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7.1 NEED FORSTUDY: 

Neonates are infants younger than 4 weeks or 28 days old, with the highest risk of death per day 

than any other period of infancy.1 

Term birth is defined as birth occurs between 37 weeks 0 days and 41 weeks 6 days by The 

International Classification of Diseases.2 

Preterm birth is defined as birth occurs on or before 37th week (259 days) of pregnancy, 

calculated from the first day of the last menstrual period.3 Types of preterm birth by gestational 

age: extreme preterm < 28 weeks, very preterm 28-32 weeks, moderate to late preterm 32-37 

weeks.4 

The estimated global preterm birth rate for 2014 was 10·6%, equating to an estimated 14·84 

million live preterm births in 2014. 12· 0 million (81·1%) of these preterm births occurred in 

Asia and sub-Saharan Africa. Regional preterm birth rates for 2014 ranged from 13·4% in North 

Africa to 8·7% in Europe. India, China, Nigeria, Bangladesh, and Indonesia accounted for 57·9 

million (41∙4%) of 139·9 million live births and 6·6 million (44∙6%) of preterm births globally 

in 2014. Of the 38 countries with high-quality data, preterm birth rates have increased since 

2000 in 26 countries and decreased in 12. Globally, we estimated that the preterm birth rate was 



9∙8% in 2000 and 10∙6% in 2014.5 

Premature and low birth weight neonates are very vulnerable in the first week of birth. Most 

deaths in preterm babies in the developing nations occur from preventable causes such as 

infectious diseases, asphyxia, hypothermia, and hypoglycemia 6 and the common predictors of 

preterm neonatal deaths are gestational age, birth weight, lower APGAR score, respiratory 

distress syndrome, sepsis, pneumonia, meningitis and asphyxia.7 These complications of 

premature birth are the factors influencing admission of most of the preterm neonates into NICU 

for further care. In addition, over 80% are born between 32 to 37 weeks of gestation 

(medium/late preterm birth) and many die due to lack of simple and necessary care such as 

warmth and nutrition. 6 The East Africa Preterm Birth Initiative recently noted that quality 

evidence, provider skill building, and teamwork emphasize the use of immediate skin-to-skin 

care and early breastfeeding in premature and neonatal resuscitation are evidence-based 

practices that can prevent the mortality. 

Some of the neonatal characteristics  that may influence the length of NICU stay include 

gestational age and weight, APGAR scores at 1 and 5 min, need for resuscitation after birth, 

surfactant received, blood culture results at the time of labor and during hospitalization, type of 

neonatal nutrition, time of initiation of nutrition, time to recovery of  birth weight, duration of 

parenteral nutrition, positive CRP and length of stay, suspected and confirmed NEC affect 

nutritional tolerance factors and the number of days required  for appropriate amount of 

nutrition.8 

Oral feeding initiation and management should be based on careful, individualized assessment 

of the NICU infant and requires an understanding of neonatal physiology and 

neurodevelopment. 9  

Oral feeding readiness can be defined in two different contexts: (a) when an infant is ready to 

initiate oral feeding attempts for the first time, and (b) when an infant is ready to participate in a 

specific feeding event. Criteria used to determine this state of readiness include an infant’s level 

of alertness, physiologic status, and display of hunger cues.9 

Successful oral feeding is one of the NICU discharge criterion and is often the last that infants 

achieve. Consequently, successful transition to oral feeding plays a critical role in determining 

discharge readiness from the NICU. If oral feeding and the transition process is not approached 

carefully, an infant may require prolonged gavage tube feeding, consequences of long-term 

gavage tube feeding include esophageal inflammation, pharyngeal desensitization, and an 

increased risk for gastroesophageal reflux (GER) which may lead to emesis, food refusal, 

arching of the back during feedings, a hypersensitive gag reflex, dysphagia, coughing, and 

choking, aspiration. Feeding problems left unresolved at the time of discharge may persist into 

early childhood and present as oral feeding aversion and other long-term feeding issues, which 

include tactile sensitivity, selective eating, and failure to thrive.9 



Recent studies have shown that early safe discharge is possible when preterm infants are 

discharged on the basis of physiological criteria (e.g., ability to feed to support growth, 

maintaining temperature, mature respiratory control) rather than discharge weight.10 

Feeding difficulties are common complication experienced by preterm infants hospitalized in 

NICU. Discharge from the hospital is often dependent on infants achieving sufficient oral 

feeding skills to accomplish appropriate growth, and feeding difficulties are a frequent reason 

for prolonged length of stay. Among extremely preterm infants, the prevalence of problematic 

feeding was 46%, in very preterm, the prevalence of problematic feeding was 42%, in moderate 

to late preterm infants the prevalence of problematic feeding was 38%.  Based on age at the time 

of evaluation of oral readiness the prevalence rate of problematic feeding in infants aged 0–5 

months is of 43%, in aged 6–11 months born prematurely was 38%, in toddlers aged 12–23 

months is of 33%, in children aged 24–48 months old, is of 33%.11 

The various outcome measures, which can be used to assess the oral feeding of neonates, infants 

and children are NOMAS, PIOFRA, POFRAS, EFS, IBFAT, LATCH, MBA, PIBBS, EFSA, 

SAIB which can evaluate the oral feeding and breast feeding abilities of the infants and 

children.12 Among all these only a few are used to assess preterm infants like NOMAS and 

POFRAS. POFRAS is used to evaluate the oral readiness of preterm neonate and is clinically 

validated with a global accuracy of about 74.38% and higher specificity of 75.68%. it has an 

interrater reliability of about >0.75.13  

Delayed development of primitive reflexes like rooting, sucking and gag reflex leads to reduced 

oral readiness in premature. Lack of coordination of suck, swallow and breathe, prolonged 

usage of artificial ventilation via ET tube has influence on oral motor function of infant.14 Even 

the preterm infants who are not under the high risk groups (not admitted in NICU) can also 

present with reduced or delayed oral feeding readiness. All these factors leads to oral feeding 

difficulties which results in prolonged complications like aspiration pneumonia, malnutrition, 

NEC, growth difficulties, immaturity of immune system, dysphagia which can lead to speech 

difficulties in further future of child. Most of the preterm present with failure to thrive and 

preterm mortality is high at the early neonatal period.  As the oral feeding readiness leads to 

such prolonged complications of an infant there is a need of early screening of oral readiness 

and early intervention of oral motor stimulation to prevent the complications and to increase the 

survival rate of preterm in neonatal period and also reduce the duration of NICU stay. Thus this 

study intends to identify the oral feeding readiness in premature neonates in our setup. 

 

 

 

 



7.2 REVIEW OFLITERATURE: 

In India, the health of newborns has improved significantly after the initiation of National 

Rural Health Mission. Similar to Janani Suraksha Yojana, there were several new initiatives 

that are launched to improve newborn care. Despite the new focus on neonatal health, annual 

reductions in Neonatal Mortality Rate and Early Neonatal Mortality Rate still lags compared to 

Infant Mortality Rate and Under 5 Mortality Rate. There are factors that influence are 

demographic, educational, socio-economic, biological and caregiver factors that explain the 

disparities and high burdens of neonatal death rate. The country needs to expand and improve 

the introduction of major interventions, urgently improve the quality of care in healthcare 

facilities.1 

 

The word ‘term’ cannot be mentioned independently as it reduces the chances of considering 

the other deliveries that occur before 39 weeks of gestational age. There were a wide range of 

term births that can be termed as early, full, late and post term as subcategories of term birth of 

a neonate.2 

 

Neonatal morbidities have a great influence on the neonatal NICU admission rate and the 

duration of hospital stay whereas the late preterm neonates has higher NICU admission rate 

and prolonged hospital stay than the term neonates. Among late preterm there is an increased 

mortality rate and hospital readmission rate.3 

 

Preterm birth is the major factor that influences the mortality rate of infants below 5 years of 

age and considered as a burden. There is a need to improve the outcomes of pregnancy and 

monitoring the reasons that are increasing the application of caesarean sections. The 

acceleration of basic interventions that helps in child survival towards millennium 

development goal 4.4  

 

According to WHO, surveys were done in 2014 among 107 countries regarding the preterm 

birth rate which has shown that there is increase in preterm birth rate in most of the countries. 

The improvement of maternal and neonatal care which in turn leads to the better understanding 

of the epidemiology of preterm births. The improvement of standardized definitions, 

measurements and reporting need to be suggested.5 

 

LBW and preterm infant mortality occur early in life because of preventable causes which 

requires improved implementation of existing institution-based intra- and post-partum care 

interventions for birth asphyxia, sepsis, respiratory distress syndrome and hypothermia.6 

 



The survival rate is significantly low in the early period of life among preterm infants. 

Hypothermia, neonatal sepsis, respiratory distress syndrome, hypoglycemia, jaundice, 

perinatal asphyxia, seizures, and meningitis have been reported as common pathological 

conditions in preterm infants. The neonatal mortality rate was lower than in other Ethiopian 

studies. In addition, respiratory distress syndrome and neonatal sepsis were the most common 

pathological conditions associated with premature neonatal death. Fetal symptoms, intrauterine 

age, weight at birth, APGAR score at 1 minute, perinatal asphyxia, and respiratory distress 

syndrome have been shown to be independent predictors of preterm infant mortality.7 

 

Given the urgent need for infants, families and society to reduce the length of hospital stay for 

preterm infants as much as possible, the implementation of various interventions which can 

effectively affect the infant survival by eliminating prenatal and nosocomial infections . The 

interventions mentioned include paying more attention to prenatal care, informing parents of 

the high risk of infection, educating parents on strategies to manage nosocomial infections, and 

looking at early breastfeeding. Includes improving nutritional care and promoting prenatal care 

to reduce IUGR cases. Finally, it is recommended that similar studies be performed on very 

low birth weight babies of different age and weight groups to assess the disorders caused by 

preterm birth.8 

 

Based on evidence that care giving activities should be performed according to the cues of 

infant and health care providers have to provide proper care. The encouragement of parent 

participation is a supportive approach helps in effective feeding of infant. Nurses are in better 

contact with NICU infants than families who plays major role in transition of oral feeding 

from gavage feed. It is known that the transition to complete oral feeding may be achieved by 

36 – 40 weeks of gestational age in extreme preterm infants.9 

 

Based on studies early NICU discharge of preterm infants with low birth weight will be 

feasible by the implementation of activities like kangaroo mother care, spoon feeding and the 

participation of parents, which can influence the financial and mental aspects of families in 

both developed & developing countries.10 

 

The prevalence of feeding issues is more below 4 years of age in premature individuals. 

Feeding disorder can be defined as impairment of oral feeding ability regardless of age 

consideration and may be related to nutritive, medical, feeding and psychological factors of 

infant. Appropriate comprehensive psychometric epidemiological researches are needed to 

know the exact prevalence of oral feeding issues among children born with prematurity.11 

 



 

Psychometric properties of neonatal feeding assessment tools have to be empirically validated 

so, the clinicians or researchers who use these tools need to consider the inappropriate 

evidence and also precautions should be taken during interpretation of results of such feeding 

assessment tools. Scientific integrity of these tools used for evaluation of neonates need a well-

designed study.12 

 

A retrospective chart review was done to assess incidence, co-occurrence and association of 

caregiver distress in dysphagia, oral motor skills, motor language, speech disorders in pediatric 

stroke. Concluded that there is incidence of dysphagia, oral motor dysfunction, motor speech 

and language impairments accompany acute stroke and documented that there is a need of 

early detection of these impairments and their short and long term impacts in children with 

stroke.13 

 

There is higher prevalence of oral feeding difficulties in children previously treated in NICU 

as there is influence of prolonged dependency of tube feeding in early infancy which reduces 

the chances of maturity of feeding abilities and presents risk of incidence of oral feeding 

problems in later infancy. They also documented there is a need to emphasize the 

pathophysiology for oral feeding problems and the initiation of early feeding strategies to 

reduce the oral feeding issues in further life.14 

 

7.3 AIM AND OBJECTIVES OF THESTUDY: 

The objective of the study is to assess the oral feeding readiness in preterm neonates. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



8. MATERIALS AND METHODS: 

8.1 SOURCE OFDATA: Sample will be collected from NICU and Obstetrics and Gynecology 

wards of SDM Hospital of Medical Sciences. 

 Study subjects:     

 Inclusion Criteria: 

1. Neonates of 28 – 37 weeks of gestational age 

2. Neonates who are clinically stable 

3. Neonates of either gender 

 

Exclusion Criteria: 

1. Neonates with congenital anomalies like cleft lip, cleft palate, congenital cardiac 

conditions (ASD, VSD). 

2. Neonates with facial deformities 

3. Neonates on mechanical ventilation  

 

 Study area: The study will be conducted at NEONATAL INTENSIVE CARE UNIT 

and OBSTETRICS AND GYNECOLOGY WARDS on the premises of SDM College 

of Medical Sciences and Hospital, Dharwad, which is a tertiary care hospital that 

caters to the people of North Karnataka mainly those residing in Dharwad district. 

 Study period: 1 YEAR 

 

8.2 METHODS OF COLLECTION OFDATA: 

 Study design:  Cross sectional study type design 

 

 Sample:   

As the registered live births of Dharwad city according to Annual report on the 

registration of birth and deaths act, 1969 of 2019 are 39,333 and the prevalence of 

preterm birth rate in Belagavi is 8.6%, sample size is calculated by using for finite 

formula. 



 

Where, z is the z score 

       ε is the margin of error 

      N is the population size 

      p̂ is the population proportion 

Using birth rate and prevalence of preterm infants, 95% confidence level and 

5% error, the sample size calculated is 121, assuming 20% of neonates may 

present with medical instability, congenital anomalies will be excluded and 

24 additional neonates will be included in the study. 

Thus, the total sample size will be 145 which will be rounded to 150. 

 

 Sampling procedure: Preterm neonates from NICU and OBG wards of SDM 

College of Medical Sciences, Dharwad. 

 

 Study instrument: 

1. Written consent form 

2. Sterile gloves 

3. POFRAS scale 

4. Stationary: pencil, pen, eraser etc.  

 

 Study method: 

Ethical clearance will be obtained from the institutional ethical committee of 

SDM college of Medical Sciences And Hospital, Dharwad. Parents of preterm 

neonates from NICU and OBG wards will be contacted for the consent and 

obtaining the details required for the study. Parents/caregivers will be explained 

the need and importance of the study and counseled for participation. Written 

inform consent will be obtained from the parents. Preterm neonates will then be 

screened for inclusion and exclusion criteria after obtaining consent. Then the 

neonates evaluated on POFRAS. 



 Data collection:   

Data will be collected after obtaining the Ethical clearance from Institutional 

Ethical Committee of S.D.M. College of Medical Sciences and Hospital, 

Dharwad. Sample will be collected from NICU and OBG wards of S.D.M. 

College of Medical Sciences and Hospital, Sattur, Dharwad. 

 

 Study analysis: 

 

1) Descriptive Statistics such as mean, standard deviation, frequencies, 

percentages, etc 

2)  Inferential Statistics: Normal distribution. 

 

 

8.3 Does the study require any investigations or interventions to be conducted on patients or 

other humans or animals? (If so, please describe briefly) 

 

YES, preterm neonates will be assessed for oral feeding readiness by using an outcome 

measure POFRAS. 

 

 

8.4 Has ethical clearance been obtained from ethical committee of your institution in case 

of8.3? 

Yes, the Ethical clearance has been obtained from institutional ethical committee.  
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1. CONSENT FORM 

 

STUDY TITLE: “ASSESSMENT OF ORAL FEEDING READINESS IN PRETERM NEONATES – A 

CROSS SECTIONAL STUDY” 

I, Ms/Mr ……….……………………………………………………………………. on behalf of my child 

……………………………………………………………., exercise my free power of choice and hereby 

give my consent to include my child as a subject in the above-mentioned study and to publish the data thus 

obtained. I have been explained the procedure and the importance of the study in my own language by the 

researcher. I agree to adhere to the physiotherapist instructions and co-operate fully and inform them if my 

child experiences any discomfort. I am informed about my right to withdraw my child from the study at any 

time throughout the study without having to give any reasons for doing so. Also, I am aware of the fact that 

the participation in the study includes no monetary or financial benefits. I have read through the details of 

the same in the information sheet provided to me. 

 

Postal Address: 

Relationship with child: Father/Mother/Guardian                                    Sign: 

Witness : 

Sign : 

For Investigators Purpose 

This is to certify that above consent has been obtained in my presence. 

Name of the Investigator:                                                                           Sign: 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



ಒಪಿ್ಪ ಗೆಪತ್ರ  

 

ಅಧ್ಯ ಯನ ದಶೀರ್ಷಿಕೆ : “ಪ್ರ ಸವಪೂವವ ನವಜಾತ ಶಿಶುಗಳಲಿ್ಲ  ಮೌಖಿಕ ಆಹಾರದ ಸಿದಧ ತೆಯ ಮೌಲ್ಯ ಮಾಪ್ನ - 

ಒಂದು ಕ್ರ ೋಸ್ ಸೆಕ್ಷನಲ್ ಅಧ್ಯ ಯನ” 

 

ನಾನು, ಶಿರ ೋಮತಿ/ಶಿರ ೋ             ……………………...……………………………………………………………………..      

ನನನ ಮಗು …………………………………………………………………………………… ಪ್ರವಾಗಿ. ನನನ  ಮುಕತ  

ಅಧಿಕಾರದ ಬಳಕೆಯಂದ ,ಮೇಲೆ ತಿಳಿಸಿದ ಅಧ್ಯ ಯನದ ವಿಷಯವಾಗಿ ನನನ  ಮಗುವನುನ  ಸೇರಿಸಲು ಮತ್ತತ  ಹೋಗೆ 

ಪ್ಡೆದಮಾಹತಿಯನುನ  ಪ್ರ ಕಟಿಸಲು  ನನನ  ಒಪಿ್ಪ ಗೆ  ನೋಡುತೆತ ೋನೆ. ನನಗೆ ಅಧ್ಯ ಯನದ ವಿಧಾನ ಮತ್ತತ  ಅದರ 

ಮಹತವ ವನುನ  ಸಂಶೋಧ್ಕರಿಂದ ನನನ  ಭಾಷೆಯಲಿ್ಲ  ತಿಳಿಸಲಾಗಿದೆ .ನಾನು ಸಂಶೋಧ್ಕರ ಸೂಚನೆಗಳಿಗೆ ಬದಧ ವಾಗಿ 

ಸಂಪೂರ್ವ ಸಹಕಾರವನುನ  ನೋಡುತೆತ ೋನೆ .ನನನ   ಮಗು ಯಾವುದೇ  ರಿೋತಿಯ ತಂದರೆಗಳನುನ  ಅನುಭವಿಸಿದದ ರೆ 

ನಾನು ಅದರ ಮಾಹತಿಯನುನ  ಸಂಶೋಧ್ಕರಿಗೆ ನೋಡುತೆತ ೋನೆ. ಹಾಗೆಯೇ ನಾನು ಯಾವರ ದೇ ಸಮಯದಲಿ್ಲ  ಯಾವುದೇ 

ಕಾರರ್ಗಳನುನ  ನೋಡದೆ ನನನ  ಮಗುವನುನ  ಅಧ್ಯ ಯನದಂದ ಹಂದೆ ತೆಗೆದು ಕ್ಳಳ ಲು ನನಗೆ ಅಧಿಕಾರವಿದೆ ,ಎಂದು 

ನನಗೆ ತಿಳಿಸಲಾಗಿದೆ .ಅಧ್ಯ ಯನದಲಿ್ಲ  ಭಾಗವಹಸಲು ಯಾವುದೇ ಆರ್ಥವಕ ಅಥವಾ ಇತರ ಲಾಭಗಳು 

ಒಳಗಂಡಿರುವುದಲಿ್  ಎಂದು ನನಗೆ ಅರಿವರ  ಇದೆ .ನಾನು ಮಾಹತಿ ಪ್ತರ ದಲಿ್ಲ  ಕೂಟಿವ ರುವ ಮಾಹತಿಗಳನುನ  ಓದ 

ತಿಳಿದು ಕೂಂಡಿದೆದ ೋನೆ.  

 

 

ಅಂಚೆ ವಿಳಾಸ : ………………………………………………………… 

……………………………………………………………… 

ಮಗುವಿನಂದಗೆ  ಸಂಬಂಧ್ : ತಾಯ/ತಂದೆ/ಪೋಷಕರ 

ರುಜು(ಹೆಬೆ್ಬ ರಳಿನಗುರುತ್ತ): 

 

ತನಖೆದಾರರ ಉದೆದ ೋಶಕಾಾ ಗಿ 

ಈ ಮೇಲ್ಲನ ಒಪಿ್ಪ ಗೆಪ್ತರ ವನುನ  ನನನ  ಹಾಜರಾತಿಯಲಿ್ಲ  ಪ್ರ ಮಾಣೋಕರಿಸಲಾಗಿದೆ. 

ತನಖೆದಾರರ ಹೆಸರು : 

ತನಖೆದಾರರ ರುಜು : 

ದನಾ೦ಕ : 

ಸಥ ಳ: 

 
 
 
 
 
 
 
 
 



2. INFORMATION SHEET 

 

TITLE OF PROJECT: “ASSESSMENT OF ORAL FEEDING READINESS IN PRETERM 

NEONATES – A CROSS SECTIONAL STUDY”.  

NAME OF PRINCIPAL/ SITE INVESTIGATOR: Ranavari Bhagya Sri Bai 

NAME OF FUNDING AGENCY: This study does not receive any financial support or funding. 

 

Before you decide, you need to understand why the research is being done and what it would involve 

for you and your child. Please take time to read the following information carefully. This information 

sheet tells you about the purpose of the study and what will happen if you take part. A copy will be 

given to you for your ready reference. 

Procedure and Purpose of this study 

1) Procedure:  

Infants meeting inclusion and exclusion criteria will be recruited in the study. Your baby will be 

assessed on the POFRAS to evaluate the oral feeding readiness which is one of the important factors 

that allows the initiation of oral feeding. It’s a research to assess that the baby is achieved the maturity 

of oral feeding if doesn’t achieved then the necessary interventions were used to improve it. 

2) Benefits: 

a) Benefit to volunteer: The infant participation will help to identify the readiness of oral feeding 

which plays a major role in development, nutrition and growth of infant. This will help to initiate 

the necessary interventions of oral feeding at early stage, which can prevent further complications 

of prematurity. 

b) Potential benefits to society: This study will improve the therapist’s understanding about issues 

related to oral feeding readiness in preterm neonates and prevent the prevalence of feeding 

difficulties in late infancy and childhood. Also decrease the length of NICU stay due to improper 

feeding skills which will add to the financial and psychological burden on parents and society. 

3) Time duration of the procedure: 15 – 20 minutes 

4) Statement of confidentiality: Your child’s participation in this research is confidential. Only the 

investigators will have access to your child’s identity and to information that can be associated with 

his/her identity. In the event of publication of this research, no personally identifying information will 

be disclosed. 

5) Injury clause: There is very less chance of any injury resulting during this study. However, utmost 

precautions will be taken by the therapist to prevent any injuries during the investigations. If your 

child is injured for any other reason, no financial compensation or free medical treatment will be 

provided. 



6) Compensation: Participation in this study includes no monetary or financial benefits. 

7) Voluntary participation: You and your child`s participation in this study is voluntary. You have all 

the right to withdraw you and your child from the study at any time throughout the study without 

having to give any reasons for doing so. Withdrawal from the study at any given point will not 

influence the therapy of your child. Vide you and your child’s right as a study participant; you also 

may decline to answer any questions asked by the researcher. 

8) Right to ask question: You may ask any questions about the study procedures and the questions will 

be answered by the researcher.  

9) Any queries: Any further questions related to the study will be answered by me, Ms. Ranavari 

Bhagya Sri Bai on the contact details mentioned below. 

 

Email Id: bhagyaranavari@gmail.com 

Mob. No: 7981794991 

You may also contact the office of SDM College of Physiotherapy, Manjushree Nagar, Sattur, 

Dharwad (0836-2462253). 

 

Name and contact details of guide 

Dr. Jyoti S. Jeevannavar  

Professor 

Email Id: drjyotisj@gmail.com 

Mob. No- 9972189767 
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ಪಾಲಕ /ಪೀಷಕರಿಗೆ ಮಾಹಿತಿ ಪತ್ರ  

 

ಅಧ್ಯ ಯನದ ಶೀರ್ಷಿಕೆ: “ಪ್ರ ಸವಪೂವವ ನವಜಾತ ಶಿಶುಗಳಲಿ್ಲ  ಮೌಖಿಕ ಆಹಾರದ ಸಿದಧ ತೆಯ ಮೌಲ್ಯ ಮಾಪ್ನ - 

ಒಂದು ಕ್ರ ೋಸ್ ಸೆಕ್ಷನಲ್ ಅಧ್ಯ ಯನ ” 

 

ಪರ ಧಾನ ತ್ನಿಖಾಧಿಕಾರಿಯ ಹೆಸರು: ರರ್ವಾರಿ ಭಾಗಯ  ಶಿರ ೋ ಬಾಯ 

 

ಧ್ನಸಹಾಯ ಸಂಸೆ್ಥಯ ಹೆಸರು: ಈ ಅಧ್ಯ ಯನವು ಯಾವುದೇ ಹರ್ಕಾಸಿನ ಬ್ಬಂಬಲ್ ಅಥವಾ 

ಧ್ನಸಹಾಯವನುನ  ಪ್ಡೆಯುವುದಲಿ್ .  

 

ಈ ಅಧ್ಯ ಯನದಲಿ್ಲ  ಭಾಗವಹಸಲು, ನಮಮ ನುನ  ಮತ್ತತ  ನಮಮ  ಮಗುವನುನ  ನಾನು ಆಹಾಯ ವ ನಸುತೆತ ೋನೆ. ನೋವು 

ನಧ್ವರಿಸುವ ಮೊದಲು ಸಂಶೋಧ್ನೆ ಏಕೆ ನಡೆಯುತಿತ ದೆ ಮತ್ತತ  ಅದರಲಿ್ಲ  ನಮಗೆ ಹಾಗು ನಮಮ  ಮಗುವಿಗೆ 

ಏನಾಗ ಬಹುದು ಎಂಬುದು ನೋವು ಅಥವ ಮಾಡಿಕ್ಳಳ ಬೇಕು. ದಯವಿಟ್ಟು  ಸಮಯ ತೆಗೆದುಕೂಂಡು ಕಳಗೆ 

ನೋಡಿದ ಮಾಹತಿಯನುನ  ಗಮನವಿಟ್ಟು  ಓದ. ನಮಮ  ಸಿದಧ ತೆಗಾಗಿ ಇದರ ಒಂದು ಪ್ರ ತಿ ನಮಗೆ ನೋಡಲಾಗುತತ ದೆ. 

 

ಅಧ್ಯ ಯನದ ವಿಧಾನ ಮತ್ತತ  ಉದೆದ ೋಶ 

1. ವಿಧಾನ:  

ಅಧ್ಯ ಯನದ ಮಾನದಂಡಗಳನುನ  ಪೂರೈಸುವ ಶಿಶುಗಳನುನ  ಅಧ್ಯ ಯನದಲಿ್ಲ  ಸೇಪ್ವಡೆ ಮಾಡಲಾಗುತತ ದೆ. 

ಮೌಖಿಕ ಆಹಾರದ ಸಿದಧ ತೆಯು ಮೌಖಿಕ ಆಹಾರವನುನ  ಪ್ರರ ರಂಭಿಸಲು ಪ್ರ ಮುಖ ಪ್ರ ಭಾವ ಬೋರುತತ ದೆ. ನಮಮ  

ಮಗುವಿನ ಮೌಖಿಕ ಆಹಾರದ ಸಿದಧ ತೆಯನುನ  POFRAS ಮೂಲ್ಕ ಮೌಲ್ಯ ಮಾಪ್ನ ಮಾಡಲಾಗುತತ ದೆ. ಈ 

ಸಂಶೋಧ್ನೆಯು ಮಗುವಿನ ಮೌಖಿಕ ಆಹಾರದ ಪ್ರಿಪ್ಕವ ತೆಯನುನ  ಮೌಲ್ಯ ಮಾಪ್ನ ಮಾಡುವ ಗುರಿಯನುನ  

ಹಂದದೆ ಏಕೆಂದರೆ ಸಾಧಿಸದದದ ರೆ ಅದನುನ  ಸುಧಾರಿಸಲು ಅಗತಯ  ಮಧ್ಯ ಸಿಥ ಕೆಗಳನುನ  ಬಳಸಬಹುದು. 

 

2. ಪರ ಯೀಜನಗಳು:  

a) ಸವ ಯಂ ಪ್ರ ೀರಿತ್ರಿಗಾಗುವ ಉಪಯೀಗ: ಶಿಶುವಿನ ಭಾಗವಹಸುವಿಕೆಯು ಮಗುವಿನ ಬ್ಬಳವಣಗೆ, ಪೋಷಣೆ 

ಮತ್ತತ  ಬ್ಬಳವಣಗೆಯಲಿ್ಲ  ಪ್ರ ಮುಖ ಪ್ರತರ ವಹಸುವ ಮೌಖಿಕ ಆಹಾರದ ಸಿದಧ ತೆಯನುನ  ಗುರುತಿಸಲು 

ಸಹಾಯಮಾಡುತತ ದೆ. ಆರಂಭಿಕ ಹಂತದಲಿ್ಲ  ಮೌಖಿಕ ಆಹಾರದ ಅಗತಯ  ಮಧ್ಯ ಸಿಥ ಕೆಗಳನುನ  ಪ್ರರ ರಂಭಿಸಲು 

ಇದು ಸಹಾಯಮಾಡುತತ ದೆ, ಇದು ಅಕಾಲ್ಲಕತೆಯ ಮತತ  ಷ್ಟು ತಡಕುಗಳನುನ  ತಡೆಯುತತ ದೆ. 

 

b) ಸಮಾಜಕಾಾ ಗುವ ಉಪಯೀಗಗಳು: ಈ ಅಧ್ಯ ಯನವು ಪ್ರ ಸವಪೂವವ ನವಜಾತ ಶಿಶುಗಳಲಿ್ಲ  ಮೌಖಿಕ 

ಆಹಾರದ ಸಿದಧ ತೆಗೆ ಸಂಬಂಧಿಸಿದ ಸಮಸೆಯ ಗಳ ಬಗೆೆ  ಚಿಕಿತಸ ಕರ ತಿಳುವಳಿಕೆಯನುನ  ಸುಧಾರಿಸಬಹುದು. ಇದು 

ಶೈಶವಾವಸೆಥ ಯಲಿ್ಲ  ಮತ್ತತ  ಬಾಲ್ಯ ದಲಿ್ಲ  ಆಹಾರದ ತಂದರೆಗಳನುನ  ತಡೆಯಬಹುದು. ಇದು ನವಜಾತ ಶಿಶುಗಳು 

ಆಹಾರ ಸಮಸೆಯ ಗಳಿಗಾಗಿ ಆಸಿ ತೆರ ಯಲಿ್ಲ  ಉಳಿಯುವುದನುನ  ಕಡಿಮೆ ಮಾಡಬಹುದು, ಏಕೆಂದರೆ ಇದು ಪೋಷಕರು 

ಮತ್ತತ  ಸಮಾಜದ ಮೇಲೆ ಆರ್ಥವಕ ಮತ್ತತ  ಮಾನಸಿಕ ಹರೆಯನುನ  ಹೆಚಿಿ ಸಬಹುದು. 



 

3. ವಿಧಾನದ ಸಮಯ: ಸುಮಾರು 15 – 20 ನಮಿಷಗಳು. 

 

4. ಗೌಪಯ ತೆ/ವಿಶ್ವವ ಸಾ ರ್ಿತೆಯ ಹೇಳಿಕೆ: ಅಧ್ಯ ಯನದಲಿ್ಲ  ನಮಮ  ಮಗುವಿನ ಭಾಗವಹಸುವಿಕೆ ಗೌಪ್ಯ ವಾಗಿರುತತ ದೆ. 

ನಮಮ  ಮಗುವಿನ ಗುರುತಿನ ಮಾಹತಿ ಕೇವಲ್ ಭೌತ ಚಿಕಿತಸ  ಕರಹತಿತ ರ ಇರುತತ ದೆ. ಈ ಸಂಶೋಧ್ನೆಯ 

ಪ್ರ ಕಟಣೆಯ ಸಂದಭವದಲಿ್ಲ , ಯಾವುದೇ ವಯಕಿತ ಕ ಗುರುತಿನ ಮಾಹತಿಯನುನ  ಬಹರಂಗ ಪ್ಡಿಸಲಾಗುವುದಲಿ್ . 

 

5. ಗಾಯದ ಷರತ್ತು : ಈ ಅಧ್ಯ ಯನದ ಸಮಯದಲಿ್ಲ  ಯಾವುದೇ ಗಾಯ ಸಂಭವಿಸುವ ಸಾಧ್ಯ ತೆ ಕಡಿಮೆ. ಆದಾಗ್ಯಯ , 

ತನಖೆಯ ಸಮಯದಲಿ್ಲ  ಯಾವುದೇ ಗಾಯಗಳನುನ  ತಡೆಗಟು ಲು ಚಿಕಿತಸ ಕರಿಂದ ಹೆಚಿಿ ನ ಮುನೆನ ಚಿ ರಿಕೆಗಳನುನ  

ತೆಗೆದುಕ್ಳಳ ಲಾಗುತತ ದೆ. ಒಂದು ವೇಳೆ ಯಾವುದೇ ಇತರ ಕಾರರ್ಗಳಿಂದ ನಮಮ  ಮಗು ಗಾಯಗಂಡರೆ 

ಯಾವುದೇ ರಿೋತಿಯ ಹರ್ ಕಾಸಿನ ಪ್ರಿಹಾರ ಅಥವಾ ಉಚಿತ ವೈದಯ ಕಿೋಯ ಚಿಕಿತಸ  ನೋಡಲಾಗುವುದಲಿ್ . 

 

6. ಪರಿಹಾರ: ಅಧ್ಯ ಯನದಲಿ್ಲ  ಭಾಗವಹಸಲು ಯಾವುದೇ ರಿೋತಿಯ ಆರ್ಥವಕ ಅಥವಾ ಇತರೆ ಲಾಭಗಳು 

ಒಳಗಂಡಿರುವುದಲಿ್ . 

 

7. ಸವ ಯಂ ಪ್ರ ೀರಿತ್ ಭಾಗವಹಿಸುವಿಕೆ: ಈ ಅಧ್ಯ ಯನದಲಿ್ಲ  ನಮಮ  ಮಗುವಿನ ಭಾಗವಹಸುವಿಕೆ 

ಸವ ಯಂಪ್ರ ೋರಿತವಾಗಿರುತತ ದೆ. ನೋವು ಯಾವುದೇ ಕಾರರ್ಗಳನುನ  ನೋಡದೆ, ಯಾವುದೇ ಸಮಯದಲಿ್ಲ  ನಮಮ  

ಮಗುವನುನ  ಅಧ್ಯ ಯನದಂದ ಹಂದೆ ತೆಗೆದುಕ್ಳಳ ಬಹುದು. ಹೋಗೆ ಅಧ್ಯ ಯನದಂದ ಹಂದೆ ತೆಗೆದುಕ್ಳುಳ ವುದ 

ರಿಂದ ನಮಮ  ಮಗುವಿನ ಚಿಕಿತೆಸ ಯ ಮೇಲೆ ಯಾವುದೇರಿೋತಿಯ ಪ್ರ ಭಾವವು ಬೋರುವುದಲಿ್ . ಅಧ್ಯ ಯನದಲಿ್ಲ  

ವಿಷಯವಾಗಿ ಪ್ರಲೆ್ಗಳುಳ ವವರಂತೆ ನಮಮ  ಮಗುವಿನ ಅಧಿಕಾರದ ಮೂಲ್ಕ, ನೋವು ತನಖೆದಾರರ ಮೂಲ್ಕ 

ಕೇಳಿದ ಯಾವುದೇ ಪ್ರ ಶ್ನನ ಗಳಿಗೆ ಉತತ ರಿಸಲು ನರಾಕರಿಸ ಬಹುದು. 

 

8. ಪರ ಶೆ್ನ  ಕೇಳುವ ಅಧಿಕಾರ: ಅಧ್ಯ ಯನದ ಕಾಯವ ವಿಧಾನಕೆಾ  ಸಂಬಂಧಿಸಿದಂತೆ ನಮಮ      ಯಾವುದೇ ಪ್ರ ಶ್ನನ  ಗಳಿಗೆ 

ಸಂಶೋಧ್ಕ ರಿಂದ ಉತತ ರಿಸಲಾಗುವುದು. 

 

9. ಯಾವುದಾದರೂ ಪರ ಶೆ್ನ ಗಳು: ಅಧ್ಯ ಯನಕೆಾ  ಸಂಬಂಧಿಸಿದ ಯಾವುದೇ ಪ್ರ ಶ್ನನ ಗಳಿಗೆ ಕೆಳಗೆ      ತಿಳಿಸಲಾದ 

ಸಂಪ್ಕವ ವಿವರಗಳಲಿ್ಲ  ನನನ ಂದ ಉತತ ರಿಸಲಾಗುವುದು. 

 ರರ್ವಾರಿ ಭಾಗಯ  ಶಿರ ೋ ಬಾಯ, 

ಇಮೇಲ್ ವಿಳಾಸ: bhagyaranavari@gmail.com 

ಮೊಬೈಲ್ ನಂ. 7981794991 

 

ಹೆಚಿಿ ನ ಮಾಹತಿಗಾಗಿ ನೋವು ಸಂಪ್ಕಿವಸ ಬಹುದಾದ ವಿಳಾಸ: ಡಿಪ್ರಟವಮೆಂಟ್ ಆ ಫಿ್ಫ ಸಿಯೋಥೆರಪ್ಪ,  

ಮಂಜುಶಿರ ೋನಗರ,  ಸತ್ತತ ರ, ಧಾರವಾಡ. (0836-2402253) 
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ಮಾಗವದಶವಕರ ಹೆಸರು ಮತ್ತತ  ಸಂಪ್ಕವ ವಿವರ 

ಡಾ. ಜ್ಯ ೋತಿ  ಜೋವರ್ಣ ವರ್, ಪರ ಫಸರ್ 

ಇಮೇಲ್ ವಿಳಾಸ: drjyotisj@gmail.com 

ಮೊಬೈಲ್ ನಂ: 9972189767 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 

 



 


