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CHAPTER I
INTRODUCTION

1.1 Context, Need and Importance of the Study

The National Policy for children (1972) has dealt with 

the issue of welfare of children in an integrated, systematic 

manner. This policy made several important statements. A

few of them are as follows:

1. All children will be covered by a comprehensive health

programme.

2. Programmes will be implemented to provide nutrition 

services with the object of removing deficiencies in the

diet of children.

3. Programmes will be undertaken for the general improvement 

of the health and for the care, nutrition and education of

expectant and nursing mothers.

4. The state shall take steps to provide free and compulsory

education for all children up to the age of 14, for which 

a time-bound programme will be drawn by consistent with 

the availability of resources.

5. Children who are socially handicapped, who have become 

delinquent or have been forced to take to begging or are
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otherwise in distress, shall be provided facilities for 

education, training and rehabilitation and will be helped

to become useful citizens.

Certain Schemes like Integrated Child Development

Services (1972) and Integrated Education of the Disable 

(1988) are helpful in realising some of the objectives 

specified under National Policy for Children. The National 

Health Policy (1983) lay emphasis on integrated health, take 

special care to convert physical, mental and social health 

aspects of the physically disabled and mentally handicapped.

The National Mental Health Programme for India (1982) 

has the following objectives :

1. To ensure availability and accessibility of minimum mental 

health care for all in the foreseable future, particularly 

for the most vulnerable and under privileged sections of

population.

2. To encourage application of mental health knowledge in

general health care and in social development.

3. To promote community participation in mental health 

service development and to stimulate efforts towards self-

help in the community.
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Inspite of all these policies in India the mortality and 

morbidity of children is highest. Surveys carried out in the 

states of South India show that 2% of children have a frank 

signs of malnutrition which affect physical, emotional and 

intellectual development. In India School Health Services 

remain a neglected branch of community health even though 

many attempts were made to improve it (Patil, 1987). 

Similarly child mental health is an emerging discipline and 

very few centres provide training, research and services

(Malavika, 1995). Thus the emotional and behaviour problems 

of the children are neglected.

Apart from physical health problems and mental health 

problems another important problem among school children is

scholastic backwardness. In India, where most schools do not 

have educational psychologists, counsellors or remedial

teachers, the children with scholastic backwardness are not

getting any professional help though school achievement is 

given lot of importance. Scholastic backwardness is infact 

one of the major complaints with which children are brought 

to psychiatric and child guidance clinics (Khurana, 1980; 

John and Kapur, 1986).
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When scholastic backwardness is due to specific 

developmental delays, the ICD-10 labels it specific 

developmental disorders of scholastic skills’ and DSM-III-R

terms it 'Scholastic skills deficit disorder'. Scholastic

backwardness may be wholly of partly due to internal factors 

such as sensori-motor handicaps, temperamental traits, 

psychological problems, learning disabilities and mental 

retardation or due to external factors such as poor 

educational system, psychosocial stressors in the context of 

the family or school and the inherent nature of scripts in 

different languages.

Underachievement can also be attributed to psychological 

factors such as motivation, self-confidence and dependence. 

The child may also have poor self-control leading to 

disruptive classroom behaviour and attentional problems.

School factors have also been associated with different

levels of academic achievement. In the urban setting of 

India, overcrowded, ill-equipped classrooms, under paid 

overworked teachers and children from impoverished homes 

with irregular school attendance are typical of the school 

system. Some of the common problems in rural settings are 

multigrade classrooms, rampant absentism in teachers and
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pupils alike, and lack of basic classroom amenities 

(Malavika, 1995).

Several studies of children who are underachievers have 

been conducted by various universities and educationists. 

More often, the studies assess classroom achievement, and do

not attempt to identify the causative factors of these

problems (Malavika, 1995).

The attempt to identify these factors is essential for

planning proper remedial programmes to such children and also 

to create congenial classroom environment so that their 

potentiality can be developed to maximum possible extent. 

Though the remediation of some of these problems require 

specialised services by special educationists,

paediatricians, psychologists, psychiatrists etc., teachers 

have a major role to play in the management of such children.

In fact teachers should be trained in identifying the 

children with different problems, understanding- the causes 

wherever possible, understanding the impact of the problems

on the achievement of children in scholastic and non

scholastic areas as well as social and emotional adjustment,
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management of them in school as well as classroom and also in 

providing remedial instruction wherever possible and

feasible.

At present such training components are very much

lacking. The teachers should be trained to understand any

problem in academic and non-academic areas as well as 

emotional and social adjustment on the part of the child 

relatively in greater depth and breadth in relation to pupil

and environmental variables.

The training in the aforementioned direction is 

practically impossible in the present Indian context due to 

several reasons. Some of the most important reasons are -

a) lack of tools to identify children with various problems 

and to diagnose their difficulties,

b) lack of systematic research studies to understand the 

problems of children through wholistic approach from 

multidisciplinary perspective,

c) lack of involvement of personnel like medical doctors, 

psychologists, psychiatrists and other specialists in the 

educational planning for children,
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d) lack of data related to incidence of children with

learning disabilities, chronic health problems, emotional 

and behavioral problems among school going population.

e) limited expertise in dealing with certain handicapping 

conditions like learning and behaviour disabilities.

In order to improve quality of primary education there 

is an urgent need to bridge up the gap in all these areas. 

The present study is one such attempt in this direction.

1.2 Review of Related Studies Conducted in India

The studies which attempted to identify various problems 

among primary school children are very much limited in number 

in India. There are some studies which had High School and 

College students as their sample. The studies which fall 

into categories like Learning, Motivation and Personality, 

Correlates of achievement, Needs and Problems of Students, 

Education of the Handicapped, Chronic Physical Health

Problems and Children with Emotional and Behavioural Problems

were reviewed. It was noticed that studies which are

relevant in the context of the present study are limited in 

number. This suggests that there is a real dearth in this

field in India. Due to paucity of time studies conducted in
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other countries were not reviewed. The major findings of the

available studies are summarised below :

I. Chronic Health Problems of Children

Studies in India have shown that communicable diseases

are predominent causes of death among the rural and low 

income group of school children. The important diseases that

affect them are diarrhoeas, diseases due to intestinal 

parasites, common respiratory infections like tuberculosis, 

bronchitis and pneumonia, malaria, trachoma, leprosy and 

rarely diseases like measles, whooping cough and chickenpox

(Chandrasekhara, 1985).

a) Skin disorders in school children

The incidence of skin disorders varies from 4% as

reported by School Health Committee to 48.3% as reported by 

Rao, et al. (1961). The common skin disorders among school 

children are scabies, paediculosis, tineasis, pyoderma and

leprosy
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b) Eye disorders

Defective vision is one of the commonest causes of 

reading difficulty and therefore frequently connected with 

pseudomental reatardation.

Some of the common causes of eye defects in school 

children are because of environmental factors like poor 

source of illumination, defective posture, defective printing 

and vitamin 'A' deficiency.

Some of the common infections are conjunctivitis, 

trachoma. Eye problems are found to vary from 4% as reported 

by Merchant and Norah (1975) to 67.44% as reported by School

Health Committee.

Incidence of Opthalmic disorder (cited in Chandrasekhar,

1985).

1967 Iswarchandra Jabbalpur 36.7%
1968 Datta et al. Pondicherry 8.2%
1968 Wdani P.M. Palghar 12.2%
1971 Roy et al. Calcutta 5.08%
1975 * Merchant R.H. et al. Bombay 4.15%
1976 Indirabai et al. Tirupathi 9.2%
1977 Dhingra et al. Delhi 6.8%
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c) ENT disorders and respiratory disorders in school children

Infections of adenoids, tonsils, mastoid sinuses etc. 

and other disturbances of ENT are important and common

diseases in school children.

d) Hearing and speech disorders

Conditions that commonly interfere with hearing are 

earache, ear discharge and mastoiditis and speech defects 

include stuttering, unpleasant accent, nasality and harsh or 

monotonous voice. Rao et al. (1961) in their study found 1.2% 

of school children having auditory defects. Pal observed 

0.1% of children having speech defect.

e) Respiratory system disorders

Respiratory infections include common cold, sore, 

throat, bronchitis, sinusitis pneumonia and pulmonary 

tuberculosis. Respiratory disorders vary from 1.1% as 

reported by Shah and Udani, to 5.62% as reported by Merchant

and Norah (1975).

Other common illnesses of respiratory system in children 

are enlarged tonsils, epistaxis, deviated nasal septum and

bronchial asthma.
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f) Gastro-intestinal disorder

These include diarrhoea, dysentery, abdominal pain,

enlarged liver etc. Mukherjee and Sen Gupta (cited in

Chandrasekhar, 1985) have shown that diarrhoea was present in

3.5% dysentery in 0.30%, abdominal pain in 1%, enlarged liver 

in 0.1% and worm infestation in 6.2% of cases. These 

diseases are mainly due to poor personal hygiene, bad eating 

habits, unprotected water supply and poor environmental 

sanitation.

g) Cardiovascular disorders

Cardiovascular disorders though uncommon are important 

disorders that need to be recognized early because of their 

grave implications.

Prevalence of cardio vascular disorders are found to

vary from 0.34% as reported by Koshi et al. (1969) to 8.72%

as reported by Merchant and Norah (1975).

h) Central nervous system disorders

These include epilepsy, poliomyelitis, Bells palsy etc.

Rao et al. (1961) reported 0.2% of CNS disorders in his study
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of children in schools while Merchant showed 2.1% of CNS 

disorders and Agarwal et al. showed 1.6% of epilepsy in

school children.

i) Dental problem of school children

Dental carries is one of the serious health problems of

school children. American Dental Association (1960) said

that 50% of all 2 year old children have one or more caries

teeth by the time they reach school.

j) Worm infestation in school children

Recurrent abdominal pain, diarrhoea, vomiting etc. due

to worm infestation are encountered in school children

because of poor socio-economic condition and poor personal 

and environmental hygiene.

The incidence

to Mukherjee (1966)

of gastro intestinal disorders according 

is 18.6%, Dhingra et al. (1977) 12.25%.

Chandrasekhara (1985) attempted

status of school children belonging 

economic groups. The study aimed

to compare the health

to different socio-

at assessment of
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nutritional status, immunization status, morbidity and 

anthropometry. The following table gives the summary of

findings :

Table 1.1

Variable
Percentage of 
Children in 
Govt.Schools

Percentage of 
Children in 

Private Schools

I. Nutritional Status

Vitamin A deficiency 8.59 4.97

Vitamin B deficiency 1.91 0.55
Essential fatty acid 1.67 1.1
deficiency

Nutritional anaemia 8.35 5.52

Severe protein energy 18.5 5.52
malnutrition

II Immunization status 80.9 80.1
with smallpox

III Morbidity

Dental caries 30.94 30.79

Worm infestation 24.3 15.4
Skin disorders 15.41 13.26

Retractive errors 3.32 1.66

ENT disorders 2.62 2.21

Diseases of the 1.68 0.55
respiratory system

Post-polio Paralysis 1.19 -



14

From the above table it can be understood that all the 

illnesses analysed were more prevalent in Government school 

children than private school children. The reason is 

majority of Government school children are coming from lower 

socio-economic groups when compared to private school 

children who are mainly from upper socio-economic class.

The study of anthropometry in the sdhools showed that

the children of upper socio-economic status were heavier and

taller than their counterpart in lower socio-economic class.

Patil (1987) conducted similar study with urban and

rural school children. The table below gives the summary of

findings :
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Table 1.2

Variable
Percentage of 
Children in
rural area

Percentage of 
Children in
urban area

I Nutritional status

Vitamin A deficiency 15.8 9.5

Vitamin B complex 
deficiency 1.13 1

Essential fatty acid 
deficiency

4.5 4

II Immunization status

BCG 62.78 44.25
III Morbidity

Dental caries 42.45 33.75
Worm infestation 28.40 13.75
Nutritional disorders

Protein energy 
malnutrition

43.75 46.00

Anaemia 14.77 12
Skin disorders 1.98 5

Refractive errors - 0.25
ENT disorders 1.42 3

Disease of the 
Respiratory system

3.5 2.5

Cardiovascular
disorders

- 0.25

Musculoskeletal
disorders

- 0.25
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From the above table it is clear that many diseases are 

more prevalent in rural schools children compared to urban

schools children.

II. Scholastic Backwardness

There are certain epidemiological studies related to 

Scholastic Backwardness. Kapur (1993) noticed 17% of 

children with scholastic backwardness among primary school 

children from lower socio-economic status. Shenoy (1992) 

observed scholastic backwardness among 11% of boys and 8% of 

girls from middle socio-economic status. in Shenoy's study 

an interesting age trend of decline in percentage of 

scholastic backwardness in girls and an increase in boys was 

noticed. Among lower middle social-economic status children 

nearly 33% of children were identified as scholastically 

backward (Rozario, 1991), a majority of them had specific 

learning disabilities. Sarkar also found out 33% of children 

from middle socio-economic status as scholastically backward. 

They had more psychological problems and psychosocial

stressors.

Spoken language, writing and reading were the areas

where children faced maximum difficulties (Mohite, 1980).
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There are 3% of the children who exhibit dyslexia 

(reading disability) in Kannada language when applied a set 

of rigid criteria (Ramaa, 1993) and there are 6% of children 

who exhibit dyscalculia (arithmetic disability) (Ramaa,

1990), Gowramma, 1996).

Srimani (1996) has found out 7% of the children who

exhibit language disabilities in primary school children.

Educationally backward and bright children differed 

significantly on intelligence, vocabulary and arithmetic 

ability, bright ones scoring high on each test. These 

factors seemed responsible for 50% of the backwardness among

the children (Puranik, 1969) .

Ill Emotional and Behaviour Problems

The major findings of the studies related to emotional 

and behaviour problems are listed below:

The behavioural problems of primary school children are 

related to age, sex, parents' attitude, child rearing

practices, socio-economic status, caste, etc. (Mehta, 1969).
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The problem behaviours decrease along with the age. The 

trend was shown in certain types of problems like sleeping 

and eating difficulties, habit disorders, aggressiveness and 

delinguent related behavior (Muralidharan, 1973).

The backward children had adjustment problems related to 

studies, teachers and examinations. They suffered from 

inferiority complex, health problems, brooding and lack of 

security (Puranik, 1969).

The Mooney problem checklist showed that girls worried 

about examinations, were nervous, fearful, careless, lazy, 

shy and had emotional instability. School was a significant 

contributor to the problem. There was no relation between 

problems and intelligence and personality and problems. Only 

in a few cases problems and achievements were related (Katra,

1976) .

Normal school going boys manifested problem behaviour in 

various aspects of life. The patterns of problem behaviour 

related to major areas did not show much changes for the age 

groups. Each age group (7-10 years) exhibited certain 

specific problems (Phatak, 1973).
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The prevalence of

follows:

Attention Deficit Disorder is as

Chawla et al. (1981)

Oommen, Kapur and 
Sarmukaddam (1987)

Murthy, Ghose and 
Varma (1974)

Indian council of Medical 
Research (1984)

4.67%

2.5% of situational 
hyperactivity and 0.25% of 
pervasive overactivity

0.4%

9%

No Indian studies are reported with reference to the

prevalence of conduct disorders. However trends of increased

prevalence in certain age groups have been noted in some 

Indian studies, for example, in five to 10 year olds (John, 

1980; Parvathavardhini, 1983) with predominantly conduct

disturbance.

The study by Shenoy (1992) confirms the same. In this 

study boys and girls in the age range of 7-8 years differed 

significantly from the younger children with higher

prevalence rates.

Indian studies have reported significantly lower 

intellectual quotients and perceptual motor deficits in the 

conduct disordered children when compared to normals and

emotionally disordered children.
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Longitudinal studies on the conduct disordered in the 

schools and community have not been reported in the Indian 

settings. In India, the children who are severely disturbed 

and unmanageable at home, and in psychiatric settings, when

conventional interventions fail, are often sent to 

residential schools run by religious organizations. In some 

cases, when these children are exposed to a value based, 

structured life with the majority of inmates being normal, 

they seem to have improved (Malavika, 1996).

School based surveys relating to emotional disorders

such as anxiety related conditions, depression, social 

withdrawal, somatization are lacking. This may be because of 

the reason as pointed by Malavika (1996) that prevalence of 

these disorders renders reporting a difficult task. Thus 

most of the studies are based on clinic sample. Review of 

these studies is not of much use in the present context. 

School based studies help in modifying educational programmes 

so that better adjustment can be achieved on the part of each

and every child.
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CHAPTER II

STUDY DESIGN

2.1 Introduction

The objectives, research questions, sample, tools and 

techniques for data collection in the study are discussed in 

this chapter.

2.2 Objectives

The study has the following specific objectives:

i) To prepare a comprehensive inventory and behaviour

schedules to identify children with chronic physical 

health problems, learning problems, emotional and

behaviour problems.

ii) To identify children who exhibit poor academic 

achievement in primary schools of Mandya district where 

DPEP is implemented.

iii) To determine the percentage of children who exhibit poor 

academic achievement, chronic physical health problems, 

emotional and behaviour problems, learning disabilities,

below average intelligence and sensory problems.
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2.3 Research questions

The study is aimed at answering the following research

questions:

i) What percentage of children exhibit general scholastic 

backwardness in primary schools of selected taluks in 

Mandya district?

ii) What percentage of children exhibit poor performance in 

specific academic areas like reading, writing and

arithmetic?

iii) What are the types of chronic health problems and 

sensory problems that are prevalent in primary school

children?

iv) In what percentage of children chronic health problems 

and sensory problems are causes of poor academic

performance?

v) In what percentage of children below average 

intelligence and learning disabilities are causes of

scholastic backwardness?
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vi) What are the types of emotional and behavioural 

problems that are prevalent in primary school children?

vii) What percentage of children with scholastic 

backwardness.demonstrate various emotional and 

behavioural problems?

viii) In what percentage of children there are multiple 

causes of poor academic performance like mental 

retardation and chronic health problems or learning 

disabilities and emotional problems etc.?

2.4 Sanple of the study

The study was carried out in Mandya district were DPEP 

is implemented. Within the district two taluks namely 

Srirangapatna and Mandya were selected keeping in mind the 

feasibility to collect the data. The former is a rural set

up and latter is a urban set-up. Lists of all the schools 

existing in these two taluks were obtained from the district 

administration. Initially 30 schools (16 from Srirangapatna 

taluk and 14 from Mandya taluk) were selected to identify 

children with different problems. A list of children with 

physical health, learning and behaviour problems was prepared 

on the basis of teachers opinion, informal testing and
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observation. This list consisted of a total of 571 children 

having different problems. Due to paucity of time, for the 

study only 20 schools (12 and 8 schools from Srirangapatna 

and Mandya taluks respectively) were selected keeping in mind 

number of scholastically backward children and children 

having different types of health and behaviour problems 

available for the study. Thus the final sample for the study 

consisted of 458 children. Of these children, 304 were from

Srirangapatna taluk and 154 were from Mandya taluk. Children 

studying in Grades II through IV were included for the study 

and Grade I children were excluded as it is too early to

identify academic backwardness at this stage
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Table: 2.1

Number of children with different types of problems referred 
by the teachers

Name of the Taluk
Total

Mandya Srirangapatna

No.of Schools 08 12 20

Total population 1440 2143 3583

No.of children 
with different 
types of problems

154 304 . 458

No.of children to 
whom intelligence 
test was administered 130 262 392

Educational Backwardness

a) Reading 136 172 308

b) Writing 124 170 294

c) Arithmetic • 102 176 278

Health problems 210 340 550

Emotional, Behaviour 
problems 40 64 104

2.5 Tools and Techniques

The required data for the study were collected by

administering the tools given below:
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Table 2.2

Tools and Techniques employed to collect required data

Variables Tools/Techniques

Reading Performance a) Kannada Word Recognition 
Test, Ramaa, 1985.

b) Kannada Oral Reading Test, 
Jaya Bai, 1958.

Writing Performance Kannada Word Recognition Test, 
Ramaa, 1985.

Arithmetic Performance Arithmetic Diagnostic Test for 
Primary School Children, Ramaa, 
1993.

Intelligence Raven’s Coloured Progressive 
Matrices, Raven, 1976.

Physical Health problems Physical Health Problem 
inventory developed by the 
investigators.

Emotional and Behavioural 
problems

Schedule for Assessment of 
Behavioral Problems in Children 
developed by the investigators

A brief description of the tools used in the study are given

below:

2.5.1. Kannada Word Recognition Test (Ramaa, 1993)

This test assesses accuracy of Kannada word recognition

among grades III and IV. This test includes 100 words
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consisting of almost all the letters of Kannada alphabet and 

sample of 'Kagunitha' (consonant + different sounds including 

vowels and diphthongs denoted by specific symbols). Double 

consonant sounds (for example 'spa') are excluded such that 

the average reader of grade III could easily read all the 

words when sufficient time is given. But sounds like ’kkka, 

ppa' are included. Since word recognition demands sound 

blending/word synthesis ability along with identification of 

letters, the difficulty for word recognition is increased 

only in terms of number of letters out of which the words

are formed. Thus the words formed out of selected symbols

include 2-7 letters. The words are arranged in an increasing

order of number of letters in words.

The test is standardized on primary school children of 

Grades III and IV (N=200 each) belonging to rural and urban

areas.

The same test is used for assessing writing skill among 

the children of the present study. The test is standardised 

for establishing norms for writing skill on the same set of 

children on whom the norms were established for reading

skill.
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Administration and Scoring Procedure

The reading test was administered individually. Normal 

children require 5-8 mts. to read all the words whereas a 

child considered to be poor in reading skill required 20 to 

30 minutes to read the words included in the test. Hence, 

due to paucity of time available for the study, a child was 

given 15 minutes time to read the words. Each correctly read 

word was given a score. Depending upon the mean and standard

deviation the following categories of performance in reading

skill were formed and each child was included in the

appropriate category according to his performance.

Table 2.3

Mean and Standard deviation for the Kannada Word Recognition 
Test (Reading)

Grade II III IV

Mean 46.926 59.5

Standard 26.200 30.397
Deviation
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Table 2.4

Categories on the basis of mean and standard deviation for 
Kannada Word Recognition Test (Reading).

Category II III IV

Very good 61 + 74 + 90 +

Good 46-60 61-73 76-90

Average 31-45 35-60 45-75

Poor 15-30 21-34 30-44

Very poor <15 <21 <30

The test which is meant for assessing

performance was used to assess writing skill also.

was standardized on the same set of children

standardization was done for reading.

reading

The test

on whom

The words were dictated loudly and repeated at least 

twice. Care was taken to see that every child had sufficient 

time to write the words. On an average children took 45 to

60 minutes to write the 100 words included in the test. Each

correctly written word was given a score. Depending upon the 

Mean and Standard Deviation the following categories of

performance in writing skill were formed and each child was 

included in the appropriate category according to his

performance.
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Table 2.5

Mean and Standard deviation for the 
Kannada Word Recognition Test (Writing)

Grade II III IV

Mean 23.145 30.56

Standard
deviation

20.018 20.236

Table 2. 6

Categories on the 
the Kannada

basis of mean and standard deviation for 
Word Recognition Test (Writing)

Category II III IV

Very good 22 + 44 + 52 +

Good 17-21 34-43 42-51

Average 7-16 14-33 21-41

Poor 2-6 3-13 10-20

Very poor <2 <3 <10

2.5.2 Kannada Oral Reading Test

The test was developed by Jaya Bai (1958) to assess the 

speed and accuracy of oral reading for the seven grades of 

Primary Schools from grade II through VIII.
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In the final form, 150 words are arranged in the order 

of difficulty. These words are printed in 22 lines each 

consisting of seven words except the last line which consists 

of only three words. Space has been left between two words 

to distinguish them from the continuous matter. The subject 

has to read the words horizontally and soon-after he finishes 

the last word in the previous line, he has to proceed to the

first word of the next line.

It is an individually administered one minute scale.

The number of correctly read words within a minute has to be

noted down. One score is given for

word.

every correctly read

The reliability coefficient of the test found by the

test-retest and odd-even split-half methods were 0.98 and

0.81 respectively.

Taken the test as a whole, it was found that the test

was at 53 per cent of difficulty. Norms were developed in 

the form of mean scores for each grade. The-table below 

gives mean scores for each grade.



32

The Kannada Oral Reading Test was administered to each 

child individually. Each correctly read word was given one 

score. Considering the mean scores for each grade, a child’s

performance was judged and was included accordingly under

appropriate category denoting average or retardation by one

year, two years or three years.

Table 2.7

Means for different age groups and grades on Kannada Oral 
Reading Test

Grades Mean age in years Mean scores

II 7.3 22.7
III 8.3 36.9
IV 9.2 43.2
V 10.3 56.4
VI 11.1 65.5
VII 12.1 72.8
VIII 13.1 83.4

2.5.3 Arithmetic Diagnostic Test for Primary School Children 

(Ramaa, 1994).

The test is meant for' diagnosing the specific 

difficulties encountered by children of primary schools, that 

is grades I through IV while doing arithmetic sums. The test 

coves three major areas of arithmetic namely number concept, 

arithmetic processes (operations) - addition, subtraction,



33

multiplication and division, and arithmetic reasoning which 

is assessed at different levels through word problems and 

other types of problems dealing with the judicious 

application of the fundamental arithmetic operatoins in 

solving them.

Since the purpose of the present study was to identify 

children who experience difficulty in arithmetic and not to 

diagnose the difficulties, there was no need to administer 

the whole test. So sample items which are appropriate to 

different grades were selected from this test. These items

were administered individually to the children. One score 

was given to every correctly done sum. The level of 

arithmetic difficulty was judged by comparing the obtained 

score with the expected score for each grade.

2.5.4 The Coloured Progressive Matrices

This test was developed by Raven (1965). The coloured

matrices are designed for use with young children and old 

people, for anthropological studies, and for clinical work. 

They can be used satisfactorily with people who, for any 

reason, cannot understand or speak the regional language, 

with people suffering from, physical disabilities, aphasia, 

cerebral palsy, or deafness, as well as with people who are
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intellectually subnormal or have deteriorated. It has 

been also found that many dyslexic subjects, both children

and adults, have had remarkable success in the Advanced

Matrices Test {Raven, 1965). miles and Wheeler (1974) have 

considered this test as the most 'dyslexia' free' of any 

intelligence test available because it is a test which calls 

for recognition of abstract relationships, but the amount 

which the person has to 'hold in mind' at once is strictly 

limited; he must recognize relationships as he scans the

patterns horizontally and he must recognize relationships as

he scans the patterns vertically, but he need not scan them

both at once, and the number of defining properties of the

correct design for completing the matrix is well within the 

limits of the 'load' which he can carry. As the present 

study was aimed at identifying learning disabled children 

also this test was considered as most appropriate to assess 

intelligence among the children of the present study.

The test was administered individually by following the 

instructions given in the manual. The responses were 

recorded by the investigator and scoring was done as per the 

instructions given in the manual.
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The author has given the following classifications of 

persons based on the performance on this test.

Grade

I Or 'intellectually superior’, if his score lies at or 
above the 95th percentile for people of his age group.

II definitely above the average in intellectual capacity’, 
if his score lies at or above the 75th percentile.

Ill +, if his score is greater than the median or 50th 
percentile.

Ill if his score is less than the median.

IV 'definitely below average in intellectual capacity', if 
his score lies at or below the 25th percentile.

V if his score lies at or below the 10th percentile, and

V 'intellectually defective’, if his score lies at or below 
the 5th percentile.

In the present study, children whose percentile points 

fell below 5th percentiles were considered as children with

mental retardation.

2.5.5 Physical Health Problems Inventory

The Physical Health Problems inventory was developed by 

the investigators of the present study after consulting the 

available related literature and experts in the field. This

inventory is meant for collecting information from parents
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and teachers with regard

children. The inventory has 

deals with the preliminary

deals with various physical

deals with parental attitude

The inventory covers almost

children and these problems

headings. They are :

to health problems of school

got three sections. Section A

data of the pupil. Section B

halth problems and Section C 

towards child’s health problems.

11 health problems found among

ave been covered under 10 major

1. Developmental history of the child

2. General health of the child.

3. Sensory and speech problems

4. Central nervous system disorders

5. Gastro-intestinal problems

6. Problems of Genito-urinary system and kidneys

7. Respiratory diseases

8. Cardiovascular diseases

9. Musculo skeletal diseases

10. Miscellaneous diseases

The tool, after completion, was given to experts in the 

field for their opinion with regard to various health 

problems included under various categories. Based on the

suggestions made by the experts certain modifications were
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done in the tool and the final form of the tool was printed. 

The inventory was translated to Kannada language and the 

appropriateness of the language was verified with a group of 

teachers. English version of the inventory is given in

Annexure-I

The investigator sought the help of teachers through 

supplying the inventory and brief orientation and in a few 

cases parents in identifying various health problems of the

children. After the initial identification of children with

different types of health problems, a team of doctors visited 

the schools and a thorough medical examination was made in 

the case of each child. Children were given prescriptions

and were advised to undergo medical treatment at the

earliest.

2.5.6 Behaviour Problems Schedule

The behaviour problems schedule was developed by the

investigators of the present study after going through the

related literature mainly DSM IV and ICD 10. This schedule 

is for collecting information from parents and teachers to 

assess emotional and behavioural problems of children. There

are two sections in the schedule. Section-A deals with the
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preliminary data of the pupil and section-B deals with 

various emotional and behavioural problems. The problems are 

grouped under 10 major categories. They are :

1. Mental retardation

2. Attention deficit disorder

3. Learning disabilities

4. Conduct disorders

5. Depression

6. Anxiety disorders

7. Obsessive - compulsive disorder

8. Phobic disorder

9. Autism

10. Psychosis.

After the development of the schedule, it was given to 

the experts in the field for their valuable comments with 

regard to the appropriateness of various items included in 

the schedule. Based on the suggestions made by the experts

some of the items were modified to suit the needs of the

present study. Thus the final form of the schedule was ready 

for use. The same was translated into Kannada language and 

the appropriateness of the language was verified with a group 

of teachers. English version of the schedule is given in

Annexure-II
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The investigator sought the help from teachers of 

identify children having different emotional and behavioural 

problems. They were given the booklets in advance and brief 

orientation was given. The teachers were expected to give a 

list of children with different types of emotional and 

behaviour problems. One schedule was used for each child to 

collect the required data. After the initial identification 

of children with these problems a team of doctors visited the 

schools and made a thorough examination of these children.

Valuable suggestions were also given to the teachers in 

dealing with various emotional and behavioural problems of 

children. However parents were not consulted for 

identification of the emotional and behaviour problems. This

is one of the important limitations of the study.
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CHAPTER III

DATA AND DISCUSSION

3.1 Introduction

The data collected in the study is tabulated in the 

tables given below. They are self-explanatory. The major 

findings are listed out after the tables.

3.2 Data collected in the study



Table 3.1

General Academic Backwardness

Taluk Number of 
Schools Grade

Total
population

Number of children 
who exhibit General
Academic Backwardness

Percent aye

II 477 27 5.66

III 472 28 5.93
Mandya 8

IV 491 28 5.70

Total 1440 83 5.76

II 654 40 6.12

III 783 60 7.66
Srirangapatna 12

IV 706 66 9.35

Total 2143 166 7.75



Taluk

Table 3.2

leading performance (Speed and Accuracy)

Handya

Srirangapatna

Nunber
of

Schools
Grade

Total
Popula
tion

No.of 
children 
to whom 
test was

given

Per
cent
age

Level of perforiance

Aver
age

I Below
1 year 
Grade

I Below
2 year 
Grade

I Below
3 year 
Grade

I

II 477 37 7.76 0 0.00 37 7.76 - - - -

8 III 472 30 6.36 1 0.21 00 0.00 29 6.15 - -

IV 491 49 9.98 0 0.00 00 0.00 2 0.41 47 9.57

II 654 37 5.66 0 0.00 37 5.66 - - - -

12 III 783 56 7.15 0 0.00 1 0.13 55 7.02 - -

IV 706 57 8.07 0 0.00 0 0.00 3 0.42 54 7.65



Table 3.3

leading Performce (Accuracy)

Taluk
Nuiber

of
Schools

Grade
Total

popula
tion

No.of 
children 
to uhoi 
test was 
given

Per
cent

age

Level of perforiance

Very
good

I Good Aver
age

I Poor Very
poor

r I

II 477 37 7.76 2 0.42 2 0.42 4 0.84 2 0.42 27 5.66

Mandya 8 III 472 30 6.36 0 0.00 2 0.42 1 0.21 0 0.00 27 5.72

IV 491 49 9.98 0 0.00 3 0.61 3 0.61 5 1.02 38 7.74

Total 1440 116 8.06 2 0.14 7 0.49 8 0.56 7 0.49 92 6.39

II 654 37 5.66 0 0.00 0 0.00 0 0.0 0 0.00 37 5.66

Sriranga
Patna

12 III . 783 56 7.15 0 0.00 2 0.26 1 0.13 2 ‘ 0.26 51 6.51

IV 706 57 8.07 1 0.14 1 0.14 8 1.13 6 0.85 41 5.80

Total 2143 150 7.0 1 0.05 3 0.14 9 0.42 8 0.37 129 6.02



Table 3.4

Writing Performance

Taluk
Number

of
Schools

Grade
Total

popula
tion

No.of 
children 
to whom 
test was

given

Per
cent
age

Level of perforiance

Very
good

% Good I Aver- k 
age

Poor 1 Very
poor

I

II 477 37 7.76 6 1.26 2 0.42 5 1.05 1 0.21 23 4.82

Mandya 8 III 472 32 6.78 0 0.00 1 0.21 5 1.06 5 1.06 21 4.45

IV 491 39 7.94 0 0.00 0 0.00 7 1.43 4 0.81 28 5.70

Total 1440 108 7.5 6 0.42 3 0.21 17 1.18 10 0.69 72 5.0

II 654 36 5.50 0 0.00 0 0.00 0 0.00 3 0.46 33 5.04

Sriranga 12 III 783 54 6.90 0 0.00 1 0.13 1 0.13 11 1.41 41 5.24
Patna

IV 706 57 8.07 2 0.28 4 0.57 2 0.28 15 2.12 34 4.81

Total 2143 147 6.86 2 0.09 5 0.23 3 0.14 29 1.35 108 5.04

-r



Table 3.5

irithietic Performce

Nuiber Total
No.of 

children Per
Level of performance

Taluk of Grade popula to whoi cent Aver- I Below t Below t Below \
Schools tion test was age age 1 year 2 year 3 year

given Grade Grade Grade

II 477 30 6.29 9 1.89 21 4.40 - - - -

Mandya 8 III 472 33 6.99 0 0.00 09 1.91 24 5.08 - -

IV 491 32 6.52 0 0.00 07 1.43 17 3.46 8 1.63

II 654 39 5.96 8 1.22 31 4.74 - - - -

Srirangapatna 12 III 783 51 6.51 2 0.26 13 1.66 36 4.60 - -

IV 706 66 9.35 2 0.28 10 1.42 ‘ 29 4.11 25 3.54

Srirangapatna



Table 3.6

Intellectual Level on laven's Colored Progressive Harices

Level of perforiance 
Io.of . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Nuiber Total Children Per Inte * Above ’1 Aver \ Below I Intel I
of Grade popula to whoi cent llect aver age aver led

Schools tion test age ually age age ally
was given supe (Below Defec

rior 25th tive
percen (Below
tile) 5th

percen
tile)

II 477 38 7.97 0 0.00 0 0 00 4 0.84 22 4.61 12 2.52

Handya 8 III 472 35 7.42 0 0.00 1 0 21 2 0.42 7 1.48 15 5.30

IV 491 57 11.61 0 0.00 2 0 41 5 1.02 8 1.63 42 8.55

Total 1440 130 9.03 0 0.00 3 0 21 11 0.76 37 2.57 69 5.49

II 654 55 8.41 0 0.00 0 0 00 2 0.31 28 4.28 25 3.82

Sriranga
Patna

12 III 783 96 12.26 1 0.13 0 0 00 7 0.89 17 2.17 71 9.07

IV 706 111 15.72 0 0.00 2 0.28 6 0.85 21 2.97 82 11.61

Total 2143 262 12.23 1 0.05 2 0.09 15 0.70 66 3.08 178 8.31



Table 3.7

Number of Children with Health Problems

Taluk Grade Total
Population

No.of children with 
Health Problems

Percentage

V.P.S* 0 0.00
II 477

S.P.S** 10 2.10

V.P.S 0 0.00
Mandya III 472

S.P.S 18 3.81

V.P.S 1 0.20
IV 491

S.P.S 18 3.67

V.P.S 2 0.31
II 654

S.P.S 12 1.83
V.P.S 4 0.51

Srirangapatna III 783
S.P.S 17 2.17

V.P.S 4 0.56
IV 706

S.P.S 27 3.82

* V.P.S. Very poor in Scholastic Performance

** S.P.S Slightly poor in Scholastic Performance.



Table 3.7.1

I General Health of the Child

Mandya Taluk Srirangapatna Taluk
Disease Total No.of Per Total No .of Per

No.of cases cent No. of cases cent
students identi age students identi age

f ied f ied

1. Nutritional
Anaemia

1440 6 0.42 2143 19 0.89 r-

2. Dental
caries

1440 218 15.83 2143 365 17.04

3. Leucoderma 1440 1 0.07 2143 0 0.00



Table 3.7.2

•
II Sensory and Speech Problems

Mandya Taluk Srirangapatna Taluk

Disease Total No .of Per Total No .of Per
No .of cases cent No. of cases cent
students identi age students identi age

f led f ied

1. Short
sightedness

1440 4 0.28 2143 6 0.28

2. Nistagmus 1440 1 0.07 2143 1 0.05

3. Chronic
Lacrymal
Disease

1440 0 0.0 2143 7 0.33

4. Squint
Eyes

1440 1 0.07 2143 1 0.05

5. Night
Blindness

1440 0 0.10 2143 7 0.33

6. Hearing
Defect

1440 1 0.07 2143 . 0 0.00

7. Ear Ache 1440 1 0.07 2143 5 0.23

8. Ear
Discharge

1440 1 0.07 2143 3 0.14

9. Speech
Defects

1440 2 0.14 2143 7 0.33



Table 3.7.3

III Central Nervous System Disorders

Disease

Mandya Taluk Srirangapatna Taluk

Total
No .of
students

No. of
cases
identi
fied

Per
cent
age

Total
No .of
students

No. of
cases
identi
fied

Per
cent
age

1. Epilepsy 1440 3 0.21 2143 3 0.14

Table 3.7.4

IV Gastro-Intestinal Problem

Mandya Taluk Srirangapatna Taluk
Disease Total No. of Per Total No . Of Per

No .of cases cent No. of cases cent
students identi

fied
age students identi

fied
age

1• Worm 1440 15 1.04 2143 17 0.79
Infestation

2. Abdominal 1440 11 0.76 2143 12 0.56
pain

2. Pica 1440 0 0.0 2143 1 0.05



Table 3.7.5

V Respiratory Diseases

Problem
Mandya Taluk Srirangapatna Taluk

Total
No. of
students

No. of 
cases 
identi
fied

Per
cent
age

Total
No .of
students

No .of
cases
identi
fied

Per
cent
age

1. Respiratory 
Infection

1440 1 0.07 2143 2 0.09

2. Tuberculosis 1440 1 0.07 2143 1 0.05
O"i



Table 3.7.6

VI Cardio Vascular Diseases

Mandya Taluk Srirangapatna Taluk

Disease Total No .of Per Total No. of Per
No.of cases cent No. of cases cent
students identi age students identi age

f ied f ied

Heart 1440 5 0.35 2143 5 0.23
Problem

J".



Table 3.7.7

VII Musculo Skeletal Diseases

Mandya Taluk Srirangapatna Taluk
Disease Total No .of Per Total No. of Per

No. of cases cent No .of cases cent
students identi age students identi age

fied fied

1. Talepes 1440 0 0.00 2143 2 0.09

2. Scoliosis 1440 0 0.00 2143 1 0.05

3. Poliomyelitis 1440 3 0.21 2143 6 0.28

4. Achondroplasia 1440 1 0.0.7 2143 0 0.00



Table 3.1

laiber of Children with Biotioial and Behaviour Problems

Taluk Grade
Total

Population
ho.of children with 

Eiotional and
Behaviour Probleis

Percentage

V.P.S 0 0.00
II 477

S.P.S 3 0.63

V.P.S 0 0.00
Mandya III 472

S.P.S 4 0.85

V.P.S 0 0.00
IV 491

S.P.S 9 1.83

V.P.S 1 0.15
II 654

S.P.S 10 1.53

V.P.S 0 0.00
Srirangapatna III 783

S.P.S 10 1.28

V.P.S 1 0.14
IV 706

S.P.S 19 2.69



Table 3.8.1

Different types of Emotional and Behaviour Problems

Problem

Mandya Taluk Srirangapatna Taluk

Total
No .of
students

No .of 
cases 
identi
fied

Per
cent
age

Total
No .of
students

No .of
cases
identi
fied

Per
cent
age

1. Attention
Deficit
Disorder

1440 3 0.21 2143 19 0.89

2. Conduct
Disorders

1440 7 0.49 2143 36 1.68

3. Depression 1440 0 0.0 2143 1 0.05

4. Anxiety
Disorder

‘ 1440 2 0.14 2143 6 0.28

5. Phobic
Disorder

1440 2 0.14 2143 2 0.09

cn



Table 3.9

Number of Children with Learning Disabilities

Taluk Grade Total
Population

No.of children with 
Learning Disabilities

Percentage

II 477 13 2.73

Mandya III 472 4 0.85

IV 491 7 1.43

Total 1440 24 1.67

II 654 3 0.46
Srirangapatna III 783 6 0.77

IV 706 13 1.84

Total 2143 22 1.03



Table 3.10

Number of Children with Health Problems and Mental Retardation

Grade Population
Total

Health Problems
No.of children with Taluk 

and Percentage
Mental Retardation

II 477 4 0.84

Mandya III 472 4 0.85

IV 491 10 2.04

Total 1440 18 1.25

II 654 9 1.38

Srirangapatna III 783 19 2.43

IV 706 21 2.97

Total 2143 49 2.29



Table 3.11
Number of Children with Emotional and Behaviour Problems and Mental Retardation

CD
co

Taluk Grade
Total

Population
No.of children with 
Emotional, Behaviour 
Problems and Mental

Retardation

Percentage

II 477 1 0.21
Mandya III 472 1 0.21

IV 491 2 0.41

Total 1440 4 0.28

II 654 3 0.46

Srirangapatna III 783 8 1.02

IV 706 8 1.13

Total 2143 19 0.89



Table 3.12
Number of Children with Health Problems and Emotional and Behaviour Problems

Taluk Grade Total
Population

No.of children with 
Health Problems and

Emotional and 
Behaviour Problems

Percentage

V.P.S 0 0.00
II 477

S.P.S 0 0.00

V.P.S 0 0.00
Mandya III 472

S.P.S 0 0.00

V.P.S 0 0.00
IV 491

S.P.S 0 0.00

V.P.S 0 0.00
II 654

S.P.S 0 0.00

V.P.S 0 0.00
Srirangapatna III 783

S.P.S 1 0.13

V.P.S 0 0.00
IV 706

S.P.S 1 0.14



Table 3.13
Number of Children with Health Problems and Learning Disabilities

Taluk Grade
Total

Population
No.of children with 
Health Problems and 
Learning Disabilities

Percentage

II 477 0 0.00

Mandya III 472 0 0.00
IV 491 5 1.02

Total 1440 5 0.35

II 654 2 0.31

Srirangapatna III 783 2 0.26

IV 706 3 0.42

Total 2143 7 0.33



Table 3.14
Number of Children with Emotional and Behaviour Problems and Learning Disabilities

Taluk Grade
Total

Population
No.of children with Emotional 

and Behaviour Problems and
Learning Disabilities

Percentage

II 477 0 0.00
Mandya III 472 0 0.00

IV 491 0 0.00

Total 1440 0 0.00

II 654 1 0.15

Srirangapatna III 783 1 0.13

IV 706 1 0.14

Total 2143 3 0.14



Number of; Children with Health Problems, Emotional and 
Behaviour Problems and Mental Retardation

Table 3.15

Tabluk Grade
Total

Population
No.of children with

Health Problems, Emotional
and Behaviour Problems 
and Mental Retardation

Percentage

II 477 0 0.00

Mandya III 472 1 0.21

IV 491 0 0.00

Total 1440 1 0.07

II 654 3 0.46

Srirangapatna III 783 3 0.38

IV 706 0 0.00

Total 2143 6 0.28
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3.3 Major Findings and Discussion

1. From the Table No.3.1 it can be understood that 5.76% of

children in Mandya Taluk (urban) and 7.75% children in 

Srirangapatna Taluk (rural) exhibited General Academic 

Backwardness indicating more number of children with

scholastic backwardness in rural areas. The percentage of 

children with scholastic backwardness is .considerably high 

in both the taluks of Mandya district. However the 

figures are less in comparison with the percentages 

noticed in other studies Kapur - (1993) 17%, Shenoy (1992) 

-11% in boys and 8% in girls; Rozario (1991) -33%. Anyway 

without matching socio-economic status we cannot arrive at 

any conclusion regarding the difference in percentage of 

children with scholastic backwardness in the present study

and other studies.

Another factor to be considered is the degree of

backwardness as well as whether the child is expected to 

be poor in all the areas of academic skills or any one or 

two areas. In the present study scholastic backwardness 

refers to very poor performance in all the areas of 

academic skills -reading, writing, arithmetic.
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The percentage of children who are scholastically backward

is more or less the same in all the three grades in Mandya

taluk whereas it is in the increasing order from II 

through IV in the case of Srirangapatna taluk. The latter

suggests that in rural areas more and more number of 

children experience academic difficulty as they go to 

higher grades. This calls for immediate attention.

2. The Table 3.2 reveals that when speed and accuracy of 

reading performance is considered, majority of the poor

readers exhibit severe levels of retardation in both the

taluks. Another interesting observation is the percentage 

of children who are severely retarded in reading increases

along with the grades. This suggests severe difficulty in 

reading persists unless proper remedial measures are taken 

in the earlier grades.

3. When accuracy of reading alone considered the percentage 

of children who exhibits very poor performance in reading 

decreases slightly in all the grades. This can be

understood from the Table 3.3. This observation indicates

some children can read accurately only when sufficient 

time is given. Their problem is with speed and not with

accuracy.
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4 The number of children who are considered as poor in

writing by the classroom teachers is slightly lower than

the number of children who are considered as poor in

reading which can be observed in the Table 3.4. This is

somewhat unreliable as theoretically speaking all the 

children who are poor in reading will be poor in writing 

and in addition some children will be poor only in 

writing. This suggests teachers should be more sensitive 

to children's problems. The test performance reveals the

number of children who are poor in writing is more in 

comparison with reading, whereas compared to writing more 

number of children are very poor in reading. It seems to

be little bit unnatural. One of the possible reason is 

for this situation is the mean for writing is very much 

lower than that for reading on the same test (Vide section 

2.5.1 in Chapter II). Since expectation level is lower

level of performance will be boosted.

5. The number of children who are considered to be poor in 

arithmetic by the classroom teachers is less in comparison 

with reading and writing performance. Thus the percentage

of children who have severe difficulty in arithmetic is 

less in comparison with other academic skills like reading 

and writing. This can be noticed in the Table 3.5.

Further it can be noticed the percentage of children who
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experience severe difficulty in arithmetic increases along 

with the grade. So remedial instruction at an early stage

is a must.

6. The performance on Raven's Coloured Progressive Matrices

reveals that 5.49% of children in Mandya taluk (urban

area) and 8.31% of children in Srirangapatna Taluk (rural 

area) are intellectually defective (below 5th percentile). 

This suggests that in rural area percentage of children 

with intellectual retardation is more in comparison with 

that of urban area. One of the interesting finding 

(Table 3.5) that the percentage of children who are 

intellectually defective are more in higher grades of 

primary schools than in lower grades. This could be one 

of the reasons why the percentage of children with general 

academic backwardness and severe difficulty in different 

academic skills increases along with the grades. However

there is a need to further confirm and explain the 

observation that the percentage of children who are 

intellectually defective are more at the higher grades of 

primary schools. Since Raven's Coloured Progressive 

Matrices is a culture fare test the finding cannot be 

explained in terms of cultural factors, rather we have to

look in for developmental factors.
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There is sufficient support for the findings of the 

present study from the previous reports. Wallian (1958)

noticed that there is greater variation as far as 
'prevalence of mental retardation is concerned. It ranges 

from 0.05 to 13 percent of population. Dunn (1973) has

suggested that nearer to 5% of the total school population

would obtain IQ scores between 50 and 75 and nearly 9%

between 50 and 80 rather than the traditional 2%. He has

pointed out that about half or even more of these low IQ

children make adequate enough process and are accepted

well enough in the regular program that they avoid being 

referred for special education services. Only 0.6% at 

elementary school years and 1.0% at high school years 

require special education. The distinction is based on 

the fact that mildly retarded pupils, as measured against 

average children, become more retarded in intellectual 

functioning and school achievement as they grow older. 

Therefore more of them will need special education at the 

high school level (Dunn, 1973). Smith and Neisworth 

(1975) reported that mental retardation is not normally 

distributed among the different segments of the 

population. There is a higher incidence of mild 

retardation in lower SES groups. The frequency is higher

in school age populations A sharp drop occurs in late
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teenage years. This may be because such children do not

enter college. More males than females are retarded.

This may be attributed to genetic factors.

7. About 2-4.25% of children experience different kinds of

chronic physical health problems. Among them only less 

percentage of children 0.2% to 0.56% exhibit very poor

scholastic performance (as assessed through tests) , 

whereas the remaining experience slight difficulty in

scholastic areas (as assessed through tests or teachers'

opinion). However if the health problems of these

children are not corrected well in time there will be

chances for them to become scholastically backward. It

can be understood from the table 3.8 that there is no

difference between rural and urban children as far as the

health problems are concerned. This may be because of the

reason that almost all the schools chosen for study, 

except one are Government schools. Usually children from

low socio-economic schools or lower middle class attend

Government schools.

8. The Tables 3.7.1 to 3.7.7 gives percentage of children who 

are suffering from different types of physical health 

problems in both the taluks. As far as General health of 

the child is concerned dental caries is the major problem
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in both rural and urban areas. However it is lesser

compared to the percentages noticed by Chandrashekar 

(1985), 30.94% in Government schools and 30.79% in private

schools and Patil (1987) 42.45% in rural areas and 33.75%

urban areas. The decrease in percentage may be due to

increased awareness in dental care. However more and more

awareness is necessary so that the problem can be

eradicated. The percentage of nutritional anaemia is very 

less in the present study compared to previous studies

conducted by Chandrashekar (1985) and Patil (1987).

However, blood examination of all the children in the

schools might give a higher figure. Children with only 

severe degree of anaemia was detected in the present 

study.

9. The incidence of sensory and speech problems is very much 

lower in both the taluks in Mandya district compared to 

the previous studies (Chandrashekar, 1985; and Patil, 

1987). The problems of these children were not identified 

and proper treatment was not given. The chances for these 

children to become severely handicapped is high in future. 

So preventive measures have to be taken.
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10. High incidence of worm infestation was noticed in earlier 

studies (Chandashekar, 1985 and Patil, 1987). However in 

the present study the incidence is very low in both urban 

and rural areas. This positive change may be due to 

improved hygenic conditions and awareness.

11. The incidence of respiratory diseases are also reduced to

considerable extent. Merchant and Norah (1975) reported

1.1% to 5.62% of respiratory diseases whereas in the

present study it is almost negligible 0.07 to 0.09%. 

Tuberculosis was noticed in only 2 children one in each 

taluk. The reduced incidence of respiratory diseases 

compared to the earlier reports may be due to control of

the major respiratory injections like measles and 

whoofing cough. The reduced incidence of tuberculosis

once again may be due to control of measles and whoofing 

cough. Other reasons may be the control of adult

tuberculosis and the wide use of BCG vaccination.

12. Heart problem was noticed in 0.35% and 0.23% in Mandya

and Srirangapatna Taluk respectively. This figure is 

almost same as reported by Koshi (1969) 0.34%, whereas

Merchant and Norah (1975) quoted a high figure 8.72%.
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13. Very less percentage of children with musculo skeletal 

N diseases are noticed in both the taluks. In 0.25% of

cases polio was noticed in the present study whereas

earlier studies showed more than one percent. The lower

incidence is due to success of immunization with oral

polio vaccine.

14. From the Table 3.8 it is evident that the percentage of

children who exhibit different types of emotional and

behavioral problems ranges from 0.63 to 2.83%. There are

more number of children with emotional and behavioral

problems in Srirangapatna taluk (rural) - compared to 

Mandya Taluk (urban). As a rule the percentage of 

children with behaviour problems increases along with the 

grades II through IV in both the taluks. Only in a few 

cases children with behaviour problems experience severe 

degree of scholastic backwardness. In other cases they

have slight problem in academic areas. Katra (1976) also 

noticed that only in a few cases problem behaviour and 

achievement were related. However, if their problems are 

not corrected they will become chronic underachievers.

15. The Table 3.8.1 shows percentage of children with 

different types of emotional and behavioral problems in
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both the taluks. In all the cases except phobic disorder

the number of children with problems is more in rural

area than in urban area. Attention deficit disorder is

noticed in less than one percent in the present study.

Whereas earlier studies showed higher figures. For

example Chawla et al. (1981) 4.67% and Indian Council of

Medical Research (1984) 9 percent. Some other studies 

give rather lesser figure. For instance Oomen, Kapur and

Sarmukaddam (1987) 2.5% of situational hyperactivity and 

0.25% of pervasive overactivity and Murthv, Ghose and 

Varma (1974) 0.4 percent.

16. Conduct disorders are noticed in more number of cases

than other types of problems. It is 0.49% in urban area

and 1.68% in rural area. The teachers of these children

reported that they have become problematic at home,

school and even in community. If proper correctional

measures are not taken they will definitely become 

delinquents. No Indian studies are reported with 

reference to the prevalence of conduct disorders.

However John (1980) and Parvathavardhini (1983) showed

that conduct disturbance is predominant among five to 10 

year old children. The present sample also falls within

that age range.
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from lower socio-economic schools mental retardation is

the predominant problem compared to learning 

disabilities. However this hypothesis can be tested by 

taking children belonging to different SES.

19. The Tables 3.11 to 3.15 indicates the percentage of

children having more than one type of disability. Less 

than one percent of children have emotional and behaviour

problems and mental retardation. The number is more in

rural (Srirangapatna) area than in urban area (Mandya). 

The percentage of children with this combination of

problems increases along with the grades in both the

taluks.

20. None of the children in Mandya taluk have both physical 

health problems and emotional and behaviour problems. 

Whereas only a few children in Srirangapatna taluk 

demonstrated both of these problems.

21. The number of children who have both health problems and 

learning disabilities is more or less same in both the 

taluks and is less than 0.5 percent. Only 0.14 percent 

of children in Srirangapatna taluk showed a combination 

of learning disabilities and emotional and behaviour 

problems. The studies in abroad showed a significant
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relationship between learning disabilities and emotional 

and behavioural problems. As the nature of relationship

between these two disabilities -causative or correlative

is not certain it is difficult to explain presence or 

absence of relationship between them.

22. The Table 3.15 reveals that only a few children 0.07% in

Mandya taluk and 0.28% in Srirangapatna taluk have 

physical health problems, emotional and behaviour 

problems and mental retardation. The study indicates 

single disabilities like mental retardation, physical

health problems, emotional and behaviour problems or 

learning disabilities are more prevalent than multiple

disabilities.

3.4 Implications and Recommendations

1. As noticed in the study 6% to 8% of children experience

overall scholastic backwardness. The factors responsible 

for this problem in each and every child has to be 

understood thoroughly through systematic procedure. These 

factors may be there within the child or at his home or 

school. So there is a need to follow a case study method

aiming at understanding the individual's problem in
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17. Other problems like depression, anxiety disorder and 

phobic disorder are noticed in less than 0.5% of cases in

the present study. There is no report about school based 

surveys with reference to the prevalence of these 

problems, Malavika (1996) justifies this lack of

information on the ground that prevalence of these

disorders renders reporting a difficult task. If we want 

to get true picture about the prevalence there is a need 

to replicate this kind of studies with more systematicity 

by involving the parents and other close associates for

collection of data.

18. The Table 3.9 shows the percentage of children with 

learning disabilities in both the taluks. The figure is 

just over one percent. The other Indian studies showed 

little higher figures 3% of reading disabilities (Ramaa,

1993), 6% of arithmetic disabilities (Ramaa, 1993 and

Gowramma, 1996) and 7% of language disabilities (Srimani, 

1996). The possible reason for the lower figure of 

learning disability in the present study is that majority

of the children who were considered to have academic

difficulties by the teachers demonstrate intellectual 

defect (on Raven's Coloured Progressive Matrices). Thus 

in Government schools where majority of the children are
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totality. If the problem is in the school, school climate 

and quality of education has to improved. If home 

background is not congeneal parental guidance and 

counselling have to be provided. Problems within the 

child can be eliminated or reduced by making suitable 

adaptations. Most of the time problem will be there 

within the individual, home as well as school. Attempts

should to be made to correct all the three. In the

absence of such attempts universalization of primary 

education will remain as a myth.

2. Considerable percentage of children experience serious

difficulties in one or the other area of academic skills.

Teachers should be trained to develop achievement and

diagnostic tests, diagnose the difficulties of the

children and provide remedial instruction to them.

3. Competency based teacher

essential.

training programmes are

4 Child guidance

established in

undertake the

to children in

clinics and resource rooms have

each taluk headquarters. They

responsibility of providing direct 

terms of diagnosis and remediation

to be

should

service

as well
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as indirect service by providing guidance to teachers and

parents.

5. Competencies to meet the special needs of children with 

mild and moderate levels of retardation, chronic health

problems, learning disabilities, emotional and behaviour 

problems, under-achievement should be developed among the

teachers.

6. Large scale surveys have to be conducted in all DPEP 

districts to identify the problems among children.

7. Suitable tools have to be developed to identify the 

problems of children in all language backgrounds.

8. The physical education instructors should be trained to 

identify the health problems among children. They should 

create healthy climate in and around the schools.

9. Community based rehabilitation programmes should be

extended to all the DPEP districts so that the children

with severe disabilities can be rehabilitated.
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10. As more than one percent of children have conduct 

disorders it should not be ignored. These children have 

to be identified early and corrective measures have to be 

taken. Otherwise they will become delinquents later on 

and do create problems in the society. So prevention of

such social problems is a must.

11. The attitude of the parents towards the health of their 

children should be improved. They should be given proper 

education to prevent disabilities, provide them proper 

medical treatment, create healthy and congenial 

atmosphere at home so that the child can be developed in 

all the aspects.

12. Though the incidence of some of the disabilities is very

less still the children with those problems should not 

neglected as each and every child has the right to get 

proper support from the society, and lead a healthy and 

productive life.

13. Teacher educators should be equipped with the 

competencies to develop essential competencies among the 

teachers in meeting the special needs of children.
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14. Research on diagnosis and remediation of children with 

different problems should be carried out in all cultural

and language backgrounds.

15. The copies of the research projects should be sent to the

DPEP cells in the concerned districts.

16. As India is aiming at ’Health for All* by 2000 AD school 

health programme is an important area of action. It has 

been observed in the study that a significant number of 

children have some or the other kind of health problems, 

it was also noticed that the parents in rural areas 

neglect their children’s health problem which are not 

overtly manifest. They need health education about the

long-term adverse effects of minor health aberrations

which appear to be mild and not troublesome at the

moment.

Under compulsory annual school health check-up one doctor

usually a non-specialist is made to examine hundreds of 

children in one or two hours and a meagre remuneration of 

one rupee per child is paid to the doctor. Naturally

identification of health problem will not be meticulous 

and the programme will not be viewed with importance.
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Utilizing various speciality clinicians and giving enough 

time for more detailed examination with provision for 

minimum laboratory investigations should make the 

programme more meaningful. Also provisions should be 

made for dispensing following basic medicines for needy

children,

17. It is wrong to say that children are always at the 

receiving end in this issue. In fact they are the best 

instruments for spreading what little knowledge they 

imbibe to others i.e. to other children, to the parents 

and to the uneducated. This rationale brought out a most 

practical programme "The Little Doctor's programme". In 

this programme a qualified doctor will impart health 

knowledge to selected school children who will in turn 

use this knowledge to promote health among their friends. 

Enormous number of little doctors thus trained will help 

the health professionals to create an awareness among 

children that the good health is the best asset and that

the adoption of healthy practices should become second 

habit for children. Looking at the total size of the

child population of our country and that of the Health 

problems of School Children, it appears logical to 

incorporate "Little Doctor" programme to routine school



The following basic medicines for needy children

1. Iron tables for anemia

2. Vit-A preparation for deficiency states

3. "B" Complex tablets

4. Nutritional products

5. Medicines for pedicaloris and scabies

6.Deworming medicines,etc.
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health check-up. The details related to this programme 

is given in the Annexure-III.

18. Also the recently launched school health check-up week by 

Indian Academy of Paediatrics, and Government of India if 

goes successfully should be of great help in achieving

health of school children.

19. In view of high incidence of dental problems identified 

in this study and in view of their long-term adverse 

effect on physical health and emotional aspects, 

periodical dental check-up and application of preventive 

dentistry should become mandatory. Children should be 

educated about eating habits and regular tooth brushing.

2o- Children identified to have vit-A deficiency have to be 

urgently treated with adequate vit-A to prevent them from 

going for eye damage and blindness. Similarly children 

with anemia and vitamin deficiency should be treated with 

adequate iron and vitamins. They should be advised how 

to utilize the locally available low cost food like 

pulses and green leaf vegetable to prevent

deficiency states.

nutritional
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21. Children found to have hearing defect, speech defect and

visual defect should be referred to respective 

specialists for more detailed evaluation and treatment to 

over come learning problem due to these handicaps. This

also avoid these children being dubbed as less

intelligent.

22. Identification and treatment of remediable neurological 

conditions will help them to improve their learning 

ability. It is not rare to find some children with 

mental retardation and multiple disabilities going to 

regular school without any benefit specially in villages. 

It is important to shift such children to special schools 

where the facilities are there for special education as 

per the child's requirement.

23. Children suffering from recurrent diarrhoea and dysentery 

should be investigated and given specific treatment to 

save them from chronic ill-health. Similarly worm 

infestation should be promptly treated to avoid children 

going for anemia, intestinal obstruction and mal

nutrition. Also children must be given practical ideas 

of personal hygiene like -
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1. Defecation in proper places

2. Avoiding playing in dirty places

3. Using footwear

4. Paring of nails

5. Hand washing habits before eating and after 

defecations, etc.

6. Avoiding eating road side eatable, etc.

Above rituals will avoid repeated gastro-intestinal 

infections and worm infestation.

24. Children suffering from repeated respiratory infections 

should be investigated to find the basic etiological 

cause and should be treated properly to prevent chronic 

disabling lung diseases.

25. Possible steps should be undertaken to prevent children 

suffering from chronic diseases like bronchial asthma, 

nephrotic syndrome, heart diseases, polio etc. from going 

for emotional and personality defects. Parents should be 

educated in lines of positive attitude towards health 

problems of such children. Encouragement, entertainment 

and play facilities play an important role in this

aspect.



84

26. Parents must be educated about diseases like polio, 

measles, whooping cough, diphtheria, tetanus, etc. which 

commonly afflict children. They should be made to 

realize how easily these diseases can be prevented by 

routine immunization. They should be guided about the 

free of cost availability of vaccines for these disease 

in all governmental health facilities.

27. Musculo-skeletal defects like club foot which is present 

at birth can be totally corrected if taken up as early as 

possible after birth of the baby. Otherwise the child is 

going to have permanent limp. Parents of children with 

such defect should be made to realize how easily sucir 

disability could be avoided.

28. The physical health problems inventory and the behaviour 

schedule for identifying emotional and behaviour problems 

developed in the study can be used by non-technical 

persons like parents, teachers and social workers. These 

inventories develop sensitivity among the teachers and 

parents towards the problems of children. So all the 

schools can be supplied with the copies of these

inventories. After initial identification the children

thus identified can be referred to the specialists for

further diagnosis.
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29. Like school health programmes school mental health 

programmes should also be made compulsory which is 

expected to be carried out in a scientific way. 

Essential competences should be developed among the 

teachers and parents to deal with such children 

effectively. In addition in the case of serious 

emotional and behaviour problems suitable medical and 

psychological treatment should be provided.

30. Physical health and mental health manuals should be 

prepared for the use of parents, teachers, ICDs workers, 

social workers and even children of different age group.

31. It becomes necessary to maintain a permanent physical and 

mental health card which should be prepared at school 

entry. This will serve for a perfect follow-up and 

action plan about child's health.

32. On going programmes in the area of health education 

should be continuously promoted. In addition research 

studies aiming at evolving and validating innovative 

methods of imparting health education should be

encouraged.
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Physical Health Problems Inventory
(For collecting information from Parents and 

Teachers)

Dr. H. M. Balachandra 
Dr D. A. Ashok 
Dr. S- Ramaa

Guidelines for Administering the Schedule

Considerable percentage of children exhibit 
scholastic backwardness in schools. There are various 
causes for that. In some children scholastic backward 
ness maybe due to Darning disabilities orbelowaverage 
intellectual functioning In some other cases it may be 
due to totally remediable causes such as physical health 
problems ar behaviour problems- Understanding the 
causes helps in providing valuable suggestions for a 
modification in the system of education according to 
the needs of such children-

School teachers and the parents, are very important 
sources to collect valuable data about the child in 
question and they should participate in this programme 
with a sense of moral responsibility. They should be 
apprised of the useful outcome of this effort Observing 
following disiplines will yield best results in this 
endeavour.

1 As far as possible the parents and the teachers 
should be contacted during their free lime out of
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their routine day-to-day work and when they are 
In resptive mood.

2 They should not be burderned with exhaustive 
interview in one sitting.

3 Should be polite in interrogating with parents and 
teachers and be loveable to children.

4 As for as possible the parents should be interro 
gated in simPle and colloquial language.

5 The schedule/Inventory should be thoroughly 
studied and understood before administering it to 
the parents and teachers.

6 Should be aware of the questions to be asked to 
parents and the questions to be asked to teachers*

7 Some information given by the teacher about a 
child has to be confirmed with parents and 
vice-versa.

8 Any doubts about highly technical points should 
be discussed with respective specialists.

9 Wherever necessary and possible the child’s family 
doctor should be contacted to get more clear 
information of the child’s health problem*

10 Should make sure that the following useful 
articles are available at the time of collection of 
data.
i) A weighing machine
ii) A measuring tape

iii) A hand lens
iv) Clinical thermometer
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v) Torch

vi) Cotton wiip aud pi*
vii) Height and weight charts*

11 The problems noticed among the children should 
be confirmed with the specilhts.

12 The problems noticed among children should be 
kept confidential and should be disclosed only to 
the parents and concerned teachers.

Section-A

Preliminary data of the pupil

Name of the pupil :
Name of the school :
Class and section :
Medium of instruction :
Sex •
Age
Residential address of
the pupil :

Father's name

Qualification
Occupation
Income

Mother's name 
Qualification
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Occupation
Income

Socio-economic status of the family :
a) Low
b) Middle
c) High

Marital Status of parents :
a) Consanguinity I)

2)
3)
4)
5)

Non consanguineous 
Consanguineous 
First degree consanguinity 
Second degree consanguinity 
Third degree consanguinity

b) Couple living togciher/separated/Father or 
Mother not alive

Order of birth of the
child in the family :

SECTION-B 
Physical Health Problems

I Developmental history of the child 
A Salient developmental milestones of the pupil
a) Age at whieh child started 

holding his neck straight
b) Age at which chdd started

sitting without suj port :
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c) Age at which child started
standing without support •

d) Age at which child started 
walking independently

e) Age at which child started 
speaking first words, Appa,
Amma. :

f ) Age at which child spoke a
full meaningful sentence :

g) Does the child have bowel control ?
h) Does the child have urinary control ? yes/no 

(Bladder control;
B a) Does the child attend school regularly?

b) If not what is the reason?
i) School phobia ii) Health problem

iii) Going for work iv) Lack of interest in studies 
v) Parental attitude

[I Points to be noted about general health of the 
child from the general out look.

(If the problem is present tick ( J) yes. if absent 
tick (J) No.

1 The child appears underbuilt for the age (weight 
to be recorded)
Pupil's age 
Normal weight

• weight :
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Yes/No

yes/no
yes/no

at 6 completed years : 
at 7 completed year# • 
at 8 completed years

2 The child looks undernourished.
The features of under nourishment are

a) Short and thin built
b) weight being less than normal for age
c) The child looks pale or bloodless( Anaemia) yes/no
d) The child has apathetic look with baggy

cheeks- yes/no
e) The child has soreness of the mouth yes/no
i) soreness of the angle of month yes/no

ii) soreness of tongue yes/no
f) The skin is scaly, dry and lustreless yes/no
3 The child has itching of the head (scalp)

due to head louse yes/no

4 a) The child has pain and decaying of teeth yes/no
b) The child suffers from frequent tooth ache yes/no

5 He has split upper lip and split roof of
mouth (palate) yes/no

6 Severe itching and rashes all over the body 
especially at the hands and fingers (scabies) yes/no

7 white patches on the skin with loss of 
seusation on the white patch (leprosy) yes/no

8 white patches on the skin without loss of 
sensation on the white patch (Leucoderma) yes/no
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Method of testing sensation :
Touch Sensation : The child closes the eyes and tells 
whether he can feel the area of the skin being touched 
by a cotton wisp.
Pain sensation : 1 he child closes the eyes and tells
whether he can feel the pain when the area of the skin 
is pricked with a pin
III Sensory and Speech Problems.

A VISION
1 Short Sightedness :
a) Holds the book too close to the eyes while

reading and writing. ycs/no
b) Unable to follow the writings on the black

board sitting in rear benches- yes/no
2 Nystagmus :

Rhythmic side to side involuntary movements o^ 
the eye balls ycs/no

3 Corneal opacity and Cataract
White patches at the centre of the eye yei/no

4 Chronic Lacrymal Disease
Watering in the eyes for a long time. yes/no

5 Squint {Strabismus)
Gross asymmetry of the site of black
of both eyes. yei/no

6 Night blindness
The child has difficulty in seeing during 
night or in dim light yos/no
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7

B

a)
b)

Low Vision
Wears spectacles and still unable to see
distant things

HEARING
Needs to be called with loud voice. 
Cannot hear at all.

yes/no

yes/no
yes/no

c) If the pupil has hearing impairment, at 
what age of the child the problem started ?

d) At what age was the remediation introduced, 
if any?

C SPEFCll
1 Articulatory problems such as
a) Substitution (ma for ra. tha for ta) yes/no
b) Omission (Omit certain sounds, table

for stables) yes/no
c) Distortion (Not able to pronounce

certain sound clearly) yes/no
d) Addition (add sounds unnecessarily

Ex coat-cocoat) yes/no
2 Disfluent (Stuttering)
3 Very soft voice*
4 Harsh voice

V CENTRAL NERVOUS SYSTEM DISORDERS
A EPILEPSY

1 Wheather the child gets attacks of
following features occuriug together yes/no
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a) Loss of conciousness and falling to the ground*
b) Stiffness and to and fro movements of limbs and 

neck.
c) Frothing in the mouth.
d) Up rolling of the eye balls*
e) Biting of the tongue and passing urine and

motion.
2 If the child is epileptic, whether he is

on regular medication ycs/no
3 Does any other member in the family

get fits yes/no
B Cerebral palsy/Multiple Sclerosis
1 Muscle weakness or flaccidity yes no
2 Stiffness (spasticity) of upper and lower

limbs ycs/no
3 Excessive involuntary movements. yes/no
4 Postural imbalance (imbalance on 

standing straight)
5 Imbalance in walking (gait) yes/no

C Meningomyelocele (Spina bifida)
Wheather there is any swelling in the mid line 
along with weaknoss of lower limbs

V Gastrointestinal problems
1 Recurrent infections/chronic Amoebiasis and 

Giardiasis/Malubsorption syndrome.
Suffers from frequent episodes of loose motions 
and vomiting, ycs/no
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2 Constipation

Passes stools once in three to four days
with difficulty. yes/no
Is their any blood stain on the hard
stools. yes/no

3 Worm Infestations
a) Passes worms in the stools or by mouth yes/no
d) Scratches the anus freqently during

evenings and nights. yes/no

4 Abdominal Pain
Gets pain in the abdomen frequently yes/no

a) Pain associated with loose motions yes/no
b) Pain is very severe and is associated

with vomiting (inflamed appendix) yes/no
5 Pica {due to worm Infestation, anemia etc )

The child has the habit of eating non 
edible things like mud. chalk, hair
charcoal etc. yes/no

7 Juvenile diabetes
Do the parents say that the child

a) passes urine very frequently yes/no
b) Drinks unusually too much water yes/no
c) is eating too much yes/no
d) is not gaining weight iospite of eating well yes/no
e) For the above symptoms has he been 

diagnosed by doctor as having
childhood diabetes. yes/no
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8 Has unusually big belly (which may 
indicate fluid in the abdoben or massive
worm infestation) yea/no

9 Diaphragmatic Hernia 
Does the child have

a) Unusually slim belly yes/no
b) cough and breathlessness for a long time

not responding to treatment yes/no
c) Left half of the chest being more prominent

than right half yes/no
d) Pain and disoomfort after eating yes-no
e) Constipation and vomiting yes-no

10 Hernias
Any swellings in the groins and genital 
region which appear and disappear 
spontaneously- yes/no

11 Hydrocele
Any obvious defect of the testical constantly
Any swelling of the testicle constantly presnt

yes/no
VI Problem of Genito urinary system and kidneys
1 Any obvious defect of the genitic- urinary

organs. ye^/no
2 Has the child undergone any surgical 

operation on the genitc-urinary organs, yes/no
3 Does the child have both testicles in the

scrutum (undecended testes) yes/no
4 Does the child pass urine easily in a good
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stream or he h*s following problem* '• yes/no
a) Urine dribbling after undue effort indteatea

posterior urethral valves yes/no
b) Urine dribbling in jet of thin stream

indicates phymosis and pin hole meatus* yes/no
c) Burning sensation of recent origin while 

passing urin with fever and chills
suggests urinary infection. yes/no

5 In case of male child, when he passes
urine, does the urine fall to his legs 7 yes/no 
(If it falls to his legs it indicates that the 
urinary opening is not at the tip but at the 
under surface of the penis which is 
called hypospadias )

6 Is there any swelling of the scrotum. yes/no

7 Nephrotic syndrome

Has the child been getting swelling of the 
face or generalised body sw elling along with 
scanty urine for a long time for which he has 
been told by the doctor as having kidney disease*

8 Chronic I recurrent urinary tract infection
a) Child gets repeated attacks of fever with

rigor and chills and paiu while passing 
urine indicating repeated urinary tract 
infections. yes/no

b) Has been told by the doctwf as ;having a



13

developmental defect of die urinary system
as a cause for repeated urinary infections yes/no

c) Does he- have continuous flow of urine without 
control. yes/np

VII Respiratory diseases
1 Does the child have any deformity of the

chest like. yes/no
a) Protruded chest (pigeou chest)
b) One half of the chest being shrunken an4 

the other half prominent.

2 Recurrent Respiratory infections
a) Suffers from cough and cold or sore 

throat very often.
b) If so how ofttn ?
3 Bronchial asthma (wheezing)
a) Does the child get attacks of breathing

difficulty along with cough yes/no
b) If so how often he gets such attacks.
c) Do such attacks affect his sleep and

day to day activities ■ yes/no
d) Does it affect his attendance to school. yes/no
e) Does he get proper treatment during every

attacks. yes/no

4 Tuberculosis
A Has he suffered has or been suffering
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i)
»)

5

6

7
A)
i)
H)
lii)
iv)

from following problems which are
indicative of tuberculosis. yes/no
Prolonged fever (for more than two weeks yes/no 
Prolonged cough yes/no

Measles and Chicken Pox
Has he suffered from fever with skin rash yes/no 

Mumps
Has he suffered from pain and swelling of the
cheeks recently. yes-no

Pneumonia
Has he suffered from yes/no
High fever yes-no
Cough yes-no
Chest Pain yes-no
Breathlessness. yes-no

recently (which may indicate that he has suffered 
from pneumonia)
B) Did he recover completely from such illness yes/no 
b) Has been having cough and fever for long time.

(which may indicate that he hasdeveloped chronic 
complications like lung abscess, cavity formation 
in the lungs etc ) Yes/No

8 Bronchiectasis Formation
Does the child suffer from repeated attacks of 

cough bringing out plenty cf foul smelling sputum 
(which may indicates that the child may be suffering
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from Bronectasis). Is there any swelling of all the 
finger tips (which will further prove that the child is 
sffering from Bronchiectasis).

VIII Cardiu Vascular Diseases :
A Congenital Heart Disease :
a) Has the child been diagonsed by any doctor to

have a heart problem present since birth (which 
means that the child is having a congenital heart 
disease) Yes/No

b) Has blue colour at the lips, tongue and nails (which 
may also inciate that the child has chogenital 
heart disease).

B Rheumatic Heart Disease :
a) Suffered from fever and pain in multiple joints 

recently (which indicates that the child has 
suffered from rheumatic fever),

b) After that did the child suffer from chest pain, 
palpitation and fever (which may suggest that he 
is having rheumatic heart disease).

C Congestive cardiac failure:
1 Swelling of the feet. yes/no
2 Breathlessness increasing on physical

exertion. yes/no
3 Lips and tongue being blue yes/no
4 Palpitation (feeling loud heart sounds) yes/no
5 Difficulty in breating yes/no
6 Chest pain yes/no
D Has the child been on long term medication yes/no
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fit) ‘Has the child undergone heart operation yes/no 
b) Has he been advised to under go heart

operation. yes/no

F Has the child be cn advised restricted physical 
activity due to heart disease. yes/no

[X Musculo skeletal disease :

1 Limb Deficiencies (Phocomclia)
Lack of one or more limbs yes/no

2 One or both feet turned downwards and inwards
affecting normal walking- yes/no

3 Scoliosis’- (Lateral curvature of Backbone),
unusual lateral cuvaturc of vertical body alignment 
due to defect of the back bone. yes/no

4 Rheumatoid arthritis : yes/no
a) Has pain and swelling of multiple joints for a long

time which keeps the child frequently absent
from school ? yes/no

b) Is the child on proper treatment for the same ?
. yes/no

c) Is he crippled from this problem ? yes/no
5 Chronic Bone disease (Osteomyelitis)

Has pain and swelling of any bone for a long 
time. yes/no

6 Injuries *•
Has the child sustained any injury needing long 
term treatment in an accident while palying or cn 
road. yes/no
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7 Poliomyelitis:
• 4 .. •

has extreme weakness of one or more limbs 
suggesting polio Paralysis yes/no

8 Muscular dystrophy :
Has following features of muscular dystrophy
1 Unusually thick calf muscles- yes/no
2 Inability to staod up from sitting 

position. yes/no
3 Difficulty in clirabiDg the stairs- yes/no
4 Difficulty in walking and running- yes/no

9 Rickets (Vit D Deficiency disease)
Docs the child have following features as evidancc 
of having suffered from rickets during infancy.

i) Short stature. yes/no
ii) Outward bending of legs like bow yes/no
Hi) Prominent fore head. yes/no
iv) Thickened wrists- yes/no
v) Deformity of the chest. yes/no
10 Marfans syndrome :
i) Has unusually long limbs and fingers. yes/no
ii) Unusually tall and slim. yes/no

11 . Achondroplasia : <
Does the child have following features to look like 
a circus dwarf.
1 Short stature.• I . •
2 Short limbs

t . i
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3 Big head
4 Prominent forehead
5 Depressed nasal Bridge

X Miscellaneous Diseases:
1. Hemophilia ;

Does the child have following features of Hemo
philia.

a) Excessive bleading from minor iniuries like
tengue bite or lip bite yes/no

b) Excessive bruising and bleading in the skin
due to minor traumas sustained duriug day to 
day play activities y,es;no

c) Unexpected amount of bleeding *(hil$ under 
going circumcision or while taking injections

yes/no
d) Swelling and pain in the elbow, knee and 

ankle joints with v^ry insignificant trauma-
yas/po

2* Leukemia (Blood cancer)

Fytfurcs •
i) Did the child start app:ari#g p^ogr^ively pale

W.ejp- X«/“9

lofi« »‘«W-
yes/no

iii) In there any spontanenous hlcAdiag from the
W ^nd mouth. y.os/no

iv) Any black patches appeared recently on the 
skin*

v) Is there any blood in urine and motion, yes/no

and blood 1^ 9,vcf previous 
Does the child have fever for a,
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vi) Has the been taken to hospital regularly
for treatment- • t yes/no

3- Cretinism (Hypothyroidism) 
features :

i) Constipation yei/jio
iij Dull look in the face with coarse features, big 

tongue and sluggish yes/no
iii) Skin being dry, cold and rough yes/no
iv) Short Stature yes/no
Y) Very fluggish in all thq g£t\viuc$ apd ip res

ponding to suggestion*. . yes/no
4. Child abuse : ....

Does the child show and features of being abused 
at homo by the parents or guardians by way of nutri
tional deprivation and cruel punishment like beating 
burning, branding etc. > yes/no

The features of child abuse are*
I) Wound* 2) Burnt marks3) Emotional changes
4) Starvation features etc.

5* Whether the child looks grossly abnormal with
respect to facial and bodily features like th« 
followiug: 1

0) Limp (it) Gross squint ♦ (iii) Unusually 
small or big head.

6. Features of Down’s Syndrome: 
i) Smallmouth apd protruding tongue 

il) Wide nasal bridge
iti) Smal side wardly upslanting eyes
iv) Flaby limbs
v) Unduly calm
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vi) Short and stumpy hands and feet.

SECTION-C
Parental attitude towarde childs’ Health Problems 
Parental reaction to every episode of chll’d

illness.
1. Do the parents unnecessarily magnify the childs 

health problems and take the child to doctor
' for flimsy health problems. yes/no

2. Do the parents ignore even serious health
problems in the child- yes/no

3. Apart from getting the child proper treatment
do the parents behave calm and boost the child 
morally not putting him to worry about his 
illness. yes/no

4. Do the parents over react to childs illness and
express panic making the child more conscious 
of his health problems thereby pushing him to 
guilt and worry. yes/no

... 5< Do the parents impose too much of restrictions 
on play activities.and food habits when ever 
the child falls sick. Yes/No

6. Has the child developed a sort of inferiority 
complex comparing himself with his peers 
because of his health problem* t yes/no

7- Do the parents desire that the child suffering
from severe physical health problem should 
continue the education. yes/no

8- In order to make the child suffering from
severe health problem comfortable what 
facilities do parents expect to be present in 
sehools? yes/no





Schedule For Assessment Of 
Behavioural Problems In 

Children
(For collecting information from Parents and 

Teachers)
Or. D. A- Ashok
Dr. S- Ramaa
Dr. H. M. Balachandra

Guidelines for Administering the Schedule
Considerable percentage of children exhibit 

scholastic backwardness io schools There are various 
causes for that In some children scholastic backward 
ness may be due to learning disabilities or below 
average intelcetuul functioning- In some other cases 
it may be due to totally remediable causes such as 
physical health problems or behaviour problems. 
Understanding the causes helps in providing valuable 
suggestions for a modification in the system of 
education according to the needs of such children.

School teachers and the parents are very impor
tant sources to collect valuable data about the child in 
question and they should participate in this program
me with a sense of moral responsibility- They should 
be well appraised of the useful outcome of this effort 
Observing following disciplines will yield best results 
in this endeavour.

1- As far as possible the parents and the teachers 
should be contacted during their free time out
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of their routine day-to-day work and when 
they are in reeeptive mood.

2. They should not be burdened with exhaustive 
interview in one sitting,

3. Should be polite in interrogating with parents 
and teachers and be lovable to children.

4. As far as possible the parents should be interro 
gated in simple andeolloquial language.

5. The schedule/Invcntory should be thoroughly 
studied and understood before administering 
it to the parents and teachers.

6. Should be aware of the questions to be asked 
to parents and the questions to be asked to 
teachers*

7. Some information given by the teacher about a 
child has to be confirmed with parents and 
vice-versa.

8. Any doubts about highly technical points 
should be discussed with respective specialists.

9. Wherever necessary and possible the child's 
family doctor should be contacted to get more 
clear information of the child's health problem.

10. Tne probiems noticed omong the children 
should be confirmed with the specialists

11* The problems noticed among children should 
be kept confidential and should be disclosed 
only to the parents and concerned teachers.
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SECTION A
Preliminary data of the Pupil
Name of the pupil
Name of the School
Class and sect! n
Medium of instruction
Sex :
Age :
Residential address of
the pupil :
Father's name

Qualification :
Occupati >n •
Income

Mother's name 
Qualification 
Occupation •
Income

Socio-Economic status of the family
a) Low
b) Middle
c) High

Marital Status of parents :
a) Consanguinity 1) Non consanguineous 

2) Consanguineous
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3) First degree consanguinity
4) Second degree consanguinity
5) Third degree consanguinity

b) Couple living together/separatcd/Fathcr or 
Mother not alive

Order of birth of the 
child in the family :

SECTION B

Instruction: If the following symptoms are present 
tick ' J) yes or no*

Behavioural problems 

I Mental Retardation
1. At what age your child first achieved the follow

ing milestones of development.

Neck holding............... ..........-...
Standing with support .......... ......
Walking............................................
Running............................................
Speaking clearly......... - -............ . ••••

2. Whether the milestones development of your
child was delayed or slower than other child 
of same age yes-no
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3. Whether your child can eat food on his own ?
yes-no

4. Whether your child can dress by himself yes-no
5. Whether your child can bathe, wash his face by

himself? yes-no
6. Whether your child can clean herself after

going to toilet ?
7. How do you, rate your child’s academic perfor

mance? Exc«llent/very good/Good /
Average Below average.

II Attention Deficit Disorder (Hyper Activity)
1. Does he always appear restless and switching 

from one activity to another unnecessarily ?
yes-no

2. Does he often fidget with hands or feet or
squirms seat? >es no

3. Does he be able to concentrate on a particular
activity for longer duration (watching TV/ 
movies) yes-no

4. Does he have difficulty in playing or engaging 
in useful activities during leisure time quietly ?

yes-no
5. Does he often have difficulty in waiting for bis

turn yes-no
6. Does he Interrupt or intrude on others (Fg.

buffs ioto conversations or game) yes- no

7. Does he often avoid/dlslike or is reluctant to
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engage io talks that require sustained mental 
effort such as school work or home works ?

yes-no
8. Does he often get distracted by activities going 

on around (ex; Sound produced by vehicles 
TV, classmates talking to each other) yes-no

9. Does he often forgetful of his daily activities ?
yes-no

10. Whether any of the above symptoms were 
present before the age of seven years ? yes-no

11. Whether these symptoms are not related to
drug, medical or neurological illness, (brain 
injury, brain fever, epilepsy) as per your best 
judgement? yes-no

12- Whether the above symptoms clearly affect the 
child’s social or academic functioning ? yes-no

III Learning Disabilities
1. Does the child have serious difficulty in any of 

the following areas of academic learning ’• 
spoken language/reading/writing/spclling/arith 
raetic ? (tick the areas of problem) yes- no

2- Do you think the child is average or above
average in intelligence ? yes no

3- Does the child show Hyperactivity and Atten
tion Deficit Disorder as indicated above, yes/no

4. Does the child attend school regularly yes/no 
5 Djos he get academic help at home ? either

by family members or tutor ? yes/no
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6 Do you think the child it having sufficiant 
interest and motivation to learn ? yea/no

7. Does he have any seeing or hearing problem?
yea/no

8 Do you think the child is free from serious 
emotional problem ? yea/no

9. Do you think the child haa sufficient social 
skills? yea-no

10. Are there any signs of brain injury in the child
yea-no

11. Do you think it is difficult to make the child 
learn inspite of individualized attention ? |yea/no

12. Do you think day by day the child ia having 
more and more academic problems ? yea/no

IV Conduct Disorders
1. Does he often bullies, threatens or intimidates

others ? yes/no
2. Whether he has been crual to animals and or

people? yea/no
3 Whether he often initiates physical fights with 

other* 1 ynlno
4. Whether he had used a weapon that can cause 

serious physical harm to others (Fg. a bat, 
brick, broken bottle, knife) yes/no

5- Does he often steal at home ? yea/no
6. Doeahe often lies to obtain good or favour or 

to avoid obligation (the work that ought to bo 
done ?) yea-no
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7. Whether he had run away from home at least
twice while living with parents or parental 
surrogates? yes-no

8. Whether he often truant (absent) from school ?
yes-no

9. Whether these symptoms started before ten
years or after ten years yes/no

V Depression
1. Does your child look excessively or continually

unhappy ? yes/no
2. Does he report of low opinion about himself

(self-deprenation)? yes/no
3. Whether he has lost appetite ? >es/no
4. Whether his sleep is disturbed ? yes/no
5. Does he look lethargic and dull ? . yes/no

6 Does he report of guilt feeling very often ?
yes/no

7. Does he weep with little or no provocation ?
yes/no

8. Whether any time he had expressed suicidal
ideas? yes/no

9. Are there any genuine reasons for him to feel 
sad? (likeseparation, bereavement, failure,etc.)

yes/no
10 Docs the child report of his own depressed 

mood ? yes/no
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11. Whether the child become! withdrawn from 

others and talking less with others ? yes no

12. Whether he speaks relevantly end clearly ?
yes'no

VJ Hyper Anxiety:
1. Do you and others speak of the child as

snxious and worried ? ye./no
2. Pqqs he say he often has shakes in his bands ?

yes/no
3. Does he sweat a lot, even when fitljpg quietly

yes/no
4 Docs he have difficulty in going to sic ep ? yes/no
5. Does he often feel that be is afaid of something?

yes no
Does he report of “ thumping * of his hcart ? 
(palpitation) yes/no

7. Poes he worry a lot ? yes/no
3. Does he frequently visit the toilet ? yes/no

VII Obsessive-Compulsive Disorder

1. Does yoqjr child repeat ccrtaip things over and
over agajp ? (£g w^sfiipg b^nds, cleaning 
toilet) yes/no

2. Is he pre-occupied with always doing thipgs ip
a strict, orderly manner ? yes/no

3. Is he very rigid about d^y-to-day activities and
habit? yes/no

4. Does he say he checks over and over again
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things he hat already complecated ? (ex. check
ing the doe r lock) yes/no

5. Does he like to touch/count things over and
over again ? yes/no

6. Does he look over pre occupied with his daily
routines ? yes/no

7. Does he avoid walking on certain places or doe8
he avoid certain routes ? yes/no

8. Does be report of any persistant irrational
thoughts come to his mind ? yes/no

VIII Phobic Disorder
1. Does he report of particular fears ? yes/no
2. Does he avoid certain things or places because

he knows they will make him feel uneasy, 
while others do not ? yes/no

3. Does he feel very uncomfortable if he is in
contact with a particular animal, object, place, 
ect ? If yes name them: yes/no

4. Is he afraid of the dark ? yes/no
5. Does his reaction of fear interfere with hi®

normal life ? yes/no
6. Does the child appear normal when he is away 

from the situation of his fearfulness ? yes/no

IX Autism
1. Whether there was delay in the development of

spoken language only ? yes/no
2. Does he generally spend most of the time

playing alone ? yes/no
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-3. Docs hj look at the persons eye while conver
sing with them ? yes/no

4. Does he exhibit any repetitive or stereotype
movements of hands or lingers like flapping, 
twisting ? yes/no

5. Does he spontaneously greet or wish the rela
tives or friends ? >cs/no

6. Does he play with bis toys very unusually (ex. 
throwing a toy car like a ball or rattling it)

yes/no
7* Whether the child has normal intelligence ?

yes/no
8, Whether these symptoms are present since child

hood ? yes/no
9. Whether this was not due to or following 

brain fever, epilepsy or medical illness? yes/no
10. Whether he Is able to recollect the time, date

persons correctly ? yes/no
11. Whethtr these"symptoms were not due to any 

other medical or neurological causes ? yes/no

X Psychosis
1. Whether your child has become unusually with

drawn and talking very much less ? yes/no
2. Whether he reports of seeing thibgs or hearing

which others do not ? yes-no
3. Whether the child behaves as if he is hearing 

or seeing something, which others do not ?
yes-no
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4. Pqci hf talk irrelevantly or lack of coherence
in his speech 7 yes-no

5. Pool t^e child hold odd or dhtorted beliefs7
If yes: yes-no

6. Are these odd or distorted beliefs are unusual
for his age. background a^d abi|ity7 yes-po

7* Poes he think that people are saying things 
abput him behind his back7 yes-iJP

8. Qof> he feel that some one is following him all
the times7 yes-no

9. Does he report of some power or force other 
than himself that control him, but these ideas 
are not shared by family members7 yes-no

10, Whether these above symptoms have developed 
after the age of six years7 yei no
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DoCTo*? PgobKA* tte:
CHAPTER-1

INTRODUCTION

The national goal is to establish healthjfor all 
long 
our

by the year A D. 2000 That year is not'a 
way off. But. the growing population pf 
country is posing tremendous challe
particularly in the field of health and h:alth 
education. It is one thing to establish hospitals 
and more hospitals, equip them with al I itest 
facilities and diagnostic tools It is another hing 
to spread health education such as the adoption 
of simple hygenic practices which will prevent 
curable diseases. Statistics have proved t iat a 
large number of diseases can be eliminated rom 
society if proper health education is transmitted 
to the people right from childhood Health 
education, adoption of hygienic practices, 
provision of safe drinking water supply and jood 
sanitation are sufficient to provide a healthy 
beginning for most of our children Nutrit on is 
another important component of health which 
is widely neglected. Nutrition does not nean 
that our children should go in for costly foe d.'By 
utilising the locally available low cost foodstuff 
including seasonally available vegetables in a 
balanced manner it is possible to make nukr tious 
food available to vast masses of our popu ation 
at price levels which they can afford. Today 
tremendous ignorance prevails even a nong 
educated people as regards the need for ar d the 
contents of nutritious diet. Nutrition educ ition, 
therefore, is an equally important aspec1 of a 
sound'health education programme.



Instead of concentrating upon such essential 
ingredients of health, we appear to be spreading 
our effort and the limited resources of our 
country in increasing the number of hospitals 
and treatment centres with more and more 
specialised facilities. Not that, these ;ire not 
importart. These are very important. At the 
same time, it is even more necessary to look at 
the fundamental requirements of good and sound 
health for the majority of our population which 
can be secured without much investment in 
human or in financial terms. In the absence of 
this, we may witness a galore of development in 
the Geld of medicine, but the health of the 
millions will continue to deteriorate. The-essence 
of the matter is. simple health practices and 
preventive methods will go a long way in taking 
the population, particularly of children on the 
road to health.

The result of the adoption of these simple 
practices may not be eyecatchingor Immediate, 
but the dividends are bound to be rich, sure and 
steady. Alter witnessing the years of experiments 
in the field of health, the experts strongly feel 
that we have missed the essence; we have 
missed tf e wood for trees. We are scare King for 
solutions all over the place, whereas we should 
be finding them m our midst. Wc arc moi e 
governed by statistical achievement rather than 
by improvement in the quality of health figures 
do not count. Only the fingers count. The 
fingers of the human body are a great marvel of 
creation. We can do many things by using them 
properly Similarly, by aiming at the correct 
target, we can win a war.

Fingers Count 
Not Figures



We want to begin in a odest manner. We 
want to tackle the proble n with the help of 
children, yours, mine and our neighbours’. So 
long we have treated the children as though they 
are at the receiving end. Whereas they are the 
best instruments for giving what bn of knowledge 
they imbibe to others - to other children and to 
their own parents. This is the rationale for the 
"Little Doctors' Programme. The "Little Doctor" 
will help the whole health professional 
community to create an awareness among 
children that the good health is the best asset 
and that the adoption of healthy practices should 
become a second habit for the children.

THE GOALS

k•v

1. Education and training of children to promote 
their own health and the development of 
leadership skills in health related areas;

2. Development of an attitude of humaneness 
and kindness among children and nurturing 
of a philosophy of health towards ailing and 
suffering children in their midst.

3. Stimulation and promotion of health related
activities, (development of environmental 
hygiene. ,

OBJECITVES

•Hi

1. To form a dependable health cadre in> olving 
the children to create and perpetuate a f ealthy 
society

2. Tocatch them young, teach them and jn >tivate 
them to form a solid base of health workers

3. To stress bn QUALITY
4. To popularise positive health behaviour
5. To provide the knowledge and skills to the 

children with emphasis on DOING
6. In short, it is a kind of SOCIAL MARKETING



a) For thf [)octor" themselves:

1. To increase their health knowledge and 
attitudes and to adopt healthy practices

2. To motivate their friends and families to 
adopt healthy practices

SPECIFIC
OBJECTIVES

b) For the other students.
1. To increase their health knowledge and 

attitudes and to adopt healthy practices
2. To become health exemplars for their 

families and peers

c) For the teachers:
I. To increase the teacher’s awareness of 

school health
2 To support the school health programme 

in their schools
3. To develop a co operative appioach to 

school health activities between the 
teachers, parents, health workers and 
students

d) For the parents;
1. To increase their awareness of their 

children's health
2. To ensure then children i cteivc treatment 

to identified problems
3. To ensure that patents participate in the 

school health programme

e) For the community:
To encourage the communities to adopt 
healthy attitudes and behaviours so they will 
attain optimal health
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THE LITTLE DOCTdR

What is this My dear child/Student. you should be glad to
programme! know that you are hereby appointed a "Doctor"

to teach, to find, to correct, to modify and
• to guide your friends’ health. Are you not proud 
of that?

Why should 1 ■ft Because you are a honoured Little Doctor
do that? 'A Because you love your friends

•ft Because you CARE
■ft Because you CAN

How do 1 • The real Doctor will impart the knowledge
do that? and the skills to make you a little Doctor.

„ . In .turn, you will use this knowledge to
promote health among your friends. Your 
activities will include

.1. Recording personal health practices
2. Recording environmental health 

condition in the school including the 
cafetaria

3. • Recording of weight and height
4. Vision test
5. Personal dental health care
6. Detecting early symptoms of disease and

.. infirmity
. • X- 7.. Providing first-aid to students at school

or at home
8. School gardening
9. Recording the little Doctor’s activities in 

a diary
10. Referring the difficult problems to the 

Doctor so that further action may be 
taken

------ ------------------------------------------------------------------
6



the eyes do not see what the mind 
does not know" is an old adage.

We want to help your mind to make to know 
so that your eyes can see and detect III health.

Do you know?
that preventable diseases are far more than 

treatable diseases
for example,
Major killer diseases of today and most of the 
communicable diseases arc preventable.

1. Communicable diseases like Diphtheria. /
tetanus, polio, typhoid, cholera, jaundice.
Mumps, measles, chicken-pox. diarrhoea, 
dysentery, TB. Leprosy. These can easily 
be prevented Docs not it surprise you?

2. Blood pressure
3. Heart attacks
4. Lung cancer and cancers of many organs
5. Ulcers, intestinal problems
6. Many kidney diseases
7. Many liver problems
8. Some types of Asthma
9. Bone and |omt diseases

10. Back-ache, head ache

The list is ever expanding. However, this 
does not mean that you should know all about 
these diseases just now. It is not necessary 
either. Most children in schools suffer from 
ailments which you can easily find out without 
any special equipment. It is not also necessary to 
treat them with costly medicines. Also your role 
in providing proper health education among 
your friends will be more even important.
-------------- ------------------------------------------------------------------------------------6



CHAPTER - II

GROWTH AND DEVELOPMENT

Proper and sound physical growth and 
‘development is an index of health and well-

>*

being. Height and weight, for example, tel, you 
whether your friend is on a healthy pan or not 
Similarly, there is also what is known as the 
emotional growth which you can see for yourself

PHYSICAL
GROWTH

Increase in height and weight

A child who grows well is heohhy.

J:V
What do you do to monitor growth?. 

Remember a child who grows well is healthy

Measure: Weight - once a month
Height - once in 3 months 
and record your measurement

MENTAL
GROWTH

Intelligence
■ft Ability to study 
ft Ability to do a work

EMOTIONAL
GROWTH

Bubbling with enthusiasm
ft Happy in the class and in family 
lY Mixes with other children 
ft Plays •

“ “ft Has lor of friends

What is 
abnormal?

1. Weight below the age
2. Height below the age •
3. Overweight is also equally abnormal

7



4. Child who does not mix with others, unhappy, 
rude, bad tempered, does not play with 
others. Breaks things wantonly

5. Clumsy in doing things

1. Weighing machine - weight - age chart
2. Height chart
3. Your observation - Underweight

- Overweight
- Malnutrition

Other things that you can do
I. Tell your little friends - patients about

nutritious food - watch for signs of 
malnutrition

2. Watch out for lack of cleanliness. Teach 
them

3. Ask your parents about vaccinations given 
to you

What are the 
th ngs supplied 

to you to 
monitor growth?

Things provided
1. Charts

2. Malnutrition -

Nutritious food 
Balanced diet
Signs

Un<J»inutnllon Fionk malnutrition Over nutrition



CHAPTER-III

HEALTH AND SICKNESS

Health is your real wealth

What to do 
to protect your 
health 1

Nutritious food

ft
ft
ft

Nutritious food
Cleanliness
Vaccination

ft Makes you healthy
ft Makes you grow
ft Gives you energy to play and study

Eat enough 
Eat varied food items

ft Eat rice, wheat, potato, green and yellow 
vegetables.

ft Milk. egg. meat, fish are good, 
ft Eat fruits.

Cleanliness CLEANLINESS IS GODLINESS - 
IT IS NOT NEXT TO GODLINESS

Bathe and change to clean clothes every day 
Wash your hands with soap and water after 
toilet
Wash your hands before eating 
Brush your teeth morning and night 
Drink boiled water only 
Cut your finger nails short 

Do not go barefoot
Learn to use toilets properly and keep them 
clean

8
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OO THIS

VACCINATION

Whit food* nuke you healthy and itrongl

Rice Wheat Maize

Raghi Dhal Greengram

Peas Groundnuts Milk

Eggs Meat Fish

SAY NO TO

Soft drinks. Soda 
Tea A Coffee

zla

Natural 
fruit drinks are 

healthy ones

-Vi.
10
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TO KEEP YOUR 
EYES SPARKLING

GET FOND OF 
FRUITS AND 

VEGETABLES

DO NOT GET 
USED TO 

SOFT DRINKS

NOT THIS

Artificially prepared 
Soft drinks

EAT THIS

Tomato. Pappaya. Mango 
Cirrot. Pumpkin

EATING RIGHT 
KEEPS YOU 
HEALTHY

Eating right helps the 
Sick get well 
Sick childmeeds 
nutritious food !!

OTHER 
PRACTICES 
THAT AFFECT 
HEALTH

I. Smoking :
Does your father or uncle or your neighbour 

or teacher smoke? If so. he will get asthma, lung 
cancer and heart attacks Quite likely they will 
die early.

7/
A
*
*

STOFYOUR 
FATHER. UNCLE 

OR A NEIGHBOUR 
OR YOUR TEACHER 

FROM SMOKING

Their smoking gives Asthma 
It pollutes your environment 
Cigarettes costs a lot of money 
Hard earned money goes up in smoke

o
0
o

YOU WILL BE HEALTHY 

YOUR FAMILY WILL BE HEALTHY 

•MONEY IS SAVED

'■c
11



Evils of Smoking

II. Alcohol:

Dnnkjng a on evil procnce 

< ?< It affects the drinker’s health

JV It affects the children's health because there is 
no money to buy food or get a good house to 
live in

> It causes unhappiness, violence and crime

ALCOHOL IS A 
KILLER

_ ...
12
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CHAPTER-IV

PROTECTYOURVITAL ORGANS

Your little head has most of the vital organs 
eyes. ears. nose, tongue, teeth.
Brain is safely guarded by your head bones. 
Your face is vital for you

PROTECT 
YOUR HEAD 
FROM INJURIES

YOU CAN DO

Heod injuries while playing can cripple you for fife

ft Don't bang your friend's head while fighting 
ft Keep your hair healthy, free from lice, dirt.

Oil it well.
ft Eat good food to make your hair grow 

healthy.

I. Prevent injuries to head
2 Check for cleanliness of hair
3 Check for healthy growth of hair Brownish, 

soft, very few hairs on the head is a si|n of 
malnutrition.

EYES

ENCOURAGE 
ADDITION OF 
VEGETABLES

AND
FRUITS IN 

EVERYDAY DIET

Eyes are the most important organ of your face 
Without eyes you are blind as a bat. Sparkling 
eyes are a sign of health and enthusiasm.

PROTECT YOUR EYES FROM INJURIES
1. Avoid playing with sharp ob|CCts A avoid 

punching friends in the eyes
2. Avoid putting oil. lotion and other things 

• into the eye.
3. Eat fruits and vegetables with yellow skin 

like carrot, mango, pumpkin, pappaya and 
apple.

t
1.3



1. Check for dull, lusterless eyes
2. Watering and irritation
3. Redness
4. Pam
5. Difficulty to sec things m the evenings
6. Inability to see the black board and number 

plates of bus

i) If you find 1. 2. 3. & 4. report to the Doctor
ii) If 5 and 6 are positive, check the eyes of your 

patient with the E Chart and Amsler grid 
If you find any abnormality, your friend 
needs specks Pole it and call the Doctor.

YOU CAN DO

SITUATION

FOOD STUFFS 
THAT KEEPS 

YOUR EYES 
SPARKLING

One teoipoon of Vitnmin A syiup ion 
youi eya fur o yen/

ENCOURAGE
ENJOYING

VEGETABLE
ANO FRUITS FOR 
BEAUTIFUL EYES

_____



EARS
FUNCTION

<5) 1. Beauty

dz 2 Hearing

* 3 Balance and equilibrium

for the deof child, world is o iilent film

DO YOU KNOW F ALL THLSL CAN AFFECT YOUR HEARING

15



PAIN:
Press in front of the ear 

Pull in the lobe of car 

Press the bone at the back of the eai

DISCHARGE
Or Watery discharge

* Pus
•0 Blood

NOISE
•> Ringing sound

CANT HEAR PROPEALY
-0 Whisper

Or Talk - in the class room

O Loud noises

Or Perforation of your ear drum IMPORTANT

O Infection to the brain 

Or Deafness 

O Loss of body balance

EARS

1. Tcoch: a) Not to put pins, WHAT YOU ARE
sharp objects into the ear EXPECTED

b) Avoid loud noises TO DO

2. Cheek: a) Wax

b) Discharge

c) Pain

d) Deafness

LAL



g
HEARING DEFECT 
IS AVOIDABLE A 
correctable

KEEP YOUR 
TEETH FOR A 
LIFE TIMEI

WHAT IS GUM 
DISEASE?

HOW CAN I 
PREVENT GUM 
DISEASE?

3. Call Doctor or tend to Doctor
a) Discharge

b) Pain

e) Hearing defect 

' d) Unusual none

PREVENTION IS GETTER THAN CURE !

Teeth arc meant to last a life time, if cared for 
properly Gum (periodontal) disease is the major 
cause of TOOTH LOSS in adults

Did you Know?
Periodontal disease can occur at any age. 

50% of all adults have at least the early stages 
of this disease About 7S% of adults will be 
affected by it.

'll results from neglect or improper care of 
the mouth It affects the gums, bone and other 
supporting structures of the teeth If not treated, 
ifdifi’cSuse the loss of even cavity-free teeth.

J. Brush your teeth thoroughly twice a day
2 Floss thoroughly every day •

3 Eat a balanced diet for good general health
4. Schedule regular dental visits

Healthy gum tissue and bone 
anchor the teeth firmly in place.

17



Plaque in itates the gums. Gums become 
red. tender, swollen and bleed easily. Tissue 
that attaches the gums to the teeth is 
destroyed by the irritants in plaque. Gums 
pull away from the teeth, forming small 
pockets that become filled with more plaque. 
Eventually, the irritants may destroy the 
bone supporting the teeth.

YOU CAN DO
1. Check for Dental caries
2. Check oral cleanliness
3. Abnormal teeth, improper alignment

WHAT CAUSES 
CUM DISEASES?

THE CULPRIT IS 
PLAQUEI

t
(

8
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CHAPTER-V

FOOD, WATER, HOUSING AND 
ENVIRONMENT

J

2. WATER

Food properly prepared at home is the safest. 
Food stuff sold in the open in the streets exposed 
to flies and insects is liable for contamination 
and can carry diseases. Avoid eating food stuff 
cooked and prepared on the streets, however 
tasty they may be.

All vegetables, fruits, meat, mutton and other 
non-vegetarian products must be thoroughly 
cleaned before being cooked.

Even many hotels provide uncleaned food 
and their dishes are not cleaned properly. Avoid 
eatingatsuch public places.Thismay be spreading 
diseases all the time.

Many shops sell sub-standard and 
contaminated food stuff which may be injurious 
to health. Such food stuff will have to be checked 
properly before buying.

• • «»| If ’ •
Clean and potable drinking water is becoming 

a rarity. Many water sources are polluted The 
pipelines bringing water from these sources may 
themselves be polluted. In many cases, public 
water taps are located in street corners in 
insanitary conditions.

The waste water is allowed to accumulate 
near the water tank and they bred germs. At 
many places, washing, cleaning of dresses and 
bathing take place near the taps and this is highly 
insanitary.

19



Therefore, we mutt take pioper caie to 
obtain only clean and pure drinking water

Tell your mother to boil the drinking watei 
and then only give it to you for drinking.

The watte water around public tapt mutt not 
be allowed to accumulate. A channel can be 
drawn and the water taken to a little distance 
where it can be used to raise small vegetable 
gardens. You and your ftirnds can organise this 
in your places.

Not all of us live in big houses. There is an 
accute scarcity of good housing accommodation. 
Therefore, we have to be satisfied with minimum 
housing. This means that a whole family may 
have to share limited accommodation

We must keep our house clean at all costs
We must ensure that bath rooms and toilets 

are cleaned propci ly with application of antiseptic 
preparations

Rubbish should not be collected and kept in 
the house nor should it be thrown 
indiscriminately outside the house. Rubbish will 
generate disease carrying germs and you may be 
the victim. Rubbish must be collected every day 
from the house and kept in earmarked places 
from where the local authorities can remove it.

Ensure that the house is free of cockroaches 
and rats. These are dangerous to our health. 
These come in large numbers depending upon 
how clean your house is kept particularly the 
bath rooms, the kitchen, the store room. etc.

You can constantly monitor the cleanliness in 
your own house.

You can advise your friend to do likewise.

J. HOUSING

(•

20
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In your own locality, with the help of other 
friends, you can organise and rubbish collection 
system for safe dumping

Whether you know it or not. you and many 
dthers are polluting the environment most of 
the time. You are making it unclean. After 
sometime, yoi^ may find it difficult to live in 
polluted environment Pollution to our water 
supply, water courses, the air that we breath and 
the surroundings in which we live can bring 
about disastrous consequence in a few years. 
Environmental education is a matter of urgent 
importance.

There are many toxic substances which we 
consume in our food, without our knowing. 
Over a long period they will cause grave injury 
to the health.

You must locate and note places of 
environmental pollution in your area and bring 
il'tp the notice of the authorities for taking 
remedial action.

a:;p: b

21



CHAPTER-VI

SOME COMMON 
COMMUNICABLE DISEASES

2



Why do children The answer seems so obvious. You are our
matter to us? FUTURE and yet may die or lag behind because 

they are denied the simple supports that every 
family and community could provide.

Who can provide ft YOU CAN ACT.
care and help?

ft YOU CAN ALSO ADVOCATE ACTION
BY OTHERS.

ft YOUR FUTURE DEPENDS ON THE
COMMITMENT OF EACH ONE OF US

ARISE I SHINE !!

OUR Uslnj the best asset - THE HUMAN RESOURCE
METHODOLOGY i) Comprehensive planning of health system 

development
• to avoid the wastage of resources 

that occur in piecemeal efforts
* - to correct particular deficiencies (

H) building Health systems
• ,£.reat'?£ health consciousness

•• m«ni Tfue rigard to the d<gnny. worth ahd 
quality of the child

- Action - By word • Quality 
implementation of Road to Health - 
Concept

• service delivery at the grass root 
level

Hi) Innovative approach
- Meaningful translation ol health

promotion.
• Across social, cultural and economic 

barrier}

23
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CLASSICAL CONDITIONING

Unconditioned
stimulus
(UCS)

Conditioned
stimulus

► Stimulus associated 
I

Reiufoi cement x.
I

» Stimulus associated

Unconditioned►
response

* Conditioned
response

CR

INSTRUMENTAL CONDITIONING 
I AW OF EFFECT

Stimulus

Individual

Motive m Habit (S-R) ] • Behaviour -• Reward

V

Need learning

REINFORCEMENT (of the knowledge of the child) 
- Continuous

Intermittent

24



COMPONENTS OF INSTRUCTIONAL DESIGN SYSTEM

The dependence of one child to another

Task

25



PERFORMANCE REVIEW CYCLE

IV
Determine
corrective

II
Record

performance

Review performance 
records in light 

of standards

MODES - DELIVERY OF HEALTH MESSAGE

1. Postage stamps • Depleting health message

2. Charts and posters & plctot lals lit ip cartoons 

J. Case demonstration

4. Modes of prevention • Messages by the Doctor

5. Do you knowf Quii programme.

26
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CHECK LIST FOR MONITORING WORK PERFORMANCE

Name of the '‘Little Doctor "

Date............Month.......... Year...........

4

Activities of the Little Doctor

(PllUftt) 
CMUD l

(Pitianl)
CHIlD II

S«iii-
<itto»y Gi io'jt

LMuiA-
lunxy

Assessment of growth □ □ □ □

Assessment of personal hygiene □ □ J □

Instruction on Nutrition □ □ J □

Instruction on accident prevention □ □ J □

Autnment of eye. ear problems □ J J □

Instruction on communicable dismse* □ J -1 J

Recording □ J J □

Referral to the Physician □ J J
□ 1

CHILDREN (PATIENTS) 
UNDERSTANDING OF

Parameter* of lack of growth □ □ □ □ 1

Role of personal cleanliness in disease
prevention .. «*<>•• »~

e« Kliei

□ □ □ □
1

Role of nutrition □ □ □ □

Role of insects, pets □ □ □ □

Importance of avoiding injuries and 
accidents

□ □ □ □

Importance of checking eyes. ears, 
teeth

□ □ □ □

LOGISTICS
Availability of weighing machine.

Height charts, E.Chart. Amsler grid
□ □ □ □

X
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DESCRIPTION OF PROBLEMS IDENTIFIED

COMMENTS

Q Work done especially well.

O Possible reasons for unsatisfactory response 

J Changes in performance time last tune monitored

RECOMMENDATIONS

Supervised by School Health Medical Officer.
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EVALUATION

Done at the end of 2 months or 6 weeks depending on the number of 
modules taught.

I. CALCULATE THE USAGE RATE
• 1 otal number of times tho service was used in the stipulated 

p eriod
• desired usage of tho services by the tai get population with 

access
• desired usage of the services by the laigel population with 

i vfei cine to then larmly and conunumly

a< I ual usage
Usage rate for those with access * .. .. ... . ............ ..

denied usage by
taigct population with access

* I. Efforts you can make youi self

II. Efforts the community can make through you r

III. Efforts tho higher-ups can make If you talk with them.

This type of thinking should be done boforc sotting targets. !

Increatlng the accett it one way to Incrcate mage.

i


