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ABSTRACT

A study to evaluate the effectiveness of instructional package on knowledge
regarding colostomy care among care givers in pediatric post operative ward at
institute of child health and research centre. Objectives To assess the level of
knowledge regarding colostomy care and effectiveness of instructional package on
colostomy care among care givers. To associate the level of knowledge regarding
colostomy care with their selected socio demographic variables. Hypothesis H1:
There is a significant difference between the pretest and posttest level of knowledge
regarding colostomy care. H2: There is a significant association between the level of
knowledge regarding colostomy care. Conceptual Framework: For this study was
DSSOLHG /XGZLJ 9RQ %HUWDODQII\¶V JHQHUDO VWVWHP WKHRU\ Methodology: Research
approach is a quantitative approach in which one group pretest posttest design was
used. Data Collection Procedure : consecutive method samples were collected.
Period of study was for 4-6 weeks. Total samples size was 30, in which
approximately 4-6 subjects were selected as per the inclusion criteria, on the 1st post
operative day after the colostomy surgery. Pre test were conducted on the same day
and on the 2nd day instructional package was distributed to the group and the doubt
were clarified for the following days and there after post test was carried out on the
seventh day among the care givers. The same procedure was repeated for all the
subjects until required selective of 30 samples. Results: The level of knowledge
regarding pretest and posttest mean score is 47.00 and 65.33 respectively. Paired µW¶
test value is 5.984. The calculated value is -5.984 is much higher than the table value
at p < 0.001 level of significance. Conclusion: The study concluded that instruction
package teaching was effective are knowledge level of colostomy care among care
givers of children with colostomy.
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INTRODUCTION

CHAPTER - I
INTRODUCTION
´Children are the wealth of tomorrow; take care of them if you wish to have a strong India.
(YHUUHDG\WRPHHWYDULRXVFKDOOHQJHVµ
-

Jawaharlal Nehru

Children DUHYLWDOWRWKHQDWLRQ¶VSUHVHQWDQGLWVIXWXUH3DUHQWVJUDQGSDUHQWV
aunts, and uncles are usually committed to providing every advantage possible to the
children in their families, and to ensuring that they are healthy and have the
opportunities that they need to fulfill their potential. Yet communities vary
considerably in their commitment to the collective health of children and in the
UHVRXUFHV WKDW WKH\ PDNH DYDLODEOH WR PHHW FKLOGUHQ¶V QHHGV 7KLV LV UHIOHFWHG LQ WKH
ways in which communities address their collective commitment to children,
specifically to their health. In recent years, there has been an increased focus on issues
that affect children and on improving their health. Children have begun to be
recognized not only for who they are today but for their future roles in creating
families, powering the workforce, and making American democracy work. Mounting
evidence that health during childhood sets the stage for adult.
An infant is the very young offspring of a human or animal. When applied to
humans, the term is usually considered synonymous with baby or bairn, but the latter
is commonly applied to the young of any animal. When a human child learns to walk,
the term toddler may be used instead.
The term infant is typically applied to young children between the ages of 1
month and 12 months; however, definitions may vary between birth and 1 year of age,
or even between birth and 2 years of age. A newborn is an infant who is only hours,
days, or up to a few weeks old. In medical contexts, newborn or neonate refers to an
infant in the first 28 days after birth; the term applies to premature infants, postmature
1

infants, and full term infants. Before birth, the term fetus is used. In the UK, infant is a
term that can be applied to school children aged between four and seven.
A newborn infant, or neonate, is a child under 28 days of age. During these
first 28 days of life, the child is at highest risk of dying. It is thus crucial that
appropriate feeding and care are provided during this period, both to improve the
FKLOG¶VFKDQFHVRIVXUYLYDODQGWROD\WKHIRXQGDWLRQVIRUDKHDOWK\OLIH
Children generally have fewer rights than adults and are classed as unable to
make serious decisions, and legally must always be under the care of a responsible
adult. Recognition of childhood as a state different from adulthood began to emerge in
the 16th and 17th centuries. Society began to relate to the child not as a miniature
adult but as a person of a lower level of maturity needing adult protection, love and
nurturing. This change can be traced in paintings: In the Middle Ages, children were
portrayed in art as miniature adults with no childlike characteristics. In the 16th
century, images of children began to acquire a distinct childlike appearance. From the
late 17th century onwards, children were shown playing. Toys and literature for
children also began to develop at this time.
Being sick is part of childhood, and caring for a sick child is part of being a
parent. You might worry about a rash or wonder if a cough is getting worse. Many of
the diseases listed on this page spread easily between family members, at day-care
centres and at schools. Thankfully some of them are preventable via immunisation.
Read on to learn about causes, symptoms and when to see a doctor. Chickenpox is a
mild and common childhood illness, but can also occur in adults. Some children have
RQO\ D IHZ VSRWV EXW LQ RWKHUV VSRWV FDQ FRYHU WKH HQWLUH ERG\ +HUH¶V LQIRUPDWLRQ
about the incubation period, how chickenpox is diagnosed, and tips on how to help
ease the itchiness. ,W¶VQRUPDOIRUDFKLOGWRKDYHHLJKWRUPRUHFROGVD\HDU7KLVLV
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because young children have no immunity to different cold viruses. Gradually they
build up immunity. Read this article to find out more about common childhood
ailments. Croup is very common in young children, mainly in children under five
years old. The inflammation is usually caused by the same viruses that cause the
FRPPRQ FROG DQG LW¶V UDUHO\ VHULRXV /HDUQ DERXW FURXS V\PSWRPV KRZ LW¶V
diagnosed and common treatments, and when to seek medical advice for more serious
cases. You can become very concerned for your baby or your young child if they have
bouts of diarrhoea and vomiting. However, these helpful tips can explain some of the
causes and show you how to alleviate the symptoms. It can be very worrying if your
child has a high temperature; however, fever in itself is rarely harmful, and often
clears up on its own. In the meantime, read these tips on how to make your child more
comfortable, and how to spot signs of when you should seek urgent medical attention.
Babies are more likely to develop allergLHV LI WKHUH¶V D KLVWRU\ RI HF]HPD
asthma, hay fever or food allergies in the family. Learn about foods that commonly
cause allergies, how to spot a reaction and when to seek medical advice. Anyone can
JHW PHDVOHV LI WKH\ KDYHQ¶W EHHQ YDFFLQDWHG RU KDG LW EHIRUH DOWKRXJK LW¶V PRVW
common in children between three and five years of age. Measles is highly infectious
DQG FDQ OHDG WR VHULRXV FRPSOLFDWLRQV +HUH¶V LPSRUWDQW LQIRUPDWLRQ DERXW
vaccination, symptoms and treatments. Mumps is a contagious viral infection that is
PRVW FRPPRQ LQ FKLOGUHQ EHWZHHQ ILYH DQG  \HDUV RI DJH 7KHVH GD\V LW¶V UDUHO\
seen because of effective immunisation. Find out about causes of mumps, possible
self-care techniques and how to avoid it in the first place. Rubella used to be common
LQ FKLOGUHQ ,W¶V XVXDOO\ D PLOG YLUDO LQIHFWLRQ DQG EHVW SUHYHQWHG E\ WKH 005
YDFFLQDWLRQ/HDUQPRUHDERXWUXEHOOD¶VGLVWLQFWLYHUDVKRWKHUV\PSWRPVWUHDWPHQWV
and possible complications if caught during pregnancy. Whooping cough is a highly
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contagious bacterial infection of the lungs and airways. Babies are at greatest risk of
infection until they can have at least two doses of the vaccine.
Missing or Undeveloped Limbs Causes of Unfortunately, the cause of this
birth defect is largely unknown. Some experts believe that maternal exposure during
pregnancy to a chemical or virus that only mildly affects the mother might be possible
causes. Treatment of When a child is born with a limb anomaly, the doctor refers the
parents to an orthopedic specialist and a physical therapist. The child is then fitted
with a prosthesis (artificial body part) as soon as possible so that he becomes
comfortable with it early on. He will also undergo intensive physical therapy so that
he learns to use the prosthesis much as other children learn to control their body parts.
Sickle-Cell Disease - Sometimes certain substances essential to a baby's proper body
functioning are either abnormal or completely absent. Without intervention,
deficiencies like the following can be devastating (and often even fatal) because they
affect many bodily systems. Prevalence of Sickle-cell disease occurs in around 1 in
625 births, mostly affecting African-Americans and Hispanics of Caribbean ancestry.
Detection of Because of its prevalence, 30 states require that newborns be given the
blood test that detects the disorder. Symptoms of the disease can causedebilitating
bouts of pain and damage to vital organs and can sometimes be fatal. Sickle-cell
disease affects the hemoglobin (a protein inside the red blood cells) in such a way that
the cells become distorted: Instead of their normal, round shape, they look like
bananas or sickles. These misformed cells then become trapped in and destroyed by
the liver and spleen, resulting in anemia. In severe cases, an affected child may be
pale, have shortness of breath, and tire easily. The episodes of pain, called crises,
happen when the cells become stuck, blocking tiny blood vessels and cutting off the
oxygen supply to various parts of the child's body. Another complication of sickle-cell
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disease, noticeable mostly in infants and young children, is vulnerability to severe
bacterial infections. Two weapons against this risk are immunization (the usual
vaccines, as well as pneumonia and flu shots) and daily preventative penicillin
treatments. Although the disease can't be cured, a number of new therapies that reduce
the severity and frequency of crises are being studied.
PKU (phenylketonuria) is an inherited metabolic disorder that occurs in 1 in
15,000 births (less commonly among African-Americans and people of Jewish
descent). All babies in the U.S. are tested for the disease soon after birth. A child with
PKU is missing a crucial enzyme that breaks down a protein called phenylalanine that
is found in many goods. If PKU is left untreated, this protein can rise to high
concentrations in the body and cause mental retardation. Children born with PKU can
live a normal life if put on a strict diet. Usually started before the fourth week of life,
this diet is low in foods that contain phenylalanine, including breast milk and cow's
milk. Instead, an affected child must be fed a special formula. As the baby gets older,
however, she can eat certain vegetables, fruits, and grain products but usually must
avoid cheese, meat, fish, and eggs. Regular blood tests of phenylalanine levels can
help determine what an affected child can and can't eat.
Two of the most common abnormalities, Down syndrome and Fragile X
syndrome, are also frequent causes of mental retardation. Both can be diagnosed
before birth. While neither defect is curable, early intervention allows a child to
develop to his full potential. Though Down syndrome occurs in 1 in 800 births
overall, the incidence is much higher in older mothers. A child with Down syndrome
generally has characteristic physical features, including slanted eyes; small ears that
fold over at the top; a small mouth, which makes the tongue appear larger; a small
nose with a flattened nasal bridge; a short neck; and small hands with short fingers.
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More than 50 percent of children with this defect have visual or hearing impairments.
Ear infections, heart defects, and intestinal malformations are also common among
children with this defect. Though children with Down syndrome have some degree of
mental retardation, most can be expected to do many of the same things that any
young child can do -- including walking, talking, and being toilet trained -- although
generally they learn how to do so later than unaffected children.
Prevalence of Fragile X syndrome primarily affects males (1 in 1,500).
Although 1 in 1,000 females is a carrier, only one in three shows outward signs of
having the defect, including intellectual impairment. The range of retardation varies
from mild to severe. Symptoms of the physical characteristics of Fragile X syndrome
may include large ears, an elongated face, poor muscle tone, flat feet, large testicles,
overcrowded teeth, cleft palate, heart problems, and autistic-like tendencies. Affected
children may also suffer seizures. However, many children with Fragile X syndrome
appear to be physically normal at birth, so a diagnosis may not be made until the ages
of 18 months and 2 years. At that time, a lack of language development coupled with
other developmental delays usually prompts testing. Treatment of Down syndrome,
children with Fragile X syndrome can be expected to do most things that any young
child can do, although they also generally learn these things later than unaffected
children. And, as with most of these birth defects, early-intervention programs begun
in infancy can help maximize the child's development.
Sometimes babies are born with malformations somewhere along the
gastrointestinal (GI) tract. These malformations are not caused by prematurity and are
rare. They range from minor to serious and can occur anywhere from the esophagus to
the anus. Many of these conditions can be surgically treated, with an excellent chance
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at normal development and function later on as the baby grows into childhood and
beyond. Other malformations have outcomes that are not as good.
Esophageal atresia and fistula are malformations in which the natural
breathing tube, known as the trachea, and the feeding tube, called the esophagus, are
improperly formed. Most often the upper esophagus lacks a connection to the stomach
while the lower esophagus connects to the trachea through an abnormal passage called
a fistula. Babies with these types of malformations are fed with total parenteral
nutrition (TPN) or with a feeding tube directly into the stomach. During this time, the
baby gains strength and the esophagus will continue to grow. After several weeks, the
malformation is repaired with surgery. About 20% of babies with these types of
malformations will also have other complications, such as heart disease.
Intestinal atresias are malformations of the intestines in which a segment of
bowel is very narrow or is disconnected from the rest of the GI tract. Most commonly,
these occur in or near the duodenum, just below the stomach. Although atresias are
rare, babies born with this condition are often small for their gestational age and some
may also have Down syndrome. Depending on exactly where the malformation is,
bile may be released into the GI tract with nowhere to go but up, appearing in the
esophagus. As with esophageal atresia, the malformation is repaired with surgery,
though the exact nature of the malformation may mean surgery will be performed
sooner rather than later.
8QWLODERXWWKHWKZHHNRISUHJQDQF\DIHWXV¶V*,WUDFWGHYHORSVLQSDUWLQ
the umbilical cord. At this point, it returns to the abdomen and rotates 90 degrees to
the right. The individual components of the GI tract, including the duodenum, which
connects the stomach and the intestines, and the intestines themselves, rearrange
themselves and begin to settle into a position that will then remain unchanged for the
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UHVWRIDSHUVRQ¶VOLIH$WWKHHQGRIWKLVSURFHVVWKH*,WUDFWLVQRUPDOO\IL[HGWKDWLV
it is contained and supported, and does not move.
Occasionally, this series of maneuvers and migrations is not performed
properly and part of the GI tract, though still connected, ends up in the wrong place.
This malrotation, as it is called, can also leave the GI tract unfixed. In some cases, this
is not a problem; some people end up leading a normal life with an unfixed and
rotated bowel. However, many babies have severe symptoms. Occasionally, as the GI
tract settles itself into place, it loops around itself, reducing its blood supply or
causing an obstruction. This is called volvulus. Malrotation with volvulus requires
emergency surgery to correct the problem.
+LUVFKVSUXQJ¶VGLVHDVHLVDFRQGLWLRQLQZKLFKQHUYHFHOOVFDOOHGJDQJOLDKDYH
not formed on the inner wall of the bowel. This causes the bowel to contract and not
relax, obstructing the lower intestine. Boys are about 10 times more likely to have the
disease than girls. Again, surgery is used to correct the malformation. Surgeons will
identify the bowel section without ganglia, cut it out, and reattach the two ends of
healthy bowel. Sometimes a colostomy, or the surgical removal of some of the
bowels, is necessary, and the surgeons will do the final repair at six to 12 months of
age. Many babies who have undergone this procedure will develop and lead normal
lives, since enough functioning bowel remains for digestion. However, a small
number of babies wLWK+LUVFKVSUXQJ¶VGLVHDVHDOVRKDYHDQLQIODPPDWLRQRIWKHODUJH
intestine called colitis, which may complicate surgery and can be life threatening.
Some babies are born with malformations of the anus, rectum, or both. There
are several general types. They have varying degrees of severity and are treated with
surgery. These malformations are often specific to boys and girls. The malformation
can come in the form of an absence of an opening where the anus should be; a fistula,
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or small opening from the rectum to the urinary tract or to the vagina; and many
variations from these general categories. Depending on the exact nature and severity
of the malformation, babies may be left completely continent, with full control over
their bowel movements; partially continent; or incontinent. In general, surgeons will
close the fistula and, in the case of a missing anus, create an opening and gently pull
though the bottom of the bowel, creating a new anus.
A defect in the abdominal wall may allow some of the digestive system to
GHYHORS RXWVLGH WKH EDE\¶V ERG\ LQ WKH DPQLRWLF IOXLG RI WKH ZRPE 7KHVH
rare abnormalities are usually very small and only a small portion of the intestines are
exposed. Gastroschisis occurs on the abdominal wall. Omphalocele occurs on the
umbilicus, or belly button. Each of these defects allows some of the digestive system
to develop outside the body. They can be small or large, and involve one organ or
several. Sometimes, these conditions can be diagnosed before birth. Exposure to the
amniotic fluid can cause damage to the intestines. For this reason, some hospitals may
suggest a planned early caesarean section to limit the extent of intestinal exposure to
amniotic fluid. There is still debate about whether this is the best course of action. The
treatment is surgical reinsertion of the intestines into the body. Depending on the size
and extent of the condition, there may be more than one surgery needed to accomplish
this goal.Though in general they are very rare, there are many other types of
malformations not mentioned on this page.
Anorectal malformations are birth defects where the anus and rectum do not
develop properly. During a bowel movement, stool passes from the large intestine to
the rectum and then to the anus. Muscles in the anal area help to control when a bowel
movement occurs. Nerves in the area help the individual sense the need for a bowel
movement and also stimulate muscle activity.
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Congenital anomalies are important causes of childhood death, chronic illness
and disability calling all Member States to promote primary prevention and improve
the health of children with congenital anomalies by developing and strengthening
registration and surveillance systems, developing expertise and building capacity,
strengthening research and studies on etiology, diagnosis and prevention, promoting
international cooperation. in many countries. In 2010, the World Health Assembly
adopted a resolution on birth defects Congenital Definition anomalies are also known
as birth defects, congenital disorders or congenital malformations. Congenital
anomalies can be defined as structural or functional anomalies that occur during
intrauterine life and can be identified prenatally, at birth or later in life.
Sometimes babies are born with malformations somewhere along the
gastrointestinal tract. These malformations are not caused by prematurity and are rare.
They range from minor to serious and can occur anywhere from the esophagus to the
anus. Many of these conditions can be surgically treated, with an excellent chance at
normal development and function later on as the baby grows into childhood and
beyond. Other malformations have outcomes that are not as good. Esophageal atresia
and fistula are malformations in which the natural breathing tube, known as the
trachea, and the feeding tube, called the esophagus, is improperly formed. Most often
the upper esophagus lacks a connection to the stomach while the lower esophagus
connects to the trachea through an abnormal passage called a fistula. Babies with
these types of malformations are fed with total parenteral nutrition or with a feeding
tube directly into the stomach. During this time, the baby gains strength and the
esophagus will continue to grow. After several weeks, the malformation is repaired
with surgery. About 20% of babies with these types of malformations will also have
other complications, such as heart disease.
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8QWLODERXWWKHWKZHHNRISUHJQDQF\DIHWXV¶V*,WUDFWGHYHORSVLQSDUWLQ
the umbilical cord. At this point, it returns to the abdomen and rotates 90 degrees to
the right. The individual components of the GI tract, including the duodenum, which
connects the stomach and the intestines, and the intestines themselves, rearrange
themselves and begin to settle into a position that will then remain unchanged for the
UHVWRIDSHUVRQ¶VOLIH$WWKHHQGRIWKLVSURFHVVWKH*,WUDFWLVQRUPDOO\IL[HGWKDWLV
it is contained and supported, and does not move.
Some babies are born with malformations of the anus, rectum, or both. There
are several general types. They have varying degrees of severity and are treated with
surgery. These malformations are often specific to boys and girls. The malformation
can come in the form of an absence of an opening where the anus should be; a fistula,
or small opening from the rectum to the urinary tract or to the vagina; and many
variations from these general categories. Depending on the exact nature and severity
of the malformation, babies may be left completely continent, with full control over
their bowel movements; partially continent; or incontinent. In general, surgeons will
close the fistula and, in the case of a missing anus, create an opening and gently pull
though the bottom of the bowel, creating a new anus.
Anorectal Malformation, aka Imperforate Anus, is a spectrum of abnormalities
of the rectum and anus. There are many possible abnormalities as follows the absence
of an anal opening, the anal opening in the wrong place, a connection, or fistula,
joining the intestine and urinary system, A connection joining the intestine and
vagina, In females, the intestine can join with the urinary system and vagina in a
single opening, known as a cloaca.
Colostomy in infancy and childhood is usually performed for benign disease
and is of a temporary nature. The colostomy often may be functional for 12 to 18
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months, however, and therefore requires skilled care by the patient and/or his parents.
The purpose of this report is to describe a combined inpatient-outpatient program of
colostomy care that has resulted in improved management of infants and children with
colostomies. The physician, parent, nurse, and enterostomal therapist are all
intimately involved in the program. It is further intended to acquaint the pediatric
physician with complicating factors related to the procedure.
Colostomies in children are frequently performed to relieve colonic
obstructions resulting from congenital anomalies such as Hirschsprung's disease,
colon atresia, and imperforate anus, and occasionally for pelvic and perineal tumors,
Crohn's disease of the colon, and instances of rectal perforation.
Nour S, Beck J, Stringer MD.(1996) conducted about a colostomy
complications in infants and children. This study analyses the morbidity and mortality
of colostomy formation and closure over a 17-year period during which 138
consecutive infants and children had a colostomy formed as the initial management of
Hirschsprung's disease or anorectal malformation. Complications after colostomy
formation were encountered in 38 (27.5%) patients and included colostomy prolapse,
stenosis, retraction, dysfunction, skin excoriation and parastomal hernia. The
complication rate with transverse colostomies was higher than with other types.
Colostomy closure was associated with complications in nine patients (6.5%), the
most serious of which was adhesive small bowel obstruction (5). The mortality was
less than 1%, but significant morbidity still exists. Refinements in surgical technique
may help reduce the incidence of complications.
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1.1 Need for Study
Ostomies are temporary or definitive surgical therapeutic measure for many
diseases or clinical situations1. A number of gastrointestinal disorders in infancy and
childhood like anorectal malformations, esophageal atresia, tracheoesophageal atresia,
coQJHQLWDO SRXFK FRORQ  KLUVFKSUXQJ¶V GLVHDVH PD\ UHTXLUH WKH IRUPDWLRQ RI DQ
enterostomy. One out of every 33 babies in the U.S. is born with a birth defect. In
developing countries like India congenital malformations are one of the major causes
of infant deaths3. The incidence of anorectal malformations (ARM) is approximately
1 per 5000 live births and affect males more than females. Esophageal atresia with or
without Tracheoesophageal fistula is a common congenital disorder. Esophageal
atresia with tracheoesophageal fistula occurs in 1 of 3000 to 5000 live births11.These
type of children will undergo gastrostomy, feeding jejunostomy for maintaining
nutritional status. Apart from gastrostomy, cervical esophagostomy is also done for
these children. Congenital pouch colon is a variety of anorectal malformation most
frequently seen in north, north western and central part of India. Few cases have been
reported in other parts of the world. Ileostomy is a common procedure done for this
defect. In India typhoid fever is common where annual incidence rate is 980 per
100,000 in Delhi8. When typhoid fever is not treated, perforations developed and
temporary ileostomy and ileocolostomy is performed.

A prospective study to

evaluate the prevalence and pattern of congenital malformations of the gastrointestinal
tract among the newborn in Saudi Arabia was conducted during a 6 year period by
obtaining data and recording consecutive admissions of newborns with the defect. The
incidence of anorectal malformation of the gastrointestinal tract was 1.3 per 1000 live
births.
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Anal stenosis usually presents in the newborn period. Anal stenosis occurs in
about 3 of 10,000 live births, with slightly more makes affected. Anal stenosis may
not be apparent at birth because the anus looks normal. Imperforate anus typically
develops during the fifth to seventh week of pregnancy and occurs in 1 of 5,000 live
births slightly more common in males. Almost 50% of babies with imperforate anus
have additional defects, often in association with a particular syndrome. 80% to 90%
of patients with low imperforate anus one continent after surgery. A diversing
colostomy is usually performed to protect the urinary tract and relieve obstruction
after reparative surgery, one 30% of patients with high imperforate anus achieve fecal
continence.
The care of the children with colostomy is a complex, challenging and lengthy
process, though colostomy in a child is often temporary. However, since it alters the
external appearance of the child, the psychological impact on the child and the family
at times is profound. Sometimes the attitudes of the family strongly influence
adjustment to surgery.1 Managing a child with such a deformity or caring for a child
having colostomy is not institutionalized for economic and administrative reasons. the
child needs to be provided all the care by the parents after discharge from the hospital.
Subsequent to colostomy a large number of patients do not turn up for followup
treatment in India. Probable reasons for this could be colostomy complications,
culminating in high infant mortality rate and death due to diarrhea etc. Low
socioeconomic status of the parents of children, lack of knowledge regarding medical
care and meager resources to meet the cost of medical care are some of the
impediments
Patwardhan N1, Kiely EM, Drake DP, Spitz L, Pierro A. (2001) conducted
a study to Colostomy for anorectal anomalies: high incidence of complications. The
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aim of this study was to characterize the type and incidence of complications related
to colostomy There were 80 neonates with anorectal malformations, of whom, 49 (31
boys and 18 girls) were included in the study. The site of colostomy was sigmoid
colon (n = 32), transverse colon (n = 7), and descending colon (n = 10). Thirty-nine
colostomies were loop, and the remaining 7 were divided. The median birth weight
was 2.96 kg (range, 1.46 to 3.88). The age at colostomy formation was 2 days (range,
1 to 210). Mechanical complications related to colostomy formation were observed in
16 infants (32%) with 3 infants having more than 1 mechanical complication. These
included prolapse in 8 (50%), intestinal obstruction (adhesions, intussusception, and
volvulus) in 7 (44%), and skin dehiscence in 3 (19%). One neonate had necrotizing
enterocolitis (NEC) after colostomy formation. This study concluded that formation
of colostomy for anorectal anomalies should not be considered a minor procedure. In
our experience the incidence of complications after colostomy formation is high. The
incidence of urinary tract infections does not seem to be affected by the type of
colostomy performed.
Colostomy is done as first stage surgical repair and later a pull through
procedure is performed. A descriptive study was done on 120 parents to develop
educational aids for parents of children having colostomy and test its effectiveness in
Chandigarh. A pre-test and post-test of education through booklet, video film and
booklet + video film on care of colostomy was done. The educational aids were found
to be significantly effective (p<0.05). ,Q3DHGLDWULF6XUJHU\:DUG6W-RKQ¶V0HGLFDO
College Hospital, Bangalore the incidence of colostomy and ileostomy is
approximately 3-5 each in a month. Gastrostomy and jejunostomy 4-6 in a year.
Duodenostomy 3-5 in a year. Caregivers of children with enteral stomas are given
information regarding enteral stoma care by the nurses and doctors. Presently, there is
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no audio visual educational aid available on enteral stoma care in Paediatric Surgery
Ward. Therefore the investigator felt the need to develop an educational aid to teach
the caregivers regarding enteral stoma care so that they would be able to provide
better enteral stoma care. Nurses and all health team members working in the
Paediatric Surgery Department can make use of this educational aid for effective
home care of a child with an enterostomy, thereby reducing further complications.
Arun Kadam1, Mahadeo B Shinde (2014) conducted a study to Caregivers
are those who are concerned with the client care in hospital & home. Most of the
caregivers are not able to provide care to clients of colostomy with quality. Aim was
SODQQHGWRDVVHVVWKHHIIHFWLYHQHVVRIVWUXFWXUHGHGXFDWLRQRQFDUHJLYHU¶VNQRZOHGJH
and attitude regarding colostomy care of patient. Experimental approach with one
group pretest post test design was used for 30 caregivers and convenient sampling
technique was used. Findings of Majority 36.66 % of caregivers belonged to the age
group of 31-40 years, and 66.67% were females and 33.33% with. 86.67%
participated in this study were Married. The knowledge score gained by the
respondents in the results shows that the mean value of knowledge in pre test was
7.43 and at post DVVHVVPHQW ZDV  VLQFH WKH ³3´ YDOXH for the test is less than
0.05. The study concluded that structured education programme was highly effective
to improve the knowledge score and to improve the attitude score of subjects/
caregiver towards colostomy care of patient.

1.2 Statement of the Problem
³$VWXG\WRHYDOXDWHWKHHIIHFWLYeness of instructional package on knowledge
regarding colostomy care among care givers in pediatric post operative ward at
institute of child health and research centre, Government Rajaji Hospital0DGXUDL´
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1.3 Objectives of the Study
x

To assess the level of knowledge regarding colostomy care among care givers
of children with colostomy in s pediatric post operative ward at Government
Rajaji Hospital, Madurai.

x

To evaluate the effectiveness of instructional package on colostomy care
among care givers children with colostomy in pediatric post operative ward at
Government Rajaji Hospital, Madurai.

x

To associate the level of knowledge regarding colostomy care among care
givers of children with colostomy in paediatric postoperative ward at
Government Rajaji Hospital ,Madurai with their selected socio demographic
variables.

1.4 Hypothesis
H1:

There is a significant difference between the pretest and posttest level thof
knowledge regarding colostomy care among care givers of children with
colostomy in paediatric post operative ward at Government Rajaji Hospital
Madurai.

H2:

There is a significant association between the level of knowledge regarding
colostomy care among care givers of children with colostomy in pediatric
post operative ward with their selected socio demographic variables.

17

1.5 Operational Defination
Effectiveness
In this study effectiveness refers to the significant gain of

knowledge

regarding colostomy care among care givers of children with colostomy after
administration of instructional package as measured by structured knowledge
questionnaires.

Instrutional Package:
In this study it refers to learning on meaning of colostomy, types, indications,
hygiene, diet pattern, and stoma care prepared after extensive literature review and
teaching with the help of learning material to care givers of children with colostomy.

Knowledge Regarding Colostomy Care:
In this study, it refers to information known by the mothers regarding
colostomy care (eg) causes of infection or bleeding.

Care Giver:
In this study it refers to mother who is stay with the children with colostomy and
provides care to their children undergone colostomy surgery.

Pediatric Post Operative Ward
In this study it refers to the ward in which children received from operation
theatre after performed colostomy procedure.
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1.6 Assumption

x Care givers of children with colostomy may have various level of knowledge
on colostomy care.

x Care givers of children with colostomy may provide care according to their
instructional package.

1.7 Delimitation
The data collection period was limited to 4 to 6 weeks.
1.

The study was limited to care givers of children those who stayed in
the hospital for seven days from the date of surgery in pediatric post
operative ward at Institute of Child Health, Research Centre at
Government Rajaji Hospital, Madurai.

1.8 Projected Outcome
The care givers of colostomy children will gain the knowledge about
colostomy care after giving instructional package. The findings of the study helps the
health care professionals to use this instructional pacakage in a cost effective manner
in all health care settings.
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CHAPTER-II
REVIEW OF LITERATURE

CHAPTER - II
REVIEW OF LITERATURE
The primary purpose of review of relevant literature is to give broad
background knowledge and understanding of the information that is available related
to the research problem of interest.
Denise F Polit (2004) mentioned that a review of literature helps to lay the
foundation for the study and also inspires new research ideas. It also place a role at
the end of the study, when the researchers are trying to make sense of their findings.
An early literature review provides leaders background for understanding of current
knowledge regarding a topic and illuminates the significance of the new study.
This chapter includes review of literature for the study which is organized
under the following headings:

Review of Literature
2.1

Literature Review related to Colostomy in children

2.2

Literature Review related to knowledge regarding colostomy care
among care givers.

2.3

Literature Review related Instructional Package on knowledge
regarding colostomy care among care givers.

2.4

Literature review related to colostomy complications

2.5

Conceptual Framework
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2.1 Literature Review Related to Colostomy in Children
Osifo OD, Osaigbovo EO, Obeta EC (2009) conducted a retrospective study on
³&RORVWRP\ LQ FKLOGUHQ ,QGLFDWLRQV DQG FRPPRQ SUREOHPV LQ %HQLQ &LW\ 1LJHULD´
Congenital anomaly was the major indication and accounted for 40 (87%) with associated
higher morbidity and mortality and an observed significant statistical difference compared
with the acquired indications (P<0.0001). Anorectal anomaly accounting for 22 (48%) and
+LUVFKVSUXQJ¶V GLVHDVH    ZHUH WKH FRQJHQLWDO LQGLFDWLRQV 0RUELGLW\ DQG PRUWDOLW\
were mostly associated with children that had anorectal anomaly (P=0.0021). Acquired
indications were mainly rectovaginal fistulae, perineal and left colonic injury which
accounted for 6 (13%). Skin excoriation 39 (85%), colostomy prolapse 15 (33%) and
persistent odour 21 %) (46resulted in poor acceptance by 10 (22%) parents/caregivers.
Ekenze SO, Agugua-Obianyo NE, Amah CC (2008) conducted a study on
³&RORVWRP\ IRU ODUJH ERZHO DQRPDOLHV LQ &KLOGUHQ D FDVH FRQWUROOHG VWXG\´ The study
revealed the morbidity and mortality of colostomy formation and closure for large bowel
anomalies. Evaluation of 182 colostomies and 146 colostomy closures was performed in
children from January 1995 to December 2004. Hirschsprung's disease (106) and anorectal
malformation (76) were the large bowel anomalies required colostomy. The result revealed
that, the complications were not dependent on the primary indication but prolapse occurred
more frequently in children with Hirschsprung's disease who had colostomy after 5 years of
age (P<0.001). Loop colostomy had higher complication rate than defunctioning colostomy
(P<0.001) .This indicated that it was largely due to delayed presentation in Hirschsprung's
disease and may be associated with increased morbidity. Loop colostomy was associated with
higher rate of complication and as much as possible should be performed less often.

Carneiro FF et al., (2007) FRQGXFWHGDUHWURVSHFWLYHVWXG\RQ³&RORVWRP\LQ
FKLOGUHQ ,QGLFDWLRQV DQG FRPPRQ SUREOHPV LQ %HQLQ &LW\ 1LJHULD´ &RQJHQLWDO
anomaly was the major indication and accounted for 40 (87%) with associated higher
morbidity and mortality and an observed significant statistical difference compared
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with the acquired indications (P<0.0001). Anorectal anomaly accounting for 22 (48%)
DQG+LUVFKVSUXQJ¶VGLVHDVH  ZHUHWKHFRQJHQLWDOLQGLFDWLRQV0RUELGLW\DQG
mortality were mostly associated with children that had anorectal anomaly
(P=0.0021). Acquired indications were mainly rectovaginal fistulae, perineal and left
colonic injury which accounted for 6 (13%). Skin excoriation 39 (85%), colostomy
prolapse 15 (33%) and persistent odour 21 (46%) resulted in poor acceptance by 10
(22%) parents/caregivers. This indicated that adequate preoperative counselling, skin
protective paste and regular washing of colostomy site alleviated the complications.
Ekenze SO, Agugua-Obianyo NE, Amah CC (2007) conducted a study on
³&RORVWRP\ IRU ODUJH ERZHO DQRPDOLHV LQ &KLOGUHQ D FDVH FRQWUROOHG VWXG\´ 7KH
study revealed the morbidity and mortality of colostomy formation and closure for
large bowel anomalies. Evaluation of 182 colostomies and 146 colostomy closures
was performed in children from January 1995 to December 2004. Hirschsprung's
disease (106) and anorectal malformation (76) were the large bowel anomalies
required colostomy. The result revealed that, the complications were not dependent on
the primary indication but prolapse occurred more frequently in children with
Hirschsprung's disease who had colostomy after 5 years of age (P<0.001). Loop
colostomy had higher complication rate than defunctioning colostomy (P<0.001)
.This indicated that it was largely due to delayed presentation in Hirschsprung's
disease and may be associated with increased morbidity. Loop colostomy was
associated with higher rate of complication and as much as possible should be
performed less often.
Sheikh MA, Akhtar J, Ahmed S. (2006) conducted a descriptive study on
³&RPSOLFDWLRQVSUREOHPVRIFRORVWRP\LQLQIDQWVDQGFKLOGUHQ0RVWRIWKHSDWLHQWV
were operated due to anorectal malformations (n=71) and Hirschsprung's disease (41).
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Complications/problems related to colostomy occurred in 67.7% patients. Prolapse of
stoma was more common in transverse loop colostomies. Four (3.3%) patients died.
Problems associated with colostomy construction were skin excoriation and chronic
blood loss. This indicated that construction of colostomy in paediatric patients carries
high frequency of complications/problems and requires careful technique. The role of
stoma care clinic and enterostomal therapist can be instrumental in preventing
problems associated with colostomy information on mother and baby. Thus an
intervention should be aimed at improving self-efficacy and resources of the mothers
with a focus on practical knowledge.
Chandramouli B, Srinivasan K, Jagdish S, Ananthakrishnan N. (2004)
FRQGXFWHG D VWXG\ RQ ³0RUELGLW\ DQG PRUWDOLW\ RI FRORVWRP\ DQG LWV Flosure in
FKLOGUHQ´ LQ 3RQGLFKHUU\ ,QGLD FRORVWRPLHV ZHUH SHUIRUPHG LQ  QHRQDWHV 
infants, and 37 children older than 1 year. Children underwent colostomies for
anorectal malformation (84), Hirschsprung's disease (47), and other miscellaneous
(15).Of these, 17 (11.6%) had early complications, and 80 (69.8%) had stomal
complications. Sigmoid colostomy had a lower malnutrition rate than transverse
colostomy (34.9% v 16.9% P =.009). Among the 56 children who underwent
colostomy closure, major complications include death (1.8%), anastomotic leak
(7.1%), and wound infection (12.6%). This indicated that proper stomal care, regular
nutritional assessment, and early closure of the colostomy would minimize morbidity
and mortality of colostomy and its closure.
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2.2 Literature Review Related to Knowledge Regarding Colostomy Care among
Care Givers
Lo Menzo E, Martinez JM, Spector SA, Iglesias A.et.al (2008) conducted a
VWXG\ RQ ³8VH RI ELRORJLFDO PHVK IRU D FRPSOLFDWHG SDUDFRORVWRP\
KHUQLD´3DUDVWRPDO hernias were the most frustrating complications of permanent
colostomies. The use of mesh was indicated, especially in the setting of multiple
recurrences. The mesh was around the colon to prevent small bowel herniation. The
patient developed a small seroma postoperatively, which resolved spontaneously, the
patient had no evidence of recurrence, he was pain free by using biological mesh.
Cronin.E (2008) FRQGXFWHG D VWXG\ RQ ³&RORVWRPLHV DQG XVH RI FRORVWRP\
DSSOLDQFHV´ 7KH VXUJLFDO IRUPDWLRQ RI D FRORVWRPy is indicated as part of the
WUHDWPHQWRIYDULRXVFRQGLWLRQV¶VVWRPDDSSOLDQFHVEHDUQRUHVHPEODQFHWRWKRVH
worn three or four decades ago when colostomy, ileostomy and urostomy bags were
made entirely from rubber. The patient had two to three bags in circulation at a time,
would interchange them allowing for the washing and drying of the previous one, thus
minimizing odour and potential perishing of the rubber. They were large and bulky
and the outlet resembled that of a hot-water bottle stopper or a cap from an old soda
bottle that required the insertion of coinage (2p) to open it. The study explores that the
range of colostomy appliances and management must be available to the nurse when
caring for patients with a colostomy.
Banu T, Talukder R, Chowdhury TK, Hoque M (2007) conducted a study
RQ ³%HWDO OHDI LQ VWRPD FDUH´ FRPPHUFLDOO\ DYDLODEOH GHYLFHV VXFK DV RVWRP\ EDJ
either disposable or of longer duration are usually used were expensive, particularly in
countries like Bangladesh. They found an alternative for stoma care, betel leaf, which
was suitable for Bangladeshis. The leaves were reused after cleaning. Leaves were
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changed every 2 to 3 days. A total of 623 patients had exteriorization of bowel. Of
this total, 495 stomas were cared for with betel leaves and 128 with ostomy bags. 13
patients (2.6%) developed skin excoriation. There were no allergic reactions. Of the
128 patients using ostomy bag, 52 (40.65%) had skin excoriation. Of these
24(18.75%) children developed some allergic reactions to adhesive. The result
revealed that the in care of stoma, betel leaves are cheap, easy to handle, nonirritant,
and nonallergic.
Ameh EA, Mshelbwala PM, Sabiu L, Chirdan LB (2006) conducted a
SURVSHFWLYHHYDOXDWLRQVWXG\ RQ³&RORVWRP\LQFKLOGUHQ-an evaluation of acceptance
DPRQJ PRWKHUV DQG FDUHJLYHUV LQ D GHYHORSLQJ FRXQWU\´ $ VWUXFWXUHG TXHVWLRQQDLUH
was administered to 57 parents and caregivers of children with colostomies (41 boys
and 16 girls). The indication for colostomy was anorectal malformation in 28 children
and Hirschsprung's disease in 29. 44 respondents (77%) found the colostomy and its
management acceptable. 13 (23%) found the colostomy unacceptable, mainly because
of a feeling of social isolation. Problems the respondents complained of included
disturbing smell (17, 30%), frequent change of the cloth napkin used as colostomy
appliance (15, 26%) and intermittent bleeding from the stoma (4, 7%). This indicated
that colostomy in children was acceptable to most parents in our environment.
Although some parents found it unacceptable. Hence adequate explanation and
counselling may modify their view.
Barreire SG, Oliveira OA, Kazama W, Kimura M, Santos VL (2003)
conducted DVWXG\RQ³4XDOLW\RIOLIHRIFKLOGUHQZLWKVWRPDVWKHFKLOGUHQDQGPRWKHUV 
point of YLHZ´7KHVSHFLILFGDWDZHUHREWDLQHGXVLQJTXHVWLRQQDLUH2ITXHVWLRQV
of them were distributed among four factors: Functions, Family, Autonomy and Leisure.
The result revealed that 20 children, aged 4 to 12 years, from a Specialized Outpatient
Ostomy Care Center for Children and their respective mothers answered the

25

questionnaire. Clinical profile shows a predominance of urinary stomas (55.0%) caused
by congenital diseases (60.0%). Related to quality of life, the total mean scores were
51.95 (SD = 7.90) and 49.60 (SD = 5.60), respectively for children and mothers, without
statistically significant difference. It indicated that the study improved the comprehension
about quality of life of children with stoma as well as some of these aspects on their
mother's point of view. A co-relational survey was conducted on 50 ostomates from All
India Institute of Medical Sciences; Delhi to assess the quality of life (QoL) of ostomates
and to develop guidelines to improve quality of life of ostomates for the health
professionals was undertaken during the year 2005-2007. Purposive sampling technique
was employed to select the sample subjects. The study revealed that majority of the
RVWRPDWHV¶ SRVVHVVHG EHVW TXDOLW\ RI OLIH 7KHUH ZDV D VLJQLILFDQW DVVRFLDWLRQ EHWZHHQ
QoL score of ostomates with age, sex, duration of surgery, education, income, and
occupation. There was no significant association between QoL scores of ostomates and
marital status and type of ostomy. This study concludes that nurses have a great role to
play in the physical, psychological, economical, social, familial, and sexual aspects in the
care of ostomates and to offer psychological support and empathy, to reinforce coping
skills to promote an optimal quality of life and a great role to influence and educate all the
aspects of care to the patients and their relatives.

2.3 Literature Review Related to Instructional Package on Knowledge Regarding
Colostomy Care among Care Givers
Wani. S., (2010) conducted an experimental study was done in China to
assess the effectiveness of health education approach in reducing the anxiety of
patients with rectal carcinoma after colostomy. 100 patients with rectal carcinoma
after colostomy were randomly divided into observation group and control group. The
patients in control group were educated routinely and those in the observation group
received health education approach at different periods of hospitalization. The study
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found that the rates of anxiety in the observation group was significantly lower than
that in the control group 1 day after hospitalization, one day before operation, 3 weeks
after operation and before discharge (p=0.05).This study concludes that health
education for rectal carcinoma patients after colostomy via health education approach
can effectively relieve the anxiety of patients, reduce the rate of anxiety and improve
the effect of health education.
Singhi P. Singhi. S (2009) conducted a descriptive study was done in
Chandigarh to develop educational aid for parents of children having colostomy and
test its effectiveness. Two educational aids in the form of booklet and a video film/
computer disc (CD) were developed and used to teach care of colostomy to 120
parents. The sample constituted 3 groups (n=40 each) using the booklet, video film
and a combination of booklet and video film for teaching to the parents. The mean
pretest and post test scores of booklet, video film, and a combination of booklet and
video are (Mean=3.53, 6.05, SD=1.62,1.24) and (Mean=3.45,5.70, SD=1.62,1.24) and
(Mean=4.18,6.28, SD=1.18,1.48) respectively. It was found that the developed
education aid were significantly effective (p<0.05) in order to provide knowledge and
skills to the parents.
A randomized controlled trial compared 2 methods of ostomy care instruction,
traditional nurse instruction versus 2 session nurse instruction plus DVD for teaching
RVWRP\FDUHWRGHWHUPLQHWKHLUHIIHFWRQSDWLHQWV¶Nnowledge, skills, and confidence
related to postoperative ostomy care. Eighty-eight adults with newly created ostomies
were randomly assigned to 1 of 2 groups. Of the 88 enrolled patients, 68 completed
the study. There were 23 colostomy and 45 ileostomy patients in the sample and the
study setting was 2 acute care hospitals in the Midwestern United States. A posttestonly experimental design was used for the study. Traditional education comprised 3
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WOC nurse-led instruction sessions and the experimental intervention comprised 2
nurse-led instruction session plus DVD instruction. a written test of ostomy
knowledge, a self- care skills demonstration, and a visual analog scale rating their
confidence with ostomy self- care. There were no significant differences between the
2 teaching methods or type of ostomy with regard to knowledge of ostomy care (F 3,
64=1.308, P=0.28), ostomy care skills (F3,64=0.163,P=0.92), or confidence in
performing ostomy self- care (F3,64=0.629, P=0.59).The study concluded that when
teaching first time ostomy patients postoperative self- care, a nurse instruction plus
DVD method is as effective as nurse instruction alone.
Song ± Linh (2008) conducted a comparative study compared the costs
and effectiveness of enterostomal education using a multimedia learning education
program (MLEP) and a conventional education service program (CESP). This study
used a randomized experimental design. A total of 54 stoma patients were randomly
assigned to MLEP or CESP nursing care with a follow-up of one week. Effectiveness
measures were knowledge of self care (KSC), attitude of self care (ASC) and behavior
of self care (BSC). The costs measures for each patient were: health care costs, MLEP
cost and family costs. The study found significantly better outcomes in the
effectiveness measures of KSC, ASC and BSC in MLEP group than in CSEP group.
Additionally, the total social costs for CESP patient were higher than MLEP patient.
The cost effectiveness ratios in these two groups showed that the MLEP model was
better than the CESP model after one intervention cycle. In addition, the Incremental
Cost Effectiveness Ratio was-20:99.The study concludes that due to the better costeffectiveness ratio of MLEP, hospital policy makers may consider these results when
choosing to allocate resources and develop care and educational interventions.
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2.4 Complications of Colostomy in children
Barreire S.G. Oliverira conducted study (2008): This study evaluated the
complications

of

colostomy

and

its

closure

in

infants

and

children.

One hundred forty-six colostomies were performed in 86 neonates, 23 infants, and 37
children older than 1 year. These children underwent colostomies for anorectal
malformation (84), Hirschsprung's disease (47), and other miscellaneous (15)
conditions like colonic atresia, volvulus, rectal tuberculosis, traumatic rectal
perforation,

and

intestinal

obstruction

caused

by

ascariasis.

Of these, 17 (11.6%) had early complications, and 80 (69.8%) had stomal
complications. Three patients died, but only 1 death was directly related to colostomy.
Colostomy prolapse, peristomal excoriation, and malnutrition were the major
complications. The complications were not dependant on the children's age or primary
indication. Sigmoid colostomy had a lower malnutrition rate than transverse
colostomy (34.9% v 16.9% P =.009). Among the 56 children who underwent
colostomy closure, major complications include death (1.8%), anastomotic leak
(7.1%), and wound infection (12.6%).
A divided sigmoid colostomy should be performed whenever possible. Proper
stomal care, regular nutritional assessment, and early closure of the colostomy would
minimize morbidity and mortality of colostomy and its According to the literature,
anastomotic dehiscence consecutive to colostomy closure in the pediatric population
can occur with a frequency that varies from 0 to 12.5%; and wound infection from 0.4
to 45% [1±16]. Other complications such as bleeding [3, 14], anastomotic stricture [2,
13, 15], and death [7, 9, 12] have also been reported in the pediatric population. "
Andrea Bischoff et.al (2009)conducted a study: Colostomy is an operation
frequently performed in paediatric surgery. Despite its benefits, it can produce
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significant morbidity. In a previous publication we presented our experience with the
errors and complications that occurred during cases of colostomy creation. We now
have focused in the morbidity related to the colostomy closure. The technical details
that might have contributed to the minimal morbidity we experienced are described.
The medical records of 649 patients who underwent colostomy closure over a 28-year
period were retrospectively reviewed looking for complications following these
procedures. Our perioperative protocol for colostomy closure consisted in: clear fluids
by mouth and repeated proximal stoma irrigations 24 h prior to the operation.
Administration of IV antibiotics during anaesthesia induction and continued for 48 h.
Meticulous surgical technique that included: packing of the proximal stoma, plastic
drape to immobilize the surgical field, careful homeostasis, emphasis in avoiding
contamination, cleaning the edge of the stomas to allow a good 2-layer, end-to-end
anastomosis with separated long-term absorbable sutures, generous irrigation of the
peritoneal cavity and subsequent layers with saline solution, closure by layers to avoid
dead space, and avoidance of hematomas. No drains and no nasogastric tubes were
used. Oral fluids were started the day after surgery and patients were discharged 4872 h after the operation. The original diagnoses of the patients were: anorectal
malformation (583), Hirschsprung's disease (53), and others (13). 10 patients (1.5%)
had complications: 6 had intestinal obstruction (5 due to small bowel adhesions, 1 had
temporary delay of the function of the anastomosis due to a severe size discrepancy
between proximal and distal stoma with a distal microcolon and 4 incisional hernias.
There were no anastomotic dehiscences or wound infection. There was no bleeding,
no anastomotic stricture and no mortality. Based on this experience we believe that
colostomy closure can be performed with minimal morbidity provided a meticulous
technique is observed.
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Sabine Irtan et.al (2011) conducted study: The aim of the study was to evaluate
the morbidity rate of stoma in children diagnosed with chronic intestinal
pseudoobstruction (CIPO) and try to determine risk factors. Twenty-two children
(65%) of 34 referred to our center between 1988 and 2008 had a stoma. They were
compared with 22 other children referred for another pathology necessitating a stoma.
The incidence of stomal prolapse in CIPO children was 45% vs 9% in non-CIPO
children (P = .01). Prolapse occurred between the first postoperative day and the 10th
postoperative month, with a median of 2 months. Surgical management was required
in 60%, with an intestinal necrosis rate of 20% leading to intestinal resection. No
mortality was noted. No risk factors favoring prolapse in CIPO children were
identified. Children with CIPO have a high rate of stomal prolapse with an increased
risk of intestinal necrosis. Careful management of the stoma is necessary to avoid the
risk of intestinal resection, which may aggravate the underlying intestinal disorder.
Tadao Okada et.al (2011) conducted a study:

Aim: Incarcerated stomal

prolapse is a rare complication of enterostomy. Numerous procedures have been
described, such as additional laparotomy to fix the intraabdominal intestine in place,
enterostomy revision, or correction of the prolapse following stoma creation. The
authors report successful managements by stomal reconstruction and discuss several
clinical points, including the techniques of surgical revision for incarcer-ated stomal
prolapse in loop enterostomy. Patients: Case 1) A female infant weighing 2755 g was
delivered at 34 weeks of gestation. On the first day after birth, a right supraabdominal transverse incision of 10 cm in diameter was used for transverse loop
colostomy in a cloacal malformation. Two centimeters of the stomal loop was
approximated with sutures to prevent evisceration of the small intestine between the 2
limbs of the loop. Interrupted sutures of 5-0 absorbable monofilament secured the
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seromuscle of the colon to the perito-neum and fascia, and also to the skin. The distal
limb of the colostomy prolapsed 11 months after birth. The physical findings revealed
that 10 cm of the distal limb was intussuscepted. Case 2) A female infant weigh-ing
2550 g was delivered at 39 weeks of gestation. A radiological examination by contrast
enema showed no spastic rectum and colon, as in Hirschsprung's disease. Under the
laparotomy of a right supra-abdominal transverse incision of 5 cm in diameter, loop
ileostomy was performed at 30cm on the proximal side of the cecum such as Case 1.
Subsequently, the proximal limb of the ileostomy prolapsed 2 days after operation.
The physical findings revealed that 10 cm of the proximal limb was intussuscepted.
New enterostomy for-mation: Divided enterostomy was performed with 3-cm
stitching of each limb. The stomal site was moved to the inside from the previous
stomal site to oversew and fix by the rectal fascia. The children have been well
without trouble since undergoing the new eneterostomy formation. Conclusions:
Operation to repair the prolapse of a stoma is advised if it causes problems. We found
that simple mobilization of the bowel and ex-cision of the redundant bowel provided a
satisfactory result in the present cases.
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CONCEPTUAL FRAME WORK
Good research usually indicates research findings in to an orderly, coherent
system. Such integration typically involves linking research and existing knowledge
through review of prior research on a topic and by identifying or developing an
appropriate conceptual frame work.
Conceptual framework provides the investigator the guidelines to proceed in
attending the objectives of the study based on theory. It is a scientific representation
of the steps, activities and outcome of the study.
The present study aim at developing and assessing the effectiveness
instructional package on knowledge regarding Colostomy care among care givers in
pediatric post operative ward.
The conceptual framework for this study was developed by applying Ludwig
9RQ%HUWDODQII\¶V*eneral system theory. According to this general system theory, a
system consists of a set of interacting components, all contributing with the overall
goal of the system. Any system consists of input, through process and output. The
study aims at developing and evaluating the effectiveness of instructional package on
knowledge regarding Colostomy care among care givers of Colostomy children.
According to this theorist Input refers to the types of information that enters into the
system from the environment through its boundaries. In this study, the input includes
demographic variables and assessment structured questionnaires. Throughput is the
operational phase. It is the process that allows the input to be transformed. In this
study, throughput is the transformation of knowledge to the people. Output is any
information that learns the system and enters to the environment through system
boundaries to find out adequate and inadequate knowledge. In this study assessing of
the post test knowledge regarding the intervention.
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The process of development of instructional package includes preparatory
phase as input, the implementation phase as process and evaluation and feedback of
system as the output.

Input:
According to the theorist, input refers to the types of information that enters
into the system from the environment through its boundaries.
,Q WKLV VWXG\ WKH LQSXW LQFOXGHV GHPRJUDSKLF YDULDEOHV VXFK DV PRWKHU¶VDJH
sex, education, occupation, family structure, family income, marital status, and living
place and also assessment of knowledge by administering structured knowledge
questionnaires regarding knowledge regarding Colostomy care.

Throughput Process:
In this study, throughput is the information of knowledge among care givers of
Colostomy children by the way of teaching regarding Colostomy care using the
prepared instructional package.
In this study the investigator distributes instructional package to the care
givers of the Colostomy children about Colostomy care which includes meaning of
colostomy, diet, hygiene, colostomy types, indication, causes, stoma care, warning
signs of stoma and prevention of infection.

Output:
According to the theorist in the information that leave the system enters the
environment through the system. In this study it refers to improve the knowledge
regarding colostomy care among care givers of children with colostomy. In this study
the output is measured by structured questionnaire.
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Feedback:
The feedback is the environment responses to the system. Feedback may be
positive or negative or neutral. In this study input regarding assessment of knowledge
by administering structured questionnaires about Colostomy care. Through process
was the activity phase were instructional package along with teaching program, was
administered regarding meaning of Colostomy care, types, indication, stoma care,
complications. Output was the change in knowledge regarding Colostomy care after
the instructional package with teaching program which was measured by using a
structural interview questionnaire on knowledge of Colostomy care. Feedback
emphasized to strengthen the input and throughput. It is necessary if the result showed
any inadequate knowledge regarding Colostomy care among care givers of Colostomy
children.

35

signs

Colostomy

) Complications of

stoma

) Warning

) Stoma Care

) Hygiene

) Diet

Colostomy

) Indication for

of

) Meaning of Colostomy

Distribution of
Instructional package
with teaching

THROUGH PUT

Increase in
knowledge regarding
Colostomy care

Post test

OUTPUT

36

/8':,*921%(57$/$1))<¶6*(1(5$/6<67(07+(25<

2. Assess the level of
knowledge regarding
colostomy
care
among care givers by
structured knowledge
questionnaires.

1. Assessment of care
givers of colostomy
childrens
socio
demographic data of
mothers
age,
education,occupation,
type of family , family
income,
type
of
marriage and living
place.

INPUT

CHAPTER-III
RESEARCH
METHODOLOGY

CHAPTER -III
METHODOLOGY
Research methodology is a pathway by which the researcher intended to solve
the research problems systematically. It involves the review of procedures in which
the investigator starts from initial identification of the problem to its final conclusion.
This chapter deals with research approach, research design, setting f the study, study
population sample size, sampling technique and criteria for sample selection. It also
deals with development of tool, procedure for data collection and plan for data
analysis.

3.1 Research Approach
It is a quantitative approach.

3.2 Research Design
Pre experimental design was selected to assess effectiveness of instructional
package regarding colostomy care among care givers of colostomy children. One
group pretest posttest design as used.
Group
Experimental

Pretest

Intervention

Posttest

O1

X

O2

group

O1

-

Pretest

O2

-

Posttest

X

-

Instructional Package on knowledge of colostomy care.
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3.3 Research Variables
Independent and Dependent variables were identified in this study.

Independent variable
Instructional Package on knowledge regarding colostomy care.

Dependent variable
Knowledge of colostomy care

3.4 Setting of the Study
The study was conducted in the pediatric post operative ward at Institute of
Child health and Research Center, Government Rajaji Hospital, Madurai. The hospital
was started in the year 1940. It is approximately 2528 bedded multispecialty hospital.
It is biggest hospital in south Tamilnadu with adequate transport facilities. The
pediatric wing is named as Institute of Child Health and Research Centre which has
six medical units and two surgical units. The bed strength of Institute of Child Health
and Research Center is 200 in which pediatric medical wing is 120bedded. This
Institute has providing censorious service to the people of south districts of
Tamilnadu.

3.5 Population
Target Population
The target population of the study was care givers of children with colostomy
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Accessible Population
The accessible population comprises of care givers of children with colostomy
in pediatric post operative ward at Institute of Child Health and Research Centre and
Government Rajaji Hospital, Madurai.

3.6 Sample
The care givers of children with colostomy those who are fulfilling the
inclusion criteria in pediatric post operative ward at Institute of Child Health and
Research Centre at Government Rajaji Hospital, Madurai.

3.7 Sample Size
The total sample of the study consists of 30 care givers of colostomy children
in Institute of Child Health and Research Centre at Government Rajaji Hospital,
Madurai.

3.8 Sampling Technique
Samples were selected by consecutive sampling technique

3.9 Criteria for Sample Selection
The following criteria are used in this study to select the samples.

Inclusion Criteria:
¾ Care givers of children with colostomy who where willing to participate
¾ Care givers of children with colostomy those who where available during the
period of data collection
¾ Care givers of y children with colostomy who where able to read and speak
Tamil.
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Exclusion criteria
¾ Caregivers of Children with colostomy is critically ill.
¾ Care givers those who where illiterate
¾ Care givers of children with colostomy those

who where

medical

professionals

3.10 Research Tool
Development of the tool
Data collection tool is the instrument that could best obtain the data significant
to the study.
The tool used for this study is self administered questionnaire framed by the
researcher. The tool was prepared based on the objectives of the study using the
review of literature and related studies, books and opinions from the experts.

Description of the tool
Section - A
Socio demographic variable such as care givers age, gender, education,
occupation, family structure, monthly income, marital status and living place.

Section - B
A Structured knowledge questionnaire was used. It contains 20 questions. If
the answer is coUUHFWWKHVDPSOHZLOOJHWµ¶PDUNIf it is wrong, the sample will get
µ¶PDUN
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3.11 Scoring procedure
Level of Knowledge

Scores

Very low

0 - 20%

Low

21 - 40%

Average

41 - 60%

High

61 - 80%

Very high

81 - 100%

3.12 Testing of Tool:
Content Validity
The content validity of the tool was obtained by the giving the tool to five
experts in the field of nursing and Assistant surgeon in Pediatric department at
Institute of Child Health and Research Centre, Government Rajaji Hospital, Madurai.
Experts validated the clarity, relevance, comprehensiveness and appropriateness of
the content. Based on their suggestions reframing of the tool was done.

3.13 Reliability
Reliability of the tool is the degree of consistency with which it measures the
attribute it is supposed to be measuring. Reliability was established by split half
method, which measures the co efficiency of internal consistency. The reliability of
the tesW ZDV FDOFXODWHG XVLQJ .DUO 3HDUVRQ¶V FRUUHODWLRQ IRUPXOD 7KH UHOLDELOLW\
obtained for the knowledge questionnaire was r = 0.89. Hence the tool was considered
highly reliable for the study.
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Ethical Consideration
The research proposal was approved by the experts of the Dissertation
Committee of College of Nursing, Madurai Medical College, Madurai and
Institutional Review Board, for conducting the pilot study and main study. The formal
permission was obtained from the Director, Institute of Child health and Research
Centre, Government Rajaji Hospital, Madurai.. The committee suggested the
researcher to continue the study.

3.14 Pilot Study
Pilot study was conducted in Pediatric post operative ward after getting
permission from the Director, Institute of Child health and Research centre, Madurai
from 1.6.2015 to 7.6.2015. Ten care givers of children with colostomy were selected
in the Pediatric Post operative ward. Brief instruction was given about self and the
study was explained. Written consent was obtained from the care givers of children
with colostomy and confidentiality was assured. The researcher taught about the
colostomy care to the care givers of children with colostomy. After finishing the
session the care givers of colostomy children were assessed by pretest knowledge
questionnaire. The findings of the pilot study revealed that 50% of care givers of
children colostomy had moderately adequate knowledge and 50% had inadequate
knowledge in the pretest. After the intervention instruction package on knowledge
regarding colostomy care the post test level of knowledge revealed that 60% had
adequate knowledge, 40% had moderately adequate knowledge. The pilot study
findings reveled that setting was feasible and tool was applicable to conduct the main
study.
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Intervention
Instructional package regarding colostomy care daily in the morning about 30
min for seven consecutive day.

3.15 Data Collection Procedure
After obtaining permission from Principal, College of Nursing, Director,
Institute of Child health and Research Centre, Government Rajaji Hospital to conduct
the study. The investigator introduced herself to the care givers of colostomy with
children and explained the purpose of the study and ascertained the willingness of the
participants. The respondent will be assured anonymity and confidentiality. Through
consecutive method samples were collected. Period of study was for 4-6 weeks. Total
samples

size was 30. The researcher selected the care givers of children with

colostomy surgery by using consecutive sampling technique, in which approximately
4-6 subjects were selected as per the inclusion criteria, on the 1st post operative day.
Pre test was conducted on 2nd post operative day instructional package was given
with teaching to the group and the doubt were clarified for the following days and
there after post test was carried out on the seventh day among the care givers of
children with colostomy. The same procedure was repeated for all the subjects.

3.16 Plan for Data Analysis
Descriptive statistics:
The basic statistical techniques, such as mean, standard deviation, range and
mean score percentage of described demographic variables will be computed and
interpreted suitably.
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Inferential statistics
¾ 3DLUHG¶W¶WHVWXVHGWRFRPSDUHSUHWHVWand posttest knowledge score
¾ Chi-square test used to find out the association between the level of
knowledge and selected socio demographic variables of care givers of
colostomy children.

3.17 Protection of Human Rights
Research proposal was approved by the dissertation committee of College of
Nursing, Madurai Medical College, Madurai. Ethical committee approval was
obtained from the Institutional review Board, Government Rajaji Hospital, Madurai
on 24.09.2014. And also the permission was obtained from Director, Institute of Child
health and Research Centre, Government Rajaji Hospital, Madurai. An informed
consent from the parents of each study sample was obtained before starting the data
collection. Positive benefits were explained to all the study samples. They were also
explained that they may withdraw from the study at any time without any penalty.
Assurance was given to the samples that confidentiality would be maintained
throughout the study.
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SCHEMATIC REPRESENTATION OF THE STUDY
Research approach Quantitative research approach
SCHEMATIC REPRESENTATION OF THE STUDY
Research Design
Pre experimental design - one group pretest, posttest design

Settings - Pediatric post operative ward, Institute of Child health and Research
Centre, Government Rajaji Hospital, Madurai.

Target Population - Care givers of children with colostomy with colostomy

Accessible Population
Care givers of children with colostomy admitted in pediatric postoperative ward
at Government Rajaji Hospital, Madurai.

sample
Care givers of children with colostomy admitted in paediatric postoperative ward
at Government Rajaji Hospital, Madurai who met inclution criteria.

Sampling Technique
Consecutive sampling, sample size 30

Data Collection instrument
Socio Demographic variables and structured knowledge questionnaire.
Intervention:Teaching of knowledge on colostomy care.

Data Analysis and interpretation

Dissemination of results
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AND
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CHAPTER - IV
DATA ANALYSIS AND INTERPRETATION
This chapter deals with the analysis and interpretation of the data
collected. Analysis is a method for rendering quantitative, reliable, meaningful
and providingsssss intelligible information. So that the research problem can be
studied and tested which including the relationship between the variables.

Organizatio of Data

The data collected was analyzed using appropriate statistical methods,
tabulated and the results are described as follows.
Section ± I

Distribution of subjects according to their socio demographic
variables

Section - II

Description of pretest level of knowledge regarding colostomy
care among care givers of children with colostomy

Section- III

Effectiveness of the instructional package on knowledge
regarding colostomy care among care givers of colostomy with
children.

Section-IV

Association between level of knowledge regarding colostomy
care among care giver of children with colostomy and their
selected socio demographic variables.
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SECTION - I
Distribution of subjects according to socio demographic variables

Table - 1
Frequency and percentage distribution of demographic variables among care
n = 30

givers of children with colostomy

S.No
1.

2.

3.

4.

5.

6.

7.

Demographic variable

Frequency Percentage
(f)
(%)

Age of mother
a. 20 - 25

14

46.7%

b. 26 - 30

12

40%

c. 31 ± 35

4

13.3%

a. Primary

7

23%

b. Middle

23

77%

a. Home maker

19

63%

b. Private worker

11

37%

a. Nuclear family

18

60%

b. Joint family

12

40%

a. Below Rs.5000

8

27%

b. Rs.5001 - 10000

13

43%

c. Rs.10001 ± 20000

9

30%

a. Relative

16

53.3%

b. Non relative

14

46.7%

a. Rural

21

70%

b. Urban

9

30%

Education of mother

Occupation

Type of family

Family income

Type of marriage

Place of living
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The above table reveals that socio demography variables among care givers of
children with colostomy those who where participant in the study.
In considering the age of the mother 14 (46.7%) were belongs to
20-25year of age, 12 (40%) were in 26-30years and remaining 13% were in

31-

35years of age.
With respect to education 23(77%) were belongs to middle school education,
7 (23%) were belongs to primary school education.
On the basis of occupation 19(63%) were belongs to home maker, 37% were
worked in private job.
Considering family type 18 (60%) were from nuclear family, 12 (40%) were
from joint family.
With the view of family income 13 (43%) were earned between 5001 to 1000,
9 (30%) of mothers were earned between 10001 to 20000 and remaining 8 (27%)
were earned below 5000.
Based on the place of living place 21 (70%) were lived in Rural places and 9
(30%) were lived in urban places.
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DISTRIBUTION OF AGE
50

46.7

45

40

40

% Percentage

35
30
(20 TO 25) Yrs
25

(26 TO 30) Yrs
(31 TO 35 ) Yrs

20
13.3

15
10
5
0
(20 TO 25) Yrs

(26 TO 30) Yrs

(31 TO 35 ) Yrs

Age of mother

Fig. 1. Percentage Distribution for Age of Mothers
The above diagram shows that the age of the mother 14 (47%) were belongs
to 20-25year of age, 12 (40%) were in 26-30years and remaining 4 (13%) were in
31-35years of age.
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DISTRIBUTION OF EDUCATION

PRIMARY
23%

MIDDLE
77%

Fig. 2. Percentage Distribution of Education
The above pie diagram explains that the education, 23 (77%) were belongs to
middle school education, 7 (23%) were belongs to primary school education.
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DISTRIBUTION OF OCCUPATIONAL

70%

63%

60%

Percentage

50%
37%

40%

Home maker
Private worker

30%

20%

10%

0%
Home maker

Private worker

Fig. 3. Percentage Distribution of Occupation
The above cylinder diagram shows that the occupation 19 (63%) were belongs
to home maker, 11 (37%) were worked in private job.
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DISTRIBUTION OF TYPE OF FAMILY

40%

Nuclear family
Joint family
60%

Fig. 4. Percentage Distribution of Family Type
The above pie diagram reveals that the considering family type 18 (60%) were
from nuclear family, 12 (40%) were from joint family.
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DISTRIBUTION OF FAMILY INCOME
43%

45%
40%
35%

30%

Percentage

30%

27%

25%

Below Rs.5000
Rs.5001 - 10000

20%

Rs.10001 - 20000

15%
10%
5%
0%
Below Rs.5000

Rs.5001 - 10000

Rs.10001 20000

Fig. 5. Percentage Distribution of Family Income
The above bar diagram explains that family income 13 (43%) were earned
between 5001 to 1000, 9 (30%) of mothers were earned between 10001 to 20000 and
remaining 8 (27%) were earned below 5000.
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DISTRIBUTION OF MARRIAGE TYPE
53%
53%
52%
51%

Percentage

50%
Relative

49%

Non Relative
48%
47%
47%
46%
45%
44%
Relative

Non Relative

Fig. 6. Percentage Distribution of Type of Marriage
The above of cone diagram explains that 16 (53%) were belongs to relative
marriage and 14 (47%) were belongs to non relative marriage.
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DISTRIBUTION OF LIVING PLACE
70
70

60

%Percentage

50

RURAL

40
30

URBAN

30

20

10

0
RURAL

URBAN

Fig. 7. Percentage Distribution of Living Place
The above cone diagram explains that living place 21 (70%) were Rural places
and 9 (36%) were haired from urban places.
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SECTION - II
Description the level of knowledge regarding colostomy care among care givers
of colostomy children by conducting pretest.

Table- 2
Frequency and percentage distribution of pretest knowledge regarding
colostomy among care givers of children with colostomy.
Pretest
Level of knowledge
f

%

Very low

0

0%

Low

11

37%

Average

16

53.3%

High

3

10%

Very high

0

0%

The above table shows that most of them 16(3.3%) where

in average

knowledge, 36.7% are low knowledge and only 3(10.0%) were high knowledge in
pretest on colostomy care among care givers of colostomy children.
The about shows that mejarity of them 16(53.3) where in avearge konwlwdge
11(37%) from where in low knowledge 3(10%) of them where in high knowledge and
none of the 0% where in high knowledge regarding colostomy care among care givers
opf children with colostomy.
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DISTRIBUTION OF PRETEST LEVEL OF
KNOWLEDGE
60%
53.30%
50%

37%

% PERCENTAGE

40%

Very low
Low
Average

30%

High
Very high

20%
10%
10%

0%

0%

0%
Very low

Low

Average

High

Very high

Fig. 8. Distribution of Pretest Level of Konwledge
The about shows that mejarity of them 16(53.3) where in avearge konwlwdge
11(37%) from where in low knowledge 3(10%) of them where in high knowledge and
none of the 0% where in high knowledge regarding colostomy care among care givers
opf children with colostomy.
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Table - 3
Frequency and percentage distribution of post test level of knowledge regarding
colostomy care among care givers of colostomy children.
Posttest
Level of knowledge
f

%

Very low

0

0%

Low

1

3.3%

Average

9

30.0%

High

17

56.7%

Very high

3

10.0%

The above table reveals that posttest result shows that 17(56.7%) where in
high knowledge and 9(30.0%) where in average knowledge and 3(10.0%) where in
very high knowledge and1( 3.3%) where in lower level of knowledge regarding
colostomy care among care givers of childen with colostomy.
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DISTRIBUTION OF POSTTEST LEVEL OF
KNOWLEDGE
60%

56.70%

50%

40%
% percentage

Very low
Low

30.00%

Average

30%

High
Very high
20%

10.00%
10%
3.30%
0%
0%
Very low

Low

Average

High

Very high

Fig. 9. Percentage Distribution of Posttest
The above cylindrical bar diagram reveals that posttest result shows that
56.7% are in high knowledge and 30.0% are in Average knowledge and 10.0% are in
very high knowledge and 3.3% are in lower level of knowledge.
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Table - 4
Frequency and percentage wise distribution of pre and posttest knowledge
among care givers of children with colostomy

Pretest

Level of knowledge

Posttest

f

%

f

%

Very low

0

0%

0

0%

Low

11

37%

1

3.3%

Average

16

53.3%

9

30.0%

High

3

10%

17

56.7%

Very high

0

0%

3

10.0%

In pretest 11 (37%) were had

low level knowledge, 16 (53.3%) were had

average knowledge, 3 (10%) were had high level knowledge. In posttest 17 (56.7%)
were had high knowledge, 9 (30.0%) were had average knowledge, 3 (10.0%) were
had very high knowledge and 1 (3.3%) was low knowledge. Hence no one was
scored in very low level of knowledge.
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DISTRIBUTION OF PRE AND POSTTEST
LEVEL OF KNOWLEDGE
60%

56.70%
53.30%

50%

37%

% PERCENTAGE

40%

30.00%

Pretest

30%

Posttest

20%
10%

10.00%

10%
3.30%
0% 0%

0%

0%
Very low

Low

Average

High

Very high

Fig. 10. Percentage Distribution of Pre and Posttest Level of Knowledge
In pretest 11 (37%) were had

low level knowledge, 16 (53.3%) were had

average knowledge, 3 (10%) were had high level knowledge. In posttest 17 (56.7%)
were had high knowledge, 9 (30.0%) were had average knowledge, 3 (10.0%) were
had very high knowledge and 1 (3.3%) was low knowledge. Hence no one was
scored in very low level of knowledge.
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Table - 5
Effectiveness of the instructional package on colostomy care among care givers
of colostomy children by comparing mean pretest and posttest knowledge score
and by using paired µW¶WHVW
Pretest

Posttest

Subject

Pretest
score

Mean

SD

Mean

SD

47.00

12.839

65.33

12.243

Mean
difference

µW¶
value

µS¶
value

18.335

5.984

p <.001*
significant

The above table shows that the level of knowledge regarding pretest and
posttest mean score is 47.00 and 65.33 respectively. Standard deviation score is
12.839 and 12.243 respectively. Mean difference between the pre test and posttest is
3DLUHGµW¶WHVWYDOXHLV5.984. The calculated value is -5.984 is much higher than
the table value at p < 0.001 level of significance. So the researcher observed that there
is a highly significant increase of knowledge regarding colostomy care among care
givers of children with colostomy in pediatric post operative ward at Institute of Child
health and Research centre, Government Rajaji Hospital, Madurai and also
instructional package is very much effective.
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SECTION-IV
Association

between level of knowledge with selected socio demographic

variables
Socio
S.No
Demographic
variable
1.
Age of mother
a. 20 - 25
b. 26 - 30
c. 31 - 35
Education of mother
2.
a. Primary
b. Middle
3.

4.

5.

6.

7.

Occupation
a. Home maker
b. Private worker
Type of family
a. Nuclear family
b. Joint family
Family income
a. Below Rs.5000
b. 5001-10000
c. 10001-20000
Type of marriage
a. Relative
b. Non-relative
Place of living
a. Rural
b. Urban

Low

Average

High

f

%

f

%

f

%

0
1
0

0%
3.3%
0%

5
4
0

17%
13.3%
0%

9
4
4

30%
13.3%
13.3%

0
0%
2
1 3.33% 7

7%
23%

1 3.33% 8
0
0%
1

27%
3.33%

Very
high
f
%
0
3
0

0%
10%
0%

µS¶
value

10.019
0.124*
df=6

.479
df=3

0.924

5.0.63
df=3

0.167*

6.362
df=3

0.95*

7%
1 3.33%
7%
27%
2
0%
23.33% 0

8.736
df=6

189*

2.269

.519*

5.786
df=3

.123*

4 13.33% 1 3.33%
13 43.33% 2
7%
9
8

Ȥ2

30%
27%

1 3.33%
7%
2

1 3.33% 7 23.33% 10 33.33% 0
0
0%
2
7%
7 23.33% 3

0%
10%

0
0%
5
1 3.33% 2
0
0%
2

17%
7%
7%

2
8
7

0
0%
6
1 3.33% 3

20%
10%

8
9

27%
30%

7%
2
1 3.33%

0
0%
8
1 3.33% 1

27%
3.33%

12
5

40%
17%

1 3.33%
7%
2

The above table shows that there is a significant association between the level of
posttest knowledge scores and selected socio demographic variables such as age of
mother , occupation, types of family, family income, type of marriage, place of living
and there is no significant association between the posttest level of knowledge and
other socio demographic variable Eg: education of mother.
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CHAPTER ² V
DISCUSSION

CHAPTER - V
DISCUSSION
Based on the objectives of the study and hypothesis, this chapter deals with
detailed discussion of the results of the data interpreted from the statistical analysis.
The purpose of the study was to evaluate the effectiveness of instructional package on
knowledge regarding colostomy care among care givers in paediatric post operative
ward at Institute of Child health and Research Centre, Madurai.
Colostomy in infancy and childhood is usually performed for benign disease
and is of a temporary nature. The colostomy often may be functional for 12 to 18
months, however, and therefore requires skilled care by the care givers. The purpose
of this report is to describe a combined inpatient-outpatient program of colostomy
care that has resulted in improved management of infants and children with
colostomies. The physician, parent, nurse, and enterostomal therapist are all
intimately involved in the program. It is further intended to acquaint the paediatric
physician with complicating factors related to the procedure.
Colostomies in children are frequently performed to relieve colonic
obstructions resulting from congenital anomalies such as Hirschsprung's disease,
colon atresia, and imperforate anus, and occasionally for pelvic and perineal tumors,
Crohn's disease of the colon, and instances of rectal perforation.
Children and youth with complex medical issues, especially those with
technology dependencies, experience frequent and often lengthy hospitalizations.
Hospital discharges for these children can be a complicated process that requires a
deliberate, multistep approach. In addition to successful discharges to home, it is
essential that pediatric care providers develop and implement an interdisciplinary and
FRRUGLQDWHGSODQRIFDUHWKDWDGGUHVVHVWKHFKLOG¶VRQJRLQJKHDOWKFDUHQHHGV
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The goal is to ensure that each child remains healthy, thrives, and obtains
optimal medical home and developmental supports that promote ongoing care at
home and minimize recurrent hospitalizations. This clinical report presents an
approach to discharging the child with complex medical needs with technology
dependencies from hospital to home and then continually addressing the needs of the
child and family in the home environment.
The study was to evaluate the effectiveness of instructional package

on

knowledge regarding colostomy care among care givers in pediatric post operative
ward at institute of child health and research centre, Government Rajaji Hospital,
Madurai. The sample consists of 30 children selected by consecutive sampling
technique. Pretest was conducted using a structured interview questionnaire including
the socio demographic variables and knowledge questionnaire regarding colostomy
care. Instructional package was distributed to the care givers of colostomy children
and the doubts were cleared on the following days, if they have any doubts. The post
test was administered using the same questionnaire on seventh day. The collected data
were interpreted using frequency and percentage distribution, mean, standard
deviation and pairedµW¶ test. The results were discussed based on the objectives.

5.1 Discussion of Socio Demogrphic Variables

The above table reveals that socio demography variables among care
givers of children with colostomy those who where participant in the study.
In considering the age of the mother 14 (46.7%) were belongs to
20-25year of age, 12 (40%) were in 26-30years and remaining 13% were in
31-35years of age.

65

With respect to education 23(77%) were belongs to middle school
education, 7 (23%) were belongs to primary school education.
On the basis of occupation 19(63%) were belongs to home maker, 37%
were worked in private job.
Considering family type 18 (60%) were from nuclear family, 12 (40%)
were from joint family.
With the view of family income 13 (43%) were earned between 5001 to
1000, 9 (30%) of mothers were earned between 10001 to 20000 and remaining
8 (27%) were earned below 5000.
Based on the place of living place 21 (70%) were lived in Rural places
and 9 (30%) were lived in urban places.
5.2 Findings Based on the Objectives
The first objective is to assess the knowledge regarding colostomy care among
care givers of children with colostomy in pediatric post operative ward at Government
Rajaji Hospital, Madurai.

The above table shows that most of them 16(3.3%) where in average
knowledge, 36.7% are low knowledge and only 3(10.0%) were high knowledge
in pretest on colostomy care among care givers of colostomy children.
A descriptive study was done in Chandigarh to develop educational aid for
parents of children having colostomy and test its effectiveness. Two educational aids
in the form of booklet and a video film/ computer disc (CD) were developed and used
to teach care of colostomy to 120 parents. The pretest scores of mean booklet, video
film, and a combination of booklet and video are (Mean=3.53, 6.05, SD=1.62, 1.24)
and The post test (Mean=3.45, 5.70, SD=1.62, 1.24) and (Mean=4.18, 6.28, SD=1.18,
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1.48) respectively. The result of the study was found that the developed education aid
were significantly effective (p<0.05) in order to provide knowledge and skills to the
parents.
Nabeel M. Bhzeh, D.N.Sc.; Samia.M.et.al (2012) conducted a study to
Nursing care standards of colostomy are significant action to ensure quality of care.
The examination of nurses' knowledge and practices regarding the nursing care
standards of colostomy has not been conducted before at Assist University Hospital.
The subjects were nurses working in the surgical wards of hospital. The Nurses'
Knowl-edge Questionnaire and Practice checklist were administered. Data were
analyzed by descriptive statistics and Pearson product-moment correlation. The
findings revealed that all of nurses (100%) had knowledge about the standards
regarding-colostomy at an unsatisfactory level (M±SD=29.8654± 8.34085) with the
maximum mean scores (M=0.8269) and minimum mean scores (M=2.2308). All of
nurses (100%) scored the actual nurses' practice of the standards at an unsatisfactory
level (M±SD=111.51±25.706) with the max-imum mean scores (M=19.42) and
minimum mean scores (M=2.4615). It was concluded that nurses' knowledge and
practice in the nursing care standard of colostomy were unsatisfactory. It was needed
to be improved through implementation of proposed nursing care standards of
colostomy.
The second objective was to evaluate the effectiveness of instructional
package on colostomy care among care givers of children with colostomy in
pediatric post operative ward at Government Rajaji Hospital, Madurai.

In pretest 11 (37%) were had

low level knowledge, 16 (53.3%) were

had average knowledge, 3 (10%) were had high level knowledge. In posttest
17 (56.7%) were had

high knowledge, 9 (30.0%)
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were had average

knowledge, 3 (10.0%) were had very high knowledge and 1 (3.3%) was low
knowledge. Hence no one was scored in very low level of knowledge.
R.Kalia1 I Walia, KLN Rao.et.al (2012) conducted a study to Development
of Educational Aids for the Parents of Children Having Colostomy. To develop the
educational aids for parents of children having colostomy and test its effectiveness. It
was found that the developed educational aids were effective in order to provide
knowledge and skill to the parents (p < 0.05). There is a great need to develop the
educational aids for parents; subsequently these can be used to teach procedures for
long term home management of the children born with congenital anomalies.
Improvement in the mean score in the post-evaluation was observed among the
parents following the teaching intervention with all the educational aids. The
difference of mean values was statistically significant (p<.05), indicating the efficacy
of the developed educational aids. Educational aids assist the teacher to convey the
message effectively. The educational materials developed in accordance to the
specific needs of the learner, help to convey the message effectively.
Arun Kadam1, Mahadeo B Shinde.et.al (2010) conducted a study to
Caregivers are those who are concerned with the client care in hospital & home. Most
of the caregivers are not able to provide care to clients of colostomy with quality.
Aim- was planned to assess the effectiveness of structured education on FDUHJLYHU¶V
knowledge and attitude regarding colostomy care of patient. Objectives- To assess the
knowledge of care JLYHU¶V UHJDUGLQJ FRORVWRP\ FDUH RI SDWLHQWV before and after
intervention. FINDINGS- Majority 36.66 % of caregivers belonged to the age group
of 31-40 years, and 66.67% were females and 33.33% with. 86.67% participated in
this study were Married. The knowledge score gained by the respondents in the results
shows that the mean value of knowledge in pre test was 7.43 and at post assessment
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was VLQFHWKH³3´YDOXHIRUWKHWHVWLVOHVVWKDQ7KHILQGLQJVVKRZHGWKDW
in pre test, attitude score the maximum, 66.67 0/0 of the samples got the score
between 61-80 (positive attitude), in post test attitude score, the maximum, 70 0/0 of
the samples got the score 81& above (strongly positive attitude), there was significant
relationship with education and place of residence subjects and pre test Knowledge
score regarding colostomy care of patient. Conclusion- structured education
programme was highly effective to improve the knowledge score and to improve the
attitude score of subjects/ caregiver towards colostomy care of patient.
Hence the stated Hypotheses H1 ³7KHUHLV VLJQLILFDQW GLIIHUHQFH EHWZHHQWKH
pretest and posttest level of knowledge regarding colostomy care among care givers
children with colostomy was accepted.
The third objective was to associate the knowledge regarding colostomy
care among care givers of colostomy with their selected socio demographic
variables.
The study reveals that there is a significant association between the posttest
knowledge scores and selected socio demographic variables such as age, occupation,
types of family, family income, Type of marriage, place of living and there is no
significant association between the posttest level of knowledge and other socio
demographic variable education of mother.
Rupali Deshpande, 0936DPDM¶V(2015) conducted a study to reveals that
The study was conducted in the Pediatric surgery ward of Municipal Corporation
Hospital, King Edward Memorial Hospital and the Government hospital, Sir J. J.
Group of Hospitals. The efficiency of the caregivers on the knowledge and practice of
stoma care was analysed pre- and post-planned nursing intervention. Evaluative
research approach with quasi experimental groups for pre-assessment and post-
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assessment was designed for the concomitant studies. 30 caregivers of colostomy
children were selected

as sample population for this study by using nonprobability

convenient sampling technique. Results showed that imparting colostomy childcare
education to caregivers and parents showed significant performance on assessments of
knowledge regarding colostomy and colostomy childcare requirement after health
teaching. Thus the study results affirmed a significant difference between the pre- and
postassessment knowledge and practice scores of the caregiver, thereby indicating a
positive impact of the planned nursing intervention on selected components of stoma
care for enhancing the efficiency of caregivers.
Hence, Hypothesis-2 There is a significant association between knowledge
regarding colostomy care among care givers with their selected socio
demographic variables was accepted.
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CHAPTER - VI
SUMMARY, CONCLUSION AND RECOMMENDATIONS

This chapter presents the summary of the study and conclusion drawn,
clarifies the limitation of the study, the implications and the recommendations,
different areas like nursing practice, nursing education, nursing administration and
nursing research.

6.1 Summary of the Study
Statement of the Problem
³$VWXG\WRHYDOXDWHWKHHIIHFWLYHQHVVRILQVWUXFWLRQDOSDFNDJHRQNQRZOHGJH
regarding colostomy care among care givers in pediatric post operative ward at
institute of child health and research centre, Government Rajaji Hospital0DGXUDL´

Objectives of the Study
x

To assess the level of knowledge regarding colostomy care among care givers
of children with colostomy in s pediatric post operative ward at Government
Rajaji Hospital, Madurai.

x

To evaluate the effectiveness of instructional package on colostomy care
among care givers children with colostomy in pediatric post operative ward at
Government Rajaji Hospital, Madurai.

x

To associate the level of knowledge regarding colostomy care among care
givers of children with colostomy in paediatric postoperative ward at
Government Rajaji Hospital ,Madurai with their selected socio demographic
variables.
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Hypothesis
H 1:

There is a significant difference between the pretest and posttest level thof
knowledge regarding colostomy care among care givers of children with
colostomy in paediatric post operative ward at Government Rajaji Hospital
Madurai.

H 2:

There is a significant association between the level of knowledge regarding
colostomy care among care givers of children with colostomy in pediatric
post operative ward with their selected socio demographic variables.

The Study Assumptions Were

1. Care givers of children with colostomy may have various level of knowledge
on colostomy care.

2. Care givers of children with colostomy may provide care according to their
instructional package.

The FRQFHSWXDO PRGHO RI WKLV VWXG\ ZDV EDVHG RQ /XGZLJ YRQ %HUWDODQII\¶V
general system theory. The study was conducted by using pre experimental design one group pretest posttest design as used. The population of the study was the care
givers of colostomy children those who are admitted in pediatric post operative ward
at Institute of Child health and Research Centre at Government Rajaji Hospital,
Madurai. Consecutive sampling technique was used to select the sample. The study
consists of 30 care givers. A pilot study was conducted among 10 of subjects in
pediatric post operative ward at Institute of Child health & Research Centre, Madurai
to find out the feasibility and practicability for conducting the study. After testing the
validity and reliability, the tool was used for data collection. The participants of the
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pilot study were excluded from the main study. Data gathered were analyzed by using
both descriptive and inferential statistics.

6.2 Major Findings of the Study
 In considering the age of the mother 47% were belongs to 20-25year of age, 40%
were in 26-30years and remaining 13% were in 31-35years of age. Majority of the
mothers were from the age group of 26-30 years.
 With respect to education 77% were belongs to middle school education, 23%
were belongs to primary school education. Majority of the mothers for middle
school education.
 On the basis of occupation 63% were belongs to home maker, 37% were worked
in private job. Majority of the mothers were as home maker 63%.
 Considering family type 60% were from nuclear family, 40% were from joint
family. Majority of mothers were from nuclear family 60%.
 With the view of family income 43% were earned between 5001 to 1000, 30% of
mothers were earned between 10001 to 20000 and remaining 27% were earned
below 5000. Majority of the were earned between 5001 to 10000.
 Based on the place of living place 70% were lived in rural places and 36% were
lived in urban places. Majority of the mothers were living from rural places (70%)
 With regarding most of them 53.3% are in average knowledge, 36.7% are low
knowledge and only 10.0% were high knowledge in pretest on colostomy care
among care givers of colostomy children.
 In pre test 11 (37%) were low level knowledge, 16 (53.3%) were average
knowledge, 3 (10%) were high level knowledge. In post test 17 (56.7%) were high
knowledge, 9 (30.0%) were average knowledge, 3 (10.0%) were very high
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knowledge and 1 (3.3%) were low knowledge. Hence none of the subject was
scored in very low level of knowledge.
 After giving the instructional package teaching post test result shows that 56.7%
are in high knowledge and 30.0% are in Average knowledge and 10.0% are in
very high knowledge and 3.3% are in lower level of knowledge.
 In the aspect of level of knowledge regarding pre test and post test mean score is

47.00 and 65.33 respectively. Standard deviation score is 12.839 and 12.243
respectively. Mean difference between the pre test and post test is 18.33. Paired µW¶
test value is 5.984. The calculated value is -5.984 is much higher than the table
value at p < 0.001 level of significance. So the researcher observed that there is a
highly significant increase of knowledge regarding colostomy care among care
givers of colostomy children in pediatric post operative ward at Institute of Child
health and Research centre, Government Rajaji Hospital, Madurai and also
instructional package is very much effective.
6.3 Conclusion
This study is statistically proved that instructional package increase the level
of knowledge regarding colostomy care among care givers of children with
colostomy. So the instructional package were cost effective non pharmacological and
free from side effects.

6.4 Implications
The findings of the study have several implications on nursing practice,
nursing administration, nursing education and nursing research that can be used in the
following areas of profession.
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Nursing Practice
¾ The nurses need adequate knowledge regarding colostomy care
¾ Nurses are the key persons of the health team, who play a major role in health
promotion and maintenance. The main focus of nursing practice is to reduce
the morbidity and mortality rate and to improve the quality of life
¾ Different methods of teaching can be used to impact knowledge
¾ The child health nurses can plan teaching programme like mass education on
colostomy care
Nursing Education
¾ Nurse educations need to play emphasis on colostomy follow and care, its
importance and help the care givers to take care of their children
¾ Creating awareness on colostomy care among care givers should be the part of
curriculum of teaching students
¾ Nurse educators help to conduct educational programs among care givers to
improve the knowledge level on colostomy care in diet pattern, hygiene, stoma
care to prevent the complications
¾ Nursing curriculum should provide opportunity to plan, develop and
administration of innovative method for health teaching in various setting
along with other audio visual aids.
Nursing Research
¾ A nurse researcher should conduct extensive and intensive research in the area
of colostomy care. So that strategies for educating care givers can be
promoted. A research study can make remarkable changes in their knowledge,
attitude, potentials and thereby improving the quality of nursing programme
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¾ From this the investigator felt the need for nursing research in the areas of
audio visual aids as an alternative for health education to improve knowledge
of care givers of various aspects and to increase their interest in learning.
Nursing administration
¾ Nurse administrators are the back bone to provide facilities to improve
knowledge regarding colostomy care among care givers of children with
colostomy
¾ The nurse administrators should encourage nurse to develop of varieties of
educational material
¾ Nurse administrator should take initiative to organize continuous education for
care givers of colostomy children on knowledge regarding colostomy care
¾ Appropriate teaching / learning materials need to be prepared and made
available care givers of colostomy children
¾ Training and implementation of different strategies need separate allocation of
resources
¾ Separate budgets should be allocated for innovative educational aids.

6.5 Recommendations
Keeping in view the findings of the pre test study the following
recommendations are made,
¾ A Similar study can be conducted on a large sample to generalize the study
findings.
¾ A comparative study can also be done to compare the effects of instructional
package teaching with other methods like video assisted teaching etc.
¾ A comparative study can be conducted between care givers of male and
females
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health and quality of life. The provision of specialized ostomy care begins preoperatively and continues throughout the

diversion of the urinary stream. Persons living with ostomies requite specialized and management to sustain physical

a stoma. The most common ostomies one a colostomy and ileostomy for diseases of the fecal stream, and colostomy for

An Ostomy can be defined as any surgical procedure resulting in the external diversion of aces and urine through

INTRODUCTION

6. mention the complications of colostomy

5. explain the pouching system of colostomy

4. describe the management of colostomy

3. list out the types of colostomies

2. write the purpose of colostomy

1. define the term colostomy

At the end of the

CONTRIBUTORY OBJECTIVES

and will be able to perform to do their activities.
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system and complications will improves the skill in the procedure and develop positive attitude towards performing it

The care givers will gain adequate knowledge about colostomy, management, types of colostomies, pouching

CENTRAL OBJECTIES

Time

5mins
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1.

2.

colostomy

booklets

certain lower bowel problems are
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can heal. This may take a few weeks,

colostomy a created. So that the bowel

rest. To do this, a short term

treated by giving part of the bowel a

and

cards

many different diseases and conditions

Colostomy surgery is done for

of

purpose

opening to form a stoma.

of the colon is brought through this

that is made during surgery. The end

Explaining Listening Flash

booklets

brought to the skin surface. A
colostomy is an opening in the belly

and

cards

Teachers Learners
AV
activity
activity
Aids
Explaining Listening Flash

in the abdomen in which the colon is

Colostomy is a surgical opening

the Purpose of Colostomy

of

Content

Write

colostomy

term

Contributory
objectives
Define
the Definition:

Evaluation

Time
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S.No

3.

must

be

colostomies

types

of

made.

The

in the future.

colostomy is not exported to be closed

or permanently rested. In this care, the

diseased part of the bowel is removed

colostomy

rectum becomes diseased a long term

When part of the colon of the

months or even years.

Content

Learners
activity

AV
Aids

booklets

can be done in any part of the colon.
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middle or toward the night side of the

the upper abdomen, either in the

The transverse colostomy is in

Transverse Colostomies:

and

cards

Explaining Listening Flash

Teachers
activity

temporary, or lifelong permanent and

A Colostomy can be short term

List out the Types of Colostomies

Contributory
objectives

Evaluation

S.No

Time

Contributory
objectives

is

inflammation

of

5. Birth defects

4. Injury

3. Cancer
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2. Inflammatory bowel diseases

cases.

the colon and infection in severe

scanning with structure or rupture of

diverticula. It can cause abscess,

This

1. Diverculitis

to transverse colostomy.

the following colon problems can lead

reaches the descending colon. Some of

the stool to leave the body before it

body. This type of colostomy allows
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Aids
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of

transverse

not

notices.

Despite

the
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colostomy, the part of the colon keeps

usually

with the bowel movements and is

bowel contents. This mucus passes

of mucus to protect itself from the

colon normally makes small amounts

the other only puts out mucus. The

openings. One opening puts out tool,

like one way large stoma but it has 2

The loop colostomy may look

Loop transverse colostomy

2. Double barrel transverse colostomy

1. Loop transverse colostomy

colostomies

Two

Types of transverse colostomies:
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of the bowel is soon closed and left

Sometimes the end of the inactive part

stool and other puts out only mucous.

skin. Here, too, one opening puts out

may or may not be separated by the

be separated by skin. The 2 stomas

stoma. The 2 stomas may or may not

brought to the surface as a separate

bowel completely. Each opening is

colostomy, the surgical devices the

When creating a double bowel

Double bowel transverse colostomy

expected.

the rectum and anus. This is normal

either through the stoma or through

making mucus that will come out
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in

the

descending
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colon, the descending colostomy is

Located

Descending and sigmoid colostomies

protected from the output.

worn at all times, and he skin must be

enzymes. A drainable pouch must be

liquid and it contains many digestive

outline. This means that the output is

Only a short portion of colon remains

placed on the right side of the belly.

The ascending colostomy is

Ascending colostomy

through the rectum.
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stoma. The mucus from the resting

inside the belly. Then there is only one

Content
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a few inches lower than a descending

in the sigmoid colon, and located just
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Content
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not very hand to do, but getting to the
point where we feel comfortable takes

of colostomy

mind there points.
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out stool no matter, we have to keep in

A transverse colostomy will put

colostomy:

Bowel Movements with a transverse

right supplies, and a positive attitude.

a lot of learning, a lot of practice, the

and

Care of any colostomy is really
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management

10mins Describe the Management of Colostomy
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or 4 days.
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day not less than once every 3

to change it no more than once a

before there is a leak. It is best

5. Changing the pouching system

or bulging under your clothes.

the day to keep it from leaking

4. Empty the pouch often during

prevented.

digestive process and cannot be

3. Gas and odor are part of the

divide

affected by what you eat and

2. The firmness of your stool is

clothing is the right one for you.
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1. A pouching system that will
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Aids
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Bowel movements with a descending
or sigmoid colostomy
Treat the bowel movement
through a colostomy like a normal
movement through the anus. The
colostomy does not have a sphincter
muscle that can stop the package of
stool. So we must wear a pouch to
collect anything come through the
colostomy. There are many light
weight pouches you can by that are
hand to see under clothes.

6. The ostomy output can irritable
your skin. You can prevent skin
problems by having a correctly
fitted pouch system and by
using special materials for
ostomy care.
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pouching
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materials and vary in cost.

Pouches are made from odor resistant

comes out of the stoma.

They collect stool drainage that

Types of Pouching system

5. Easy to put on and take off

clothing

4. Nearly invisible when covered with

stoma

3. Protective of the sub around the

2. Odor resistant

that lasts for up to 3 days.

1. Secure with a good leak proof real

of be,

A good pouching system should
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3. Stomal stricture

5. Peristomal hernia
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and

2. Stomal ischemia

of colostomy

4. Stomal prolapse
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 kUj;Jtkidapy;

Vw;gl;L rpte;J fhzg;gLjy;.

 Jisia Rw;wpAs;s gFjpfspy; mhpg;G

 mjpfkhf ,uj;jf;frpT Vw;gLjy;

clNd kUj;Jtiu mZf Ntz;Lk;.

ghlf;Fwpg;G

gq;F
Mrphpahpd;
ngWgthpd;
nray;ghL
nray;ghL

APPENDIX-XI
PHOTOGRAPH
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APPENDIX-II
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APPENDIX-IV

xg;Gjy; mwpf;if

ngah;
Njjp:

vdf;F ,e;j Ma;itg;gw;wpa KO tptuk; tpsf;fkhf
vLj;Jiuf;fg;gl;lJ. ,e;j Ma;tpy; gq;F ngWtjpy; cs;s ed;ikfs;
kw;Wk; jPikfs; gw;wp ehd; Ghpe;J nfhz;Nld;. ehd; ,e;j Ma;tpy;
jhdhfNt Kd;te;J vdgq;F ngw rkkjpf;fpNwd;. NkYk; ,e;j
Ma;tpy; ,Ue;J ve;j NeuKk; tpyfpf; nfhs;s KO mDkjp
)+LMg¤m rpfpr;ir
Mtzq;fisg;
toq;fg;gl;Ls;sJ.
vd;
ghh;itapl;L mjpy; cs;s tptuq;fis Ma;tpy; gad;gLj;jpf; nfhs;s
mDkjp mspf;fpd;Nwd;. vd;Dila ngah; kw;Wk; milahsq;fs;
ufrpakhf

itj;Jf;

nfhs;sg;gLk;

vd;Wk;

vdf;F

cWjpaspf;fg;gl;Ls;sJ.

ܸܱܧܶܛᾺܥΆ
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APPENDIX-V

SECTION - A
SOCIO DEMOGRAPHIC VARIABLE

1. Age in years of care giver
a. 20 ± 25
b. 26 ± 30
c. 31 ± 335
d. 35 above

2. Educational status
a. Primary education
b. Secondary education
c. Degree

3. Occupation
a. Home maker
b. Private job
c. Government job

4. Type of the family
a. Nuclear family
b. Joint family
c. Extended family
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5.Income
a. Below Rs 2000/b. 5001-10,000/c. 10,0001-20,000/d. Rs.20,000 above

6. Type of marriage
a. Consanguinity
b. Non Consanguinity

7. Living Place
a. Urban
b. Rural
c. Out of the city

92

SECTION - B
KNOWLEDGE QUESTIONNAIRES

1. What is the meaning of colostomy?
a. Is a surgical procedure where by opening is made in the
abdominal wall through which the colon passes and a bag is
fitted to collect stool
b. Resection of intestine
c. Anestomosis of intestine

2. What are all the causes to do colostomy?
a. Birth defects anorectic anomaly
b. Abdominal pain
c. Indigestion

3. What is the indication for colostomy?
a. To eliminate the stool
b. To anestomosis intestine
c. To removal of appendix
4. :KDWLVWKHPHDQLQJRIµVWRPD¶"
a. There is a surgical opening of the intestine and to eliminate
the fecal matter
b. It is worm in the colon
c. It is leaking in the intestine
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5. :KDWLVWKHQRUPDODSSHDUDQFHRI³VWRPD´"
a. Stoma look pink, red, warm and moist secretes mucus
b. Black in colour
c. Yellowish colour
6. $IWHUVXUJHU\ZKHQWKHµVWRPD¶ZLOOFRPHWRQRUPDOVWDJH"
a. After 10days
b. Within a week
c. 6 - 8 weeks

7. How we should clean the stoma
a. clean the wound by applying medicine from inner to out
b. By using water
c. Dry with cotton

8. What is the meaning of colostomy pouches?
a. Pouches are made from odor- resistant material and vary in
cost
b. It is a bag made up of in the cotton.
c. It is a bag filled with medicines.
9. What are all the precautions to be followed when applying pouches?
a. Wash hands thoroughly by soap and water.
b. Observe the length of the stoma.
c. Observe the colon of the child is having cough.
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10. What are all the different types of pouches?
a. One piece or two piece pouches.
b. Three piece pouches
c. four piece pouches

11. When we will change the pouches?
a. Whenever necessary
b. There may be less bowel activity at certain times in the day.
c. After taking food.

12. What kind of food to be avoided after colostomy procedure?
a. Egg, milk, cabbage.
b. Leafy vegetables
c. Pulses.

13. What kind of food item to be given below one year of colostomy
child?
a. Exclusive breast feeding up to 9 month.
b. Supplementary feeding.
c. Non vegetarian foods.

14. What is the reason to be avoided certain kinds of foods after
colostomy surgery?
a. Can produce odour
b. Indigestion of food
c. Increase appetite
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15. Which type of garments to be worn after the colostomy procedure?
a. Cotton made loose garments.
b. Nylon dresses.
c. Any tight clothes.
16. After surgery shall we send the child to school?
a. Allowed
b. Not allowed
c. Some times
17. How will you send the child to school after colostomy?
a. Advice to wear suitable pouches and feel comfortable.
b. Not send the child to school
c. None of the above.
18. What kind of diet to be given after colostomy?
a. Clear water less fibre contains food.
b. Dhall and pulses.
c. Leafy vegetables.
19. What are all the warning signs should be observed on stoma?
a. Excessive bleeding from the stoma opening.
b. Color of the stool, pain on the stomach.
c. All the above.
20. When did the child come back to follow up care?
a. 10 days after
b. 3or 4 weeks after.
c. Within a week.
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APPENDIX-VI

SECTION - A

Mm£L\g§JX¡ F¿¥ò
1. MK¤mWDm. 20 ± 25
M. 26 ± 30
ï. 31 ± 335
<. 35 WDÀk)QNgy
2. Iy§M)À
m. 0XJIy§
0H/¡L\gIy§
ï. g£l¥go¥ò
3. EMK¨y
m. å£oÈU¥gt®
M. jÅah® ÃWtd«
ÍPX5QWgL\g
4. )/JPLNgÐ
m. jÅ¡FL«g«
M.T£L¡ FL«g«
ÍQUg-WK*)/J

5. tUkhd«
m. 5000 - 10000
M. 10001 ± 20,000
Í)QNgyg
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6. À8N]¡L\g
m. FZÌ.LZgÀ8N]
0FZÌ.LZgÍy\KÀ8N]g

7. thG« ïl«
m. ef®òw«
M. »uhk«
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SECTION - B

PÌÀZmQIg}§
1. ngUq;Fly; jpwg;G vd;why; vd;d?
1. mWit rpfpr;ir %yk; ngUq;Fly; Kidia tapw;wpd;
Nky; gug;gpw;F nfhz;LtUjhFk;.
2. Fly; gFjpia ,izg;gjhFk;
3. Fly; gFjpia ePf;FtjhFk;
2. ngUq;Fly; jpwg;G nra;tjw;fhd fhuzk; vd;d?
a. Flypy; milg;G Vw;gLk;NghJ
b. gpwtpapNyNa Mrdtha; ,y;yhjNghJ
c. tapw;wpy; nrhpkhzk; FiwAk;NghJ
3. ngUq;Fly; jpwg;g nra;tjw;fhd Nehf;fk; vd;d?
1. mWit rpfpr;ir nra;J ³Jis%yk;´ kyk; ntspNaw;Wjyhk;
2. Flypy; cs;s Nehia Fzg;gLj;Jtjw;F
3. Fly; mirtpid rhpnra;tjw;F
4. ngUq;Fly; jpwg;G ³Jis´ vd;why; vd;d?
1. Jis vd;gJ kyk; ntspNaWk; topahFk;
2. mWit rpfpr;ir fhak;
3. Fly;thy; gFjpahFk;.
5. mWit rpfpr;irf;Fg;gpd; ngUq;Fly; jpwg;G ³Jis´ vg;NghJ RUq;Fk;.
1. 10 ehl;fspy;
2. 6 Kjy; 8 thuj;jpy;
3. xU thuj;jpy;
6. ngUq;Fly; jpwg;G Jisia vt;thW Rj;jk; nra;aNtz;Lk;.
a. kUe;jpd; %yk;
b. Njhypy; kUe;jpid jlt Ntz;Lk;.
c. kUe;jpd; %yk; ikag;gFjpapypUe;J ntspg;Gwkhf Rj;jk;nra;a Ntz;Lk;.
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7. ngUq;Fly; jpwg;G ³igfs;´ vd;why; vd;d?
1. Jisapd; Nky; kyk; Nrfhpf;f nghUj;Jk; igfs;
2. Jisia ghJfhg;gjw;F
3. fpUkp njhw;W Vw;glhky; ghJfhg;gjw;F
8. ngUq;Fly; jpwg;G igfis vt;thW cgNahfg;gLj;j Ntz;Lk;?
1. Jisapd; mwtpw;F nghUj;JkhW Njh;T nra;J xl;l Ntz;Lk;
2. Njhypy; xl;l Ntz;Lk;
3. Jisia %bapUf;f Ntz;Lk;
9. ngUq;Fly; jpwg;G igfs; nghUj;Jk; Kd; vd;d
ifahs Ntz;Lk;.
1. Jisapd; mstpid ftdpf;f Ntz;Lk;
2. Nrhg;gpd; %yk; iffis ed;whf fOtNtz;Lk;.
3. Jisapid Rw;wp Rj;jk; nra;a Ntz;Lk;.

Kiwfis

10. ngUq;Fly; jpwg;G mWit rpfpr;if;Fg;gpd; vd;d czT tiffs;
nfhLf;f Ntz;Lk;.
1. NghJkhd msT jz;zPh;> kw;Wk; gr;ir fha;fwpfs;
2. mirt czTfs;
3. ehh;rj;J goq;fs;> fha;fwpfs;
11. ngUq;Fly; jpwg;G mWit rpfpr;irf;Fg;gpd; ve;j czT tiffis
jtph;f;f Ntz;Lk;.
1. ehh;r;rj;J czTfs; kw;Wk;> Kl;il> ghy;
2. fha;fwpfs;
3. goq;fs;
12. ngUq;Fly; jpwg;G mWit rpfpr;irf;Fg;gpd; Vd; rpy czTfis
jtph;f;f Ntz;Lk;.
1. Jh;ehw;wKs;s thAtpid cz;lhf;Fk;
2. nrhpkhdk; MfhJ
3. mjpfkhf grpapid cz;lhf;Fk;
4. Flypy; milg;gpid cz;lhf;Fk;
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13. mWit rpfpr;irf;Fg;gpd; mzpAk; Mil tiffis vg;gb ,Uf;f
Ntz;Lk;.
a. jsh;thf> gUj;jpapdhy; Md Milfs;
b. ,Wf;fkhd Milfs;
c. ieyhd; Milfs;
14. ngUq;Fly; jpwg;G Jisapy; Vw;gLk; mgha mwpFwpfs; ahit?
a. Jisapd; epwk; fWj;J> ntsph; epwj;Jld;> epiwa ,uj;jk; frpjy;
b. mjpf kyk; ntwpNaWjy;
c. igfs; rhpahf nghUj;jhjpUj;jy;
15. mWit
rpfpr;irf;Fg;gpd;
tuNtz;Lk;.

kWtUiff;F

Foe;ij

vg;NghJ

a. 10-ehl;fspy;
b. %d;W my;yJ ehd;F thuk; fopj;J
c. xUthuj;jpy;
16. mWit rpfpr;if;Fg;gpd; Foe;ijia gs;spf;F vt;thW mDg;g
Ntz;Lk;.
1. rhpahd ³igfis´ nghUj;jp ghJfhg;ghf czur;nra;J
gs;spf;F mDg;gyhk;
2. gs;spf;F mDg;g KbahJ
3. ghJfhg;ghf czu KbahJ.
17. ngUq;Flypy; jpwg;G igfspd; tiffs; ahit?
1. Njhypy; xl;lf;$ba> jz;zPh; CLWthj igfs;
2. msypy; nghpa igfs;
3. ,uz;L miwfshf cs;s igfs;
18. kyr;rpf;fy; tuhky; ,Uf;f vd;d nra;a Ntz;Lk;.
a. NghJkhd msT jz;zPh; gUf Ntz;Lk;
b. kykpyf;fp khj;jpiufis cgNahfpf;f Ntz;Lk;
c. kpjkhd RLePhpy; Fspf;f itf;f Ntz;Lk;.
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19. xU
tajpw;Fl;gl;l
Foe;ijf;F
vd;dczT nfhLf;fNtz;Lk;?

mWit

rpfpr;irf;Fg;gpd;

a. 9 khjq;fs; tiu jha;g;ghy; kl;LNk nfhLf;fNtz;Lk;
b. ,iz czT nfhLf;fyhk;
c. mirt czT nfhLf;fyhk;
20. Jisia Rw;wpAs;s Njhypy; vd;d ftdpf;f Ntz;Lk;?
a. Njhypy; kyk; frpe;J Njhy; rpte;J> mhpg;G> Vw;gLjy;
b. Njhy; RUf;fk;
c. Njhy; twl;rp
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