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INTRODUCTION

He who takes food in proper measures


Lives  a long life,


And lives without diseases,


Gets strength and alertness of mind


Moreover, his children are born healthy


And without any deformity or diseases.

D.  
Cited from Mahabharata


The meaning of health have changed considerably over the last two decades; they have progressed from being defined as the absence of disease toward the recognition that health has a much broader meaning. Lay perspectives on health are influenced by culture, ethnicity, social class, religion, gender and economic status. Social scientists may view health as people’s ability to function within their culturally determined social customs and norms. Lay healers may view health as the individual’s ability to have an harmonious balance between the mind, body and spirit. Beliefs about health undoubtedly influence the maintenance of health, health promotion strategies and the action of health professionals  and providers when seeking to prevent ill health (Dunkley, 2000).


According to WHO, ‘Health is the state of complete physical, mental, social well being and not merely the absence of disease or infirmity’. Health can be defined as a state of the body when all the organs and systems are functioning properly in their physiology and a perfect balance is maintained between the environment and the body.


Good nutrition is also needed for good health. Nutrition is the science of foods and the nutrients and other substances they contain, and of their actions within the body (including ingestion, digestion, absorption, transport, metabolism and excretion). A broader definition includes the social, economic, cultural and psychological implication of food and eating (Whitney and Rolfes, 2002). To maintain good health, ingesting a diet containing the essential nutrients in correct amount is very important. A balanced diet is one which contains different types of foods in such quantities and proportions so that the need for calories, proteins, minerals, vitamins and other nutrients is adequately met and a small provision is made for extra nutrients to withstand short duration of leanness (Srilakshmi, 2000).


In rural areas as well as in urban slums women are over-burdened. They have little energy and time left to seek health care especially preventive services and that too when not easily accessible. The time has come when the Maternal and Child Health services to be more effective will have to recognise and aid women’s existing functions making their multiple more effective and less burdensome by aiming at a substantial change in their social status (Kumar, 2000). The World Health Organisation (WHO) estimates that 585,000 women die each year from causes related to pregnancy. Ninety-nine percent of these deaths occur in developing countries and nearly all of them are preventable. Millions more suffer lifelong disability as a result of complication resulting from their pregnancies.


Good nutrition clearly supports a pregnancy. In contrast, malnutrition interferes with the ability to conceive, the likelihood of implantation and the subsequent development of a foetus (Whitney and Rolfes, 2002). Nutrition before pregnancy can affect fertility, early development and nutritional status throughout pregnancy and this might affect a woman’s ability to withstand nutritional insults during pregnancy (Morgan and Dickerson, 2003).                                                          

         Malnutrition takes its toll on about 70 million children under five years of age. According to the report of the State of World’s Children 1999, 53 percent of Indian children are underweight; 52 percent stunted and 18 percent are wasted in moderate and severe categories. The crucial period for alleviating malnutrition in children is between 6 and 24 months. During this period, the child should be provided good nutrition and protected from childhood diseases and infections (Goyle, 2001).


Malnutrition is any condition resulting from an energy or nutrient intake either above or below that which is optimal (Smolin and Grosvenor, 2000). India has probably the highest prevalence of nutritional  anaemia in women and children. Iron deficiency is seen in almost 50 percent of children below the age of five years and 50 percent of women during their reproductive life. Sixty to eighty percent of pregnant women are anaemic. Twenty to forty percent of maternal deaths are attributed to anaemia. Babies born to mothers with anaemia have low birth weight and this influences neonatal morbidity (Rao, 2000).

Despite considerable decline in infant mortality rate in the country since the eighties, India seems to have failed to arrest further child deaths, according to UNICEF. The national infant mortality had remained stagnant since 1993. The infant mortality rate stood at 72 percent in 1998, with Orissa recording the highest and Kerala the lowest (The Hindu, 1 Jan,2001).  Recent data from UNICEF suggests that about 18 million low-birth-weight (LBW) babies weighing less than 2.5 Kg., are born every year accounting for 14 percent of all live birth in India (Manisha, 2005).


In order to low down the incidence of maternal mortality and infant mortality rate among the rural women, proper messages on prenatal care and postnatal care should be provided. For disseminating the message a suitable medium is needed to catch the attention of the rural women.


Media refers to the actual substance on which messages are carried on to the systems that engage in sending messages to audience. (Chandrakandan et al. 2001). Compared to the mass media of radio, television and film, new communication media have a higher ratio of information to entertainment. Many individuals adopt computers because these tools allow them to obtain information about financial data, world news, government action, travel schedules etc (Singal et al. 2001).


It has been observed that fundamental changes have taken place during last 50 years in the methods of communication, the way the information is processed, stored, retrieved or communicated. The onset of information age with satellite communication, computer technology and telecommunication information network affected a wholesale change in the methods of communication (Singh, 2003).


It is being said that ‘Cyber Extension’ would be the major form of technology dissemination in the near future. Improved communication and information access is directly related to social and economic development. According to Oxford dictionary the word cyber means ‘relating to information technology, the cyber space’. According to Bhatnagar and Desai, ‘Extension is to bring the desirable changes in the behaviour – knowledge, skills, attitude, understanding, goals and confidence of the people through mutual learning’. Cyber extension means ‘using the power of online network, computer communications and digital interactive multimedia to facilitate dissemination of technology’. Cyber extension included effective use of information and communication networks, internet, expert systems, multimedia learning systems and computer based training systems to improve information access. (Benor et al. 1984; Bhaskar and Rao, 1999).

             It is imperative that to develop healthy and happy citizens of tomorrow , the nutritional status of today’s pregnant women and lactating mother must be cared optimally. The Millennium Development Goals (MDG) of India emphasise on the reduction in child mortality and improvement in maternal health (World Bank, 2003). Envisaging a developed India in 2020, all the information communication facilities are to be directed to rural areas to enable rural women information and technology friendly .When the information made available is useful and amenable, the participation will be maximum and results will be multiple. Keeping this rationale in view the investigator has tried to take the messages on Maternal and Child Health Care in the electronic format for wider reach. This micro level study will pave the way for taking the advanced information technology for dissemination of multivarious relevant messages to the grassroot level.


Dr.A.P.J.Abdul Kalam envisaged the Provision of Urban Amenities in Rural Areas (PURA) scheme. The basic idea behind PURA is to promote private investment in urban amenities like road transport, health, housing, water supply and the like through a ring road around some villages and promote business development along that stretch to make it self-sustaining (The Hindu, 26 August, 2004).
This micro level study is chosen to disseminate the Maternal and Child Health Care messages through cyber extension with the following objectives.

1. To assess the knowledge, attitude and practice on Maternal and Child Health Care aspects in the experimental and control groups.

2. To develop an electronic package (CD ROM and Floppy Diskette) with messages on Maternal and Child Health Care.

3. To try out and prune the messages to float in the system to be viewed personally by the selected sample.

4. To help the experimental group to gain practical knowledge on Maternal and Child Health Care.

5. To observe and document the adoption behaviour on the experimental group and

6.   
To compare and contrast the dimensions of change in experimental and control groups.

Limitation of the Study

1. As it is an innovative attempt, it was tried with a small sample in a compact village.

2. Only a specific topic in “Maternal and Child Health Care” was concentrated. Based on the responses all the other topics could be tried.


II  REVIEW OF LITERATURE
The literature pertaining to the study entitled “Delivery of Maternal and Child Health Care Messages through Cyber Extension” is reviewed under the following heads.

Health and Nutrition for Better Family Living

Inputs in Maternal and Child Health

Delivery of Messages through Cyber Extension

Research Highlights on Nutrition Extension

A.
Health and Nutrition for Better Family Living


Perception of health have been shown to change over the course of life although there are some common elements. These include the ability to function, energy and vitality, psychological well-being and the understanding and recognition that high levels of health can be present despite a major illness (Craig and Lindsay, 2000).


Health depends to a large extent on nutrition, and nutrition on food. In a nutshell, nutrition is the study of foods and health. It is a science that centers on food, their nutrient and other chemical constituents and the effects of food constituents on body processes and health (Brown, 2002). Diet plays an important role both in the maintenance of health and prevention of disease. Obtaining various nutrients the body needs for its normal functioning depends on the quantity and quality of food one eats (Subrahmanyam and Geetanjali, 2004).

1. 
Family health and nutrition
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Family is a group of two or more persons related by birth, marriage or adoption and residing  together in a household (National Centre for Health Statistics, 1990). The family which is the smallest social unit is the measure of a healthy society. Health is an important common factor in all types of families – urban or rural, rich or poor. Family and health are closely  inter-linked and they reflect the well being and quality of life. The need for health care and good nutrition in healthy young generation is the foundation of a healthy and progressive nation (www.ppseawa.org).

Family health can be defined as the continuing ability to meet defined functions in interaction with other social, political, economic and health systems. In other words, family health can be defined as possessing the abilities and resources to accomplish family development tasks (Basavanthappa, 1998). 
Nutrition promotes healthy families. Good nutrition means, “maintaining a nutritional status that enables us to grow well and enjoy good health”. Good nutrition is a basic component of health (Rao,2000).  Diet should be planned based on the Recommended Dietary Allowances (RDA) for the individuals in the family.

2. 
Principles for better health and living


Health is considered to be superior to wealth. Health and physical fitness have remained to be the motto of man from centuries. The progress of a nation lies in the hands of people who are healthy and physically fit (Geeta and Dash, 2003). The basic principles for better health and living are listed below.

a.
Diet


Diet should provide enough fuel (calories) to meet the energy needs of the body. An excess or an inadequate intake of fuel can have adverse physiological and psychological effects. The diet should include some foods that are good sources of fiber (Venkataiah, 2001).  
Healthy diet contains many different foods that together provide calories and nutrients in amounts that promote the optimal functioning of the body (Brown, 2002).

b.
Mental status


Mental status refers to one’s feelings and thoughts. Spirituality can bring peace amid the storms of life. In response to recent research many medical schools have included spirituality education in the required curriculum. One study found that people who are active in their spiritual life are less stressed over finances, failing health and other problems that tigger depression (Burnham, 2004).

c.
Exercise


Regular exercise brings sound health to people of all ages. Modern conveniences make it essential for us to go to the gym, take a walk, do yoga or any other form of aerobic exercise (Chatterjee, 2001).  Besides its role in weight control, regular exercise promotes numerous health benefits and is a significant factor in improving the overall health and fitness levels (Piramal, 1999).

d.
Rest and sleep


It is a must for the body. It helps to reduce the strain, stress and tiredness. During sleep, the body works on cellular changes, that is, replacing the dead cells and renewing new cells. The amount of sleep required varies with age, sex, nature of work, environment and temperament of an individual. However, a new  born keeps sleeping all the times, while the infant upto five years sleeps only for 9 – 12 hours. An adult requires  7 – 9 hours of sleep (Manelkar, 1997).

B.
Inputs in Maternal and Child Health

1.
Vital statistics


The term ‘Maternal and Child Health’ (MCH) refers to the promotive, preventive, curative and rehabilitative health care of mothers and children.  A crucial element of the health care system is Maternal and Child Health. Women of child bearing age and children under five represent the maternal and child category in any population profile (Kalam and Rajan,1998).


According to WHO, the estimated number of maternal deaths in 2000 for the world was 529,000. These deaths were almost equally divided between Africa (251,000) and Asia (253,000), with about 4% (22,000) occurring in Latin America and the Caribbean, and less than one percent (2,500) in the more developed regions of the world (www.nationmaster.com).  South East Asia contributes to approximately 30 percent, 1,74,000 deaths per year; one death every three minutes; yet maternal mortality does not make headlines. Each mother’s death is an individual tragedy made inevitable by inequalities that condition women’s lives (WHO, 2004). ( Figure I). 

[image: image13.jpg]



EVERY MINUTE
380
women become pregnant

190
women face unplanned or unwanted pregnancy

110
women experience a pregnancy related complication

40
women have an unsafe abortion

1 
women dies from a pregnancy related complication

30 
women suffer severe morbidity due to obstetric complication

VITAL STATISTICS ON MATERNAL HEALTH

FIGURE - 1
Around 99 percent of the estimated 5,00,000 deaths of women that occur each year as a result of pregnancy take place in developing country, accounting for one third of deaths in women aged 15 – 49 years in these settings (Brugha and Pritze - Aliassime,2003).

Maternal Mortality Rate (MMR) in India is 500 as against only 12 in USA. This vast difference is due to the preventable maternal deaths in our country. Within India also, MMR varies significantly being the lowest(100) in Andhra Pradesh , 240 in Delhi and the highest (1490) in Bihar (Baul and Manjusha, 2004)

The Maternal Mortality Rate for 1998 was estimated at 407 per 1000,000 live births (www.whosea.org). Data from Sample Registration System (SRS) indicate that the major causes of maternal mortality continue to be unsafe abortion, antepartum and post-partum haemorrhage, anaemia, obstructed labour, hypertensive disorders and post-partum sepsis (Figure II).
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CAUSES OF MATERNAL DEATH (%)
FIGURE – II 

Deaths due to anaemia, obstructed labour, hypertensive disorders and sepsis can be prevented by improving the access of essential obstetric care, universal screening for detection of obstetric problems, referral and timely treatment of complications of pregnancy, promoting institutional delivery and post natal care (Survey of Causes of Death, 1998). 
Child mortality is almost twice as high in rural areas as in urban areas, neonatal mortality is 47 percent higher in rural areas, post neonatal morality is 73 percent higher in rural areas, and Infant mortality is 56 percent higher in rural areas. Under five mortality is 64 percent higher in rural areas than in urban areas (NFHS-2,1998-99). Infant mortality rate (IMR) a sensitive indicator of health status as well as of over all socio economic development has reduced significantly from 146 in 1951 to 71 in 2001 (India, 2004). In order to reduce the maternal and infant mortality rate proper care should be taken during pregnancy and lactating stage.

2.
Maternal and Child Health Care


Maternal and Child  Health care is dealt under the following heading

a.
Prenatal care

b.
Obstetric care

c.
Postnatal care

a.
Prenatal care


Pregnancy is the most exciting period of expectation and fulfillment in a women’s life and it is unique natural gift to women folk. It is a period of great anabolic activities, when the most rapid rate of growth in human development takes place in the foetus at the expense of the mother (Jayasree and Kavitha,2003).

(i)
Major components of prenatal care 

· Diet


The pregnant mother must have an adequate supply of nutrients to ensure normal growth and development of the foetus (Holden and MacDonald, 2000). Maternal undernutrition is often a contributory cause of retarded foetal growth. Various studies have shown that maternal dietary supplements, especially in undernourished women are effective in increasing the birth weight and reducing the incidence of low birth weight, thus improving neonatal out come (Kansal et al. 2003).

· Personal hygiene


Of equal importance is advise regarding personal hygiene. The need to bathe every day and to wear clean cloths should be done. There should be eight hours sleep and at least two hours rest after midday meals. Constipation should be avoided by regular intake of green leafy vegetables, fruits and extra fluids. Light household work is advised. Moderate to heavy drinkers who become pregnant have greater risk of pregnancy loss and if they do not abort, their children may have various physical and mental problems. Sexual intercourse should be restricted especially during the last trimesters (Park and Park, 2000). 
Pregnant women with poor oral hygiene often develop condition called pregnancy gingivitis. The severity of gingivitis is increased during pregnancy, beginning in the second or third month. Gingivitis becomes more severe by the eighth month and decrease during the ninth. When the conditions of gingivitis is allowed to progress to the next stage of periodontitis, it is very serious concern during pregnancy. Studies have shown a relationship between gum disease and preterm low birth weight babies (Haritha, 2004).

· Drugs


Many drugs are known to have an adverse effect on pregnancy but for the most part, their influences in the period before conception are simply not known.  As none can be entirely free from suspicion of teratogenicity, medication of any kind should be carefully scrutinised. This includes self medication such as cold cures, painkillers, antacids and laxative and the use of psychotropic drugs, prescribed or otherwise (Bennett and Brown, 2000).

· Immunization


Checking immunity for rubella (German Measles) before pregnancy begins enables women to have the necessary immunization if they do not have antibodies to the virus (Gupta, 2003).  If the mother was not immunized earlier, two doses of absorbed tetanus toxoid should be given - the first dose at 16 – 20 weeks and the second dose at 20 –24 weeks of pregnancy. The minimum interval between the 2 doses should be one month (Park and Park,2000).

* 
Radiation


Exposure to occupational or environmental hazards such as radiation or lead can contribute to perinatal mortality (Page, 2000). Exposure to radiation is a positive danger to the developing foetus. The most common source of radiation is abdominal x-ray during pregnancy.

(ii)
General dietary problem of pregnant women


Pregnant women face few dietary problems which are listed below.

· Nausea



Morning sickness, or nausea is common during the first trimester of pregnancy and usually resolves around the thirteenth to fourteenth week of gestation, often as spontaneously as it developed. It has been suggested that females with morning sickness should eat whatever makes them feel good and avoid odours that trigger nausea (Mahan and Escott-Stump, 2000).

· Constipation


The pressure of the enlarging uterus on the lower portion of the intestine, in addition to the hormonal muscle relaxant effect of placental hormones on the gastrointestinal tract, may make elimination difficult. Increased fluid intake and use of naturally laxative foods such as whole grains, dried fruits and other fruits, vegetables rich in fiber, juices usually induce regularity. Laxatives should be avoided (Srilakshmi,2000).

*
Heartburn


Most women will experience heartburn during pregnancy due to the effects of progesterone, causing relaxation of the gastroesophageal sphincter and the enlarged uterus pushing the stomach upward. It can be distressing and worsens after eating or when lying down. Sensible measures such as avoiding spicy foods and minimizing lying flat after eating are helpful (Smith and Shimp, 2000).

· Pica


Consumption of nonfood items like  laundry starch, gum, ice cubes or clay occur more often during pregnancy than at any other time. Many women experience altered taste preferences during pregnancy which vary considerably.  Some experience very strong cravings for particular foods such as fruits, vegetables, nuts, starchy foods or chocolate. Aversion to fatty foods, alcohols, tea and coffee are also common (www.vegsoc.org)
· Closely spaced pregnancies


Although many parents plan to space their children close together so that the children can be playmates, it is healthier for the mother and the foetus for pregnancies to be at least 12 to 18 months apart. Longer spacing helps the mother reestablish good nutritional stores (Peckenpaugh and Poleman, 1999).

· Weight gain during pregnancy


Adequate weight gain for a mother is one of the best predictors of pregnancy outcome. Her diet should allow for approximately 2 to 4 lb (0.9 to 1.8 kg) of weight gain during the first trimester and then a subsequent weight gain of 0.75 to 1 lb (0.3 to 0.5 kg) weekly during the second and third trimesters. Total weight gain goal normally averages about 25 to 35 lb (11.5 to 16 kg). A weight gain of 25 to 35 lb has repeatedly been shown to yield optimal health for both mother and foetus if gestation lasts at least 38 weeks (Wardlaw,1999).

(iii)
Complication of pregnancy


WHO and UNICEF have repeatedly emphasised that too early pregnancies (teenager), too late (35 and over), too close (less than two years) and too many (four and over) are not safe or conductive to the health of either the mother or her infant. The complications of pregnancy are given below: 

· Anaemia

Anaemia of pregnancy is a condition of pregnancy characterized by a reduction in the concentration of haemoglobin in the blood. So, each mother should be tested for her Hb levels, at the first contact and again at 28 weeks of pregnancy. As per the recent WHO recommendation (WHO,1999), Hb level of below 10 g/dl suggests a women to be mildly anaemic, levels between 4 – 7 g/dl is moderately anaemic, and those below 4g / dl are severely anaemic. Nearly 7-8 out of every 10 pregnant mothers suffer from some form of anaemia (Saiyed,2001).

· Gestational diabetes


Gestational diabetes is consistently elevated blood glucose levels during pregnancy. It occurs in two to six percent of all pregnancies and is most common in obese women. Glucose in mother’s blood passes freely across the placenta, so high maternal blood sugar provides extra energy to the foetus. This extra energy can produce a baby who is larger for gestational age and consequently at increased risk or complications (Smolin and Grosvenor, 2000).

· Edema


In the past it was thought that sodium restriction was necessary for women with edema, or tissue swelling. It is now known that moderate swelling is normal during pregnancy and that sodium restriction is unnecessary and could actually be harmful for a healthy pregnant women (Drummond,1997).

· Pregnancy induced hypertension 


It is a pregnancy complication characterized by high blood pressure, swelling due to fluid retension and proteinuria. The pathophysiological changes during pregnancy with hypertension leads to serious complication. If not treated, it may damage the mother’s kidney, brain, eyes, liver and heart (Jayasree and Kavitha,2003).

· Miscarriage


The term ‘abortion’ refers to the expulsion of the foetus from the uterus before the complete formation of the placenta. It is commonly known  as miscarriage. This may occur any time before twenty-eight weeks of gestation  but is most common during the first twelve weeks of pregnancy (Bakhru,2000).  Women who drink too much coffee during the first part of their pregnancy increase the risk of having a miscarriage, according to a study by the Karolinska Institute (Times of India, 21 December, 2000).

b.
Obstetric care


Assessing the start of labour is one of the most important aspects of the management of labour. Labour proceeds in three stages. The first stage begins with 30 second contractions occurring about every 8 to 10 minutes. The frequency duration and intensity of the contractions increase until the mother’s cervix expands enough to permit the baby’s head to pass through. In the second stage of labour, which lasts about 90 minutes, the baby begins to move through the cervix and birth canal and ultimately leaves the mother’s body. In the third stage of labour, which lasts only a few minutes, the umbilical cord and placenta are expelled from the mother (Feldman,1999).


The requirements for safe delivery are the availability of trained health manpower in health institutions both public and private institutions with competence, compassion and commitment. There should be proper infrastructure for management of complicated cases. Time plays a major role in ensuring safe delivery (Kameswari, 2004). The delivery itself may not proceed normally, leading to a surgical delivery through an abdominal incision, called caesarean section. Or the infant may not breathe immediately after birth or may be born too early or even too late (Bee,1997).  Gupta (2003) says that birth is much safer today that it was 50 years ago, but are inevitable risks associated with the process . 

c)
Post natal care


Care of the  mother (and the new born) after delivery is known as post natal or post- partal care.

(i)
Care of the mother


Soon after delivery, the health check ups must be frequent, ie twice a day during the first  three days, and subsequently once a day till the umbilical cord drops off. Visits should be done a month during the first six months and thereafter once in  two or three months till the end of one year (Safe motherhood Newsletter, 1997). 


Nutritional requirements are maximum during lactation compared to any other age group in a women’s life hence the diet should be balanced and meet the nutritional requirement. The diet can include lactogogues which stimulate the production of milk. Garlic, milk, almonds and garden cress seeds are considered to increase the milk production to certain regions of India (Srilakshmi, 2000).  Postnatal exercise are necessary to bring the stretched abdominal and pelvic muscles back to normal, household duties may be enough to restore one’s figure (Park and Park,2000).

(ii)
Care of the newborn


The newborn’s health and well being can be affected by a variety of condition. In developed countries, as many as 85 percent of neonatal deaths in physically normal infants can be attributed to preterm birth. Babies that are preterm or have low birth weight are more prone to low body weight, more likely to succumb to infection, more often need to be resuscitated and are more difficult to feed. The care which should be taken for the new born are discussed under the following heads.

· Feeding


WHO and UNICEF recommend breast feeding to be initiated immediately after childbirth and to give only breast milk to the infant for the first six months of life. Then complementary foods should be added while breast feeding is continued through the second year of life or beyond (Seshadri and Siddhu, 2003).
 


Ray (2002) says that breast feeding benefit both the mother and the new born, which is listed below.

Benefits for the mother

· Breast feeding helps the uterus to return more quickly to its original size and thus minimises post partum bleeding.
· It reduces the risk of pre-menopausal breast cancer and ovarian cancer.
· It causes mothers to return more quickly to their pre-pregnancy weight.
· It is associated with improved bone remineralisation.
Benefits for the infant

· Breast feeding reduces the severity and incidence of diarrhoea during the I year.

· Reduces the risk of lower respiratory infections, otitis media,atopic disease and necrotising enterocolitis.

· May protect against insulin dependent diabetes mellitus and urinary tract infections.

· It stimulates the infant’s immune system.

Weaning


Weaning means to ‘accustom to’ or ‘to free from a habit’. It is the process to accustom the baby to semisolids and solids inorder to gradually free the baby from the habit of sucking  at the breast. UNICEF defines weaning as ‘the systematic process of introduction of suitable food at the right time in addition to mother’s milk in order to provide needed nutrients to the baby (Elizabeth,2000). 
The period starting from 6th month is very crucial in a child’s life because this is the time when malnutrition can set in, if proper precautions are not followed. Breast milk alone is not sufficient at this age. Therefore, other foods such as liquids, semisolids and solid foods need to be included in the child’s diet. This process is called weaning (Sreevani and Prasanthi, 2004). 

· Sleep


The newborn, an average, sleeps about 70 percent of the time in a series of long and short naps that alternate regardless of whether it is night or day. By the time an infant of four weeks old, her periods of sleep are typically fewer but longer and by the time she is eight weeks old she is sleeping more during the night and less during the day  (Hetharington  and Parke,1999).

·     Immunization


When the foetus comes out of the mother’s womb to the new world it is exposed to the varied atmosphere with changing climate and full of germs of different disease. His body is not that much resistant to the prevailing diseases. Hence it is important to make baby immuned. In India diseases like diptheria, polio, whooping cough and tetanus are common with children. Hence, Triple antigen for diptheria, whooping cough and tetanus and polio vaccine are to be administered to the baby in suitable interval (Mohanty and Mohanty, 2002).

3.  Governmental Inputs


The Government of India has repeatedly taken steps to strengthen maternal and child health services in India, starting during the First and Second Five Year Plans (1951 – 56 and 1956 – 61) under the Ministry of Health and continuing with the Minimum Needs Programme initiated during the Fifth Five – Year Plan (1971 – 70).  More recently, efforts to improve maternal and child health have been enhanced by activities of the Family Welfare Programme and by the introduction of the Child Survival and Safe Motherhood Programme (NFHS – 2).  The various National Programme like Universal Immunization Programme (UIP), vitamin A Prophylaxix Programme, Maternal and Child Health (MCH)
 Programme, Diarrhoeal Disease Control Programme etc., were integrated and brought under one common programme namely Child Survival and Safe Motherhood Programme (Elizabeth, 2000).

C.
Delivery of Messages Through Cyber Extension


Communication is a communication system in which an identical message is originated by an institutional organisation and sent to a large number of receivers through public channels (Chandrakandan, 2000).  Communication can be defined in a simple language as “Transfer between people of information including Ideas, Emotions, Knowledge and Skills” (Joshi, 2003).


Community computer and internet kiosks have emerged as the preferred medium for bringing the benefits of the information and communication technologies (ICTs) to rural communities in developing countries.  These kiosks are being used to deliver a host of services such as education, health care, agriculture, e-government and communication (The Hindu, 12 April, 2005). Health communication that educate through relevant information aims at expanding knowledge, creating awareness and modifying attitudes and behaviour. This is a possible solution to the problem of ill health and its consequences in our country (Saibaba, 1999).  There is a concern that the gap between the information rich and information poor is getting wider. New information and communication technologies are generating possibility to solve the problems of rural poverty, inequality and giving an opportunity to bridge the gap between the information rich and information poor and support sustainable development in rural communities (Bhasker and Rao,1999).

Cyber extension


A silent revolution is taking place in the communication system in rural India. If the rural India can be connected and the “masses” are empowered with “information”, the Indian Economy will take a leap forward into the Digital Millennium with a great speed. The process has already started. The Government of India has already put a “IT Policy” in place in 2000, almost all the states have developed ‘IT Strategy’ and have put these up on their websites.


Cyber Extension thus can be defined as the ‘Extension over Cyber Space’. The Cyber Extension is not for replacing the existing systems of communication. The new technology offers new opportunities. It will add more interactivity. It will add speed. It will add two-way communication. It will add to wider age and also more in – depth messaging. It will widen the scope of extension; it will also improve quality. It will substract costs reduce time. It will reduce dependency on so many actors in the chain of extension  system, and frankly it will change the whole method of extension in coming decade.  The continuing rapid development of telecommunications and computer based information technology (IT) is probably the biggest factor for change in extension, one which will facilitate and reinforce other changes (Benor et al.1984).

D.
Research Highlights on Nutrition Extension


A study on “Impact of Selected Extension Programmes on Nutritional Improvements of the Community” was conducted by Manoharan (1999). Nutritional education was imparted to rural community through the selected extension programmes for four years and the impact was evaluated in terms of knowledge gained by participants and adoption of the practices and techniques learned. It was concluded that extension activities through training programmes play a vital role in increasing the knowledge of the rural masses.


In their study on “Effect of Improving the Maternal Nutritional Status with Reference to Zinc, Vitamin A and Iron on the Birth Weight of the Newborn” Paul and Vijayalakshmi (2002) investigated the impact of supplementation on the pregnancy outcome of anaemic pregnant women. It was found that micronutrient sufficiency besides energy adequacy is absolutely essential for optimum pregnancy outcome.


Can et al. (2001) conducted a study on “The Role of Local Mass Media in Promoting the Consumption of Iodized Table Salt”. Its findings brought out that the use of local mass media is effective in raising the prevalence of iodized salt use. Local mass media could therefore be used as part of a national strategy to prevent iodine deficiency disorder.

           A study was conducted by Eunsil and Kyunghea (2002) on “Development of Computer – aided Nutritional Education Programme for the School Children” to solve the nutritional problem in children. A website (www.food79.net) was developed with contents not only for children but also for parents, teachers and school dietitians to increase educational effect. It is expected to contribute to national health promotion by correcting the food habits of children.


“An Awareness Creation Programme for Women on Nutrition through Green Leafy Vegetables” was the study conducted by Hemalatha and Prakash (2002). In their study it was found that nutrition education programme showed positive  impact on nutrition knowledge and can be used as an effective tool to bring about dietary changes and thereby improve nutritional status. 

In their study on “Effect of Nutrition Education of Mothers on the Nutritional Status of Infants” by Yagammai et al. (2002), the effect of infant growth by improving the mother’s knowledge in nutrition was investigated. The study reveals that nutrition education has a positive effect on the nutritional status of infants.


A study on “Effectiveness of Nutrition Education, Iron Supplementation or Both on Iron Status in Children” was conducted by Kapur et al. (2003) to compare the effect of nutrition education and  / or weekly iron supplementation on the iron status of children in an urban slum in Delhi. It was suggested that nutrition education has a positive effect on the iron status of children possibly by improving dietary iron intake.
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The methodology adopted for the study on “Delivery of Maternal and Child Health Care Messages through Cyber Extension” is discussed under the following heads.

A. Planning the Project

B. Implementing the Project

C. Evaluating the Project

A.
Planning the Project


Planning the study includes the following 

1.
Selection of the area


Somayampalayam village of Periyanaickenpalayam Panchayat Union in Coimbatore District was the area selected for the study. It is situated about 12 km away from the Avinashilingam Deemed University, Coimbatore. Somayampalayam village is an adopted village of Rotary Club of Coimbatore Saicity. It is the partnership village of the ‘Extension Department’ wherein the rapport was established, socio economic survey was conducted and a conducive ambience was created to launch any developmental programme. The post graduate students regularly visited the village bimonthly conducting purposeful activities for the village. Hence this village was chosen for the study (Figure IV and Plate I ).






SOMAYAMPALAYAM VILLAGE  - AN OVERVIEW
	Long Way to go –

Entrance of the Village


	
	An Asset of the Village - Library

	Aesthetic Atmosphere too – Bharathi Park
	
	Gods abode prevails everywhere

	Our Beneficiary – from brick kiln to browsing centre
	
	Primary School can become e-learning centre too


E. PLATE  I

Selection of the sample

A sample is a portion of people drawn from a larger population. It will be representative to the population only if it has some basic characteristics of the population from which it is drawn (Ahuja,2003).

Purposive sampling is also known as non-random sampling and are taken based on the judgment of the researcher (Thanulingam, 2000; Singh,2001). The purposive sampling techniques was adopted to select the sample. A total sample of 80 married women in the age group of 18 – 45 years was selected, with equal number in experimental and control groups which included five pregnant, ten lactating and twenty five normal women in both the groups ( Table I).

TABLE  I

NATURE OF SAMPLE

	S.No.
	Stage 
	Experimental  Group ( N = 40)
	Control Group 

( N = 40 )

	1.
	Pregnant Women 

3-6 Months 

6-9 Months 
	3

2
	1

4

	2.
	Lactating Mothers

1-4 Months Child

5-8 Months  Child 

9-12 Months Child 
	5

2

3
	2

4

4

	3.
	Normal Women(In years ) 

Below 20

20-30

30-40

Above 40
	3

11

10

1
	2

12

9

2


3.
Research design

Experimentation is a research process used to study the causal relationship between variables. It aims at studying the effect of an independent variable on a dependent variable by keeping the other independent variable constant through some type of control (Krishnasami, 1999). Thus, the experimental design was selected for the study. 

4.
Construction of tool

a. Interview schedule

An important and powerful tool for the data collection specially in the field of research with the social and economic problems is the ‘interview’. It implies personal interview in which the interviewer  and the interviewee carry on conversation face to face (Patnaik,2001).
An interview schedule (Appendix I) was constructed by the investigator to elicit information on socio-economic profile and it included the rating scale to measure the knowledge, attitude and practice on Maternal and Child Health Care among the experimental and control group women.

b.
Scaling techniques


A scale is a composite measure of a concept, a measure composed of information derived from several questions or indicators (DeVaus,2003). Scaling means making and using such an instrument for quantitatively expressing certain perceivable characteristics of objects, events or phenomena (Singh, 2001). To measure the qualitative variables in the scale, scores are assigned.


The rating scale which was prepared included different items under each aspect namely health and nutrition, prenatal care, postnatal care and use of computer. Different scales and scores were assigned to assess the knowledge, attitude and practice on Maternal and Child Health care among the experimental and control group. The details of preparation of  scales and assigning scores for knowledge, attitude and practice are presented below

(i)
Knowledge


For testing the knowledge, the items under the knowledge were assigned responses as ‘Yes’ or ‘No’ and the scores assigned to them were 1 and 0 respectively (Yes-1: No-0). The total items were 47 and each correct answer carried one mark, having the total score of 47. Health and nutrition aspect had 10 items with 10 scores, prenatal and obstetric care consisted of 15 items with 15 scores, postnatal care had 15 items with 15 scores and use of computer had seven items seven  scores. 

(ii)
Attitude

Likert scale sets up ordinal categories for degrees of agreement, generally including the five levels of Strongly Agree, Agree, Undecided, Disagree and Strongly Disagree. These response categories are attached to a set of statements (Thanulingam, 2000). For each response scores were allotted ranging from five to one according to most favourable response and less favourable responses. The Likert type of scaling was selected for testing the attitude. Total item under attitude scale were 29 with the total score of 145. The aspects such as health and nutrition, prenatal and obstetric care, postnatal care and use of computer had five items with 25 scores, nine items with 45 scores, nine items with 45 scores and six items with 30 scores respectively. 

(iii)
Practice


The items under practice were framed with four point scale namely, Always, Frequently, Sometimes and Never with scores 3,2,1 and 0 respectively. The total items under practice were 28 with total score of 84. Health and nutrition had four items with 12 scores, prenatal and obstetric care had nine items with 27 scores, postnatal care had 10 items with 30 scores and use of computer had five items with 15 scores.

              The details about number of items included under each aspects are shown in Table II.

TABLE  II

ITEMS OF ANALYSIS  VS  SCORES 

	Aspect
	Knowledge
	Attitude
	Practice

	
	Items
	Scores
	Items
	Scores
	Items
	Scores

	Health and nutrition
	10
	10
	5
	25
	4
	12

	Prenatal and obstetric care
	15
	15
	9
	45
	9
	27

	Postnatal
	15
	15
	9
	45
	10
	30

	Use of computer
	7
	7
	6
	30
	5
	15


5.
Data collection


The
Primary data was collected by the finalised interview schedule personally by the investigator. It enabled personal contact with the samples ensuring familiarity and paving ground for project operationalisation.

6.
Analysis of data


The data collected initially by the interview schedule was consolidated, tabulated  and analysed. The analysed data revealed the inadequacy of knowledge, attitude and practice on health care among women. Hence this problem was selected for the study.

B.
Implementing the Project


The steps involved in implementing the project are as follows

(i)
Preparation of delivery messages


Since the investigator had completed core  papers on “Women’s Studies” and “Community health” an urge was developed to deliver the messages on health care to the rural women. The main aspect considered is the Maternal and Child Health Care. The faculty staff of Food Science and Nutrition Avinashilingam Deemed University, Coimbatore and faculty staff of Food Service Management and Dietetics of Government Arts College for Women, Ramanathapuram District were approached to get details on health and nutrition, prenatal care and postnatal care. The valuable and informative details given by the staff were collected. Recent books and journals on the above aspects were referred from the library of Avinashilingam Deemed University, Coimbatore. In addition to that charts, posters, booklet and pamphlets were collected from the Primary Health Care Centres.The collected messages were compiled together and were stored in CD ROM and Floppy Disketts ( Plate II).




HEALTH CARE PACKAGES 



2.
Ambience creation for cyber extension


The investigator used an innovative technique of delivering the messages through cyber extension. Dr.K.Chandrakandan of Agriculture Extension department, Tamil Nadu Agriculture University, Coimbatore was consulted on the theme, modality and operational strategies of delivery of messages. His novel and creative ideas on cyber extension were incorporated in the study. The computer given by Rotary Club of Coimbatore Saicity to the Government Primary School, Somayampalayam was used for the action project with the permission of the headmistress Mrs.D.Greselda. A class room was provided and the computer was installed (Plate IV).


For creating ambience for cyber extension the investigator followed the following steps.

i) Women were motivated to assemble in the library of Somayampalayam village and they were made aware that the investigator was going to show the Maternal and Child Health Care messages through computer in an interesting and pictorial manner.  The investigator informed women that they were going to be trained to access the messages in the computer.  Women hesitated and they told that there were illiterate and they do not know anything about computers.  The investigator gained the women’s confidence by explaining them about the computer and its uses and assured them that they too were capable of operating the system.

ii) After two weeks the women were taken to show the computer in the Government Primary School, Somayampalayam.  Only six women have seen the computer earlier whereas 34 of them saw it for the first time.  The investigator explained the parts of the computers and its functions by comparing it with a human body.

iii) The next week the investigator demonstrated operation of the system and asked the women to do the same.  But women hesitated to touch the system and asked the investigator whether it will cause any shock.  The investigator explained that it won’t cause any shock and it is like operating the television.

iv) Women were then asked to assemble regularly in primary school at a particular time to know the messages on Maternal and Child Health Care through computer.  The women were very enthusiastic and evinced admirable interest in seeing and understanding the functional messages.  They were very proud of operating the system.  Even illiterates were able to click the mouse to have access to the messages.

To carry out the activities the plan of action was drawn.

3.
Drawing the plan of action


A plan of work was adopted and the activities were carried out every day from December 6th 2004 to February 8th, 2005 between 10 a.m to 1 p.m (Plate III and IV). Table III shows the plan of action.

TABLE – II

PLAN OF WORK ON DELIVERY OF MATERNAL AND CHILD HEALTH CARE MESSAGES THROUGH CYBER EXTENSION

	S.No.
	What

(Activity)
	When

(Date and time)
	How

(Method and  Aids)
	Where

(Venue)
	By Whom
	To Whom
	Remark / Outcome

	1.
	I – Phase

Strengthening rapport

Visiting the village, identifying the resource person, meeting the women in the village and creating rapport, locating the married women under the age group between 18 – 45  which include pregnant and lactating mothers.
	6.12.04 to 10.12.04

10 a.m to 1 p.m
	Observation, personal contact, interaction and discussion
	Somayampalayam
	Investigator
	Villagers
	The infrastructure available were noted and rapport was created among the villagers.

	2.
	Selection of sample taking survey, organizing the selected women into experimental and control groups.
	13.12.04 to 16.12.04

10 a.m to 1 p.m
	Purposive sampling method, interview schedule, interaction and discussion
	Somayampalayam
	Investigator
	Sample
	80 sample were selected by purposive sampling method and divided into two groups with 40 in each groups.




DATABASE INDISPENSABLE - SURVEY

	3.
	Introduction of concept

The concept of using computer to deliver health care messages was introduced.
	17.12.04 

10 a.m to

1 p.m
	Interaction, demonstration and lecture
	Somayampalayam
	Investigator
	Sample
	Women showed interest in the concept.

	4.
	II – Phase

Introduction of computer

Installing computer and introducing it to the experimental group.
	20.12.04

to

24.12.04

10 a.m to 1 p.m 
	Interaction, demonstration and lecture
	Somayampalayam
	Investigator
	Sample
	Excited in seeing and using a new instrument.

	5.
	Introduction of Messages

The messages on health and nutrition, prenatal care and postnatal care introduced to women, are listed below:

Health and Nutrition Creating awareness on health and its dimension, importance of health, factors contributing to ill health, importance of sanitation and hygiene, personal hygiene, importance of nutrition and factors causing malnutrition.
	3.1.05 to 7.1.05

10 a.m to 1 p.m
	Interaction, lecture, powerpoint presentation with pictures, graphs and animation and discussion
	Somayampalayam
	Investigator
	Sample
	Women found it interesting to see the power point  presentation and learned about importance of health and nutrition.

	6.
	Teaching about nutrients and its functions, Basic Five Food Groups and balanced diet.
	10.1.05 to 14.1.05 10 a.m to 1 p.m
	Interaction, charts, posters, flash cards, power point presentation with animation and audio effect.
	Somayampalayam
	Investigator
	Sample
	Women cleared doubt regarding their diet.

	7.
	Prenatal and obstetric care 

Awareness on nutritional requirements during pregnancy and discomforts and complication during pregnancy and prevention
	17.1.05 to 21.2.05

10 a.m to 1 p.m
	Discussion, CD ROM on prenatal care and interaction
	Somayampalayam
	Investigator
	Sample
	Women watched the CD package on prenatal care

	8.
	Awareness creation on diet and immunization during pregnancy, stages of child development, care during each stage and care during delivery.
	24.1.05 to 28.01.05

10 a.m to 1 p.m
	Interaction, lecture, floppy diskette having powerpoint presentation with animation and audio effect and qestion-answer-session
	Somayampalayam
	Investigator
	Sample
	Women raised their doubts on foods to be included and avoided during pregnancy.

	9.
	Postnatal care 

Awareness creation on nutritional requirement during lactation and  immunization schedule for the child.
	7.02.05

to

9.02.05

10 a.m to 1 p.m
	Interaction, CD ROM on postnatal care and discussion.
	Somayampalayam
	Investigator
	Sample
	Women raised questions regarding the immunization schedule for the child.

	10.
	Creating awareness on the importance of breast feeding and ill effects of bottle feeding.
	10.02.05 

10 a.m to 1 p.m
	Interaction, CD ROM on breast feeding, lecture, demonstration and discussion, charts, posters, leaflet, booklet and phamplets.
	Somayampalayam
	Investigator
	Sample
	Women learned to prepare weaning foods and Oral Rehydration Solution. The exhibition was conducted successfully.

	11.
	Reteraction of messages in the computers

Investigator reteracted the messages in the computer to clear the doubts of women.
	11.02.05

10 a.m to 1 p.m
	Lectuer, demonstration, interaction and question answer session
	Somayampalayam
	Investigator
	Sample
	Women cleared their doubt by reteraction of messages.

	12.
	III – Phase

Training women to open the messages in desktop. 

Storing the messages related to health and nutrition, prenatal care and postnatal care on the desktop training the women to open the messages stored in the desktop.
	14.2.05 to 17.02.05

10 a.m to 1 p.m
	Interaction, demonstration, training and discussion.
	Somayampalayam
	Investigator
	Sample
	Women were trained to open the stored messages.

	13.
	Initiatives by sample.

Women were asked to open the health care messages.
	18.2.05

10 a.m to 1 p.m
	Interaction quiz,

discussion and demonstration.
	Somayampalayam
	Investigator
	Sample
	Few women were able to open the desktop messages.

	14.
	IV – Phase

Retrieval, review, replay

The messages were again retrieved to test the knowledge of the sample.
	21.2.05

10 a.m to 

1 p.m
	Interaction quiz, discussion and demonstration.
	Somayampalayam
	Investigator
	Sample
	Few women were able to answer the questions.

	15.
	V- Phase

Monitoring, Evaluation and Follow up.
	22.02.05 to 28.02.05

10 a.m to 1 p.m
	Interview schedule, discussion, interaction and personal contact.
	Somayampalayam
	Investigator
	Sample
	It was found that there was gain in knowledge, change in attitude and practice developed in health care aspect.


MULTI PHASED LEARNING EXPERIENCE PROVIDED


4.
Dissemination of the Maternal and Child Health care messages


The Maternal and Child Health care messages were disseminated under the major heads listed below

a. Health and nutrition

b. Prenatal and obstetric care

c. Post natal care

a.
Health and nutrition


Health is “the condition of being sound in body, mind or spirit, especially freedom from physical disease or pain” (Webstar). Health is affected by both internal and external environment. Hygiene can be defined as the science of preserving and promoting health (Manelkar, 1997). Both personal and environmental hygiene is important to prevent disease.  Health and well being are impossible without a good diet, satisfactory both in quantity ad quality (Sharma and Kaushik, 1999). Thus, diet plays a vital role in promoting health. The investigator organized an interactive session with the women to assess their knowledge on health and nutrition. A lecture was given by the investigator followed by the PowerPoint presentation which included the messages on the importance of health, factors contributing to the ill health, importance of sanitation and hygiene, importance of nutrition and factors causing malnutrition. It was supplemented by charts, posters and flash cards. At the final stage  their gain in knowledge and change in attitude towards health and nutrition was evaluated. 

b.
Prenatal and obstetric care


Prenatal care is the care of the pregnant women and the urborn child. The obstetric care is the care during delivery. The investigator discussed with women about  their practice on prenatal and obstetric care. CD-ROM containing messages on nutritional requirements and diet during pregnancy, prevention of discomforts and complication during pregnancy, immunization for pregnant women, care during child development and delivery was played. It followed the question – answer session in which the doubts raised by women were cleared.

c.
Postnatal Care


The postnatal care included the care of the lactating mother and the new born.


The investigator gave a lecture on postnatal care. CD ROM and Floppy diskette containing messages on nutritional requirement and diet during lactation, care of the breast of lactating mother, immunization schedule for the child, importance of breast feeding and ill effects of bottle feeding was played. Demonstration on preparation of ‘Poshak’ was carried out with the locally available nutritious foods such as wheat flour, bengal gram flour, groundnut flour and jaggery in 4:2:1:2 proportion. In addition to this, demonstration on the preparation of Oral Rehydration Solution was also done.  Even in a lecture, only a few questions were asked by the women because the extent of understanding varies. This innovative technique facilitated the learners to shed their shyness, enabled them to go repeatedly to the same message or picture many times which would be embarrassing otherwise in a face to face lecture situation.  An educated girl, Rama Devi, who was familiar in using the system was a boon to the investigator. She facilitated repeated viewing through access to computer. Women clarified their doubt by repeated viewing and discussing among themselves.


An exhibition was organized in the same week with models, charts, posters, pamphlets, booklets, leaflets and it was explained by the investigator.

5.
Training the women to access the desktop messages


In this innovative technique the messages were always available in the desktop of the computer, so that the women can access the system to get the information.  The investigator stored all the messages related to health and nutrition, prenatal and obstetric care and postnatal care in the desktop of the computer in different folders.  The women were trained by the investigator to switch on the system and access the messages stored in the desktop for their reference. They were also trained to use the CD-ROM and Floppy diskette containing the health care messages. 


Initially women hesitated to touch the system but after training they gained confidence in using the system.  The women were facilitated to have access to the messages whenever they had leisure time (even late in the evening) even in the absence of the investigator, because they found it very exciting to use the system and felt honoured that they were using computers. They felt at ease by repeatedly going to the messages to have clarity (Plate IV).

C.
Evaluating the Project


Evaluation is the process of determining the extent to which objectives have been attained. It is the process of  systematically drawing upon experience as a means of making future efforts more effective (Manoharan and Arunachalam, 2003).


The evaluation of the study was done interms of the extent of improvement in knowledge, change in attitude and practice developed in Maternal and Child Health care aspect as well as in the use of computer.

IV  RESULTS AND DISCUSSION

The study being carried out in Somayampalayam village had 80 sample from experimental and control groups.  The messages on Maternal and Child Health Care were delivered only to the experimental group.  The knowledge, attitude and practice of experimental and control groups on Maternal and Child Health Care was assessed.  Since only the experimental group was exposed to the innovative technique of using the computer to access the health care messages, the knowledge, attitude and practice of experimental group on the use of computer was assessed.  The results and discussion of the study are dealt under the following headings.

a. Socio-Economic Profile of the Selected Sample

b. Assessment of Knowledge, Attitude and Practice on Maternal and Child Health Care among the Experimental and Control Groups

c. Assessment of Knowledge, Attitude and Practice on the use of computers in the Experimental Groups.

A. Socio-Economic Profile of the Selected Sample

Socio economic profile of the selected sample is given in Table IV.

TABLE IV

SOCIO ECONOMIC PROFILE OF THE SELECTED SAMPLE

	S.No.
	Details
	Sample

	
	
	Experimental Group

N=40
	Control Group

N=40

	
	
	%
	%

	1.
	Age group (in years)
	
	

	a.
	Below 20
	15
	12

	b.
	20 – 30
	15
	45

	c.
	30 – 40
	27
	40

	d.
	Above 40
	3
	5

	2.
	Religion
	
	

	a.
	Hindu
	88
	93

	b.
	Muslim
	7
	2

	c.
	Christian
	5
	5

	3.
	Community
	
	

	a.
	Backward
	48
	45

	b.
	Most Backward
	30
	25

	c.
	Scheduled Case
	22
	30

	4.
	Type of family
	
	

	a.
	Nuclear
	62
	47

	b.
	Joint
	38
	53

	5.
	Occupation
	
	

	a.
	Coolie
	55
	55

	b.
	Farmer
	33
	30

	c.
	Housewife
	5
	10

	d.
	Mill Worker
	7
	5

	6.
	Educational Qualification
	
	

	a.
	Illiterate
	35
	53

	b.
	Elementary School
	20
	18

	c.
	Middle School
	10
	5

	d.
	High School
	25
	12

	e.
	Higher Secondary School
	10
	12

	7.
	Income
	
	

	a.
	Below 1000
	10
	15

	b.
	1001 – 2000
	55
	40

	c.
	Above 2001
	35
	45


1. Age
The age distribution of the selected sample was based on the reproductive age group.  The total sample covered in the study were 80, 40 in each experimental and control groups, including five pregnant and ten lactating women in each group.  Majority of the women were under the age group of 20 and 30 years.  Women under these age group evinced great interest in receiving Maternal and Child Health Care messages (MCH package).

2. Religion

Most of the women were Hindus accounting to 88 percent in experimental group and 93 percent in control group.  It is due to the domination of Hindu religion in that particular village.

3.  Community
Women of backward caste dominated in both experimental and control groups with 48 percent and 45 percent respectively.  Women of scheduled caste were given importance by the investigator though their participation was less (22 percent experimental and 30 percent control).

4.  Type of family
Women in nuclear families (62 percent) dominated in experimental group and women in joint families (53 percent) dominated in control group.  It revealed that the women in nuclear families had the freedom of participation in any outside activities than women in joint families.

5.  Occupation
With regard to occupation, women were found to be in unorganized sector; 55 percent of women were coolies in both experimental and control groups.  The investigator showed more interest on selecting women in those occupation to enable them to gain knowledge of MCH package.

6.  Educational Status
Literacy rate was found to be low in most of the women.  Illiterate women were 35 percent in experimental and 53 percent in control groups.  Being illiterate women, they showed more interest in knowing the health care messages through different audio visual aids.

7.  Monthly Income
Regarding monthly income, it was appalling to note that 55 percent  women in experimental group and 40 percent women in control group had a family monthly income between Rs.1001 and Rs.2000, because most of them were coolies.

B. Assessment of Knowledge, Attitude and Practice on Maternal and Child Health Care among the Experimental and Control Groups.
It is dealt under the following heads

1. Knowledge gained on Maternal and Child Health (MCH) Care

2.  Attitude changed on MCH Care

3.  Practice developed on MCH Care

1. Knowledge gained on Maternal and Child Health (MCH) Care

It is discussed under the following headings

a. Knowledge on health and nutrition

b. Knowledge on prenatal care

c. Knowledge on postnatal care

d. Knowledge on MCH Care

a.  Knowledge on health and nutrition

The knowledge gained on health and nutrition in experimental group before and after education and the knowledge level of control group during the I test and retest are presented in Table V.

TABLE V

KNOWLEDGE ON HEALTH AND NUTRITION AMONG THE EXPERIMENTAL AND CONTROL GROUPS

	S.No.
	Items
	Percentage of Respondents

	
	
	Experimental Group

(N = 40)
	Control Group

(N = 40)

	
	
	Before
	After
	Before
	After

	1.
	Health and its dimension
	10
	62
	10
	13

	2.
	Factors contributing to ill health
	28
	85
	25
	30

	3.
	Importance of sanitation and hygiene
	28
	80
	23
	25

	4.
	Basic Five Food Groups
	Nil
	75
	Nil
	Nil

	5.
	Importance of adequate diet
	38
	85
	35
	35

	6.
	Nutrients in food and its function
	10
	65
	12
	12

	7.
	Foods providing energy
	18
	85
	12
	12

	8.
	Foods rich in protein
	20
	80
	22
	25

	9.
	Foods containing fat
	35
	80
	22
	27

	10.
	Causes of malnutrition
	48
	70
	50
	50


From the table it is evident that 48 percent of women in experimental group knew the causes of malnutrition as it is due to the insufficiency of food.  They were not aware of the nutrients present in foods which they can buy.  It was found that only 28 percent women knew the factors contributing to ill health and importance of sanitation and hygiene.  Thus the investigator concentrated mainly in those aspects and educated women.

Investigator showed the pictures of indigenous nutritious foods and their function and importance of sanitation and hygiene in an interesting way through computer.  Women were surprised to know that the foods which they never gave importance were rich in nutrients.  More than 80 percent of women gained knowledge on importance of adequate diet, foods rich in energy, protein and fat and importance of sanitation and hygiene.  

On the contrary the control group remained at almost same knowledge level during the I test and the retest.

b.  Knowledge on prenatal care

Gain in knowledge on prenatal care in the experimental group before and after education and I test and retest of the control group with regard to knowledge level are shown in Table VI.

TABLE VI

KNOWLEDGE ON PRENATAL CARE AMONG THE EXPERIMENTAL AND CONTROL GROUPS

	S.No.
	Items
	Percentage of Respondents

	
	
	Experimental Group

(N = 40)
	Control Group

(N = 40)

	
	
	Before
	After
	Before
	After

	1.
	Nutritional requirements during pregnancy
	32
	77
	27
	27

	2.
	Adequate diet during pregnancy
	30
	85
	32
	32

	3.
	Checking the Rh factor of the couple before pregnancy
	Nil
	72
	Nil
	Nil

	4.
	Consumption of iron and folic acid tablet during pregnancy
	50
	87
	47
	52

	5.
	Importance of prenatal check up.
	37
	75
	40
	42

	6.
	Importance of iodised salt during pregnancy
	Nil
	90
	Nil
	Nil

	7.
	General dietary problem during pregnancy and its prevention
	40
	77
	42
	45

	8.
	Prevention of discomforts during pregnancy
	25
	80
	20
	20

	9.
	Immunization schedule for pregnant women
	20
	85
	17
	17

	10.
	Desirable weight gain during pregnancy
	27
	92
	25
	27

	11.
	Importance of exercise and sleep during pregnancy
	22
	80
	30
	32

	12.
	Type of child birth
	37
	77
	35
	35

	13.
	Prevention of complications during pregnancy
	30
	75
	25
	27

	14.
	Desirable weight of new born
	35
	90
	40
	42

	15.
	Care of new born
	40
	87
	37
	37


Perusal of the table reveals that there was lack of knowledge on prenatal care among the women.  Most of the women (50 percent experimental and 47 percent control) knew about the consumption of iron and folic acid during pregnancy because doctors prescribed it.  Most of them have not attended the prenatal checkup.  None of the women knew about checking the Rh factor of the couple before pregnancy as they were not aware of the different blood groups.  It was found that the women were unaware of the iodised salt.  These conditions prevailed in both the experimental and control groups.

The investigator explained in detail all the aspects concerned with prenatal care to the experimental group in an innovative way as a result of which 92 percent women gained knowledge on desirable weight gain during pregnancy and 90 percent on the importance of iodised salt.  There was a significant gain in knowledge on the other aspects also which indicate the effectiveness of the education.

There was almost no change noticed in control group during the retest.

c.  Knowledge on postnatal care

The gain in knowledge on postnatal care in experimental group before and after education and the knowledge level in control group during the I test and retest are presented in Table VII.

TABLE VII

KNOWLEDGE ON POSTNATAL CARE AMONG THE EXPERIMENTAL AND CONTROL GROUPS

	S.No.
	Items
	Percentage of Respondents

	
	
	Experimental Group

(N = 40)
	Control Group

(N = 40)

	
	
	Before
	After
	Before
	After

	1.
	Nutritional requirement during lactation
	22
	85
	20
	20

	2.
	Diet for lactating mother
	30
	95
	25
	25

	3.
	Importance of rest and sleep during lactation
	20
	75
	27
	27

	4.
	Postnatal health checkup for lactating mother
	27
	87
	32
	32

	5.
	Advantages of breast feeding
	37
	95
	40
	42

	6.
	Importance of feeding colustrum to the infant
	17
	80
	12
	12

	7.
	Nutrient present in colustrum
	Nil 
	72
	Nil
	Nil

	8.
	Disadvantage of bottle feeding
	27
	90
	30
	32

	9.
	Problem due to bottle feeding
	27
	77
	22
	22

	10.
	Age to start weaning foods
	32
	92
	27
	30

	11.
	Preparing weaning foods at home
	15
	82
	12
	12

	12.
	Care of low birth weight child
	32
	70
	25
	25

	13.
	Care of the sick child
	35
	67
	22
	22

	14.
	Milestones of child development
	17
	42
	20
	20

	15.
	Immunization schedule for the child
	15
	75
	17
	17


It was interesting and heartening to observe that most of the women in rural areas feed their baby with breast milk whether they know its importance in not.  The table depicts that 37 percent women of experimental and 40 percent of control group knew the importance of breast feeding.  Most of the women were not aware of the ill effects of bottle feeding.  The importance of feeding colustrum was known by 17 percent of women in experimental group and 12 percent in control group but no one was aware of the nutrient present in colustrum.  Other items under post natal care were also known only to few women.

The investigator explained the women in experimental group on postnatal care through lecture and through an eye catching presentation through computer.  Whenever the women had doubt, the presentation was repeated till they become clear in their doubt as a result of which 95 percent of women gained knowledge on the advantages of breast feeding and diet for lactating mother whereas 90 percent gained knowledge on the disadvantage of bottle feeding.  Women also learned to prepare the weaning foods at home.

The control group remained almost same with slight increase in knowledge due to the impact of other sources of information when the retest was done.

e. Knowledge on MCH Care:

The test for significance was used to assess the scores obtained before and after education (Appendix II).  The increase in scores on knowledge on Maternal and Child Health Care in the experimental group and scores of control group, their mean scores and ‘t’ value are presented in Table VIII and Figure  V.

The difference between the mean scores before and after education on health and nutrition, prenatal care and postnatal care in experimental group was 5.10, 7.40 and 8.82 respectively.  The ‘t’ value showed that the knowledge gained on the various aspect of Maternal and Child Health care was highly significant at one percent level.

The control group was found to have gained meager  knowledge on  the specified aspects.  The difference between the mean score during the I test and retest on health and nutrition, prenatal care and postnatal care was 0.40, 0.22 and 0.12 respectively.  The ‘t’ value showed that there is a significant gain in knowledge at one percent level.

When the experimental and control groups were compared on the aspects such as health and nutrition, prenatal care and postnatal care, the ‘t’ value obtained were 18.54, 23.74 and 28.25 respectively.  The ‘t’ ratio (Experimental Vs Control) revealed that the knowledge gained by the experimental group when compared to the control group was highly significant at one percent level.

2.  Attitude changed on MCH care

The different aspects namely health and nutrition, prenatal care  and post natal care (under Maternal and Child Health Care) included five items, nine items and nine items respectively (Appendix I).  These items were given scores and the difference before and after was assessed.  

Compared to the knowledge and practice, the attitude on Maternal and Child Health care in the sample was found to be slightly better.  The details of the attitude of experimental group before and after education and the control group in the I test and retest are presented in the Table IX and Figure VI.

In the experimental group, the aspects health and nutrition, prenatal care and postnatal care had the mean score difference (before and after education) of 6.27, 17.85 and 16.85 respectively.  The ‘t’ value for health and nutrition, prenatal care and post natal care were 34.82, 53.55 and 56.79 respectively.  The ‘t’ value showed that the attitude change on Maternal and Child Health Care after imparting education in experimental group was highly significant at one percent level.

There was a slight difference in mean score on the specific aspects by the control group during the retest.  The ‘t’ value was significant at one percent level.  This showed that there was change in attitude on Maternal and Child Health care in the control group.

On comparing the experimental and control group in terms of  change in attitude on Maternal and Child Health Care the ‘t’ value on health and nutrition, prenatal and postnatal care was found to be 29.98, 52.36 and 54.87 respectively.  The ‘t’ ratio revealed that the attitude changed on Maternal and Child Health Care in experimental group when compared to control group was highly significant at one percent level.

3.  Practices developed on MCH Care

The practice adopted by women in  Maternal and Child Health Care included four items under health and nutrition, nine items under prenatal and obstetric care and ten items under postnatal care (Appendix I).  Different scores were allotted and each aspect was assessed based on the scores.

The practices developed on Maternal and Child Health Care in the experimental group after education and the practice level of the control group are presented in Table X and Figure VII.

The practices on MCH Care varied among the women. As five women were pregnant, ten were lactating and 25 were normal, the messages on health and nutrition were practiced almost to the same extent among them.           The pregnant women  gave importance to the messages on prenatal care where as the lactating women on post natal care and they practiced those messages respectively. Other women showed interest in delivering the knowledge gained by them to other women under those special  conditions. They felt confident that they would practice those healthy habits in future.  

The table depicts the difference in the mean score on health and nutrition, prenatal care and postnatal care as 4.55, 5.52 and 4.97 respectively in the experimental group. after education is not up to the expected level. The ‘t’ value obtained on health and nutrition, prenatal care and postnatal care were 12.23, 22.20 and 19.52 respectively, which are significant at one percent level.

There  was almost no change in the practice on Maternal and Child Health Care between the I test and retest in the control group.  The ‘t’ value was significant at one percent level.

When  the practice developed on Maternal and Child Health Care after education were compared between the experimental and control group, the ‘t’ value obtained on health and nutrition, prenatal care and post natal care were 11.57, 22.19 and 16.48 respectively.  This indicated that the practices developed on Maternal and Child Health Care in the experimental group when compared to the control group were highly significant at one percent level.

C. Assessment of Knowledge, Attitude and Practice on the use of Computer in Experimental Group.

An innovative technique of dissemination of Maternal and Child Health Care messages through computer was done by the investigator.  Only the experimental group was involved in that innovate technique, and hence the experimental group was assessed based on the various items included under knowledge, attitude and practices on the use of computer (Appendix I).  The knowledge gained, change in attitude and practice developed by the experimental group on the use of the computer are presented in Table XI.

TABLE XI

KNOWLEDGE, ATTITUDE AND PRACTICE OF EXPERIMENTAL GROUP ON THE USE OF COMPUTER

	S.No.
	Particulars
	Total score
	Experimental Group (N = 40)

	
	
	
	Before
	After
	Difference
	‘t’ value

	
	
	
	Mean score

( S.D.
	Mean score

( S.D.
	Mean score

( S.D.
	

	1.
	Knowledge
	7
	1.15
	4.65
	3.50
	32.5*

	
	
	
	( 0.86
	( 0.76
	( 1.59
	

	2.
	Attitude
	30
	13.45
	21.92
	8.97
	27.6*

	
	
	
	( 1.26
	( 2.02
	( 2.05
	

	3.
	Practice
	15
	0
	0.2
	0.2
	1.30NS

	
	
	
	0
	( 0.95
	( 0.97
	


S.D: Standard Deviation    * P(< 0.01)           NS: Not Significant

Literate women showed more confidence in using the computer whereas interest was noticed more among the illiterate women in using the computer but they lacked confidence.  Pregnant and lactating women showed more interest in accessing the health care messages through computer when compared to normal women. 

‘t’ ratio indicates  that only practice developed in using the computer is statistically insignificant at one percent level, where as knowledge and attitude are found to be statistically significant.  From the above analysis it is clear that after the education there was increase in knowledge and change in attitude towards the use of computer but the practice developed in using the computer is very low.  It could be inferred  that only repeated handling of the computer, over a period of time can change the situation.

V   SUMMARY AND  CONCLUSION

Women in developing countries are often in poor health and overburdened with work; the are tired, most are anaemic, many suffer from malnutrition and parasitism and chronic ill health from lack of personal attention and adequate health care, especially during pregnancy and child birth.  Early marriage, repeated child bearing, ignorance, poverty and manual labour  have deterious effects  (Kumar, 2000).  Poverty and ignorance in rural areas as the main causes of ill health.

Locale  

The innovative study entitled, ‘Delivery of Maternal and Child Health Care Messages through Cyber Extension’ was carried out in Somayampalayam village of Periyanaickenpalayam Panchayat Union in Coimbatore District, Tamil Nadu with a total sample of 80 women in the reproductive age group with equal  number in experimental and control groups which included five pregnant and ten lactating and 25 normal women  in both the groups.  The tool for the study was the interview schedule to elicit the information on socio economic profile of the sample, which included the rating scale  to assess the knowledge, attitude and practice of the selected sample on Maternal and Child Health Care and on the use of computer.  

Messages 

The health care packages on Maternal and child Health Care was developed which included the messages on health and nutrition, prenatal care and post natal care.  Ambience creation for cyber extension was done by the investigator and women were motivated to view the messages through computer.  The investigator delivered the health care messages in an interesting way through PowerPoint presentation with animation which was supplemented by charts and posters.  The messages were retrieved again and again to ease understanding.  The messages were then stored in the desktop and women were trained to open the stored messages. Initially women hesitated to touch the system, but with the repetitive effort of the investigator, they gained confidence in accessing the health care messages stored in the desktop.

Findings

The major findings of the study are discussed under the following heads :

A. Socio Economic Profile of the Selected Sample

B. Assessment of Knowledge, Attitude and Practice on Maternal and Child Health Care among Experimental and Control Groups

C. Assessment of Knowledge, Attitude and Practice on the use of Computer in Experimental Groups

A.  Socio Economic Profile of the Selected Sample

1.  The age distribution of the selected sample was based on the reproductive age group.  The total sample being 80 were equal in number in both  experimental and control group including five pregnant and ten lactating women in each group, in which majority of the women were under the age group of 20 and 30 years.

2.  Most of the women in experimental group (88 percent) and control groups (93 percent) were Hindus, due to the domination of Hindu religion in that particular village.

3.  The women of backward caste dominated both in the experimental (48 percent) and control (45 percent) groups.  Even though the investigator gave importance to the women of scheduled caste their participation was less due to their inferiority complex.

4.  Women in nuclear families (62 percent) dominated in experimental group and women in joint families (53 percent) dominated in control groups. It was observed that women in nuclear families had the freedom of participation in any outside activities than women in joint families.

5.  With regard to occupation, women were found to be in unorganized sector; 55 percent of women were coolies in both experimental and control groups.  

6.  Low literacy rate was found among the rural women.  Illiterate women were 35 percent in experimental and 53 percent in control groups. Being illiterate, they showed more interest in knowing health care messages.

7.  Monthly income of the family was between Rs.1001 and Rs.2000 in 55 percent women under experimental group and 40 percent women in control group respectively, because most of them were coolies.

B.  Assessment of Knowledge, Attitude and Practice on Maternal and Child Health Care among the Experimental and Control groups

It is summarized under the following heads

1.  Knowledge gained on Maternal and Child Health (MCH) Care

It was found that 48 percent women in experimental group and 50 percent of women in control group knew about the causes of malnutrition but they are not able to overcome this because of poverty and ignorance.  Only few women knew about the importance of sanitation and hygiene. After education more than 80 percent of women in experimental group gained knowledge on importance of adequate diet, foods rich in energy, protein and fat and importance of sanitation and hygiene. With regard to prenatal care, most of the women (50 percent experimental and 47 percent control) knew about the consumption of iron and folic acid during pregnancy because doctor’s insisted them to do so, whereas none of them knew about checking the Rh factor of the blood among the couple before pregnancy. The investigator explained in detail all the aspects concerned with prenatal care to the experimental group in a innovative way, as a result of which 92 percent women gained knowledge on desirable weight during pregnancy and 90 percent on the importance of iodised salt. In post natal care, it was found that most of the women feed their babies with breast milk but only 37 percent women of experimental group and 40 percent of control group knew the importance of breast feeding. As a result of education to the experimental groups,95 percent of women gained knowledge in advantages of breast feeding. The ‘t’ value obtained after educating the women of MCH Care revealed that there was a highly significant gain in knowledge in experimental group when compared to control group.

2.  Attitude changed on MCH Care
After the dissemination of health care message the experimental and the control group was compared with regard to change in attitude towards MCH Care. The ‘t’ value revealed that there was a significant change in attitude towards MCH Care in experimental group when compared to control group.

3.  Practices developed on MCH Care
When the practice developed on Maternal and Child Health Care after education was compared between the experimental and control group, the ‘t’ value obtained revealed that the practice developed on MCH Care in experimental group are highly significant at one percent level.

C.  Assessment of Knowledge, Attitude and Practice on the use of Computer among the  Experimental Group
The ‘t’ value indicated that only practice developed in using the computer is statistically insignificant at one percent level, where as knowledge and attitude are found to be statistically significant.  The following recommendations emerged out of the micro level study for macro level ramification.

i) In order to over come the illiteracy among women in rural areas, adult and continuing education centre should be established by governmental organization.

ii) To enhance the family income women should be trained in various skill trainings by organizing them into Self Help Groups.

iii) Essential services such as education and healthcare can be delivered through Information and Communication Technology in the rural areas.  Government should  install a few computers in rural schools.  Doctors from Government Hospitals could offer on-line consultation, particularly for women.

iv) The students / NGOs/ other agencies working in those areas must be oriented on the need based education that is relevant for that area which will bridge the gap between service providers and stake holders.

CONCLUSION
In order to reduce the rate of maternal deaths and child mortality rate in rural areas there is a need for educating the women on the various aspects of MCH Care.  The information kiosks in rural areas can help in disseminating the health care messages among the women under the reproductive age group. Conceptual model for sustainable rural development is given in Figure VII.
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APPENDIX II
The following statistical analysis were used in interpreting the data collection.

1.  The Paired ‘t’ test

The Paired ‘t’ test was used in the quantification and analysis of data regarding the women’s gain in knowledge, attitude, changed and practice developed on Maternal and Child Health Care Messages before and after education in experimental group and the level of knowledge, attitude and practice on MCH care during the I test and retain in the control group.  The relevant test statistics, ‘t’ was calculated from the scores obtained and then compared, with its probable value based on ‘t’ – distribution (from the table for a particular degree of freedom).

The ‘t’ statistics is calculated using the following formula
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It should be noted that ‘t’ is based on n-1 degrees of freedom.

2.  Testing difference between means of two samples (Independent Samples)
The ‘t’ test was used to test the significance difference between the experimental and control groups in terms of gain in knowledge, change in attitude and practice developed on MCH care messages.  The statistic used for the study is as follows.
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The value of S is calculated by the following formula


[image: image4.wmf]2

n

n

)

d

n(

d

)

d

(

n 

 

-

 

d

or    

     

2

n

n

)

x

x

(

)

x

(x

 

S

2

1

2

2

2

2

2

1

2

1

2

1

2

2

2

2

1

-

-

+

-

+

-

+

-

=

+

å

å


It should be noted that the ‘t’ is based on n1 + n2 – 2 degrees of freedom

TABLE VIII

KNOWLEDGE ON MATERNAL AND CHILD HEALTH CARE AMONG THE EXPERIMENTAL AND CONTROL GROUPS

	S.No.
	Aspect
	Total

score
	Experimental Group (N=40)
	Control Group (N=40)
	‘ t ’  valve

(Experimental

Vs.

Control)

	
	
	
	Before
	After
	Difference
	‘t’ value
	I Test
	Retest
	Difference
	‘t’ value
	

	
	
	
	Mean score

( S.D.
	Mean score 

( S.D.
	Mean score

( S.D.
	
	Mean score 

( S.D.
	Mean score 

( S.D.
	Mean score

( S.D.
	
	

	1.
	Health and nutrition
	10
	2.50
	7.60
	5.10
	21.20*
	2.47
	2.87
	0.40
	5.06*
	18.54*

	
	
	
	( 1.05
	( 0.99
	( 1.52
	
	( 1.01
	( 0.89
	(0.50
	
	

	2.
	Prenatal care
	15
	4.07
	11.47
	7.40
	25.28*
	3.92
	4.15
	0.22
	2.89*
	23.74*

	
	
	
	( 1.12
	( 1.38
	( 1.85
	
	( 1.12
	( 4.19
	( 0.48
	
	

	3.
	Postnatal care
	15
	3.70
	12.52
	8.82
	29.08*
	3.85
	3.97
	0.12
	2.26*
	28.25*

	
	
	
	( 1.05
	( 1.25
	( 1.95
	
	( 1.24
	( 1.19
	( 0.34
	
	


S.D: Standard Deviation

* P(<0.01)

TABLE X
PRACTICES ON MATERNAL AND CHILD HEALTH CARE AMONG THE EXPERIMENTAL AND CONTROL GROUPS

	S.No.
	Aspect
	Total score
	Experimental Group (N=40)
	Control Group (N=40)
	‘t’ valve

(Experimental

Vs.

Control)

	
	
	
	Before
	After
	Difference
	‘t’ value
	I Test
	Retest
	Difference
	‘t’ value
	

	
	
	
	Mean

score

( S.D.
	Mean score ( S.D.
	Mean score

( S.D.
	
	Mean score

( S.D.
	Mean score

( S.D.
	Mean score

( S.D.
	
	

	1.
	Health and nutrition
	12
	3.95
	8.50
	4.55
	12.23*
	3.83
	3.95
	0.12
	2.26*
	11.57*

	
	
	
	(0.81
	( 1.57
	(2.35
	
	( 0.83
	(0.87
	( 3.34
	
	

	2.
	Prenatal care
	27
	11.50
	17.07
	5.52
	22.20*
	11.72
	11.87
	0.15
	2.63*
	22.19*

	
	
	
	(1.22
	( 0.97
	(1.49
	
	(1.00
	( 1.17
	( 0.36
	
	

	3.
	Postnatal care
	30
	14.87
	19.85
	4.97
	19.52*
	15.00
	15.10
	0.07
	1.65*
	16.48*

	
	
	
	(1.52
	( 1.89
	(1.61
	
	(1.98
	( 1.70
	(0.27
	
	


S.D: Standard Deviation

* P(< 0.01)
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TABLE X

PRACTICES ON MATERNAL AND CHILD HEALTH CARE AMONG THE EXPERIMENTAL AND CONTROL GROUPS

	S.No.
	Aspect
	Total score
	Experimental Group (N=40)
	Control Group (N=40)
	‘t’ valve

(Experimental

Vs.

Control)

	
	
	
	Before
	After
	Difference
	‘t’ value
	I Test
	Retest
	Difference
	‘t’ value
	

	
	
	
	Mean

score

( S.D.
	Mean score ( S.D.
	Mean score

( S.D.
	
	Mean score

( S.D.
	Mean score

( S.D.
	Mean score

( S.D.
	
	

	1.
	Health and nutrition
	12
	3.95
	8.50
	4.55
	12.23*
	3.83
	3.95
	0.12
	2.26*
	11.57*

	
	
	
	(0.81
	( 1.57
	(2.35
	
	( 0.83
	(0.87
	( 3.34
	
	

	2.
	Prenatal care
	27
	11.50
	17.07
	5.52
	22.20*
	11.72
	11.87
	0.15
	2.63*
	22.19*

	
	
	
	(1.22
	( 0.97
	(1.49
	
	(1.00
	( 1.17
	( 0.36
	
	

	3.
	Postnatal care
	30
	14.87
	19.85
	4.97
	19.52*
	15.00
	15.10
	0.07
	1.65*
	16.48*

	
	
	
	(1.52
	( 1.89
	(1.61
	
	(1.98
	( 1.70
	(0.27
	
	


S.D: Standard Deviation

* P(< 0.01)
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