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Effects of Family Restrictions on Adolescent Reproductive Health

Indra Mani Mishra

Abstract

Introduction: This paper presents correlation of family restriction and its effect on reproductive 
health. Context: Adolescent are the most vulnerable section of our society, specifically when it 
comes to reproductive health. Aims: To investigate the cross-sectional relationship between 
family restrictions and adolescent reproductive health issues. Settings and Design: In this 
study, we have queried various controlled personal and sexual questions to 250 students of 
age 15-18 yrs. Methods and Material: This study gathered questionnaire based information from 
students of schools of Ranchi suburb, Jharkhand, India. Statistical analysis used: Parameters 
against which sexual questionnaire was examined are as follows: Ø Nature and syllabus of 
School Ø Religion and Type of Family Ø Time spent on TV and internet Ø Comfortable to 
parents and others. First, the sample will be described in relation to the independent variables, 
stratified for nature and syllabus of school, religion, type of family, comfortable with parents 
and time spent on TV and internet. Additionally, will be computed using crude logistic 
regression models for the associations of interest, as well as logistic regression models adjusted 
for all variables mentioned above and then adjusted for age, gender, with mental health 
variables analyzed separately and collectively. Results: Ø Adolescents from girls only school 
were more sexually educated and were least likely to be indulged in any reproductive health 
problems. Ø Participants who were comfortable with their parents showed lower anxiety 
and depression. Conclusions: Ø More restriction and regulations will have adverse effect on 
adolescents. Ø hildren who are comfortable with their parents are least likely to be involved in 
criminal activity.
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Introduction

Adolescence can be de ned biologically as a 
physical transition manifested by the beginning of 
puberty and the termination of physical growth. 
Cognitively, it is form of changes in the ability 
to think conceptually and multi-dimensionally; 
or socially, it is a period of preparation for adult 
roles and responsibilities. Major pubertal and 
biological changes include changes to the sex 
organs, height, weight, and muscle mass, as well as 

major changes in brain structure and organization 
(Arnett, 2007).

Young people of age between 10-19 yrs are 
considered as adolescent. In general it is a stage 
in childhood where one becomes able in judging 
its own physical and psychological progress 
based on its understanding of society. According 
to a report by UNICEF, there are 1.2 billion 
adolescents worldwide (UNICEF, 2012). Likewise, 
in India population of adolescents are over 21% 
of the total population, in numbers somewhere 
around 243 million are between age of 10-19 yrs 
(Strategy et al., 2014).

Adolescence needs robust life skills to confront 
demands of stresses and con icts of life effectively. 
It includes life skills, such as; self awareness, ability 
to understand other persons views and feelings, 
ability to communicate effectively, ability to 
maintain interpersonal relationships, ability to cope 
with emotions and stress, ability to think creatively 
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and critically, ability to make decisions and to 
solve problems. Usually life skills are exercised 
in combination, and hence, cannot be measured 
in isolation. To keep up with these demands it is 
prerequisite to have healthy lifestyle and healthy 
environment.

Adolescent health is primary concern for any 
government, to achieve the wholesome adolescent 
health, a multidimensional approach covering 
all the adolescent health problems with special 
emphasis on mental, behavioral change is required.

Materials and Methods

Study population:

This study gathered questionnaire based 
information from students of schools of Ranchi 
suburb, Jharkhand, India. All adolescents born 
between 2000 and 2003 and living in Ranchi were 
invited to participate. Since the questions were very 
personal and sexual in nature, strict con dentiality 
was maintained. No name of school and no name of 
students were proposed by the candidates, which 
was agreed as consent before participation in the 
survey. Questions were asked to the students in 
groups and individually, after school and outside 
school premises. Questions were asked in Hindi 
and English as mentioned in the questionnaire 
without any changes. Only those candidates were 
taken into this study who agreed to answer all 
questions in the questionnaire.

A total of 250 candidates were participated in 
the study among which were 150 boys 100 girls 

from various types of schools. These candidates 
were further sub-classi ed according to type of 
school, type of syllabus, religion, and type of family 
Figure 1. We cannot guarantee that the answers 
given by the candidates were entirely true and/or 
deliberate. Therefore, their willingness to answer 
the questions were taken into account and assumed 
as true. The general aim of the survey was to assess 
reproductive health, mental health, lifestyle, school 
performance and health-service use in adolescents, 
with a special emphasis on the prevalence of 
reproductive health problems.

Preparation of questionnaire

Adolescents in these suburbs are very shy to 
respond to questions which are sexual in nature. 
Specially, girl participants are very dif cult to open 
up comparing to boys. Therefore, a female interviewer 
was accompanied to question female participants. 
An average of 10-15 min were taken for the compete 
questionnaire. Interviews were taken during period of 
May 2017 to April 2018. Participants who could not or 
did not answer all questions were excluded from the 
study. The questionnaire was based on four section 
(A) Personal Information (Cleland, 2014), (B) Parental 
Information (Cleland, 2014), (C) Sexual Information 
(Cleland, 2014) and (D) Behavioral Information (Angold 
and Costerllo, 1987; Craske et al., 2013). A sample of the 
questionnaire is attached at the end of the materials 
and methods section. Since participant choose to 
not disclose their identity, no written consents were 
required for the study.

Fig. 1: Counts of participants based on Gender, Type of Syllabus, Type of School, Religion and 
Type of Family they come from
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Information

Information about age and gender will be 
obtained by all participants. Furthermore, the 
participants will indicate the perceived family and 
religious information as:

Ø Parents relation (Separated, together, 
widow)

Ø Comfortable to discuss their problems with 
parents

Ø Comfortable to discuss their problems with 
others

Ø Religious identity

Identification of reproductive problems and illicit 
sexual involvement.

Self-reported debut, reproductive health issues 
and illegal sexual involvement will be included as 
main independent variables. We intend to include a 
binary measure of reproductive health issues:

Ø Have you noticed any bodily changes in 
yourself that you do not understand? (Yes/
No)

Ø Do you know anything about self sex? (Yes/
No)

Ø How do you feel when you see sexual 
content on television and/or online 
resource? (disgusted/funny/aroused)

Ø Do you have anyone in your family and/or 
relatives to whom you can talk about your 
sexual problems? (Yes/No),

Ø Illegal sexual involvement:

• Have you tried or intend to push or forced 
your friend/s to have sex? (Yes/No)

• What do you have to say about increase 
sexual violence in adolescents? (One liner)

•  Both willing or persuasion which would 
you prefer? (Choose one).

Mental health problems

Symptoms of depression and anxiety will be 
included as the main dependent variables.

Short mood and feelings questionnaire

In the original version of the MFQ, the 
respondents are asked to rate 33 items on a 3-point 
scale, indicating how much they have felt or acted 
that way during the past 2 weeks (Angold et al., 
1987). In the present study we included the of cial 

Norwegian version of the short version (SMFQ) 
(Angold et al., 1995), with 13 items focusing on 
affective and cognitive symptoms. The wordings 
of the response-categories in the Norwegian 
translation equals the original categories of Not true, 
Sometimes true, and True. Scores more than 4 and 7 
will considered as signi cant. It should be noted 
that term depression as used in the current study 
does not imply existence of a clinical diagnosis, 
such as major depressive disorder (MDD).

Results

Our result shows that adolescents from girls 
only school were more sexually educated and were 
least likely to be indulged in any reproductive 
health problems. We also noted that that from 
minority community comparatively was more 
anxious (24-36% boys were recorded with  > 7 
score) and depressed (100% girls were recorded 
with >10 score) than the majority community. 
Our result clearly showed that more hours of TV 
viewing pose serious anxiety and depression 
threats in adolescents (42% boys and 62% girls were 
scored >4 on anxiety questionnaire). Similarly, 
internet also poses similar threat but its in uence 
on youth is lower than television. Participants who 
were comfortable with their parents showed lower 
anxiety and depression (23% boys were scored >7; 
8% boys were scored >10). We conclude from this 
study that religion have a direct effect on sexual 
performances in a society. If we consider religion as 
‘a way of living’, then it is evident from our study 
that more restriction and regulations will have 
adverse effect on adolescents. Children who are 
comfortable with their parents are least likely to be 
involved in criminal activity.

Discussion

1. The famous ‘Nirbhaya’ case, and brutality 
committed by one of the convict who was 
juvenile is well known (2012 Delhi gang rape, 
Wikipedia). Numbers of teenage girl getting 
pregnant due to unprotected sex are growing 
with amazing pace (WHO, 2004).

2. In India girls are not open to discuss their 
sexual problems; there are evidences 
that they are also embarrassed to discuss 
pubertal changes and complications at home. 
Even information about physical maturation 
is often not discussed within the family, on 
the assumption that the silence will convey 
the taboo nature of this topic, protect a child’s 
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innocence, and discourage inappropriate 
behavior. Studies in different parts of the 
country have highlighted poor knowledge 
of adolescent girls even in topics such as 
menstruation, contraception, pregnancy 
-a crucial aspect if India is to achieve the net 
reproduction rate of 1 by 2016 AD. (Nair et al., 
2007; Hunshal et al., 2010).

3. In the 1990s, the debate continues about 
which type of schooling gives better school 
results, and there were evidence coming 
suggesting that single-sex schooling could be 
helpful in getting improved school grades. 
Thus, the debate continues as (Yates, 2004) 
states, “Over the past three decades, the 
relative merits of single sex and coeducation 
for the educational and socio - emotional 
development of school aged students have 
been debated extensively”. Previous studies 
suggest that co-ed schools perform better 
for both boys and girls, it therefore can be 
concluded that co-ed schools lowers anxiety 
and depression level (Hurst & Johansen, 2006; 
Sax, 2002; General Accounting Of ce, 1996).

4. Our study clearly shows distinction 
between responses of boys and girls from 
co-ed schools to important sexual questions. 
For example more girls of co-ed schools said 
that they got attracted to opposite sex than 
boys of co-ed schools. Although, percentage 
of girl were less than boys who said ‘they got 
attracted to opposite sex’ but it was evident 
that among all respondent most answered 
‘yes’ to the question. This implies that 
boys from co-ed schools were not sexually 
in uenced by opposite sex classmates. 
On the other hand girls from co-ed schools 
were more sexually in uenced. It was quite 
interesting that boys from boys schools were 
more sexually attracted to opposite sex than 
any other categories. It reminds of famous 
study conducted by Dale (Dale 1969, Dale 1971, 
Dale 1974), which stressed the advantages of 
boys being educated with girls. Dale argued 
that boys did better academically in mixed 
schools, because girls’ greater sincerity was 
communicated to them, and boys were 
spurred on by competition with the girls.

5. our study reveals that girls from state 
board schools were largely unaware of the 
pubertal physical changes. The sexual and 
reproductive health needs of adolescents 
(Mamulwar et al., 2015; Gott et al., 2004; 
Haslegrave and Olatunbosun, 2003; Dunn and 
Abulu 2010) in India are currently overlooked 

or are not understood by the Indian 
healthcare system.

6. Expressing sexual problems in the family 
is very important for adolescent as the 
instruction and caution explained by the 
family is trusted. Our study noted similar 
behavior within both type of families. 
For questions such as ‘do you have anyone in 
your family to whom you can talk about your 
sexual problems?’ Interestingly, among girls 
who come from nuclear family and joint family 
responded similarly. Among boys however, 
nuclear family tend to be more open to the 
adolescent sexual queries. Our study reports 
that girl participants from both families were 
able to discuss their sexual problem than 
boys. Reason being, that mothers are more 
accessible to girls in case of pubertal changes 
and therefore, allowed space for sexual 
queries (Jain and Anand, 2016).

7. A growing body of research today indicates 
that religions play an important role the 
economic, demographic, marital and sexual 
behavior of individuals and families, ranging 
from patterns of employment to fertility and 
marital stability. (Waite, 2000)

8. Many studies show that females, compared 
to males, exhibit greater social sensitivity 
(Christov-Moore et al., 2014) and stronger 
verbal ability (Stoe and Geary, 2013), while 
males outperform females on mental 
rotation (Voyer et al., 1995) and the analysis 
or construction of systems (Baron-Cohen et al., 
2003). We believe that girls were not able to 
detail their problems with their parents and 
therefore, showed greater anxiety.

Conclusion

In conclusion, our study exclusively con rms 
following points:

Ø We con rm that adolescents from girls 
only school were more sexually educated 
and were least likely to be indulged in any 
reproductive health problems. Whereas, 
boys from co-ed schools were least likely 
to be indulged in any reproductive health 
problems.

Ø We con rm that level of depression was not 
serious in any boards of education, however, 
girls of CBSE board schools indicated higher 
numbers of moderately anxious participant. 
Similarly, participants from both boys and 
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girls ICSE mode of education posed highest 
moderate anxiety.

Ø Lowest anxiety was recorded in state board 
schools. On the other hand, fair admittance 
to direct sexual question by CBSE students 
indicate better sexual understanding and 
therefore, least likely to involve in any sexual 
criminality.

Ø We con rm that girls who come from nuclear 
family and joint family responded similarly. 

Ø Among boys who belong to nuclear family 
tend to be more open to the adolescent sexual 
queries.

Ø Our study reports that girl participants from 
both families were able to discuss their sexual 
problems with their respective families.

Ø We assumed that minority community 
was more anxious and depressed than the 
majority community. Muslim boys were 
more anxious than any other community 
participated in this study. 

Ø We believe that more anxiety and depression 
in Muslim boys and girls could be due to 
combination of factors such as; socioeconomic 
status and current political aggression.

Ø Our results showed that most of the 
participants from all religions were 
moderately anxious, however, anxiety and 
depression in Muslim participants were 
slightly higher. 

Ø Girl participants from Muslim community 
were found extremely depressed in most 
cases. Serious anxiety was mostly found 
in ‘other religions’ category, which was 
comprised of Sikh and Sarna communities.

Ø Our result clearly showed that more hours 
of TV viewing pose serious anxiety and 
depression threats in adolescents. Similarly, 
internet also poses similar threat but its 
in uence on youth is lower than television.
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Abstract

The aim of the study is assess the knowledge regarding revised national immunization 
programme among mothers of under five children in selected rural areas. The objective of 
the study is to assess the knowledge regarding revised national immunization programme 
among mothers of under-five children in selected rural areas of the city and to find out the 
association between knowledge score with selected demo graphic variables. The conceptual 
framework of the study was developed on the basis of Pender’s health promotion model. 
Methodology non experimental descriptive approach was used. The study was carried out at 
selected rural areas of Nagpur. The sample comprised of 100 mothers of under five children in 
selected rural areas of Nagpur selected by convenient sampling. Pilot study was conducted on 
10 samples and the tools were found to be reliable. Data collection was done from 4/12/2017 
to 6/12/2017. Data was collected by administering a structure knowledge questionnaire. 
The result of this study showed that majority of frequency of mothers of under-five children 
found in that 6% mothers of under five children had poor level of knowledge score, 50% had 
average, 37% had good and only 7% had very good level of knowledge score. The association of 
knowledge scores with religion of mothers of under-five children. The finding of this supports 
the need of the health education for mothers of under five children in selected rural areas of 
Nagpur.
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Introduction

Childhood is very precious period in human life 
cycle. It requires more care and protection from 
the diseases. The childhood period is also high risk 
for communicable diseases. In India 72 babies are 
dying every 1000 babies born in a year. Disease of 
early childhood preventable by vaccination remains 
a serious problem in developing countries [1].

Immunization is a proven tool for controlling 
and eliminating life- threatening infectious diseases 
and is estimated to avert between 2 and 3 million 

deaths each year. It is one of the most cost-effective 
health investments, with proven strategies that 
make it accessible to even the most hard-to-reach 
and vulnerable populations. It has clearly de ned 
target groups; it can be delivered effectively through 
outreach activities; and vaccination does not require 
any major lifestyle change. Immunization is vital; 
it protects nearly 3/4th of children against major 
childhood illness. There are several diseases, which 
can be easily prevented by timely vaccination as a 
part of routine immunization. Every child has the 
right to bene t from the appropriate traditional 
and new life saving vaccinations [2].

It has been that 5 million children were dying 
each year and another 5 million were disabled by 
infectious diseases. The growth and development 
of children is a long term contribution of country as 
a whole. The key to attain the goal of health for all 
primary health care emphasizes on the preventive 
principles one of the most cost effective health 
intervention is vaccine for all infectious disease [3].
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Addition of Newer vaccines will provide wide 
range of immunity against various infectious 
diseases, hence its awareness is needed was 
30 mothers, sampling technique was convenient 
sampling methods. Result of the study shows 
that Knowledge Score categorized in 3 categories 
(good, average and poor). Good knowledge 
score is 10%. Average knowledge score is 23.34%. 
Poor knowledge score is 66.66%. Conclusions: 
Most of the mothers of under- ve having poor 
knowledge score regarding Immunization [4].

Each year there is more than 150 million of 
childhood pneumonia and nearly 2 million 
children under  ve lose their lives to an acute 
bout of pneumonia. About 200,000 child death 
are attributed to pneumonia each year occur in 
neonatal period. In India, pneumonia is responsible 
for about 400,000 deaths in children under  ve and 
substantial proportions of these pneumonia deaths 
are pneumococcal [5].

Prevention is ultimately the most effective 
defense system in controlling infectious diseases and 
Immunization has found out to be the most effective 
intervention in prevention. Also addition of newer 
vaccines means protection against present infectious 
disease which are lethal, thus covering majority 
of infectious disease through Immunization by 
taking newer vaccines. So the knowledge regarding 
immunization and also newer vaccines in prevention 
of infectious disease among mothers of under  ve 
children is important. Keeping this point of view 
this study is conducted to assess the knowledge 
regarding revised national immunization among 
mothers with under  ve children.

Problem Statement

“Revised national immunization programme 
among mothers of under- ve children in selected 
rural areas”.

Objectives

1. To assess the knowledge regarding revised 
national immunization programme among mothers of 
under- ve children in selected rural areas of the city.

2. To  nd out the association between knowledge 
score with selected demographic variables.

Operational Definition

• Assess: In this study, it refers to evaluate (or) 
estimate the knowledge regarding revised national 
immunization programme.

• Knowledge: In this study, it refers to the level 

of understanding of the mother of under- ve 
children about the importance of revised national 
immunization programme.

• Revised National Immunization programme: In 
this study, the revised national Immunization 
programme contains previous and some newer 
vaccines like pentavalent vaccine, Hep. B vaccine, 
Japanese encephalitis vaccine, Hib vaccine, and RV 
vaccine, which can be taken to provide immunity 
against various infectious diseases.

• Mother of Under Five Children: In this study, 
it refers to those mothers who have under- ve 
(0-5years ) children.

• De nition of immunization: Immunization is 
the process whereby a person is made immune or 
resistant to an infectious disease, typically by the 
administration of a vaccine. Vaccines stimulate the 
body’s own immune system to protect the person 
against subsequent infection or disease.

Assumptions

1. Mothers of under - ve children may have 
inadequate know ledge regard in g revised national 
immunization programme.

2. Mother’s knowledge may vary according 
to their demographic variable regarding revised 
national immunization programme.

Conceptual framework

Conceptual framework used for the present study 
is “Pender’shealth promotion model’’ (pender’s 
1996). This model focuses on following three areas:-

• Demographic characteristics of mothers of 
under- ve children.

• Assessment ofrevised national immunization 
programme

• The assessment outcomes.

Review of Literature

In the present study the literature reviewed has 
been organized into the following categories:-

I. Review of literature related to Immunization.

II. Review of literature related to incidence of 
vaccine preventable diseases

III. Review of literature related to knowledge 
regarding immunization among mother of under-
 ve child.

IV. Review of literature related to newer vaccines.
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Methodology

Research approach

In the present study, the research approach is 
non-experimental descriptive approach.

Research design

In this study A ‘descriptive research design’ is 
used to identify, describe and explore the existing 
phenomenon and its related factors

Variables

Research variable: Research variables in the 
study is knowledge regarding revised national 
immunization programme.

Demographic variables: The demographic variable 
in the study is age, religion, number of child, 
monthly family income, type of family, occupation 
of mother, education.

Setting of the study: The present study was 
conducted in selected rural areas of city.

Population: The population in this study was 
mothers of under- ve children in selected rural 
areas of city.

Sample: In this study the sample is the hundred 
(100) mothers of under  ve children.

Sampling technique: In the present study a sample 
selection was done by non-probability convenient 
sampling technique.

Sampling Criteria: 

Inclusion Criteria;

Mothers who are;

1. Having under  ve children (0-5years)

2. Who can understand, read and write Hindi 
and Marathi.

3. Willing to participate in the study.

Exclusion Criteria

Mothers who are;

1. Health care professionals.

2. Not available at the time of date collection.

Table 1: Schematic representation of the study design

Sample Tool
Sample 

Technique
Assessment

Mothers of 
under five 
children

Self-structured 
questionnaire

Non-
probability 
convenient 
sampling

Knowledge 
regarding 

revised 
immunization 
programme.

The Tool/ Instrument

The tool used in current study is structure 
knowledge questionnaire.

Description of the tool: In this study the tool 
consists of structure knowledge questionnaire 
which contain two sections.

Section A: It consist structured questionnaire to 
collect the demographic data. In that Age, Religion, 
Type of family, Number of child, Education of mother, 
Family income per month, Occupation of mother.

Section B: it consists of questionnaire based on 
revised national immunization programme. It was 
further subdivided into introduction regarding 
Immunization. Questions related to hepatitis B vaccine, 
Questions related to Hib vaccine, Questions related to 
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Demographic Variables Frequency(n) Percentage (%)

Age(yrs.)

20-24 yrs. 27 27

25-29 yrs. 53 53

30-34 yrs. 17 17

35 yrs. &; above 3 3

Religion

Hindu 90 90

Christian 0 0

Muslim 0 0

Buddhist 10 10

Others 0 0

Educational Status

Primary 9 9

Secondary 50 50

Higher Secondary 28 28

Diploma 3 3

Graduation & above 10 10

No. of children

One 36 36

Two 56 56

Three 5 5

Four and above 3 3

Monthly family income(Rs)

5000-10,000 Rs 66 66

10,001-15000 Rs 23 23

15,001-20,000 Rs 7 7

20,001 & above 4 4

Type of family

Nuclear 34 34

Joint 65 65

Extended 1 1

Occupational Status

Govt. Service 0 0

Private Service 1 1

Homemaker 65 65

Self Employed 1 1

Labour 33 33

rotavirus vaccine, Questions related to Vitamin A and 
Questions related to Pentavalent vaccine.

Reliability of the tTool

In this study, Karl Pearson correlation 
coef cient formula was used for the reliability. 
The questionnaire will be found reliable if the 
correlation coef cient correlation was more than 
0.8 that is 0.9.

Fig. 1: Cylindrical bar diagram showing distribution of mothers of under five children according to 
their knowledge related to revised national immunization programme

Data Collection Method

The data was collected from 15/1/2018 to 
13/2/2018 in selected rural areas of the city.

Data Analysis

Organization of Findings

The analysis and interpretation of the 
observations are given in the following section:

1. Section A: Distribution of mothers of under  ve 
children with regards to demographic variables.

2. Section B: Assessment of knowledge of 
mothers of under  ve children regarding revised 
national immunization programme.

3. Section C: Association of knowledge score 
of mothers of under  ve children with selected 
demographic variables.

Radha S. Mandla & Amrapali M. Gajbhiye / Revised National Immunization 
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Table 2: Showing distribution of mothers of under-five 
children with regards to knowledge regarding revised national 
immunization among mothers of under-five children in selected 
rural areas.

Level of
knowledge score

Percentage
Score

Knowledge Score

Frequency Percentage

Poor 1-6(0-20%) 6 6

Average 7-12(21-40% 50 50

Good 13-18(41-60%) 37 37

Very good 19-24(61-80%) 7 7

Excellent 25-30(>80) 00 00

Discussion

A Cross sectional study was done among 
mothers of under  ve children attending the OPD 
of paediatrics in a tertiary care hospital in Kollam, 
Kerala from 1st to 30th May, 2014. The sample size 
was 210 and simple random sampling was used. 
93.8% of mothers knew that vaccines are bene cial 
for their child. 58% were aware about the side effects 
of few vaccines. 50% of mothers believed that as polio 
is eradicated from India, there is no need to give 
polio vaccine. 35% of mothers acquired knowledge 
regarding immunization through health workers. 
All of them had knowledge about polio vaccine but 
only half of them knew about rotavirus vaccine. 
60% mothers believed that multiple vaccines are 
bene cial although 26% hold their view that it has 
no bene t at all. 39.5% of mothers" had adequate 
knowledge about immunization. It was positively 
associated with education, working class and high 
socio-economic status of mothers. Conclusion: There 
are several loopholes in the mother’s knowledge 
regarding immunization. Many of them had no 
knowledge about optional vaccines. There is a need 
to improve knowledge regarding immunization 
among general population. Adequate information 
about completing the schedule and correct 
knowledge about optional vaccines should be given 
to mothers [6].

The analysis included 108,057 children; the 
estimated proportions of fully, under-, and non-
vaccinated children were 57%, 31%, and 12%, 
respectively. After adjusting for state of residence, 
age, gender, household wealth, and maternal 
education, additional signi cant predictors of 
children’s vaccination status were religion, caste, 
place of delivery, number of antenatal care visits, 
and maternal tetanus vaccination, all of which 
demonstrated large effect sizes.

Analysis reveals that there is association between 
knowledge score with religion and there is no 
association between age in year, educational status, 

Number of child, Monthly family income, and type 
of family and occupation of mothers.

Conclusion

After the detailed analysis, this study leads to the 
following conclusion:

In this study, among the subject majority of the 
 nding 53(53%) were belonging to the age group 25-29 
years, followed by 27 (27%) were in the age group of 
20-24 years, and 17 (17%) were in the age group of 
30-34 years and minority of the subjects found 3 (3%) 
in the age group 35 years and above. Majority of the 
subject according to their religion shows that 90% of 
the mothers of under- ve children were Hindus and 
only 10% were belonging to Buddhist. Majority of 
the  nding 50 (50%) were belonging to the secondary 
education followed by 28 (28%) were in the higher 
education and minority of the subject 9 (9%) were 
in the primary education and 3% were diploma and 
10% were graduates and above.

Majority of the  nding 56 (56%) of them had 
two children, 36% of them had only one child, 5% 
had three children and only 3% had four and more 
children. Majority of the  nding 66 (66%) of them had 
income 5001-10000 Rs, 23 (23%) had between 10001-
15000 Rs, 7 (7%) had between 15001-20000Rs and 
minority of the  nding 4 (4%) of them had income 
more than 20,001 and above respectively. Most of the 
34 (34%) of them were belonging to nuclear families, 
followed by 65 (65%) were in joint and minority of the 
1 (1%) were belonging to extended family. According 
to their occupational status shows that 1% of them 
were private worker and 1% was self- employed, 
65% were homemakers and 33% were self-labourer.

Analysis reveals that there is association between 
knowledge score with religion and there is no 
association between age in year, educational status, 
Number of child, Monthly family income, and type 
of family and occupation of mothers.

Nursing Implication

The  ndings of this study have implications 
for nursing practice, nursing education, nursing 
administration, & nursing research.

Nursing Practice

v Health education program can be used 
to reinforce learning needs of the mothers on 
Immunization. Students can be motivated to teach 
the mothers about the control and prevention 
of vaccine preventive disease with the help of 
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immunization in the wards and community 
settings.

v Healthcare services are an essential component 
of community healthcare nursing, the role of 
personnel is to conduct the project & participate 
in revised national immunization programmes 
in relation to prevention of child mortality & 
morbidity.

v It will help the nurses to keep up 
date knowledge regarding revised national 
immunization programme.

v When the professional liability is recognized, 
it de nes the parameter of the profession & the 
standards of professional conduct. Nurses should 
therefore enhance their professional knowledge.

v This study will help the nurses for conducting 
healthcare services to health care professionals.

Nursing education

v Nurse who are upto date with the knowledge 
about the revised national immunization 
programme are the better person to impact the 
knowledge to the nursing student about the revised 
national immunization programme which will 
ultimate prevent the child mortality & morbidity & 
thus will promote healthy life span of the child.

v Nowaday, much emphasis is given on 
comprehensive care in the nursing curriculum. So 
this study can be used by nursing teacher as an 
informative illustration for nursing students.

v For the student nurses more stress can be 
given to the importance of early recognition, 
prompt treatment.

v Students must be given clinical  eld assignment, 
in which they must be given opportunity to assess 
the immunization status of under- ve children & 
plan for imparting knowledge & participating in 
various project & national programme in relation 
under- ve children.

v Teacher training programme must also 
include the topic of revised national immunization 
programme of under- ve children.

Nursing administration

v Nurse as an administrator can plan and 
organize educational program. Nurse administrator 
can organize education camp & health teaching 
program for the ANC, PNC and mother of under-
 ve children to abreast their knowledge on 
Immunization

v Findings of the study can be used by the 
Nursing Administration in creating policies & 
plan for providing education to the staff nurses & 
mothers.

v It would help the nursing administrators 
to be planned & organised in giving continuing 
education to the nurses & to others for applying & 
updating the knowledge of immunization status of 
under- ve children.

v The result of the study contributes to the 
body of knowledge of nursing.

v In–service education must be conducted for 
the nurses to create awareness regarding revised 
immunization programme status of under- ve 
children.

Nursing research 

v Based on the study results the mothers can 
be educated based on their learning needs. Present 
research knowledge helps to prevent the vaccine 
prevented disease and improve general health 
status of the children thereby reduces mortality and 
morbidity among the under  ve children

v The  ndings of the study have added to the 
existing body of the knowledge in relation to the 
revised national immunization programme status 
of the under-  ve children which will enhance the 
knowledge & would help to assess the revised 
immunization status.

v Other researcher may utilize the suggestions, 
& recommendations for conducting further study.

v The tool & technique used has added to 
the body of knowledge & can be used for further 
references.

Limitations

• The study was conducted only on mothers of 
under- ve children.

• The sample size was small to generalize the 
 ndings of the study.

• Only selected self-structure questionnaires 
assessment criteria were selected for the study.

• The study was limited to assess the revised 
national immunization status of the mothers of 
under- ve children.

Recommendation

1. A similar study can be replicated on a larger 
population for a generalization of  ndings.
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2. Study can be conducted for the auxiliary 
midwifery nurse as they are responsible for the 
teaching the mothers of under- ve children.

3. Mass media and health education should be 
arranged to educate mothers of under- ve 
regarding revised national immunization 
programme.

4. A video assisted study can be carried out to 
assess effectiveness of knowledge of mothers of 
under- ve children regarding revised national 
immunization programme.

5. A similar study can be conducted by using a SIM 
(self-instructional module) or a pamphlet or 
booklet.

6. A similar study can be conducted by using a 
structured teaching programme.
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Knowledge Regarding the Menstrual Hygiene among 
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Abstract

Background: Cleanliness is one of the most important practice for a clean and healthy 
environment. It may be related to public hygiene and personal hygiene. Menstruation 
is monthly uterine bleeding for 4-5 days coming regularly every 28 days from puberty till 
menopause in a woman’s reproductive life. Menstrual hygiene is neglected and people do 
not wish to explore this subject as it is still considered a social taboo. Good menstrual hygiene 
is crucial for the health, education and dignity of girls and women. Objectives: To assess the 
knowledge related to menstrual hygiene among adolescent girls in selected rural schools. 
To assess the knowledge related to menstrual hygiene among adolescent girls in selected urban 
schools. To compare the knowledge score related to menstrual hygiene among adolescent 
girls in selected rural and urban area. To find out the association between knowledge score 
with their demographic variables. Methodology: This study aims to assess and compare the 
knowledge related to menstrual hygiene among adolescent girls in selected rural and urban 
schools of the city. Total number of sample are 100 (50 rural and 50 urban) with the age group 
13-16 years. A non experimental comparative descriptive research design is used with the 
quantitative approach. A non-probability convenient sampling technique used. Result: The 
present study showed that, in rural schools most of the samples i.e. 46% of the adolescent 
girls had average level of knowledge score, 52% had good and only 2% had very good level of 
knowledge score. The minimum score was 7 and the maximum score was 198, the mean score 
was 12.84±2.87 with a mean percentage score of 42.80±9.57. Similarly in urban schools 26% of 
the adolescent girls had average level of knowledge score, 62% had good and 12% had very 
good level of knowledge score. The minimum score was 7 and the maximum score was 20, the 
mean score for the was14.18±3.07 with a mean percentage score of 47.26±10.25. Conclusion: The 
present study shows that the adolescent girls belongs to rural schools has less knowledge than 
adolescent girls belongs to urban schools.
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Introduction

Reproductive health is a crucial part of 
general health and a central feature of adolescent 
development, reproductive health is a universal 
concern, but is of special importance for women 

particularly during the reproductive years, that is, 
from 12-19 years [1].

Adolescents have not been told about 
menstruation and sexually transmitted diseases, 
due to the factors like cultural background, religion, 
family pattern, parent’s education etc., these factors 
makes the adolescents to acquire incorrect and 
inadequate information,  lled with wrong beliefs 
and taboos [2].

 However some girls show negative responses 
such as shame, fear, anxiety and depression [3].

Many girls remain absent for 4 days during their 
menstrual cycle; remaining absent in school for 
48 days a year is a huge loss for students [4].

Surveys reported from varies part of India have 
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shown that reproductive tract infection is major 
public health concern regarding to profound 
gynaecological morbidity in reproductive age 
group and it is mainly due to lack of menstrual 
hygiene [5].

There is empirical evidence that of the 113 million 
adolescent girls, 68 million attend about 1.4 million 
schools, with poor MHM practices and cultural 
taboos considered to be impediments to their school 
attendance. Therefore, it is imperative to recognize 
the importance of health, education and well-being 
of the young girls [6].

Background of the study: 

Menstruation is the major contributing factor 
in absenteeism and poor academic performance 
among school girls. Girls often remain absent 
and drop out of schools because of bad sanitation 
facilities in schools. Many girls remain absent for 
4 days during their menstrual cycle; remaining 
absent in school for 48 days a year is a huge loss 
for students. Menstrual hygiene has thus a vital 
aspect of health education and television programs, 
health of cers, teachers and parents can play a very 
important role in transmitting a message of proper 
menstrual hygiene. This would save them from 
many health hazards [7].

Surveys reported from varies part of India have 
shown that reproductive tract infection is major 
public health concern regarding to profound 
gynaecological morbidity in reproductive age 
group and it is mainly due to lack of menstrual 
hygiene. The prevalence of clinically diagnosed 
virginities due to poor menstrual hygiene ranged 
from 4% in rural west Bengal, 62% in rural 
Maharashtra. Cervities ranged from 8% in Gujarat, 
48% in Maharashtra. In New Delhi the report 
showed that poor menstrual hygiene was observed 
among 72.7% women with reproductive tract 
infection. Further study was conducted in Gujarat. 
The result revealed that about 37.2% girls does not 
have prior knowledge about menstruation and 
menstrual hygiene.

From the above studies the investigator 
identify that the adolescent girls are more prone 
to get reproductive tract infection, and this can 
be prevented by maintain hygiene. So that health 
education should be developed to empower young 
women with suf cient knowledge on menstrual 
hygiene [8].

In these days, girls are having menarche at an early 
age as compared to previous times. The customs 
and practices of the past are not followed these days. 

Women are not con ned to their homes nor are they 
restricted to work. They move out of the house for 
education, jobs, and travel a lot. They are allowed 
to do everything normally, including taking daily 
baths or showers; exercising, dancing and playing 
sports are all  ne. Women are always on the move, 
are more beauty conscience and they look for 
more convenient means to provide them comfort 
during menstrual periods. Hence, they need more 
education on hygienic health practices [9].

Objectives

• To assess the knowledge related to menstrual 
hygiene among adolescent girls in selected 
rural schools.

• To assess the knowledge related to menstrual 
hygiene among adolescent girls in selected 
urban schools.

• To compare the knowledge score related to 
menstrual hygiene among adolescent girls in 
selected rural and urban area.

• To  nd out the association between 
knowledge score with their demographic 
variables.

Operational definition

• Compare - In this study it is an activity to assess 
the difference between knowledge related to 
menstrual hygiene among adolescent girls in 
rural and urban schools.

• Assess - In this study, it refers to  nd out the 
knowledge of adolescent girls 

• Knowledge - In this study, it refers to the 
correct response from the respondent 
regarding menstrual hygiene as elicited 
through a questionnaire.

• Menstruation - In this study it refers to 
maintaining hygienic practices during 
menstruation such as showering, use of 
sanitary products etc.

• Adolescent - In this study it refers to population 
between the age group 13-16years.

• Rural - In this study rural means adolescent 
girls from low population area or village 
area.

• Urban - In this study urban refers to 
adolescent girls from high populated area 
or city.
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Delimitations

• Study is delimited to adolescent girls 
population, no adult population is involved.

• This study is delimited to the girls of 
age 13-16 only studying in selected schools.

Assumptions

1. Adolescent girls may have some knowledge 
regarding menstrual hygiene. 

2. There may be a difference in the knowledge 
of adolescent girls in rural and urban schools 

3. There may be relationship between 
knowledge score and selected demographic 
variable.

Hypothesis

H0- There will be no signi cant difference in 
the knowledge score regarding menstrual hygiene 
among adolescent girls in rural and urban schools.

Fig. 1: Conceptual Framework Modified Roy’s Adaptation Model

H1- There will be a signi cant difference in the 
knowledge score regarding menstrual hygiene 
among adolescent girls in rural and urban schools.

Conceptual framework

The conceptual framework used for the present 
study is “Modi ed Roy’s adaptation model”. Roy’s 
adaptation model was developed by Sr. Callista Roy.

Review of Literature

In the present study the literature reviewed has 
been organized into the following categories:

1. Literature related to assessment of 
knowledge regarding menstrual hygiene in 
adolescent girls.

2. Literature on comparison of knowledge 
between rural and urban adolescent girls.
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Methodology

Research approach: Quantative research 
approach

Research Design: Non experimental comparative 
descriptive research design

Setting of the study: Selected areas of the Nagpur

Variable:

Research variable: Knowledge regarding menstrual 
hygiene among adolescent girls.

Demographic variables: Age, education, religion, 
monthly income, education of mother, occupation 
of father, age of menarche, regular menstruation, 
residence, awareness about menstrual hygiene, 
source of information and material used as pad.

Population: 

Target population: all adolescent girls of the city 
(age:13-16)

Accessible population: adolescent girls of the 
selected schools of the city who were available at 
the time of data collection and who were ful lling 
the inclusion criteria.

Sample size: 100 adolescent girls (50 rural and 
50 urban)

Sampling technique: non-probability convenient 
sampling technique.

Sampling criteria:

Inclusion criteria: In this study, inclusion criteria 
was adolescent girls who were-

Ø Adolescent girls between the age 13 -16

Ø Adolescent girls who are willing to 
participate.

Ø Adolescent girls who are available during 
the data collection.

Ø Adolescent girls who are able to read English 
and Marathi.

Ø Adolescent girls who are studying in selected 
schools in rural and urban area of the city.

Exclusion criteria: In this study, inclusion criteria 
was adolescent girls who were-

Ø Adolescent girls who are not willing to 
participate 

Ø Adolescent girls who have not attended 
menarche.

Tool and technique of data collection:

The tools used in this study consist of two 
sections:

Section I: Structured questionnaire on 
demographic Variable.

Section II: Structured questionnaire on 
knowledge regarding menstrual hygiene consist of 
30 questions.

Content validity:

For content validity tool was given to 21 experts 
for the content and construct validity; including 
obstetrics and gynecology nursing experts, pediatric 
nursing experts, community health nursing experts 
and statistician.

Reliability:

Karl Pearson Correlation Coef cient formula 
was used for reliability. The questionnaire was said 
to be reliable if the correlation was more than 0.8. 
The correlation coef cient ‘r’ of the questionnaire 
was 0.867, which is more than 0.8. Hence the 
questionnaire was found to be reliable.

Pilot study: Permission was taken from concern 
authority. Pilot study was conducted from 04-12-17 
to 12-12-2017 for a period of 7 days. A sample of 
6 adult females was selected from the residential 
area. The pilot study was feasible in terms of time, 
money, material and resources.

Data collection: The main study data was 
gathered from 14 December 2017 to 13 January 2018. 
Permission was obtained from the principal of the 
schools.

Results

The analysis and interpretation is given in the 
following section:

Section I Description of adolescent girls with 
regards to demographic variables

Table 1: Percentage wise distribution of adolescent girls 
according to their demographic characteristics.

Demographic 
Variables

Rural Area Urban Area

Age(years) Frequency
(f)

Percentage
(%)

Frequency
(f)

Percentage
(%)

12-13 years 3 (6%) 16 (32%)

13-14 years 24 (48%) 15 (30%)

14-15 years 12 (24%) 11 (22%)

15-16 years 11 (22%) 8 (16%)

Educational status of adolescent girls
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7th standard 4 (8%) 20 (40%)

8th standard 20 (40%) 11 (22%)

9th standard 14 (28%) 9 (18%)

10th standard 12 (24%) 10 (20%)

Religion

Hindu 34 (68%) 27 (54%)

Muslim 6 (12%) 2 (4%)

Christian 0 (0%) 2 (4%)

Buddhist 3 (6%) 18 (36%)

Others 7 (14%) 1 (2%)

Monthly Family Income(Rs)

<6000 Rs 25 (50%) 8 (16%)

6001-9000 Rs 5 (10%) 9 (18%)

9001-12000 Rs 7 (14%) 15 (30%)

>12000 Rs 13 (26%) 18 (36%)

Educational status of mother 

Illiterate 11 (22%) 0 (0%)

Primary 24 (48%) 6 (12%)

Secondary 12 (24%) 23 (46%)

Higher 
Secondary

3 (6%) 14
(28%)

Graduate 0 (0%) 4 (8%)

PG 0 (0%) 3 (6%)

Other 0 (0%) 0 (0%)

Occupation of father

Farmer 9 (18%) 0 (0%)

Service 3 (6%) 16 (32%)

Business 14 (28%) 24 (48%)

Labour 24 (48%) 10 (20%)

Unemployed 0 (0%) 0 (0%)

Age of menarche(years)

<13 years 16 (32%) 29 (58%)

13-14 years 28 (56%) 17 (34%)

14-15 years 4 (8%) 3 (6%)

15-16 years 2 (4%) 1 (2%)

Regular Menstruation

Yes 38 (76%) 45 (90%)

No 12 (24%) 5 (10%)

Residence

Urban 0 (0%) 50 (100%)

Rural 50 (100%) 0 (0%)

Semi Urban 0 (0%) 0 (0%)

Aware about menstrual hygiene

Yes 46 (92%) 43 (86%)

No 4 (8%) 7 (14%)

Source of information

Family 39 (78%) 38 (76%)

Friends 7 (14%) 8 (16%)

Teachers 1 (2%) 3 (6%)

Health 
Workers

3 (6%) 0 (0%)

Mass Media 0 (0%) 1 (2%)

Other 0 (0%) 0 (0%)

What material is used as pad

Commercially 
made sanitary 

pad
33 (66%) 28 (56%)

Cloth 17 (34%) 8 (16%)

Home made 
cotton pad

0 (0%) 14 (28%)

Section II Assessment of existing knowledge 
regarding menstrual hygiene among adolescent 
girls in selected rural schools.

Table 2: Assessment of knowledge scores among adolescent 
girls in rural schools regarding menstrual hygiene

n=50

Level of 
knowledge score

Score range

Knowledge Score

Frequency 
(f)

Percentage 
(%)

Poor 0-6(0-20%) 0 0

Average 7-12(21-40%) 23 46

Good 13-18(41-60%) 26 52

Very Good 19-24(61-80% 1 2

Excellent 25-30(>80%) 0 0

Section C Assessment of existing knowledge 
regarding menstrual hygiene among adolescent 

girls in selected urban schools.

Table 3: Assessment of knowledge scores among adolescent 
girls in urban schools regarding menstrual hygiene

n=50

Level of 
knowledge 

score
Score range 

Knowledge Score

Frequency 
(f)

Percentage 
(%)

Poor 0-6(0-20%) 0 0

Average 7-12(21-40%) 13 26

Good 13-18(41-60%) 31 62

Very Good 19-24(61-80% 6 12

Excellent 25-30(>80%) 0 0

Analysis revels that there is association of 
knowledge score with age. While none of the 
other demographic variable were associated with 
knowledge score.

Section D Comparison of knowledge score related to menstrual hygiene among adolescent girls in 
selected rural and urban schools.
Table 4: Comparison of knowledge score related to menstrual hygiene among adolescent girls in selected urban and rural area 
schools  n=100

Overall Mean SD Mean Difference Calculated t-value df Table value p-value Level of signifi-cance

Rural Area 12.84 2.87
1.34 2.25 98 1.98

0.027
S.p<0.05

p≤0.05
Urban Area 14.18 3.07
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Discussion

The present study showed that, in rural schools 
most of the samples i.e. 46% of the adolescent 
girls had average level of knowledge score, 52% 
had good and only 2% had very good level of 
knowledge score. The minimum score was 7 and 
the maximum score was 19, the mean score for the 
was12.84±2.87 with a mean percentage score of 
42.80±9.57. Similarly in urban schools 26% of the 
adolescent girls had average level of knowledge 
score, 62% had good and 12% had very good level 
of knowledge score. The minimum score was 7 
and the maximum score was 20, the mean score 
was 14.18±3.07 with a mean percentage score of 
47.26±10.25. The analysis reveals that there is an 
association of knowledge score with the family 
income and education of mother. In urban schools 
the analysis reveals that there is an association of 
knowledge score with the education of students, 
age of menarche and material used as pad.

A cross- sectional study was carried out amongst 
300 school going adolescent girls (10- 19 years) in 
the rural area of Wardha district, Maharashtra, 
India. Majority of the girls received the information 
regarding menstruation from their mothers (41%), 
followed by Media (24%) and friends (19%). Of the 
girls who developed genital tract infections, 66% 
used cloth. 37% girls do not disclose about their 
menstruation. Cleanliness of external genitalia was 
unsatisfactory. Hence it is important to educate the 
girls with scienti c knowledge and dispelling their 
myths and misconceptions thereby encouraging 
safe and hygienic practices for safeguarding 
themselves against various infections [10].

In above study majority 41% of girls received 
information from mothers, 24% from media and 
19% from friends. In present study majority 76% of 

girls received information mothers, 2% from mass 
media and 16% from friends.

The cross-sectional study was conducted among 
440 school going adolescent girls. After taking 
informed consent, the data was collected through 
self-administered questionnaire prepared in Hindi 
language to the girls. Results found that the mean 
age of menarche in school going adolescent girls was 
12.7+1.00 years. Out of 440 girls studied 315 (71.59) 
faced some problem during menstruation. 75% girls 
knew about menstrual cycle before their menarche. 
In most cases their  rst informant was their teacher. 
The study on the practices during menstruation 
showed that 378 (85.92%) girls used sanitary pads 
during menstruation, 13 (2.95%) girls used old cloth 
pieces. Age, Number of family members, Mother’s 
education and Awareness about menstruation 
before menarche were signi cantly associated 
with good menstrual hygiene. Conclusion was the 
study showed that for more number of girls  rst 
informant about menstruation was their teachers 
and mothers. Different restrictions were practiced 
by most of the girls in the present study [11].

In above study 85.92% of adolescent girls 
were using sanitary pads and 2.95% using cloth. 
In present study 56% of adolescent girls were using 
sanitary pads and 16% using cloth.

Conclusion

This shows that the adolescent girls belongs to 
rural schools has less knowledge than adolescent 
girls belongs to urban schools.

Analysis also reveals that there is an association 
of knowledge score with the family income and 
education of mother in rural schools and there is an 
association of knowledge score with the education 
of students, age of menarche and material used as 
pad in urban schools.

Implication of the study:-

The  ndings of this study have implications 
for nursing practice, nursing education, nursing 
administration, and nursing research

Nursing practice 

• The  ndings of the present study emphasis 
on knowledge regarding menstrual hygiene 
which can be put into nursing practice in 
early identi cation of disease or infection 
(urinary tract infection, vaginitis, cervicities 
etc.) and planned teaching can be used as 
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a basis of educating them in prevention of 
menstrual hygiene problems. 

• The health care professionals including 
nurses will be more vigilant and tactful 
in order to assess the knowledge, identify 
and prevent factors that cause high risk of 
menstrual hygiene problems that may alter 
their physical, social life and well being 
signi cantly.

• The  ndings of the study will help the nursing 
professionals working in hospital gaining 
the knowledge and helping in planning and 
implementing of health teaching.

Nursing education

• The present study emphasis that health 
education on knowledge regarding 
menstrual hygiene among adolescent girls. 
In order to educate the adolescent girls, it is 
essential that nurses are competent and have 
sound knowledge to improve the level of 
understanding which can be re ected to the 
public through education.

• The nursing students develops an insight 
regarding knowledge of menstrual hygiene 
and implement the knowledge of the same 
while dealing with clients in various setting.

• The student nurse can use the instrument 
prepared for this study for collecting 
information regarding menstrual hygiene.

• The  ndings can be utilized to prepare a 
module on factors contributing menstrual 
hygiene.

• The  ndings can be used in BSc and 
MSc nursing and can be made changes in the 
classroom teaching.

Nursing administration 

• Health administration plays a vital role in 
supervision and management of nursing 
profession. The nurse administrators can 
utilize the present tool for assessing the 
knowledge of adolescent girls and can 
implement measures to promote health on 
the  ndings of the study. Teaching module, 
group discussion and periodical educational 
sessions can also be arranged for adolescent 
girls.

• Knowledge regarding reproductive health 
being concern of medical health care 
facilities, programmes at school and college 

level foe perspective can be planned and 
implemented country wide to prevent the 
occurrence of menstrual hygiene.

Nursing research

• The  ndings of the present study can be 
utilized by nurse researchers to contribute 
to the profession to accumulate new 
knowledge regarding menstrual hygiene, 
and can take professional accountability 
to educate and motivate the adolescent 
girls towards health promoting practices. 
The present study would help nurses and 
other health care personnel to understand 
the level of knowledge of adolescent girls 
regarding menstrual hygiene. Based on this 
knowledge the nurse researchers may utilize 
the suggestions and recommendations for 
conducting further study.

• The nurse researchers can use the  ndings 
of this study as baseline data to conduct 
further intervational research to identify 
the level of knowledge and to determine the 
association of others demographic variable 
as age, education, religion etc of the samples 
and to identify the effect of nay variable on 
knowledge of menstrual hygiene.

Personal experience:

• The entire study gave an enriching 
experience to the researcher. It helped her 
develop her skill in critical thinking and 
analysis and realize the importance of 
effective communication with respondent.

• The entire study was varied and rich learning 
experiences, which enabled the researcher to 
develop her skill in dealing with different 
personalities. The concept clarity about 
research as a whole was increased. At every 
stage the researcher received guidance 
and support from the guide. This boosted 
con dence to go ahead and carry out the 
planned activities. The cooperation from 
study samples was remarkable. The research 
was a great learning opportunity for the 
researcher.

Recommendations

• On the basis of the study, following 
recommendation has been made:

• A similar study can be conducted on a large 
population for wider generalization.
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• A similar study can be conducted by using 
a structured teaching programme on 
menstrual hygiene.

• A similar study can be conducted to 
evaluate the ef ciency of various teaching 
strategies like informational booklet, lea ets, 
pamphlets and computer assisted instruction 
on menstrual hygiene.

• A similar study can be conducted in married 
and unmarried women to know their 
practices about menstrual hygiene.

• An experimental study can be undertaken 
with the control group for effective 
comparison of result.

• Mass media and educational programmes 
should be arranged to educate the girls and 
women regarding menstrual hygiene.
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Abstract

Concept mapping is way of representing the organization of knowledge. It is a visual graphic, 
a web diagram for exploring knowledge and gathering and sharing information. Concept maps 
are two dimensional representations of cognitive structures showing the hierarchies and the 
interconnections of concepts involved in a discipline or sub discipline. It consists of nodes or 
cells that contain a concept or question and links. The links are denoted by the direction with an 
arrow or symbol. Labeled links explain the relationship between the nodes, whereas the arrow 
marks describes the direction of the relationship. Instructors and students reported satisfaction 
from use of concept maps in the educational process. Teaching with the aid of concept maps 
has been incorporated as an innovative and viable teaching method in nursing education.
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Introduction

Although concept mapping was created in the 
early 1980s, research in nursing education  rst 
appeared in 1992. Mapping concepts and ideas 
is a way to visualize information, communicate, 
brainstorm ideas, problem-solve, collaborate with 
colleagues, and manage projects. You can turn 
ideas and thoughts into a visual diagram that will 
enhance learning and retention of material.

Historical overview

The technique of concept mapping was  rst 
used by Joseph D Novak and his team at Cornell 
University. The concept maps have their origin 
in the learning movement called constructivism. 
The visual depiction of concepts and ideas was reported 
as early as the 3rd century (Emilsson, 2015). 
Visual diagramming tools are categorized under 

an umbrella term called graphic organizers and 
include concept mapping, mind mapping, spider 
or brainstorming web diagrams, plots, charts (e.g., 
organizational charts, Gantt charts), cause and effect 
diagrams, and others (Inspiration Software, 2017).

Evidence based practice

Taylor and Wros describe students’ use of a 
software program to create a visual depiction of a 
nursing care plan. All and Haycke narrate nursing 
students unique usage of concept mapping in 
nursing theory. Mac Nell’s article describes the 
bene ts of concept mapping in course evaluation.

Steps in Preparing Concept Map

• Select: write down major terms, concepts, 
and keywords about a topic.

• Rank: identify the mist general, intermediate 
and speci c concepts and rank them as most 
abstract to most speci c.

• Cluster: group he concepts by drawing circles

ü On top most general concepts.

ü In the middle intermediate concepts

ü On bottom speci c concepts.

• Arrange: place concepts into a diagrammatic 
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representation by drawing lines between 
related concepts.

• Link and label: use lines and prepositions to 
link and label the concepts.

• Self assessment: revise the concept map based 
on the appraisal.

• Peer assessment: get feedback from a peer 
group.

• Finalize:  nalize concept map based on self 
and peer review and by critical analysis.

Tips used in preparation of concept maps

The following approaches are used to develop 
nodes and links

• Top down approach

• Working from general to speci c

• Free association approach

• Brainstorming nodes to developing links 
and relationships.

• Different shapes for nodes to identify 
different types of information

• Different colored nodes to identify prior and 
new information

• Cloud node to identify a question.

• Question node to gather information.

Options for Developing Concept Maps

• Developed by faculty or student

• Open or closed structure

• Computer based concept maps

Types of Concept Maps

1. Spider concept map: the centre theme or 
unifying factor is placed in the centre of the 
map. The subthemes radiate outwardly to 
the centre.

2. The hierarchy concept map: the information 
is presented in a descending order of 
importance. Distinguishing factors 
determine the placement of the information.

3. The  ow chart concept map: it is similar to  ow 
chart with addition of inputs and outputs.

4. Picture landscape concept map: the information 
is presented in a landscape format.

5. Multidimensional/3-D concept map: these 

describe the  ow or state of information or 

recourses which are too complicated for a 

simple two dimensional map.

6. Mandala concept: Information is presented 

within a format of interlocking geometric 

shapes. A “telescoping” factor creates 

compelling visual effects which focus the 

attention and thought processes of the 

viewer.

7. Problem solution map: in this students will 

have a problem statement, de nition, causes 

and effects leading to a possible solution. 

It can be more structured or less structured.

8. Process development map: there is a beginning 

and an end with multiple steps and 

alternatives. Students are asked to create a 

process for accomplishing a task.

9. Persuasive argument: students present a 

persuasive argument. This can be converted 

to the word processing document.

10. Characteristics: free form of thinking, 

ask students to think Characteristics of 

something. Can be used for descriptive type 

of work.

11. Research topic: it is more descriptive ask 

students to think how, where, why when 

research questions.

12. Narrative story type: it has setting characters, 

problem and solution. It is more traditional 

type.

Advantages of concept mapping for nursing students

• Demonstrate cognitive synthesis skills with 

minimum writing.

• Categorize various ideas.

• Clarify their thoughts

• De ne new concept vocabulary

• Illustrate the relationship between ideas/

concepts.

• Aid in creativity by stimulation generation 

of new ideas.

• Enhance Meta cognitive learning abilities to 

learn and think about knowledge.

• Share knowledge and information generated.

• Design structures or processes such as 

written documents, constructions, websites, 

web search, multimedia presentation.

• Develop problem solving abilities.
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Advantages of concept mapping for nursing faculty

• Gain an insight how students understand 
the existing knowledge.

• Broaden the faculty’s understanding on how 
students develop the relationship between 
the facts

• Introduce the topic

• Help in formative assessment/evaluation.

Limitation of concept mapping

• If several concepts are included, it will 
be dif cult for the begging students to 
understand and comprehend the whole 
meaning and interrelationship between 
the facts.

• As key words and phrases are used it may be 
more challenging to interpret the students’ 
main intent.

• Special software is required to create, hence 
purchase price and training costs should be 
considered.

• Consumes more time in reading and 
responding

• Becoming a nightmare for those who do not 
like computer usage.

• Needs a clear grading rubric, otherwise it 
becomes subjective.

• Faculty needs to establish he validity and 
reliability of their assessment tools.

Conclusion

Over the past 25 years, nursing education 
scholars and researchers have investigated the 
use of concept maps in teaching and learning. 
This research has progressed through various 
stages and greatly expanded the understanding 
and use of concept maps in nursing. It is now time 
to move this research into areas that can further 
transform our educational practices.
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Abstract

A puppet may be a representational object manipulated by a performer. It is typically 
however not forever an outline of a person's character. During the process of animation a 
puppet undergoes a transformation, which is handled by one or more number of performing 
artist. Some puppets can be stimulated electronically. Puppets are manufactured from a good 
variety of materials. Depending on the impact the performer desires and the way it's used, 
a puppet is very complicated or terribly easy. In contemporary puppet theatre, puppets are 
generally referred to as 'performing objects, because there are numerous completely different 
varieties available. Puppets have been used in classrooms, homes, hospitals and care centers 
for fun and learning. They have been used as an educational resource for decades, and various 
studies have proved that they are very effective aids for entertaining and teaching
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Introduction

Puppetry may be a sort of theatre performance 
that involves the manipulation of puppets inanimate 
objects, typically resembling some kind of human 
or animal  gure that are animated or manipulated 
by an individual’s known as puppeteer/performer. 
Such a show is additionally called as a puppet play.

The performing artist uses movements of 
her hands, arms, or devices like rods or strings 
to maneuver the body, head, limbs, and in few 
instance the mouth and eyes of the puppet.

The performer typically speaks within the voice 
of the character of the puppet, and so synchronizes 
the actions of the puppet’s mouth with this vocal 
part. The actions, gestures and verbal elements 
acted out by the puppets are usually employed in 
storytelling.

History

Puppetry could be an olden kind of theatre 
that was 1st recorded within the  fth century BC 
in Ancient Greece. Some styles of puppetry might 
have originated as way back as 3000 years before 
Christ. Puppetry takes several forms, however all 
of them share the method of enlivening inanimate 
playacting objects to inform a story. Puppetry 
is employed in most human societies each as 
recreation – in act – and ceremonially in rituals and 
celebrations like carnivals. Puppets are used since 
the earliest times to animate and corresponds the 
ideas and desires of human societies.

Puppetry was trained in ancient Greece and 
therefore the oldest written records of puppetry 
are often found within the works of Herodotus 
and Xenophon, dating from the and  fth century 
BC. India features a long tradition of puppetry. 
In the ancient Indian epic religious writing 
Mahabharatum there are references to puppets.

Types of Puppets

Finger Puppet

In a  nger puppet a tube is  tted over the 
 ngers. Adorned in numerous ways, a small cast 
of characters can be placed in both the hands. 
In another side two  ngers are pushed through the 
puppet’s body part to turn into the legs.
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Hand Puppet (Glove Puppet)

This could be a sort of puppet that’s controlled 
by the hand or hands that occupies the inside of the 
puppet. This is a type of a puppet that  ts over your 
hand like a glove and is moved by the  ngers and 
hand of its wearer.

Junk Puppet (Found Object)

A normal paper puppet represents a junk puppet. 
Some of the day to day objects like drawings, 
sketches, mops can be handled by various methods 
like hands or rods can be developed into a puppet. 
These “found objects”, within the hands of a 
pro cient performer, will be actually charming [4].

Pop-up Puppet

This type puppet is commonly found in almost 
every toy/play stores. This has a cone with a straight 
up rod and a doll is connected to the highest of the 

rod. By pushing the rod up and down through 
the cone you’ll be able to build the character seem 
and disappear.

Jigging Puppet

Street performers within the late eighteenth 
century manipulated jigging or paddle puppets 
by sound a plank with their foot. The performing 
artist used his hands to play a  ute or different 
instrument to accompany the dance.

Jumping Jack

The four limbs of the character is attached with 
four strings controlled by simple straightforward 
movements. At the bottom of the puppets the 
strings are attached, and during the pull and 
release the arms and legs of the puppet moves up 
and down.
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Rod Puppet

A rod puppet may be a puppet created around 
a central rod secured to the top end. A large glove 
covers the rod and is connected to the neck of the 
puppet. A rod puppet is controlled by the performer 
moving the metal rods connected to the hands of 
the puppet (or the other limbs) and by turning the 
central rod secured to the top.

Shadow Puppet

A shadow puppet may be a cut-out  gure control 
between a beam of light and semitransparent 
screen. A shadow performer learns to maneuver 
the puppet at varied distances from the beam of 
light thus its shade increase in and decrease in size, 
and goes in and out of center.

Hand and Rod Puppet

The performing artist uses his hand to maneuver 
the puppet’s mouth whereas rods hooked up to the 
puppet’s hands animate the arms.

String Puppet

One of the foremost troublesome puppets to 
govern effectively. A puppet suspends on strings 
hooked up to its hands, head, feet and knees. A basic 
puppet sometimes has eight strings. Some, however, 
have thirty or additional. A good performing artist 
learns a way to use gravity to grant the puppet life 
and weight. To  gure a puppet well takes a good 
deal of experience.

Ventriloquist Figure

Ventriloquism is a lot of fun; however it too 
takes an excellent deal of experience. The puppet 
encompasses a slotted mouth that works on a 
trigger. They are referred to as dummies as a result 
of they are doing not speak on their own. The 
performing artist dummy is controlled by one hand 
of the performing artist. Ventriloquism acts don’t 
seem to be continuously performed with a standard 
dummy; often different types of puppetry are used

Humanette

Sometimes referred to as a “living doll”, a puppet 
manipulated ahead of the performer, with the 
puppeteer’s head, and typically hands, showing as 
that of the puppet. The artist, wearing black gloves, 
controls the limbs with rods hooked up to the hands 
and heels. The performer’s hands may additionally 
put into a shoe to maneuver the feet with a second 
performer manipulating the arms.
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Cable Puppet

It is one of the costliest types of puppet; it uses 
bicycle cables to regulate its movements. These are 
common puppets within the world of special tricks. 
A puppet like Chucky in Child’s Play needs as 
several as eight puppeteers.

Animatronic (Radio-Controlled Puppet)

It is an outwardly manipulated puppet or  gure. 
The controls may be either wire, sort of a cycle 
wire, or radio signal sort of unmanned airplane. 
The performing artist maneuvers the  gure from a 
distance.

Body Suits (Walkabouts)

“Walkabouts” are the clothed characters that 
leisurely walk through fun parks. 

When facial animation is value-added, the body 

or “character” suit becomes a puppet. Animations 
are often through with strings, cables or radio 
controls.

Pneumatic Puppet

In this type pressurized air is moving through 
the body component which is making the puppets 
to ambulate. These gas puppets are big fun house 
structures usually seen in exhibitions, expos, 
marketplaces etc. They are typically controlled 
remotely, although merely, with no performers 
necessary.

Hydraulic Puppet 

These types of puppets are too huge that it can 
only be maneuvered by pressure or water.

Stop-Action / Stop-Motion Puppet

Stop-action puppets are as recent as  lmmaking. 
Still extremely popular these days, stop-motion 
puppets are everyplace. The animations are often 
seen once the  lm sequence is run. This way of 
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puppetry takes a great deal of patience and a 
temperament to redo. Stop-motion artists like the 
title “animator” to “puppeteer.

Computer-Generated Puppet

Some of the characters of puppetry gave a new 
dimension to computer animation technology. 
Basic information of sculpting, puppet movements 
interpret well into CGI.

Socks puppet

This puppet is made up of a sock or garment. 
The performer wears the sock on a hand and lower 
arm as if it were a glove, with the puppet’s mouth 
being fashioned by the region between the sock’s 
heel and toe, and therefore the puppeteer’s thumb 
acting like the jaw. The arrangement of the  ngers 
forms, the  gure of a mouth that is typically soft 
with a tough piece of felt, usually with a tongue 
pasted within.

Motion-Capture Puppet (Digital Monkey)

Some of the equipments which emit light beam 
or radio signals are connected to artist’s body. Any 
overweening movement makes the computerized 
puppet move in unfeasible ways: arms might 
tolerate the body, for instance. Like a puppet, this is 
often really exacting thanks to manipulate a puppet.

Basic Guide To Using Puppets

Puppet choice is is crucial to a successful puppet 
play. All puppets aren’t appropriate for stage 
puppetry, and every one stories aren’t appropriate 
for telling with a puppet.

Choose A Puppet:

• That you can give a suitable tone

• That  ts your hand snugly however 
well enough to govern simply and 
doesn’t constrict your hand movements. 
A puppet that’s too tiny or overlarge 
for your hand can have awkward 
movements, or may slide off your hand in
performance.

• That has eyes and alternative options 
that may be simply seen by the audience. 
The puppet’s eye contact with the audience 
is a very important facet of its interaction 
with the audience. 

• That is giant enough to be seen by the biggest 
audience you propose to use the puppet for. 
Audiences can quickly lose interest and 
squirmy making an attempt to envision a 
puppet that’s too tiny for its movements to 
be simply watched.

• With a mouth that’s simply manipulated 
(if it’s a mouth). Some puppets have “hard” 
mouths that troublesome to adopt. But if 
the puppet incorporates a mouth that you 
just shall use, it’s necessary for the mouth to 
maneuver naturally and simply.
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Advantages

• Puppets are movable objects /items

• Puppets are safe for all age group of people

• Puppets develop skills and teamwork in 
school curriculum

• The music and artistic movement are often 
created a lot of fascinating through the 
utilization of puppets

• Improving Motor skills- learning to control 
the varied elements of the puppet needs  ne 
and in some cases gross motor skills.

• Youngsters will learn acceptable behaviors 
by looking the puppet’s example.

• Youngsters will use puppets to come back 
up with stories, scenarios, and artistic ways 
that to unravel issues.

• Puppets may be easy-to-manipulate 
characters in a very form of dramatic 
play themes and stories once youngsters 
use puppets to inform stories, variety of 
psychological feature skills acquire play.

• The use of puppets would help a teacher or 
parent to explore with kids problems like 
con ict resolution, empathy, a way to affect 
aggression and bullying from others, a way 
to be kind and useful, etc.

Use of Puppetry in Community

• Puppetries are useful in creating awareness 
and increased knowledge among

• women has impacted on the well being of 
the family.

• Creating Opportunities for training in 
income generation have empowered

• women to be more independent and have 
taken active part in decision making

• within their own families and gradually the 
community as well.

• Providing training to function as survey 
workers - community workers have

• provided opportunities to women to earn a 
regular income and thus improve the quality 
of their lives.

• Helping in Poverty reduction to a certain 
extent through increased opportunities to 
women for education and training within 
community distance and easy accessibility.

• Perception of the community at large is 

changing towards both groups – the disabled 
and the women since they are now seen as 
contributors in family income.

• Mothers, of the disabled in particular, are 
able to utilize their time and their innate 
intelligence to learn skills, which have 
helped them to earn an income.

• Increase in outreach, scope and range of 
services reaching to an increasing clientele.

Conclusion

With the changing times there is a need to 
continuously evolve most relevant and effective 
means of communications. The receptivity of the 
target group, as experienced by us is the most 
important consideration. Every group/community 
has a culture – way of life, language, etiquettes, 
methods of communication, their own rules 
and regulations, taboos, superstitions and levels 
of exposure to the modern and ever changing 
lifestyles. In the context of the Indian communities, 
puppets have been found to be a very effective 
means of communication – particularly on subjects 
that are  lled with superstitions, myths, taboos, 
ignorance and misunderstandings. With changing 
times, increasing awareness, and improvements 
in the communities - economically and socially, 
it is possible that other better and more relevant 
communication media/systems may evolve.
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Biometrics: A New Era in Health Care
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Abstract

Biometrics is the measurement and statistical analysis of people's unique physical and 
behavioral characteristics. The technology is mainly used for identification and access control, 
or for identifying individuals who are under surveillance. In the mid to late 90s there was 
often confusion like this in the media when "biometrics" was used by the security and the 
pharmaceutical/medical world. Biometrics covers a variety of technologies in which unique 
identifiable attributes of people are used for identification and authentication. These include (but 
are not limited to) a person's fingerprint, iris print, hand, face, voice, gait or signature, which can 
be used to validate the identity of individuals seeking to control access to computers, airlines, 
databases and other areas which may need to be restricted. Every medium of authentication 
has its own advantages and shortcomings. With the increased use of computers as vehicles of 
information technology, it is necessary to restrict unauthorized access to or fraudulent use of 
sensitive/personal data. Biometric techniques being potentially able to augment this restriction 
are enjoying a renewed interest.
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Introduction

Biometrics is the measurement and statistical 
analysis of people’s unique physical and behavioral 
characteristics. The technology is mainly used for 
identi cation and access control, or for identifying 
individuals who are under surveillance. The basic 
premise of biometric authentication is that every 
person can be accurately identi ed by his or her 
intrinsic physical or behavioral traits.

• Biometric identi cation consists of determining 
the identity of a person. The aim is to capture 
an item of biometric data from this person. 
It can be a photo of their face, a record of their 
voice, or an image of their  ngerprint. This 
data is then compared to the biometric data 
of several other persons kept in a database.

• Biometric authentication is the process of 
comparing data for the person’s characteristics 
to that person’s biometric “template” in order 
to determine resemblance. The reference 
model is  rst store in a database or a secure 
portable element like a smart card. The data 
stored is then compared to the person’s 
biometric data to be authenticated. Here it is 
the person’s identity which is being veri ed.

As technology becomes a pivotal part of our 
everyday lives, we are increasingly willing to 
provide personal information in exchange for a 
more effortless and interactive experience. 

History

• The term “biometrics” is derived from the 
Greek words “bio” (life) and “metrics” (to 
measure). Automated biometric systems 
have only become available over the last few 
decades, due to signi cant advances in the 
 eld of computer processing. 

• Many of these new automated techniques, 
however, are based on ideas that were 
originally conceived hundreds, even 
thousands of years ago. 
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• Biometrics addresses a longstanding concern
to be able to prove one›s identity, irrefutably, 
by making use of what makes one different. 
Going as far back as prehistoric times, 
man already had a feeling that certain 
characteristics such as the trace of his  nger 
were suf cient to identify him, and he 
“signed” with his  nger. 

• In the second century B.C., the Chinese 
emperor Ts’In, was already authenticating 
certain seals with a  ngerprint. 

• In the 19th century, Bertillon took the 
 rst steps in scienti c policing. He used 
measurements taken of certain anatomical 
characteristics to identify reoffending 
criminals, a technique which often proved 
successful, though without offering any real 
guarantee of reliability.

• This budding use of biometrics was then 
somewhat forgotten, only to be rediscovered 
by William James Herschel, a British of cer, 
to be used for an entirely different purpose. 
Having been put in charge of building roads 
in Bengal, he had his subcontractors sign 
contracts with their  ngerprints. An early 
form of biometric authentication and a sure 
way of being able to  nd them more easily if 
they defaulted.

• In the UK, the Metropolitan Police started the 
use of biometrics for identi cation in 1901. 

• During World War II allied forces used 
the same method to identify senders and 
authentication messages they received. 

• True biometric systems began to emerge 
in the latter half of the twentieth century, 
coinciding with the emergence of computer 
systems. The nascent  eld experienced an 
explosion of activity in the 1990s and began 
to surface in everyday applications in the 
early 2000s.

Types of Biometrics

All biometric modalities are basically two 
types; physiological and behavioral. Physiological 
biometrics includes  ngerprint, iris, face, palm vein 
recognition etc. Behavioral biometrics includes 
signature and voice recognition. However, the 
known types of biometrics are following:

1. Fingerprint Recognition

Fingerprint recognition technology has been 
done by taking a photograph of an individual’s 

 ngertips and record the characteristics including 
whorls, arches, and loops of the  ngertip. It also 
captures the patterns of ridges, furrows, and 
minutiae for accurate analysis.

The process can be done in three ways:

• Minutiae based

• Correlation based

• Ridge feature based 

The  ngerprint is a very secured, reliable and 
stable biometric solution. Law enforcement agencies 
have been using this technology for decades to 
identify criminals. Currently, this technology is 
becoming popular in household security, banking, 
workforce management etc.

2. Iris Recognition

Many recognize Iris recognition as the best 
biometric technology for identi cation. It analyzes 
the iris characteristics including rings, furrows, 
freckles that is situated in the colored tissue around 
the pupil. The iris scanner that contains a video 
camera and works through glasses and contact 
lenses.

Generally, iris recognition can be done by two 
methods:

• Daugman System and

• Wildes System

Iris recognition is deployed by many countries 
in crucial places like border crossings, banking, 
private companies, institutes, law enforcement 
agencies etc.
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3. Face Recognition

Face recognition technique records face images 
through a digital video camera and analyses facial 
characteristics like the distance between eyes, nose, 
mouth, and jaw edges. These measurements are 
broken into facial planes and retained in a database, 
further used for comparison.Then, the system 
creates a template on the database for that person 
to compare the data for further uses.

4. Retina Recognition

Retina recognition is a biometric modality that 
uses infrared technology to capture the unique 
patterns of an individual’s retina blood vessels. As an 
internal organ of the eye and protected from external 
environments, retina recognition is recognized as a 
reliable biometric authentication system.

5. Hand Geometry

Hand geometry recognition works with the 
shape of a person’s hand characteristics. The hand 
geometry reader measures an individual’s hand 
in several dimensions. Then, it stores the data 
for further comparison and measurement. It is 
mostly popular for its comfort, easiness, and public 
acceptance. Nevertheless, this system isn’t very 
unique as like face or  ngerprint recognition.

6. Voice/Speech Recognition

Voice/speech recognition is a combination of 
physiological and behavioral biometrics. It works 
with speech patterns that capture by speech 
processing technology. This system analyzes 
the fundamental frequency, nasal tone, cadence, 
in ection, etc. to recognize a person’s speech. 
It is also known as “automatic speech recognition” 
(ASR), “computer speech recognition”, “speech to 
text” (STT) etc.

7. Palm Vein Recognition

Pam vein recognition is one of the physiological 
types of biometrics that analyzes the unique 
patterns of the vein in the palms of an individual’s 
hand. As like other biometric technology, at  rst it 
captures an image of the individual’s palm, then 
analyze and process the vein data and store it for 
further comparison.

8. Signature Recognition

Signature recognition is one of the behavior 
types of biometrics. It works in two ways, static 
and dynamic. In this recognition system, the way 
an individual signs his name is counted as the 
characteristic of that person. It is based on metrics 
like number of interior contours and number of 
vertical slope components.
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9. Handwritten Biometric Recognition

Handwritten biometric recognition is close to 
signature recognition and undoubtedly a behavior 
type of biometrics. It is a system of recognizing 
a person by his handwriting procedure. As like 
signature recognition it can also be categorized in 
two parts, static and dynamic.

10. DNA Recognition

DNA biometric is quite different from standard 
biometric modalities. It requires tangible physical 
sample and couldn’t be done in real time. It is a 
recognition technology with very high accuracy.

11. Ear Biometrics

Ear biometrics is one of the most accurate types 
of biometrics to authenticate a person. Some 
believe that it provides more accurate result than 
 ngerprint and will be the future of biometrics.

12. Gait Recognition

Gait recognition is a biometric technology method 
that analyzes an individual by how the way they walk 
like saunter, swagger, sashay etc. This technology is 
highly suitable for surveillance analysis.

13. Odour Recognition:

A quite strange biometric method compare to 
 ngerprint or face recognition system. It works 
with the body odor of an individual for veri cation 
and identi cation.

14. Typing/ Keystroke Recognition:

Typing or keystroke recognition is one of the 
behavioral types of biometrics. It analyzes the 
way a person press the keys to type something. 
The keystroke dynamics uses the data of the manner 
and the rhythm an individual types on a keyboard.
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15. Finger Vein Recognition

Finger vein recognition is a method of biometric 
identi cation that works with the patterns of  nger 
vein underneath the skin’s surface. It matches with 
the vascular pattern of an individual’s  nger to 
previously acquired data.

16. Eye Vein Recognition

Eye vein recognition is a type of biometric 
method that helps pattern-recognition techniques 
to video images of the veins of an individual’s eye. 
The veins are complex and unique that makes it 
one of the most accurate biometric authentication 
systems.

17. Skin Reflection

Skin re ection biometric is quite uncommon 
biometric modality. In this system, several LEDs 
send light at various wavelengths into the human 
skin and photodiodes read the scattered light that 
is analyzed to perform the authentication.

18. Lip Motion

Lip motion technology analyzes a person’s lip 
motions and creates a password according to the 
activity. Then it veri es the data with previously 
stored data with new lip motion data. Compared to 
other biometric modalities lip motion technology is 
quite a new modality. 

19. Brain Wave Pattern

Brainwave recognition is a unique and surprising 
biometric modality. It measures the signals given 
by the brain to create a unique individual feature set 
on the database. Some researchers believe that it is 
a hundred percent accurate biometric identi cation 
process.

20. Footprint And Foot Dynamics

As like  ngerprint,  nger vein, palm vein, iris and 
retina recognition, footprint can also be a unique 
physiological type of biometric identi cation. 
It is relatively new biometric identi cation system 
compares to other modalities. This system captures 
the footprint based biometric identi cation 
characteristics of an individual, then store the 
data in a database for further comparison to verify 
the person.
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21. Thermography Recognition:

Facial thermography uses Infrared cameras to 
capture the  ow of blood beneath the skin of an 
individual. Then, the underlying pattern generates 
a robust biometric characteristic for positive 
identi cation.

• This technology can be used to test “liveness” 
of an individual.

• These are the common types of biometrics 
available right now. 

• As researchers are working hard to  nd more 
and more accurate biometric modalities to 
make this system more comfortable for the 
users, we are going to get a lot more solutions 
in coming future.

Components of biometric devices include

• A reader or scanning device to record the 
biometric factor being authenticated.

• Software to convert the scanned biometric 
data into a standardized digital format and 
to compare match points of the observed 
data with stored data

• A database to securely store biometric data 
for comparison.

• Biometric data may be held in a centralized 
database, although modern biometric 

implementations often depend instead 
on gathering biometric data locally and 
then cryptographically hashing it, so that 
authentication or identi cation can be 
accomplished without direct access to the 
biometric data itself.

Uses of biometrics in today’s society

Companies and government agencies are 
increasingly using biometrics systems in a variety of 
applications including identi cation, personalized 
experiences or surveillance. The uses for biometrics 
are vast and bene t not only commercial 
organizations, but also governmental agencies 
and service providers. These groups are turning to 
biometrics for identi cation or surveillance purposes

• These applications are predominantly 
introduced by national authorities, as the 
biometric enrollment and management of a 
population›s biometric data call for a tightly 
regulated legal and technical framework. 

• Law enforcement biometrics is referring 
to applications of biometric systems 
which support law enforcement agencies. 
This category can include criminal ID 
solutions such as Automated Fingerprint (and 
palm print) Identi cation Systems (AFIS). 
They process, store, search and retrieve, 
 ngerprint images and subject records.

• Today Automated Biometric Identi cation 
Systems (ABIS) can create and store 
biometric information that matches biometric 
templates for face,  nger, and iris.

• Live face recognition - the ability to do face 
identi cation in a crowd in real-time or post-
event - is also gaining interest for homeland 
security – in cities, airports and at borders. 

• Biometrics and border control-This 
application has been most widely deployed 
to date is the electronic passport (e-passport), 
particularly with the second generation of 
such documents also known as biometric 
passports, on which two  ngerprints are 
stored in addition to a passport photo. 

• Biometrics provides irrefutable evidence of 
the link between the document and its holder.

• Biometric authentication is done by 
comparing the  ngerprint(s) read with the 
 ngerprints in the passport micro-controller. 
If both biometric data match, authentication 
is con rmed.     
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• Identi cation, if necessary, is done with the 
biographic data in the chip and printed.

• Another advantage of this solution is that 
it speeds up border crossing through the 
use of scanners, which use the principle of 
recognition by comparison of the face and/
or  ngerprints. 

• In addition, many countries have set up 
biometric infrastructures to control migration 
 ows to and from their territories. 

• Fingerprint scanners and cameras at border 
posts capture information that help identify 
travelers entering the country in a more 
precise and reliable way. In some countries, 
the same applies in consulates to visa 
applications and renewals.

• Data acquisition requires reliable equipment 
to ensure optimum capture of photos and 
 ngerprints, essential for precision during 
comparison and veri cation.

• Healthcare and subsidies-The health 
insurance card is used in hospitals, pharmacies 
and clinics, to check social security rights 
whilst protecting the con dentiality of 
personal data. Checks are performed using 
terminals with  ngerprint sensors.

• Civil Identity, population registration 
and voter registration-AFIS databases 
(Automated Fingerprint Identi cation 
System), often linked to a civil register 
database, ensure the identity and uniqueness 
of the citizen in relation to the rest of the 
population in a reliable, fast and automated 
way. They can combine digital  ngerprints, 
a photo and an iris scan for greater reliability.

• Civil identity and population registration- 
India’s Aadhaar project is emblematic of 
biometric registration. It is by far the world’s 
largest biometric identi cation system and 
the cornerstone of strong identi cation and 
authentication in India.

• Voter registration- Biometrics can also be 
key for the “one person, one vote” principle. 
To know more on this aspect please visit our 
web dossier on biometric voter registration 

Why is biometrics controversial?

• Biometrics offer many advantages (to 
strongly authenticate and identify) but is 
not without controversy.  This is linked to 

privacy and citizen’s ability to really control 
information about him/her.  

• The use of biometric data to other ends than 
those agreed by the citizen either by service 
providers or fraudsters. As soon as biometric 
data is in the possession of a third party, 
there is always a risk that such data may be 
used for purposes different to those to which 
the person concerned has given their consent

• There may thus be cases of unwanted end 
use if such data is interconnected with other 
 les, or if it is used for types of processing 
other than those for which it was initially 
intended.

• The risk on the biometric database and data 
presented for biometric check. The data can 
be captured during their transmission to the 
central database and fraudulently replicated 
in another transaction. 

• The result is a person losing control over 
their own data which poses major risks in 
terms of privacy. 

• In practice, data protection authorities seem 
to give preference to solutions which feature 
decentralized data devices. 

Benefits of using biometrics in hospitals and 
healthcare 

Increase patient safety

Secure identi cation through biometric devices 
brings patient safety to a higher level. Errors are 
eradicated in the identi cation of the patient thus 
avoiding the appearance of adverse events of 
all types for this cause. Biometric identi cation 
through  ngerprint scanner can also save lives, 
as it allows  nding out the ailments or allergies of 
certain patients in cases of emergency.

More comfort for the patient

The patient can access health services in a 
much more comfortable way than before since 
he does not need to carry anything physical with 
him or memories the data that is necessary for his 
identi cation. In turn, the patient does not have to 
permanently wear uncomfortable bracelets that can 
cause skin irritations or other inconveniences.

Greater satisfaction with the service

Improved care processes (for example, reducing 
the time of all processes requiring patient 
identi cation) and more ef cient and error-free 
information management, the quality of service 
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provided to the patient is improved, and patients 
who perceive favorable change increase their 
degree of service satisfaction.

More confidence and peace of mind

Patients welcome the use of the biometric system 
as a way to protect themselves against fraud and 
safeguard their identity. The new identi cation 
system guarantees the total privacy of access to 
the patient’s con dential information respects his 
rights and complies with current legislation that 
supports the patient. The patient gains in tranquility 
and increases his level of con dence in the security 
of his personal data and the treatment of the same 
by the institution and the staff.

Improve your quality of life

By receiving better medical care free of medical 
errors and inconsistencies in the Electronic Medical 
History, the patient receives more successful 
treatments and, consequently, improves his quality 
of life.

Increased safety for health personnel

All health personnel bene t from greater security 
in the processes that require their unequivocal 
identi cation, both in the control of physical access 
to the facilities and in the logical access to the 
implanted information systems. Biometric machine 
eliminates the possibility of theft or fraudulent use 
of your passwords, as well as the possible loss of 
your identi cation cards.

• More comfort in identification for health 
personnel

Healthcare personnel do not need to memorise 
their passwords or carry identi cation cards to 
access hospital facilities or hospital management 
systems and patient information. Whenever you 
need to identify a patient, you can do it with great 
convenience, speed and agility through  ngerprint 
scanner. Administrative staff can more quickly 
process such as  liation, admission or discharge of 
the patient.

Conclusion

The future portends a new era of biometrics. 
Advances to the technologies will make them more 

attractive to healthcare organizations. Decreasing 
costs will make biometrics a more palatable move. 
Other technologies like arti cial intelligence will, in 
turn, also give biometrics a boost. But mainstreaming 
biometrics faces a variety of challenges. These 
include privacy, people, cost and interoperability. 
There’s a lot of ground to cover in so experts at 
biometrics technology vendors, consulting  rms 
and healthcare provider organizations shared their 
views on the road ahead. Biometrics can be used 
by various organizations to increase security levels 
and protect their data and patents. Biometrics 
although interdisciplinary, it is not the eventual 
choice of the masses due to its high cost and legal 
considerations like privacy issues. Without doubt 
the age of biometrics is here and the technology will 
directly affect everyone over the next few years.
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Introduction

It is very clear that a person who works for any 
organization spends most of his time at workplace 
than at home and the environment of the workplace 
plays a reassuring role in the promotion of wellness 
among the employees within the organization [1]. 
There is very close relationship between mental 
and physical happiness either directly or indirectly. 
Physical health has a lot of impact on mental health 
and mental health also has same effect on physical 
health too [2]. If anyone suffers from physical 
illness, it may lead to mental health problems such 
as depression and schizophrenia. In case anyone 
suffers from mental illness it may lead to high blood 
pressure and heart attack [3]. A healthy lifestyle 
creates wellbeing both physically and mentally. 
A healthy lifestyle is an integral component in the 

promotion of both physiological and psychological 
wellbeing of the employees. So, maintenance of 
both physical and mental health is vital which can 
be facilitated through healthy environment at work 
and home [4].

Definitions

Health

Health is de ned as a state of complete physical, 
mental and social well-being and not merely the 
absence of disease or in rmity [5].

Physical Health

Physical health means a person who is healthy 
and  t to perform the daily activities without any 
pressure [6].

Mental Health

Mental health can be de ned as any person 
recognize his or her own strengths and cope up 
with pressure in daily life, work effectively and 
fruitfully, so he or she will be able to contribute to 
his or her community [7].
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Workplace Environment 

There are two components in workplace 
environment i.e. physical and behavioral. Physical 
component consist elements that are related to the 
occupiers where the employees connect themselves 
to their of ce environment while behavioral 
component needs how the employees connect with 
each other in their of ce [8].

Maintenance of Physical Health in Workplace 
Environment

Health Problems in the Workplace

Generally, health of people is affected according 
to their positions and work in the workplace. 
It might be because of drinking alcohol, smoking, 
over eating and less physical activities etc. 
There could be many reasons for health problems 
in the physical work environment [9]. Here are 
some of them.

• Physical- e.g., sound, radiation, tremor, 
extreme heat, nanoatoms

• Chemicals- e.g., diluters, insecticides, 
asbestos, carbon monoxide, silica

• Ergonomic- e.g., extreme force, dif cult 
posture, hefty lifting, forced inactivity/
staying long in the same place.

• Mechanical- e.g., machine dangers associated 
to cranes [10]

• Biological- germs, viruses, plants or animal 
handlers [11]

In order to stop these dangers or threats people 
should use personal protective equipment such as 
helmet, face shield, mask, gloves, apron, goggles, 
pain spray respirator, ear muffs along with safety 
belts [12].

Psychosocial Hazards

The psychosocial hazards experienced by the 
workers due to stress are

• Too much sleeping

• Using medicine without any prescription

• Intoxication

• Sadness

• Burden

• Frustration and recklessness (due to 
unfairness or injustice)

Common Occupational Diseases

• Contagions- HIV, hepatitis B and C 

• Cancer 

• Persistence respiratory infections: silicosis, 
asthma [13] and bronchitis [14]

• Skin diseases: malignant melanoma from sun 
exposure, or dermatitis 

• Physical neurologic disorders- noise-induced 
hearing loss

• Reproductive problems: infertility and 
miscarriages resulting from contact with 
chemical or biological agents; and many 
others. 

• Musculoskeletal disorders: repetitive strain 
injuries, traumatic injuries [13]

• Heart diseases 

• Hopelessness [14]

Employee Health Screening

• Pre-employment health checks: Offer health 
check before joining in any organization.

• Health surveillance: Health checkups while 
working for any company in hazards in any 
workplace.

• Health checks/lifestyle assessment: Here are 
some of the checks to be done while working 
for any company.

• Smoking

• Consumption of alcohol

• Obesity

• High blood pressure

• High cholesterol

• High blood glucose

• Diet

• BMI

• Glucose level in the blood [15]

Occupational Health Services

Apart from health screening, the basic 
occupational health services include

Ø Continuous health records for employees. 

Ø Train workers to use  rst aid kit.

Ø Overall health care, healing and recovery 
services.
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Ø Vaccination against endemic or work-
related infectious diseases [13]

Prevention and Control Strategies

There are  ve steps to prevent and control 
to maintain mental and physical health in any 
workplace.

1. Identifying Hazards and those at Risk 

The very  rst step is identifying the risks and 
problems in the workplace

For example:

Ø Slippery and wet staircases fall down and 
hurt yourself.

Ø Noisy places- hearing loss

2. Prioritising Risks

Assess the dangers or its risks based on the 
priority.

3. Deciding On Preventive Action

Decide regarding the preventive measures to 
be taken to reduce the risk. Identify whether these 
preventive measures protect the employees’ health 
from hazards or its risks.

4. Taking Action 

To execute preventive methods in the workplace.

5. Monitor And Review 

To watch and check the dangers again and again 
to eliminate the maximum risks [16].

Healthy Lifestyle

1. Physical activity

At least thirty minutes of physical exercise is very 
necessary to maintain physical balance. There are 
some vital components of regular physical exercise. 

• Reduce the risk factors of heath diseases

• To maintain standard muscle strength.

• To get  exible body and reduce the risk of 
injury.

• Decrease body fat

• Relief from the hyper tension

• Lower the blood pressure of people

• Reduces blood pressure in people

• Drops the risk of diabetes mellitus

Other components of physical activity are

Ø Agility: move direction time to time

Ø Balance

Ø Coordination: skill of using senses like sight 
and hearing.

Ø Speed: skill of moving quickly in short 
time.

Ø Strength [17]

2. Yoga and meditation

• Progresses coordination

• Develops  exibility and power

• Reduce stress level

• Balance blood pressure levels

• Improves metabolism [18]

3. Nutrition

Take a balanced diet which includes all the food 
groups along with eight to ten glasses or nearly 
2litres of water each day.

• Proteins- meat, milk, beans and peas

• Carbohydrates- sugars and starches

• Fats

• Sodium, iron and phosphorus- milk and 
green vegetables

• Vitamin C- fresh vegetables, oranges and 
lemons

• Vitamin

• D- milk and cod liver oil

4. Sound sleep

5. Give up unhealthy habits such as smoking, 
alcohol, and drugs [11]

Maintenance of Mental Health in Workplace 
Environment

Mental disorder denotes changes in thinking, 
behavior, stress in problem solving, functioning in 
social and family activities [19]. There are mainly 
two types of mental illnesses those are depression 
and anxiety will lead disability among the 
employees in the work environment. Researchers 
found that depression is affecting three hundred 
million employees whereas anxiety is affecting two 
hundred and sixty employees [20].
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Common Causes of Mental Illness at Work

The common causes which leads to mental illness 
at the work environment are

• Not able to cope up with stress

• Faulty job roles

• Lack of command over work

• Not able to manage work load at work and 
home

• Lack of interaction with management

• Lack of cooperation among colleagues at 
work

• Uncertainty about job

• Boredom in work 

• Insuf cient job opportunities [21]

Risk Factors of Mental Illness in Workplace

The associated risk factors of mental illness 
differs in every workplace but commonly include

• Insuf cient health and safety schemes

• Lack of communication

• Improper communication 

• Old management practices

• Not able to take part while taking decisions

• No command over one’s area of work.

• Inadequate support for employees

• Busy working hours

• Inde nite tasks or unsuitable tasks for the 
person’s abilities [22]

• Not appropriate roles 

• No clarity in their jobs

• Insuf cient knowledge to perform their 
work [23]

Psychosocial Risks in the Workplace

The psychosocial factors are the most dif cult 
factors which stop not only the health of employees 
but also development of the organization. Here are 
13 psychosocial risks.

1. Psychological Support

Psychological support is the main aspect of 
mental health concern at work. If there is not 
enough cooperation among the workers while 
working in any organization there will be chances 

for emotional withdrawal and may lead to less 
productivity. It causes stress in employees that 
may intern leads to sever tiredness, headache and 
nervousness

2. Organizational Culture

Culture plays vital role in any organization. 
Unless there is no trust, fairness and honesty they 
will certainly lead to stress.

3. Clear Leadership And Expectations

In order to lead any company in a successful way 
there must be a good leader. Effective leadership 
always has the main qualities of morality, faith 
and  exibility at workplace and they will create 
psychological well beings in organizations. 

If the leader is not perfect in his duties it will 
create stress and con icts among the workers. 

4. Civility And Respect

Polite behavior and respect plays a vital role 
that increases pleasure, fairness, teamwork, 
good relationship and decreases absenteeism 
whereas lack of it projects disrespect, disputes and 
resignation of job. One of the disrespectful conducts 
is bullying.

5. Psychological Competencies And Requirements

A satis ed job is always accompanied with 
emotional health and it gives immense self- esteem, 
self- con dence that further leads to job satisfaction 
and provide ample of success to the organization. 
In case it lacks it may further leads to powerlessness 
and lowers self- con dence in employees.

6. Growth & Development

Growth and development always have a lot of 
impact in any organization and they give chance 
to the employees to reach higher stages in their 
lives. If there isn’t any growth it stops the skills of 
employees and leads to agony.

7. Recognition And Reward

Every human being work on stimulus based and 
search for the rewards for their own work. It always 
gives a lot of con dence in anyone to improve 
their self-esteem in their own  eld. If the person 
is not rewarded for his or her work they may lose 
interest and passion over the work and it leads to 
psychological illness.
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8. Job Involvement 

It is well known fact that job involvement is a 
must. All employees should have commitment 
towards their responsibilities because it gives 
pleasure as well as relief from the stress or else it 
ends with powerlessness and tension.

9. Workload Management

Most of the companies are busy with 
productions so people have to work for a long time. 
The provided time is not suf cient for completion 
of gives tasks so employees feel over burden while 
working. To complete the work it is necessary that 
companies must support the employees.

10. Engagement

Employees should always engage in their work. 
Once they get encouraged they will be enthusiastic, 
cheerful, focused and committed to work.

11. Balance

Every employee should balance time at work and 
time. If any employee imbalance between home 
and work it may lead to mental stress, anger, and 
dissatisfaction. Once the person is not able to cope 
up with stress, it leads to high blood and pressure, 
cholesterol and mental illness. 

12. Psychological Protection

Healthy and safe workplace is always 
encourages psychological protection and avoids 
risks disentanglement and psychological agony. 

13. Protection Of Physical Safety

Employee’s physical safety is very important 
in any organization in the work environment. 
It comprises training, plans, practices, replying to 
the event at the risk. If there is no safety related to 
physical it leads to injuries and emotional illness.

Issues that Affect Mental Health in the 
Workplace

There are many issues that affect the employees 
in the workplace. It includes

• Humiliation and misjudgment 

• Pressure

• Effort versus reward

• Presenteeism

• Job Exhaustion 

• Violence 

Ø Harassment

Ø Bullying 

Ø Mobbing 

• Substance abuse [24]

Types of Mental Illnesses at Workplace

The common mental illnesses at workplace are

Ø Mood disorders: Depression and bipolar 
disorder 

Ø Anxiety disorders

Ø Psychotic disorders: Schizophrenia [25]

Effects of Mental Health Problems in the 
Workplace

Here are some of the effects of mental health at 
work place.

• Taking many leaves (due to short periods of 
sickness)

• Emotionally ill health (depression, stress, 
burnout)

• Physical infections

• Poor performance at work

• Too much error rate 

• Met accidents

• Lack of decision making

• No control over work

• Lack of social relationship 

• Poor motivation and less commitment to 
work

• Exhaustion

• Lack of time management

• Tension [26]

Warning Signs of Mental Illness

There are many symptoms of mental illness that 
may be found in any employee at workplace.

• Continuous pain

• Nonstop discouragement or dissatisfaction

• Oversleep or under sleep

• Pessimistic
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• Failure in work performance

• Extreme anger

• Work and familial issues

• Physical illness

Work Related Stress

Psychological illness mainly comes from the 
over workload at work. If the work is too much 
and the person is not able to mage with it she or he 
will be under pressure. It may vary from person to 
person [23]. If the person performs well that stress 
is called positive stress or the person cannot cope 
up and get pressure it is termed as negative stress.

External Effects of Stress

The external or physical effects of stress are

• Headache

• Muscle pain

• Chest pain

• High heart rate 

• High blood pressure

• Lack of immunity

• Extreme fatigue

• Dif culty while sleeping

• Digestive problems

• Increased glycemic levels

• High cholesterol 

Internal Effects of Stress

The internal effects of stress include

• Forgetting

• Tension, distress and fear

• Restlessness, prickliness

• Mood changes

• Extreme outbursts of anger

• Not able to focus or distracted

• Separation or feel lonely

• Cannot perform the duties

• Lack of coordination between eye-hand

• No co-ordination between eye and foot [27]

Simple Ways to Deal with Work Related Stress

• Begin your day with high spirit.

• Have positive attitude.

• Be clear about your work.

• Don’t argue with colleagues and have a good 
relationship 

• Maintain time and organize well 

• Don’t get confused and be comfortable

• Don’t do many tasks at a time.

• Try to complete extra work in your free time 
to manage stress.

• Be  awless at work

• Sometime listen to music if you feel 
stressed [28]

Mental Health Promotion in the Workplace

The promotion of mental health at the workplace 

focuses on the following aspects to prevent the 
employees with mental illness.

1. Mental Health in the Work Place

Mental health denotes emotional, psychological 
and social well-being of an individual. It is 
subjective the way a person think, feel and act. 
It is a duty that the organization has to look after 
to promote positive and mental health in the work 
environment to improve the mental health of the 
employees. There must be awareness programmes 
in the organizations on mental health [29].

2. Understanding Mental Illness

It is very signi cant to know what mental illness 
is and have in-depth knowledge of causes, risk 
factors and signs of mental illness in workplace 
environment. If we are aware of it, it can be treated 
easily.

There is known fact that family history also one 
of the main causes that a person can be affected 
irrespective of age, social background, ethnic origin 
or intellectual level. Mental illness differs from 
person to person. Treatment always will be given 
according to the severity of mental condition, so 
there are chances for total recovery from mental 
disorder.

3. Management of Mental Disorders at 
Workplace

A. Culture of Openness
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Cultural openness can be achieved through 
conducting meetings on stress management and 
mental illness whenever the employees have  exible 
time and inculcate positive thinking among the 
employees. Motivate the employees to get the works 
done time to time. Give ample of information about 
mental health day and programmes related to it.

B. Good Communication Strategies

Employees may encounter mental health issues at 
any time in the organization. If they encounter any 
problem it is the duty of the organization to make 
changes according to the needs of the employees. 
Moreover provide the guidance or counselling if 
the employees need at any time. There have to be 
special sessions for the employees who are affecting 
with mental illness.

C. Reasonable Adjustments

We do notice that roles of the employees will 
change time to time in the organization so it is very 
vital to make the person adjust who has mental 
illness in the organization. It includes

• Rotation of work

• Dividing the work among the employees

• Relocate the area of work 

D. Managing Physical Symptoms 

Since the individuals have got problem of mental 
illness, there are some physical problems. Here are 
some of them.

• Uncertain idea

• Discomfort, tremors 

•  Symptoms of heart attach

• Sleep too long

• Fatigue

• Late to work

• Ineffective work performance at certain 
times of the day

Strategies to deal with physical manifestations 
include 

• Give some breaks in the middle of the work 
and sanction forced leaves for every six 
months or ask them to work from according 
their convenience.

• Provide some easy tasks.

• Allow them to get medical check-ups in the 
middle of the work.

• There have to be some speech recognition 
software to work on system

E. Managing Difficulties with Emotions 

Most of the individuals with mental syndromes 
show problems with emotions such as

• Frustration

• Stress

• Anxiety

• Anger

• Agitation

• Switching mood

Strategies that should be considered to manage 
emotions are

• Appreciate and give constructive feedback

• Encourage and praise them 

• Avoid arguing and unhealthy discussions

• Give respect to a person who has problem of 
mental illness

• Give some breaks during work hours

• Focus on stress management 

• Prevent risks to health and safety (self-harm 
and harm to others)

• Give chance to communicate with either 
doctors or family members during work 
time.

F. Health and Safety of a Person with Mental Illness

The risk factors associated with higher risk of 
suicide is due to 

• Feeling of hopelessness

• Feeling of helplessness

• Earlier suicide trials

• Severe substance abuse

Strategies to deal with suicidal tendency include

• Let the attempters know that there are people 
to help them.

• Seek if they already decided and planned. 
You are cared about them and offer help.

• If you  nd anyone who has got mental 
illness just provide counselling with the help 
of trained counsellors.

• In case they are ready to end their lives let 
them take immediately to the psychiatrist at 
the local hospital.

• Don’t leave the patient unless the professional 
help has given.
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G. Managing Individuals at Risk of Harm to Others

• Stay peaceful

• Make the situation calm by offering any 
beverages to get their trust.

• Keep up a reasonable distance

• Try to use some commands if they are trying 
to harm you.

• Don’t hold they  rmly if they are clam

• Consider pressures seriously.

• Communicate with counsellors and police 
for help25

4. Create a Healthy Workplace

There are mushrooms of organizations and 
they are quite different from one another. 
It is primary duty of all people including CEOs, 
managers, and other employees to maintain their 
own mental health. It can be achieved only when 
the organization provides good environment 
conditions at work place.

Features of a Healthy and Safe Workplace

• Reduces stress level

• Higher reliability

• Recognize and eliminate the obstacles related 
to mental health

• Building a culture of openness

• Career and personal development [30]

Maintaining Mental Health in the Work Environment

There are many types of techniques to maintain 
mental health in the workplace of the organization. 
It includes

A. Good Atmosphere

It is very important to have congenial atmosphere 
to do any work effectively and get it done easily. 
There are certain characteristics mentioned below 
to maintain good atmosphere at work place.

• Respect

• Social association

• Acknowledgment of work

• Rewards and awards

• Incentives

B. Living Wages

There must be minimum wages to be paid for 

the meeting day to day life needs of employees that 
motivates the individuals to dedicate to the work.

C. Accomodation

It is minimum concern of any organization to 
provide accommodation to physical or mental 
disability persons until they recovered from 
the illness.

D. Health and Wellness

It is very necessary to have health insurance 
policies for each and every employee in the 
organization. There should be some health 
campaigns on insurance policies and what 
they cover.

E. Open Access to Communication

It is a must to have free  ow of communication 
among the employees without any discrimination 
in their designations from CEOs to security to 
achieve a lot within the organization.

F. Accountability- Employee and Management

In order to reach success and targets in the 
organization employees must be accountable 
for their own work that is assigned to them. 
There should be freedom to employees get feedback 
for their work.

G. Work-Life Balance

Each and every employee must have freedom at 
work place for communicating with family, friends 
and relatives.

H. Fitness

As we all know health is wealth. In order to be  t 
do some exercise to keep oneself healthy [31].

Advantages of a Healthy Work Environment

• Reduce stress

• Fewer injuries

• Gives job satisfaction

• Stability in work life

• Very good social relationships

• Increased team work

• Improved dedication towards work [32]
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5. Resources

There are many NGOs and some government 
give a lot of information about resources. They do 
give enough information related to mental illness 
and health care.

• Employment Services and Schemes

• National Health Schemes

• Employee Assistance Programs (EAPs) 

• Mental Health Insurance [33]

Legal Responsibilities 

Discrimination Act

According to The Disability Discrimination Act 
1992, the employees should not be discriminated or 
harassed concerning mental illness.

Work Health and Safety Legislation (Whs Act, 2012) 

This Act focuses on the protection and safety of 
the employee’s physical and mental health at the 
workplace.

Privacy Act (1988) 

Privacy and con dentiality of personal 
information regarding the mental illness of 
employees should be maintained. It should not be 
disclosed without the consent of the employees.

Fair Work Act (2009)

It’s a Commonwealth industrial law to 
safeguard the employees from argumentative 
actions regarding their mental health status at the 
workplace.

Action Plan

In order to get rid of this mental illness at the 
work place there is an action plan. The 3 phases of 
action plan approach are

1. Recognize signi cant areas of action 

2. Put forward action

3. Evaluate and monitor outcomes

1. Identify Priority Areas of Action 

i.. Raising Awareness of Mental Health Issues 

• Open communication

• Training

• Reachable facts

• Mental health days or events

• Assistance- (EAPs) Employee Assistance 
Programs, help lines, referrals

ii. Reducing Stigma

iii. Policy Development and Implementation

• Bullying at work

• Discrimination 

• Equal opportunity

• Leave provisions

• Coming back to work

• Performance management

• Work health and safety

• Employee Assistance Programs (EAPs) 

iv. Workplace Risk Factors

2. Implement Actions

Plans to the priority areas of action are

• Plan schedules for mental health programs 
at work

• Handling the complications of employees 
with mental illness

• Carry out  rm policy development

• Controlling the in uence of workplace risk 
factors

3. Review and Monitor Outcomes

Set a target to evaluate and monitor the 
consequences of mental health strategies 
together with short-term and long-term executed 
activities [30].

Work-Life Balance

At Work

• Keep achievable goals daily and make a list 
of them.

• Make your work clear by dividing into parts.

• Request for the  exibility- work from home

• Be honest at workplace [34]

• Maintain healthy social relationship and 
avoid con icts
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• Don’t be overload with work especially in 
the weekends

• Try to walk after lunch

At Home

• Use support from family and friends

• Be active by doing exercise

• Avoid smoking, consuming alcohol and 
drugs [35]

Tips for Mental Health

Mental Fitness

• Concentrate only on one work at time 

• Avoid using mobile phone while walking, 
talking with friends

• Give a break for your worries

• Enjoy doing your free time activities

• Set pleasurable goals like reading novel, talk 
to friends 

• Be expressive 

• Enjoy cooking, cooking, playing, walking 
and spending time with family [27]

Healthy Lifestyle 

Ø Physical Activity

If you do 30 minutes exercise a day gives

• Emerges positive emotions

• Increases optimistic relationships among the 
employees [36]

• Develops concentration 

• Improves positive energy and mood

• Decreases sleeping disorders 

• Reduce level of stress and tension 

• Lowers anger

• Gets relief from depression and anxiety [37]

Ø Yoga and Meditation

• Swings bad mood into good mood

• Stray calm and balance emotionally 

• Decrease stress and depression [38]

Ø Nutrition

Ensure yourself to have a very balanced diet 
with combination of fruits, vegetables, cereals, 
dairy products and meat [37].

Ø Tobacco cessation 

Ø Attending wellness programs [39]

Conclusion

In conclusion, it is apt to state that occupational 
health and safety is the right of employees whether 
they work in an of ce, industry or in any other 
environment. The current international labor laws 
have to be implemented to curtail over ambitions 
of the employers to safeguard the human rights 
in the workplace environment and facilitate in 
the  reduction of accidents, injuries and fatalities 
either physical or mental. Therefore, workplace 
environment and occupational standards have to 
be improved. It is the need of the hour to maintain 
the highest degree of precautions in the social 
well-being of the employees both physically and 
mentally. It is recommended that preventive 
measures have to be practiced in addition to the 
implementation of occupational safety and health 
international policies so as to enable the employees 
and employers families’ well-being which in 
turn enhances the good workplace environment, 
occupational health and create global preventive 
measures to reduce the physical and mental 
workplace hazards. 
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5) The name of the department(s) and institution(s) 

to which the work should be attributed;

6) The name, address, phone numbers, facsimile 

numbers and e-mail address of the contributor 

responsible for correspondence about the 
manuscript; should be mentoined.

7) The total number of pages, total number of 

photographs and word counts separately for 
abstract and for the text (excluding the references 

and abstract);

8) Source(s) of support in the form of grants, 
equipment, drugs, or all of these;

9) Acknowledgement, if any; and

l0) If the manuscript was presented as part at a 
meeting, the organization, place, and exact date 

on which it was read.

Abstract Page

The second page should carry the full title of the 

manuscript and an abstract (of no more than 150 

words for case reports, brief reports and 250 words 
for original articles). The abstract should be structured 

and state the Context (Background), Aims, Settings 

and Design, Methods and Materials, Statistical 
analysis used, Results and Conclusions. Below the 

abstract should provide 3 to 10 keywords.
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Introduction

State the background of the study and purpose 
of the study and summarize the rationale for the 
study or observation.

Methods

The methods section should include only 
information that was available at the time the 
plan or protocol for the study was written such as 
study approach, design, type of sample, sample 
size, sampling technique, setting of the study, 
description of data collection tools and methods; 
all information obtained during the conduct of the 
study belongs in the Results section.

Reports of randomized clinical trials should 
be based on the CONSORT Statement (http://
www. consort-statement. org). When reporting 
experiments on human subjects, indicate whether 
the procedures followed were in accordance with 
the ethical standards of the responsible committee 
on human experimentation (institutional or 
regional) and with the Helsinki Declaration of 1975, 
as revised in 2000 (available at http://www.wma.
net/e/policy/l 7-c_e.html).

Results

Present your results in logical sequence in the text, 
tables, and illustrations, giving the main or most 
important  ndings  rst. Do not repeat in the text 
all the data in the tables or illustrations; emphasize 
or summarize only important observations. Extra 
or supplementary materials and technical details 
can be placed in an appendix where it will be 
accessible but will not interrupt the  ow of the 
text; alternatively, it can be published only in the 
electronic version of the journal.

Discussion

Include summary of key  ndings (primary 
outcome measures, secondary outcome measures, 
results as they relate to a prior hypothesis); 
Strengths and limitations of the study (study 
question, study design, data collection, analysis 
and interpretation); Interpretation and implications 
in the context of the totality of evidence (is there a 
systematic review to refer to, if not, could one be 
reasonably done here and now?, What this study 
adds to the available evidence, effects on patient 
care and health policy, possible mechanisms)? 
Controversies raised by this study; and Future 
research directions (for this particular research 
collaboration, underlying mechanisms, clinical 
research). Do not repeat in detail data or other 

material given in the Introduction or the Results 

section.

References

List references in alphabetical order. Each listed 

reference should be cited in text (not in alphabetic 

order), and each text citation should be listed in 

the References section. Identify references in text, 

tables, and legends by Arabic numerals in square 

bracket (e.g. [10]). Please refer to ICMJE Guidelines 

(ht tp://www.nlm.nih .gov/bsd/uniform_ 

requirements.html) for more examples.

Standard journal article 

[1] Flink H, Tegelberg Å, Thörn M, Lagerlöf F. 

Effect of oral iron supplementation on unstimulated 

salivary  ow rate: A randomized, double-blind, 

placebo-controlled trial. J Oral Pathol Med 2006; 

35: 540-7. 

[2] Twetman S, Axelsson S, Dahlgren H, Holm 

AK, Källestål C, Lagerlöf F, et al. Caries-preventive 

effect of  uoride toothpaste: A systematic review. 

Acta Odontol Scand 2003; 61: 347-55. 

Article in supplement or special issue 

[3] Fleischer W, Reimer K. Povidone iodine 

antisepsis. State of the art. Dermatology 1997; 195 

Suppl 2: 3-9. 

Corporate (collective) author 

[4] American Academy of Periodontology. Sonic 

and ultrasonic scalers in periodontics. J Periodontol 

2000; 71: 1792-801. 

Unpublished article 

[5] Garoushi S, Lassila LV, Tezvergil A, 

Vallittu PK. Static and fatigue compression test 

for particulate  ller composite resin with  ber-
reinforced composite substructure. Dent Mater 

2006. 

Personal author(s) 

[6] Hosmer D, Lemeshow S. Applied logistic 

regression, 2nd edn. New York: Wiley-Interscience; 

2000. 

Chapter in book 

[7] Nauntofte B, Tenovuo J, Lagerlöf F. Secretion 

and composition of saliva. In: Fejerskov O, 
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Kidd EAM, editors. Dental caries: The disease 

and its clinical management. Oxford: Blackwell 
Munksgaard; 2003. p. 7-27. 

No author given 

[8] World Health Organization. Oral health 
surveys - basic methods, 4th edn. Geneva: World 

Health Organization; 1997. 

Reference from electronic media

[9] National Statistics Online—Trends in suicide 
by method in England and Wales, 1979-2001. www.

statistics.gov.uk/downloads/theme_health/HSQ 
20.pdf (accessed Jan 24, 2005): 7-18. Only veri ed 
references against the original documents should 
be cited. Authors are responsible for the accuracy 
and completeness of their references and for correct 

text citation. The number of reference should be 
kept limited to 20 in case of major communications 
and 10 for short communications.

More information about other reference types 

is available at www.nlm.nih.gov/bsd/uniform_ 
requirements.html, but observes some minor 
deviations (no full stop after journal title, no issue 
or date after volume, etc).

Tables

Tables should be self-explanatory and should 
not duplicate textual material.

Tables with more than 10 columns and 25 rows 
are not acceptable.

Table numbers should be in Arabic numerals, 
consecutively in the order of their  rst citation in 
the text and supply a brief title for each.

Explain in footnotes all non-standard 
abbreviations that are used in each table. 

For footnotes use the following symbols, in this 
sequence: *, ¶, †, ‡‡,

 Illustrations (Figures)

Graphics  les are welcome if supplied as Tiff, 
EPS, or PowerPoint  les of minimum 1200x1600 

pixel size. The minimum line weight for line art is 
0.5 point for optimal printing.

When possible, please place symbol legends 
below the  gure instead of to the side.

Original color  gures can be printed in color at 
the editor’s and publisher’s discretion provided the 
author agrees to pay.

Type or print out legends (maximum 40 

words, excluding the credit line) for illustrations 

using double spacing, with Arabic numerals 

corresponding to the illustrations.

Sending a revised manuscript 

While submitting a revised manuscript, 

contributors are requested to include, along 

with single copy of the  nal revised manuscript, 

a photocopy of the revised manuscript with 

the changes underlined in red and copy of the 

comments with the point to point clari cation to 

each comment. The manuscript number should 

be written on each of these documents. If the 

manuscript is submitted online, the contributors’ 

form and copyright transfer form has to be 

submitted in original with the signatures of all 

the contributors within two weeks of submission. 

Hard copies of images should be sent to the of ce 

of the journal. There is no need to send printed 

manuscript for articles submitted online.

Reprints

Journal provides no free printed reprints, 

however a author copy is sent to the main author 

and additional copies are available on payment 

(ask to the journal of ce).

Copyrights

The whole of the literary matter in the journal is 

copyright and cannot be reproduced without the 

written permission.

Declaration

A declaration should be submitted stating that 

the manuscript represents valid work and that 

neither this manuscript nor one with substantially 

similar content under the present authorship 

has been published or is being considered for 

publication elsewhere and the authorship of this 

article will not be contested by any one whose 

name (s) is/are not listed here, and that the order of 

authorship as placed in the manuscript is  nal and 

accepted by the co-authors. Declarations should be 

signed by all the authors in the order in which they 

are mentioned in the original manuscript. Matters 

appearing in the Journal are covered by copyright 

but no objection will be made to their reproduction 

provided permission is obtained from the Editor 

prior to publication and due acknowledgment of 

the source is made.
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Approval of Ethics Committee

We need the Ethics committee approval letter 
from an Institutional ethical committee (IEC) or 
an institutional review board (IRB) to publish 
your Research article or author should submit a 
statement that the study does not require ethics 
approval along with evidence. The evidence could 
either be consent from patients is available and 
there are no ethics issues in the paper or a letter 
from an IRB stating that the study in question does 
not require ethics approval.

Abbreviations

Standard abbreviations should be used and be 
spelt out when  rst used in the text. Abbreviations 
should not be used in the title or abstract.

Checklist

• Manuscript Title

• Covering letter: Signed by all contributors

• Previous publication/ presentations 
mentioned, Source of funding mentioned

• Con icts of interest disclosed

Authors

• Middle name initials provided.

• Author for correspondence, with e-mail 
address provided.

• Number of contributors restricted as per the 
instructions.

• Identity not revealed in paper except title page 
(e.g.name of the institute in Methods, citing 
previous study as ‘our study’)

Presentation and Format

• Double spacing

• Margins 2.5 cm from all four sides

• Title page contains all the desired information. 
Running title provided (not more than 50 
characters)

• Abstract page contains the full title of the 
manuscript

• Abstract provided: Structured abstract 
provided for an original article. 

• Key words provided (three or more)

• Introduction of 75-100 words

• Headings in title case (not ALL CAPITALS). 

References cited in square brackets

• References according to the journal’s instructions

Language and grammar

• Uniformly American English

• Abbreviations spelt out in full for the  rst time. 

Numerals from 1 to l0 spelt out

• Numerals at the beginning of the sentence spelt 

out

Tables and  gures

• No repetition of data in tables and graphs and in 

text.

• Actual numbers from which graphs drawn, 

provided.

• Figures necessary and of good quality (color)

• Table and  gure numbers in Arabic letters (not 

Roman). 

• Labels pasted on back of the photographs (no 

names written) 

• Figure legends provided (not more than 40 words)

• Patients’ privacy maintained, (if not permission 

taken) 

• Credit note for borrowed  gures/tables provided

• Manuscript provided on a CDROM (with double 

spacing)

Submitting the Manuscript

• Is the journal editor’s contact information current?

• Is the cover letter included with the manuscript? 

Does the letter:

1. Include the author’s postal address, e-mail 

address, telephone number, and fax number for 

future correspondence?

2. State that the manuscript is original, not 

previously published, and not under concurrent 

consideration elsewhere?

3. Inform the journal editor of the existence of any 

similar published manuscripts written by the 

author?

4. Mention any supplemental material you are 

submitting for the online version of your 

article. Contributors’ Form (to be modi ed as 

applicable and one signed copy attached with 

the manuscript)
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