைாது வழியாை)
ினசாி ைவனித் ல் நவண்டும் •

வாய் புண்ைரள ார்க்ை . வாரயத் ிைந்து "ஆ ..." என்று தசால்லி உங்ைள்
குழந்ர ைளிடம் நைளுங்ைள் மற்றும், ாக்ைில், வாயின் உட்புை க்ைங்ைளிலும்,
உ டுைளிலும் ார்க்ைவும்.

ரையில் தைாப்புளங்ைள் ார்க்ை . உங்ைள் ிள்ரளைரள ரைைளால் ிடித்துக்
தைாண்டு, அவன் / அவள் உள்ளங்ரைைரளக் ைாட்டுங்ைள். சிைிய ிங்க் / சிவப்பு
புரடப்புைள் அல்லது ிைவங்ைளுடன் கூடிய சிைிய தைாப்புளங்ைள் ஆைியவற்ரைக்
ைவனியுங்ைள். ின்னர் ரைைளின் ின்புைத் ில் நசா ிக்ைவும்.

அடிைளில் தைாப்புளங்ைள் ைண்டு ிடிக்ை : ா ங்ைளின் நமல்புைத் ில் புரடப்புைள் /
தைாப்புளங்ைள் நசா ிக்ைவும்.
ஒரு குழந்ர யின் ரை, ைால் மற்றும் வாய் ந ாய்க்கு சிைிச்ரசயளிக்ை இயற்ரையான வீடரமப்பு

சிைிச்ரசைள்

ானங்ைரள உங்ைள் குழந்ர க்கு தைாடுப்
குணப் டுத் லாம்
ாசில் அல்லது துளசி
10. புனி

ால் வாயில் உள்ள தைாப் ளங்ைரள விரைவாை

துளசி ல மருத்துவ குணங்ைள் தைாண்ட ஒரு மூலிரை. இது ீங்கு விரளவிக்கும்
நுண்ணுயிர்ைரளப் ந ாைாடுைிைது, வீக்ைம் குரைைிைது, வலி இருந்து ிவாைணம் அளிக்ைிைது.
11. ைற்ைாரழ
ைற்ைாரழ நுண்ணுயிர் எ ிர்ப் ிைள் உள்ளன. இது ந ாய் எ ிர்ப்பு சக் ிரய
அ ிைாிக்ைிைது. ரை, ைால் மற்றும் வாய் ந ாயின் அைிகுைிைள் ிள்ரளைளுக்கு மிைவும் சங்ைடமான

ந ங்ைாய் எண்தணய் ரவட்டமின்ைள் தைாண்டது. ீங்ைள்
உங்ைள் ிள்ரளக்கு ந ங்ைாய் எண்தணரய வடுக்ைள் அல்லது தைாப்புளங்ைள் மீது டவினால்
விரைவில் அரவ மரைந்து விடும்.
7. நவம்பு

நவம்பு ஆண்டிரமக்நைா ியல்
ண்புைள் தைாண்டது மற்றும் நூற்றுக்ைணக்ைான ஆண்டுைள் ரவைஸ் ந ாய்ைரளக் குணப் டுத்
யன் டுத் ப் ட்டு வருைிைது. உங்ைள் ிள்ரளயின் உடலில் ஏற் டும் தைாப் ளங்ைரள
குணப் டுத்துவ ற்கு நவம்பு இரலைளரள ண்ணீருடன் ஒரு ரசரய தசய்து யன் டுத்துங்ைள்
மற்றும் எாிச்சரல ஏற் டுத்தும்.
ைற்ைாரழ
தெல் ைரைசல் டிப்புைள் மற்றும் தைாப்புளங்ைள் மீது ஊடுருவி ிவாைணம் த ைவும் ,நவைமாை
குணமரடய உ வும்

முடிவுரை

ரை-ைால் மற்றும் வாய் த ாற்று ந ாய் டுக்கும் டுப்பூசி எதுவும் இல்ரல.
வழக்ைமான சுைா ாைம் ந ணும் ழக்ைவழக்ைங்ைள் (ரைைரள நசாப்பு மற்றும் ண்ணீர் ைழுவு ல்)
ரவைஸ் ைவுவர க் குரைப் ற்ைான ஒரு முக்ைிய உத் ியாகும்.

3. உப்பு ீாில் வாய் தைாப் ளித் ல்

8. த ல்லிக்ைாய்

இந் ிய த ல்லிக்ைாய் (விஞ்ஞான த யர் எம் ிளிைா ஆஃ ினினலிஸ்) ரவட்டமின் சி
ிரைந் ிருக்ைிைது,

இது ந ாய் எ ிர்ப்பு சக் ிக்கு முக்ைியமான ஒரு ரவட்டமின்.
இது இைத் த்ர சுத் ிைாிக்ை உ வுைிைது மற்றும் தசாிமானத் ில் உ வுைிைது.
9. மாதுரள

இன் ந ாயின் அைிகுைிைரள
ஆற்றுவ ற்கு உ வும் அழற்சி எ ிர்ப்பு நசர்மங்ைரளக் தைாண்டுள்ளன மாதுரள சாறு மற்றும் சர ப்

ஒரு ாரளக்கு மூன்று மு ல் ான்கு டரவ சூடான உப்பு ீாில்
வாரய தைாப் ளித்து தவளிநய துப் வும் ஏதனன்ைால் அது வலியுரடய தைாப்புளங்ைள் மற்றும்
வாய் புண்ைள் ஆைியவற்ைிலிருந்து ிவாைணமளிக்கும்.
4. பூண்டு
உயர்ந் ைந் ை ைலரவைள் தைாண்டிருக்கும் ிரலயில், பூண்டு வலுவான
ஆண்டிரமக்நைா ியல் ண்புைள் தைாண்டிருக்ைிைது.

ீங்ைள் உணவில் பூண்டு நசர்த்து, உங்ைள்
ிள்ரளக்கு ைாப்ஸ்யூல்ைள் வடிவில் தைாடுக்ைலாம் அல்லது ண்ணீாில் மூன்று பூண்டு ைரள
தைா ிக்ை ரவத்து மூலிரை ந ீர் குடிக்ைலாம்.
5. இஞ்சி

இஞ்சி ல ரவைஸ் எ ிர்ப்பு
இைசாயனங்ைள் உள்ளன. றுக்ைிய இஞ்சிரய ஊைரவக்ைவும். இர ச் சிைி ளவு ந ன் தைாண்டு
உங்ைள் ிள்ரளக்கு தைாடுப்ந ாம்.
6. ந ங்ைாய் எண்தணய்

