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FDITORIAL

- Tobacco smoking is a very old practice, . But till _‘rc:cﬂxll't'l;;_, it has hot drawn much
attention from public health personnel. Qaly for last severa) decades, public health
personnel have been much concerned with ill effects of smoking. Tobacco production in
the world has incre.ased toa great extent.in the course.of some years. . I,t Jds estimated t}'}at.'
at least 120 countries in Africa, America, Asia, Europe and Oceanja grow tobacco

commiercially, ' “The reasons for higher production of tobacce n developing countries are
increase of domiestic sale and Gdvernment's policy to suppertiand:encourage production:

s0 as to reduce import,

In European countries, more than 50 percent of the people are regular smokers. In
Asia and other continents the situation is possibly not different. In some regions, smoking
in adult males has shown slightly downward trend, but a rising trend has been noted
among teenagers and women, In some countries of Europe 10-30 perceat adult women

are cigarctie smokers. Study in a rural area of West Bengalin 1975 has shown that 48.7
percent males and 0.2 percent females are smokers.  These rates are slightly less than those’
found in 1944 in the same arca corresponding figures being 63.6 and 0.5 percent Study

among officers in some industries in Calcutta has shown 59.45 percent as current smokers.
In the latter study, decreasing trend in smoking has been noted with increasing age.
Several other studies show that smoking in males is inversely correlated with sociceconomic
status and level of education.

Harmful effect of smoking on health has bzen conclusively proved in various studies.
Association of smoking with respiratory illnesses such as chronic bromchitis, lung cancer,
laryngeal cancer is well established, The risk of developing lung cancer is 32 timesas
great for heavy smokers as for nonsmokers. The risk also increasés with the number of
cigarettcs smo'ed in a dav, Risk of developing chronic bronchitis is also 20 times more
for heavy smokers than for non-smokers. Death rate from coronary artery disease is much
higner among smokers than among non-smokers.
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EDITORIAL

.‘Fehaccosmoking is.a:very old. practice.,

But txll rgccntiy, ‘1t has not drawn much
attention: from p'u'b!ic shealth: pcrsonnel

Only for last sevcra] decadcs, pubhc hea]thl

the warld has mcxeased toia great extentan the course of some years It 15 est:mated that

at least 120 countries in Africa, Amer:ca, Asia, Europe and Oceama grow

tobacco
commercla!!y‘

‘The:réasons For ’higher productmn of tobaccosin sdeveloping ¢auntries are

ingéiease of domesiic <:aule and Gﬁvernmentspohcy tasupport randi engourage; production
so as to reduce import. oot S

In European countries, more than 50 percent of the people are regular smokers.  In
Asia and other continents the situation is possibly not different. In some regions, smoking
in adult males has shown slightly downward trend, but a rising trend has been noted
among teenagers and women, In some countries of Europe 10-50 percent adult women
are cigarette smokers. Study in a raral area of West Bengal in 1975 has shown that 48.7
percent males and 0.2 percent females are smokers. These rates are slightly less than those
found in 1944 in the same area corresponding figures being 63.6 and 0.5 percent Study
among officers in some industries in Calcatta has shown 59.45 percent as current smokers,
In the latter study, decreasing trend in smoking has been noted with increasing age

Several other studies show that smoking 10 males is inversely correlated with socioeconomic
status and level of education.

Harmful effect of smoking on health has b2en conclusively proved in various studies.
Association of smoking with respiratory illnesses such as chronic bronchitis, lung cancer
laryngeal cancer is well established. The risk of developing lung cancer is 32 timesas
great for heavy smokers as for nonsmokers. The risk also increases with the number of
cigarettes smoted in a dav, Risk of developing chronic bronchitis is also 20 times more
for heavy smokers than for non-smokers. Death rate from coronary artery disease is much
higner among smokers than among non-smokers.




58 INDIAN . PUB. HLTH., XXV, 2, APRIL—[UNE, 1980

Women who are smokers gain less weight during pregnancy and usuaily have low
birth weight babies. Perinatal mortality is higher when hypertensive women are smokers,
Sorae studies bave revealed that respiratory diseases are higher among children whose
fathers are regular smokers.

Habit of smoking is the result of psychological and social factors. Curiosity,
influence of home and friends, advertisements, desire for expression of masculinity, assertion
of independence in case of teen agers are some of the causes of smoking. It requires strong
motivation to give up the habit of smoking. Some adjustments are required in the daily
practice. Since regular smoking is a kind of addiction possible treatments such as group
therapy, drug therapy may be nceded.

Anti-smoking campaigns are necessary not ouly to stop smoking but also to prevent
people from begining smoking, especially by teen-agers and women, Measures to promote
sale of cigarettes must be curbed. A caution like ‘Cigarette Smoking is injurious to health’
printed on the packet is contradictory to massive advertisements for promotion of sales. It
may be necessary to initiale legistative measure to reduce sale of cigarette.

World Healthi Organisation is very such concerned with the problem of smoking.
‘Smoking or Health —the choice is yours’ the theme of World Health Day for the year 1980
has been rightly chosen, as the problem relates to individual’s habit.
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MORPHOLOGICAL CONSTITUTION AND SMOKING BEHAVIOUR
Lois Ph;hp '

Clinicians from antiquity have noted that
physical types of individuals have tendencies

to particular disease. Development of tools
in this Century by. physical anthropologists

have made it possrbie to relate certain const:-\
. tutional

characteristics to disease. The
science of genetics has afforded a basis for the

belief that most of us have a genetic indivi-

duality. Host factors in disease have: to do

in part with the collection of individuals into-
. constitutional types.

The inter play of envi-
ronmental factors and host factors is part of
cuotogy Environmental factors are not the
only forces pressing upon us from the external
environtoent but also include tastes and
habits developed chiefly from within or from
individual preferences. Though little study
has been done of such tastes and” habits, they
are of importance to the practice of medicine.

" It has been shown that Cigarette smokers
run twice the risk of dying from coronary
heart disease than non-smokérs (Doll and
Hill, 1964 ; Kahn, 1966), To be 259, over
weight doubles the risk-of dying- (Society of

Actuaries, 1959), Yet these two major health’
_hazards have been shown by some studies in

some western hemisphere to be inversely
related while others have observed a direct
relationship, Available evidence being  too
In view

of this curious situation more reliable data
on body: weight. and’ smoking is warranted,
Thes attention: -of researchers. has: been
focussed on the:.communicable: diseases and
little interest has been shown in: this country
to study: areas such as smoking behaviour.
Mention of Roy {1975):whohas. studied :thig
habit among Délhi Universitystudents; how-
ever may be made. No -dttempt has been
made by any: investigator to-relate bodily
measurements to:the: smoking: status-of indivis
duals in this coun=try

3

Smokmg Behavrour of Managerial Elita in
Caicutta -

A 'study on smoking' behavionr,' 'explo-
ratory m nature, ‘with the purpose of des.
cribing the character:stms of smekers, never
smokers and past smokers was undertaken on
a purposefully selected group of managerial

“elite belonging to three indusirial houses: and

two government offices located in the city of ..
Calcutta.

Objective and Methodology
‘The object of tI;e study was to éxaminc

selected variables as they relate to smoking
status of the respondents. .

Out of :.thg 2@0 qﬁiqerg; included in. the

*Professor of Health Education, All India Institute of Hygiene & Fublic Health, Calcutta.
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study 182 (62.79,) responded. The difference
in the smoking status of the respondents and
non-respondents was found to be statistically
insignificant indicating that responding to the
study was:nct influenced. by smoking :status.

permit worthwhile compar sons. All of them
were also cigarette smokers. Smokers in the
present, study rcfcr to cwarette smokers

. The dependent variable of “the study wasy
thc smoking status-of respondents, who were
categorised into current: smokers, ‘those who
were smokers at the time. of the study ; past
smokers, -those ‘'who successfully abstained
from smoking for one year or over; never
smokers, those who never smoked  or: smoked
less ithan 5. cigarettes till. the time of .the
study, -Current and. past smokers were
differentiated into light; medivm and heavy
smokers. Light smokers were those who con-
sumed upte 10 cigarcttes a day, medium
sinokeirs 11 to 20-cigareties a- day’ and heavy
smokers over 20 cigarettes a day.  Several
independent variables related to pbysical,
farmhai ‘social; personality, cogmtwe, affec-
tive and health charactensmcs were studled
but this paper will confine 1tsclf to the mor-
phoioglcal charactcnstlcs of the SubJCCtS

Fmdings -
M orphblbgi'cal Characteristics

Two body measurements, height and
weight and one bodily ratio, weight/height?®
were used to study morphological charac-
‘teristics in relation to smoking status. “Height
was observed in inches and weight in 1bs.
The respondents were categorised into four
groups. Never smokers and light, medium
and heavy smokers both current and past,
for making comparisops. .

%XV, 2,
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Height

The mean values for the four categories of

respondents are given in Table-l. Therc

,‘_does exist decimal differences between the

“ygean heights of never, light and medium
Pipe and Cigar smokers were too few to . .
“smokers while the mean values for heavy

smokers is 1.06 inches more than that of never
smokers. Analysis of variance however,
revealed that the differences were insignifi-
cant at 5% level, F==0.8821 with 3 and 176
df.

Table—1: Heagizt and smakmg status

Smoking He:ght (mcheq)
Status Mean value
Never smoker 67.33
‘Light smoker 67.54

‘ Medium smoker © 67.65
Heavy smoker 61.39

F—0.882 with 3 and 178 df; N.S. P=.05
Weight

"Table-2 presents the mean values of
weight for the different smoking categories.
1tis observed that the light smokers are 2, 25
Ibs. and thé heavy smokers 7.57 ibs. heavier
than the ncver gmokers, while the medium
smokers are 1. 25 1bs lighter than never
smokers An alysxs ofvarlancc mdwated “that
thcse ‘diffcrenices were not significant at 59, ..
leve} P'-l 675 w:th 3 and 178 df

- ‘Tablem2 ¢ Wetght and smakmg status

Smoking Weight (Ibs.)
‘status - Mean value -
" Névér smoker - 149.93
“Light smoker 152,18 °

Medium smoker. 148.68

Heavy smoker’ 157.50 .

F=1.1675 with % and 178 df; N.5. P==.05
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Ponderal Index (Weight/Height®)

The body ratio, Weight/Height?* known
as Ponderal Index was computed and multj-
plicd by 100, for each respondent, ' This ratio
is considered a reliable index for studying
obesity in adults. The meati values obtained
for the smoking categories
Table-3. Analysis of variarnce showed that
there was no sxgtmﬁcant variation between'the
four smoker categories at the 59, level F-_~
0.562 with 3 and 178 df.

Table—3 : Ponderal Index and smoking status
Smoking Ponderal Index..
sfatus ¢ oo 0 X 100 Mean-value -
‘Never smoker ' 328 '
"Light smoker - 3.:2'8
Medium smoker : '3‘30‘ '
Heavy smoker - 3 38

are given in’

“to the small

%&@a&w\mm .

Fe= 0.562 with 3 an;l 178 df ; N S P=.05
Di.séussi.on

Though very little difference was obsesved
in the nean height among the smokmg cate-
gories, the hcavy smokers had an average
helght of over an inch (1.06) compared to
the never smokers. The difference in weight
was more evident between the smoker groups.
The mean weight of the heavy smoker was
7.57 lbs, more than that of the néver smokers.
The - ponderal index ‘showed hardly any
difference between the categories. Notwithe
standing the variation in the differenceinthe
two body measurements and one bodily
ratio, they were found to be statistically in-
significant. The reason for this may be due
numbers of subjects studied,
Seltzer (1963) was able to relate morphologi-

cal constitution and smoking and did so using
12 measurements and 10 ratios on a larger
group.. He found smokers to have greater
measurements in body size as ‘WBH asin some
body ratios, He ascribed the dzﬁ'ercnccs
ascertained as highly suggestive of genotype
deviations in the different smoking classes.
Khosla and Lowe (1971} in Britain on a very

large group made observation which were
opposite to Selizer’s findings, Matarazzo

and Saslow. (1960 ) and Fletcher and Doli
{19.9} also found similar observations-in rela-
tion to weight. Thomas (1960) in her long
term study spread over 10 years with 600 odd
subjects was however not able to find body
built difference in smoking types, except with
héavy smokers. Thomas' ~observation is
sitilar 'to” the - trends obtained in ' this'study
as well, Selizer (1963)' draws attention’ to
the study of Fisherin Germany with mono
and dizygotic twins where he ‘showed that
smoking habits of monogygofic twins weré
more alike than dizygoticones. He therefore
cencluded ' that the genotype exercises consi-
derable influencé on smoking and the partis
cular habit of smoking adopted, - Attention
is drawn to the relationship between parents’
and ch:ldrcns smoking habits observed in
respect ‘of two generations in thé present
study reported. It was shown that 45.16% of
fathers of smokers were also smokers, while
only 25.86% of fathers of never smokers
smoked. A statistically sighificatt number of
children of smokers {48.389, ) smoked as
comipared to never smokers (5.889,). Whe-
ther this is due to the particalar gengotype or
because of the social influence rémains 16 be

_determined. However, the study of “Foss
"(1973) oti college children cbserved no rela-

tionship between parental smoking with that
of their ‘childrens’ smoking habits. This
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finding precludes the genotypc influence on
smoking. Horn (1960) and Matarazzo and
Saslow (1$60) studying the smoking habits of
school children found a definite association
between smoking behaviour of parents and
children. - '

Conclusion

To find a relationship between morpho-
logical constitution - and smoking. behaviour
has -interested ‘researchers in -the - Western
World:in: theit attempts.to control chronie
diseases. . The findings have been varied and
inconclusive: a

S T ci :
Seltzer (1963) found smokers. to have

_ bigger body dimen, siohs and  suggested. geno:
type variations)..]

Chosla s, and Lowe. (1971)
using pondetal mdex ‘wt/hi? as a satisfactory
way of measuring obesity, observed smokers to
be lighter.than non-smokers especially alter
the age of 35 years when there was a
tendency to .put on weight, Thomas (1960)
and Pincherele (1971) did not find any signi-
ficant.difference in the smoking types.

The p;;es;:nt study examined a number of
variables in respect of smoking behaviour of
which ouiy morphological characteristics and
smoking habit of parents and. children have
been presenied in this paper. A major
limitation in drawing any. conc]usioh, which
was not intended, is the smallness of the
number of subjects covered. This did not
permit studying variations due to some impor-
tance vanablea, such as age differences, The
study was an exploratory one and as such a
number of variables were studied. The
subjects belonged to Social Class I and it
was not too easy to convince thcse busy men
to participate in such mvesugatwns.

xxwv, 2,
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There is sufficient réason and scope to’
examine ‘whether relationships exist between
morphological characteristics and smoking.
and.other habits hazardous to health. Precise
studies of a longitudinal nature on d:fferent-,
cohortsm this country, which have such a
variety. of anthropological types, are sureto
lead to interesting observations. The validity
of using obesity as a measure of studying
genotype variations may also be critically
examined in taking up future studies of this
nature. -

In India there is an increasing prevalence .
of degenerative and malignant diseases,
especially amongst those categorised usrder
Social Glass I and smoking has been citcd’
as a contributory factor in the causation pf
these diseases. Since citizens in the admlms-
trative and technical fields are, valuable 1o
the country’s progress. and make up the.
majority of Social Class I, there is an urgent
need to pay attention to the etiological
factors of diseases which affect them: -
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SERO PREVALENCE OF BRUCELLOSIS AMONG CAPRINE KEEPERS
AROUND JAIPUR (RAJASTHAN)

K. N. Mathur® and Rameshwar Sharma**

Introduction

Serology has always been an important tool
in diagnosis of various important Zoonotic
diseases because many a time it is difficult to
confirm these diseases in man and animals by
cultural findings. Research workers from all
over the world like Godlevskaya et af {19(8)
from Russia, Renoux (1970) from France,
Foley and Corridan (1968), Mcdevitt (1970}
from England, Chatterjee (1968), Mukherjee
(1970}, Sen and Khanna /1978) have reported
Brueella agglutinins in human workers
attached to animal industry, The present
study was undertaken to assess the problem
of bruceilosis
keepers.

in Caprines and Caprine
Material and Methods

Location

The study was undertaken in four pancha-
yat samities ; Head Quarter Bassi, Sanganer,
Jhotwara and Amber around Jaipur city,

Collection of cases and information

Previously drawn up schedules were filled
in, for individual family and individual
member in positive family making records of

personal history, occupat on, syinptoms and
number of animals kept by each family,

Laboratory diagnosis

Milk and blood samples ‘were brought to
Laboratory and were subjected to milkring
test, and standard tube agglutination test for
brucellosis respectively (Sharma ¢f al 19€8),
Antigen used, was obtained from LV.RI,
Izatnagar. Routine cultural
were made for isolations.

examinations

Results and Discussions

Goats kept by two bundred seventy seven
families in four selected villages were studied
for brucellosis. Thirty one families were
found having goats positive for brucellosis,
The tables 1 to 3 present number of goats
kept in each family and number of goats
positive in each family according to the size
of the flock in villages

In Sanganer 16.859, families, Amber.
15.199, families, Bassi 7.029, families were
having pgoats sero positive for Brucellosis.
Amongst families with Il or more goats,
45.81%, were sero-positive. In majority of

the families keeping more than one goat only

*Officer Tncharge, Livestock Field Investigation Station, Bassi, Jaipur.
**Principal & Controller, Medical College and Associated Groups of Hespitals, Jodhpur.
Paper accepted at Vill National Conference on Gommunicable discases 8th to 10th December, 1978 held
at Ali India India Institute of Hygiene and Public Health, Calcutta




SERO PREVALENGE OF BRUGELLOSIS

Table 1

Incidence of caprine brucelosis in families as
per number of goats kept

No. of goats kept No. of families ) .
in each family, No. Tes-  Percen- No. posi-  Percen-
ted tage tive tage
1 Goat only 130 46,93 8 6.15
2 to 5 goats 108 38.99 9 8.38
6 to 10 goats .15 o541 3 20.00
More than 24 8.66 11 45.83
Tota!l 277 31 11.19
Chi Square test highly significant (p<0.,05)
Table 2
: - Family incidence of-caprine brucellosis invillages .~ ... .5
by__njilk ring test - fro
Name of the , No. of families -
Village '_ Tested  Found positive ~~ Percehtage
Amber 70 12 sl
Sanganer - . 89 o 16,85 R
- Basgsi 57 .. - oA T2
Jhotwara 52 - - T T
Total 277 31 SRR B 0F &
Chi Square test highly significant {p<0.05) atd. f. = 3"
Table 3
" Number of positive goats in each family -
Goats positive in Number of families having goats
each family 1 2105 6to 10 I and more .
Number tested 130 108 S 15 24 277 -
One = 8 8 3 mno 30
More than one — 1 — — ‘ I

65
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4

Distribution of brucella agglutinins in families -
having positive caprines (20 to 80 IU)

Village Families hav. No. of fami- Number of Number per-
ing Caprine lies tested. members 4 ve centage
Brucellosis tested- '
Amber 12 9 9 4 44 .44
Sanganer 15 5 5 — -
Jothwara — — e - —
Bassi | 4 4 4 ) 25
31 18 18 f] 27.77

one was showing brucella agglutinins while
other remained free (Table 3). Number of
animals positive in each family has no corre-
lation with diseases in that family. ~Why one-
showed agglutinins and other remained free,
may be due to age, time of collection of
material, intensity of infection and individual
resistance. The number of families tested
and found positive is given in table No. 4.
At Sanganer the test in human beings could
only be done after 4 months whereas at the
rest of headquarters it was done within a
fortnight. The symptoms reported by persons
showing brucella agglutinins were fever,
(commonest symptoms), chills, joint pains,
weakness, repeated attacks of diarrhoea,
abdominal pain and cough.

It is possible that no brucella positive case
was found in Sanganer as blood was taken
after four months of animal studies. At other
places Amber and Bassi ¢ out of gand 1 out
of 4 occupationally disposed persons Tespee-
tively gave positive results. It is in agree-

ment with finding of many workers like
Renoux (1970}, Mukherjee (1970) that 38%
and 26.89%, persons connected with farming
and dairying showing agglutinins,

In present findings fever is the prcdemi-
nated-symptoms but not of the characteristic
type. Thisis in agreement with Mukherjece
(1970). Foley and Corridan (1968) reported
that 72.5% Veterinarians, 7.8%, Dairy farmers
positive for brucellosis. Medevitt (1970)
reported 100 Veterinary Surgeons working in
private practice had signifizant agglutinins
for brucellosis, while other group employed
in ministry of agriculture had less evidence of
exposure to brucellosis antigen which they
might have acquired in private practice.
Godlevsakaya et al { 1968 ) while studying
Zoohoses among meat processing workers
reported 35.89%, workers positive serologically
for Brucellosis. ‘

Summary

Goats kept by two hundred seventy seven
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families in four selected villages Jhotwara,
Amber, Sanganer, Bassi were studied for
presence of brucella agglutinins. Thirty one
families were found having brucella positive
goats in their. families keeping more than

eleven goats were 8.689, and. of these 45.83%

families were having brucella positive goats.
In Amber 4 out of 9 persons and at Bassi 1
out of 4 persons tested from the families have-
ing positive brucella seropositive geats were

showing ‘Brucella: agglutining in:titre varying!
from- 20 TU to-80 1U. Fever -and chills were: -
reporied by almost:all persons: during-past::-

one year,
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PERCEPTION REGARDING NEED FOR ANTE-NATAL CARE AMONG
- RURAL AND URBAN WOMEN IN DELHI]

1. Muyrali* and M. Kataria**

The» ;mgortfance of care dnr:ug pregnancy
the new born Baby has been clearly recog-
nised:by health professionals.
this recognition, the various agencies involved
in health services—both governmental and
others—have expandrd the scope of m'\terna}
health services through institutional “and
domiciliary.” approach. incorporating. ante-

natal, natal and post fiatal care a¥ its  major

components, ..

The concéin for  healih  administrators
should not be limited with provision of ser-
viges only. But they have the added respon-
sibility to see that the services are properly
utilised by those individuals for whom they
are meant in order to achieve the desired
results. Studies by Avnand V Srinivasal,
Selwyn?, Anderson® and Coe & Wessen®
on utilisation process and its determinants
in relation to health services have indicated
that in addition to the nature and characte-
ristics of health services themselves, the cul-
tura] and socio-economic background of the
individuals and above all, their perception or
awareness regarding the ‘reed for’ such a
service and the knowledge about the availa-
bility’ of the same are very important factors

1In the light of .

to be consideréd. Just like any other compo-
nents of health services, this should be true
with maternal health services too.

There is enough evidence to indicate that
the awareness regarding health service facili-.
ties and positive health habits is gmwing"
gradually among people everywhere, Though,

this is more reflected in the urban’ population.

this' awareness is slowly spreading towards the. .
rural and semi-urban areas in the out- skn‘ts. :

“of the urban areas also.”

Keeping this in view ai attempt is made
to explore the views among women in two
selected communities regarding the need for
antenatal care, which is one of the important
components of personal health care services.

Objactives of this study

1) To explore the views of women regarding
the need for antenatal care and the time
at which it is to be initiated.

2) To assess their knowledge regarding. pur~-
pose of antenatal care.

¥ bctWeen
¢.of the. personal
eation, pumber of
helast ¢hild ete.

3) To examine the relations
their knowledge and
factors, like a_ge,
children bern;a

*Assistant Profeasor, Deptts of C.H. Adma , NIHFW

»*Aqjistant Professor, Deptt, of Statistics & Demog
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Methodology

This study was conducted among women
residing in two selected areas—a Central
government employees residential coloony in
urban Delhi and a village undeér the rura
zone of Municipal Corporation of Delbi. A
two stage random sampling was adopted for.
both the comwmunities and a sample of 10%

(Table I). However this need was felt by

more women residing in the urban commu«:
nity (94.29,) as compared to those ffom rural

area (62.79%).

;ab!e l'.

‘Distribution of women by thexr views
on need for antenatal care.

‘Rural No "/

: ‘ .Needs for Urban No; "
census blocks was drawn in‘the first stage and - 'an-'tenatal‘-' n a7 _° e
. from these selected cens'us blocks'a sample of - : — S—
P 259% house holds was’ drawn in the second ch 115004.2)  ~ 48(62,7) .
25% house- No 7(58)  294373)
stage o . ‘
e Totai o 122 (100) 77(100)
In these sampled housecholds marrled women - o =
were contacted at home (in case whcre more (XL—?'Q 5 d.f =1, p=0. 05) S
than one, the eldest lady was mcluded) and Anindividual’s know!edge or ,aware'r'less"’
were interviewed to obtain information on  about a particular health habit Could have -
antenatal care. Where no female member- some relation with hisfher personal characte: -
could be contacted at the time of home visit ristics like age or educational status and some
those’ h’ou@eho!ds_ were excluded: from:the of ‘the related experiences. The'rcfore‘ the
sataple. The sample constituted 133 house-: " yiews' regarding antenatal care’ among Cthe
holds in urban area and 93 in the rural area’ “study popuiat]on wias analyeed in’ relatxon 6!
2 of “which the responses were received from such vanables - v L
- 122 (80%) women in urban community and o DU R S
77 (81.6%) women in the rural community, Age T N ST PRSI
Findi - ~ The distribution of women in the two:
rndings gelected communities by age indicates that
. (a) Neocd for antenatal Care : . majority. of the women from urban commu-
By and large majonty in both urban and. nity belonged to higher. age groups whereas
. rural community were of the opinion that those from the rural community were com-
consultancy during. pregnancy «is important paratively youpger. - {Table 2) g
j . Table 2 S o
Distribution of women by age and their views regardmg antenatal care in two commumt:e
Age , Urban Cr o " Rural SR
o Yes™’ No Total - T Yes No Tt)tal
1619 - e — i S 3 (1) T (29) 4 (5.2)
2024 5 (75.0) 1 (25.0) 4 (3.3). iI (84.6) . 2 (16.5) 13 (17}
2529 9 {90.0) I (100} 10 8.2) 8 (61.5) 3 (38.5) 11 (14. 4y ’
30—34 16'(88 8) I (11.2) 17-(140) 9 (64.3) - 5 (35.7) 14 (182)7 . ~
3589 6 {100} - i6 (13.2) 7 (58.3) 5 (41.7) 12 (15.6)
P4 40 —44 26 (92.9) 171y 27 (22) 5 (45.4)' 6 (51.6) 11 (l44)
45 4 45 (93 8) 3 (6.2) 48 (39.5 5 (41.7) 7 (58.3) 12 (15.6)
Total ; 115 (94.2) 7 (5.8) 122 (100) 48 (62.7) 29 (37.3) 77 (100)
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Thus::61,7%, women in the urban commu- -

nity were aged 40 years or.more whereas only
309,. of the rural women. belonged .to this.

group, [t was further noticed that the awatre- .

ness about the need for antenatal care
amongst the urban respondents remained
high (above 90%)in allthe age groups, except
the group aged ‘20-24 ‘yeats, in ‘which the
number of -women was very. small.

that their. awareness decreased with the.
increase: in- age from  which it may.

be - concluded that ‘women in younger age-

groups. are comparatively morc concerned’
about the:antenatal -care ~than -those in
the higher age groups. (above 35 years)..

Eé#éatiér:'ail Status

. The.. distri;b_ﬁtidn of respondents ;b.y 'théir“;‘,.‘
educational. status . resemble the . national;
pattern. (Table 3) showing a much higher.

proportion of illiterate women : in  rural.
community {66.1% ) compared to urban
community (11,49), ‘

Interes- ..
tmgly, ‘among the rural women it wasseen...

HLTH., XXV, .2, APRIL—juNE, 1980

Though there is an indication of increasing
awareness with increasing literacy among the
rural women this doesot.remain true with

the urban group... It can:be .observed that..
among the .urban group all the. illiterate wo- ..
men . have expressed.. favourably about the . .
need forantenatal care whereas: in the rural . .
group:.41.5%, . among: .. the, iiliterate .have. .
However, .it is -
‘important: to note :that out . of . the 29 rural. .
respondents who have..opined that antenatal . .
care is not: important;. 20 (699;) were illite~.-
rate and the rest of them (319%) were all

differed. in. their .opinion. .

below Oth standard of education. Among

the urban women also 359 of those'who were
not in favour of antenatal carc were below

9th standard educat:on

- Number of Childrénborn -

Since-it was-thought that the experience..
.. of women in pregnancy and child-birth mighs..

have: some: influence on their view:regarding

_need. for .antenatal. .care their response was-
analysed .in relation. to the number of

children born to them.

Table 8

Distribution of women by educatichal status and their views on need

PR

for antenat alcare,

DURBAN RURAL:

Educational Antenatal care needed Antenatal care needed
Status Yes: No . Total Yes - No- Total ¢
Illiterate 14 (100) —_ 14 (11.4) 31 (58.5) 20 (41.5) 5! (66.1)
Upto ' 5th 14 (77.8) 3 (22,2) 17 (140 4 (40) 6 (60) 10 (13.1)
ﬁ_gth_- S 30 (88.2) 3 (11.8) 33 (27) | 10 (11.0) (23.0) 13 (16.8)
10th Pass 40 (1) —_ 40 (32.8) 2 (100) —_ 2 (2.6)
Above IOth 17 (94.4y. 1 (5.6) i8 (14.8) - 1 (100). — 1 (L.3)...

‘ Total : 115 (34.1). 7 (3.8} 122°(100): 48 (62.7) 29 (37.3) 77 (’"I?:OO) :

Py

L4
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The distribution of women in the two
communities by the number of children born
was more or less similar except that in the
urban group there was no lady who had no
previous experience with pregnancy & child.
birth. (Table 4)

All women with only one child in the
urban group have felt'the need for antenatal
care, while in the rural group only 46.1%
have felt the same need. Similarly, all wo-
mea with more than 6 children among urban
group responded favourably for need for
antenatal care against only 679, with similar

Table 4

Distribution of women by the

opinion among the rural group, which is
definitely higher than the proportion among
those with only one child (46.19,) in the same

group.
Age of the youngest Child

To exawmine if the recent experience with
pregnancy has any relation with the women's. .
views regarding need for antenatal care their.
response was analysed in relation to the age

of their youngest child.

It can be observed from table § that 18 7%

number of children

born to them and their views on antenatal care.

URBAN RURAL
No. of Antenatal care needed Antenata} care needed
Children Yes- © No Total Yes - No Total
Nil —_ - — 2100y —_ 2 (2.6)
Only 1 17 (160) - 17 (13.8) "6 (46.1) . 7(53.9) 13 (16.8)
Z2or3 83 (917} 5 (8.3; 60 (48.5) 23 (70) 10 (30) 33 (42.9)
4 or 5 34 (94.4; 2 (3.6) 36 (29 5) 11 (55.2) 9 (44.8) 20 (26.1)
6 4 g (109 9 (7.8 - 6.(67.1) 3 (329 9 (11.6)
Total 115 (94.2) 7 (5.8) 122 (100) 48 (62.7) 29 (37.3) 77 (100)
Table 5 o
Distribution of women by age of last child . '
and their views oo antenatal care _
URBAN "RURAL-
Age of Antenatal care needed Antenatal caré needed
last child Yes No Total Yes No Total
No children - ~ - 2 (160 - 212.6)
| year 7 (87.5) 1(125)  8(63) 10 (55.5) 8 (44.5) 18 (23.5)
1—3 yrs. 14 (93.2) 1 (6.8) 15, (F2.5) - 20 (76 6 (24) 26 (337
4—.5 yrs. 10 (9t.1) - 1 (8.9 1 (9.1) 6 (75.5) 2.,24.3) 8 (10.4)
6 or more 84 (95.1) 4 {4.9) 88 (72.3) 10 (43.5). 13 (56.6) 28 (301)
Total: 115 (94.2) 7 (5.8) 122 (100) 48 (62.7) 29 (37.3) 77 (100)
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among urban women had their youngest
child below 3 years while among the rural

women 59 89 had their youngest child aged

3 years or below. Awareness regarding need
for antenatal care remained high among
urban women in all the groups, the lowest
being among those with their youngest child
aged less than | year (87.59%,). Howeverin
the rural group, among women with their
~ yo 'ngest child aged 6 years or more, only
43.59, have favourably responded for antena.
tal care. It appears that the recent experi-
ence with pregnancy indicated by the age of
the youngest i.e.less than 6 years has slight
favourable influence on the views regarding
need for antenatal care among rural women
. 'which however is not seen among urban
S womén. .

INDIAN J. PUB, HLIM., XXV, 2, ArriL—JoNe, 1980

Purpose of anfenatal care

Apart from the knowl:dge that antenatal
care is important, to have a meaningful parti-
cipation in this programme by women, it is
essential that the purpose of antenatal care is
clearly understood by them. In both the
communities those women who responded
favourably for the need for antenatal care
were further questioned in order to explore
their perception regarding the purpose of
antenatal care, Table 6 indicates the ress
ponses of the two groups of women for the
same.

It can be seen that among the urban (115)
and the rural (48) women who have favoura.
bly responded for need for antenatal care

Table 6
Purpose of antenatal care as perceived by women in
two communities (more than one purpose has
_been expressed by some women)

Urban Rural
No.of  No. of
Purpose women  women
1. Check up 85 33
2. To detect complications 15 8
3, For Registration 7 19
4. To get tonicy 2 5
5. To protect health of mother and baby 6 -
6. To protect health of baby 3 1
7. To protect health of mother 1 —
8, For confirmation of pregnancy 3 i
9, To ensure services and help at the time of delivery 2 -
10, Assures treatment for mother and child for
' 3 years _— 1
I1. To get guidance like advice on food S S -
12. Because others do it — 1
13. Not known ] i
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maximum number (82.69;, and 68.7% res-
pectively) have expressed ‘<checkup’ as the
main purpose. Though most of the women
have mentioned ‘checkup’, some gave further
clarifications like check up of position of the
foetus, check up of blood pressure, blood or
urine examination (though not very clear as

to why these examinations are conducted) etc. -

“To detecb complications and defects’ was
another purpose mentioned by 13.19, women
in urban and 16.7%, women in rural groups.

A few in the urban group have further speci-

fied this in terms of detection of disease in
mother, detection of abnermal position of the
foetus and to detect weakness which probably
might be anaemia,

«Registration” has-becn considered és.an _
important purpose of antenatal care by 7
(4.7%,) women in.urban and 19 (39 5%) wo-j

mean in rural groups, Other related respon-
ses such as ‘to ensure service and help at the
time of delivery’ and “assures treatment for
mother and child for 3 years’ were stated
by 2 women in urban and one in rural area

respectively.

Among urban group 10(8.7%)

mentioned ‘proteciion, of health of either
mother . or child or both’ as the purpose
whercas only one lady from the rural areas

has the same opinion,

Two women inthe urban and 5 women'

in the rural area have said’ that the purpose
of antenatal visit was ‘to gét ' tonics.”
bution of nutritional supp]emcnts like Tromn;
Folic Acid and other vitamins, which is one’
of the routine activities performed by the
MOCH Services staff has ‘been probably taken
note of by thése women.

iy s o TN S

Though 2 ladies have agreed to the im«

portance of antenatal care, they were ignorant
of the purpose of this care whereas one lady
from -the rural area frankly expressed her
view that ‘“others do it so it should be
important”’,

Stage of pregrancy at which consultancy i o be‘ :

initiated.

Since antenatal care is a service to be .

extended throughout the period of pregnancy
it was thought worthwhile to understand the

views. of women regarding the stage of pre- -
gnancy at which routine consultancy is to be,

initiated. .

The responses are indicated in
table 7. ‘

Tablc 7

Dzsmbutmn ofwomen by thc:r views ©

regarding stage of pregnaney at which -

- consultancy to be initiated.

Moaonths of .. Urban

Rural

women

Distris

Pregnaney - No. (%) - - No. :{%)
I R LI ¢S5 SR U )
2 8 (69 B
3 37 (3%1) 6 (12.5)
4 13 (11.2) (12.5)
5 32 °(28.1) 16 (38.3)
6 5 (43 13 (2LI)
7 4 (26 2 (42)
8 - _ 2. (4.2

No'response 3y 26) _ 2 (42

Total : 115 (100) . 48 (100)

" In theurban group 199, of women opined

that antenatal care should be started from as-

early as first or - second month of pregnancy
whereas only one lady from the rural area

s g i
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had similar opinion. The view ameng 37
women (32.19) in the urban area was that
routine consultancy should be initiated from
third month onwards in comparison with 6
women (12.5%) in the rural group, Majority
(60.4%,) among the rural women felt that
consultancy need be started from fifth or sixth
menth of pregnancy, while only 82717, among
urban women held the same view.

Discussion and conclusions

The knowledge about importance, availa-
bility and purposes of antenatal care services
is important for women in reproductive age
group ‘in order that they make use of such

services as and when such a need arises. In’

a study conducted by Anand and Srinivasa®
on utilisation of MOCH services by urban
women -the main rersons for net availing the
services were found to be unawareness about
the availability of the services and lack of felt
need for the same. However, considering
the present social statusof women in India,

it' ¢an be assumed that the decision for avail:

ing antenatal services by a pregnant lady
may depend to a great extent on the consent
and covperarion from her husband and other
elderly women in her family. Therefore in
this study while exploring the views of women
régarding antenatal care, all married women
irrespective of their age have been included.

1t is clearly seen from this study that the
awareness about need for antenatal careis
much higher among the women froem urban
community as compared to those from rural
area. By and large women from the urban

areas have better education and better oppor-

tunities for exposure to a variety of health
care facilities. Moreover, ameng urban

women, the tendency is more to adopt- insti-
tutional deliveries rather than domiciliary
and for this, prior antenatal registration with
an MGH institution or hcspitzi is preferable,
if not essential. Those factors might have
some influence on their views regarding ante-
natal care. While higher level of education

has shown a positive relation with favourable

views on antenatal care among rural women
the same dogs not seerm to exist among urban
group.- On the other hand, even. the illite~
rate urban’ women have expressed. their
favourable view. regarding antenatal care
which probably indicates the importance of

their experience with “heakh facilitics over .

their educational status,

Again, among the rural women, the

tendency is for increased awareness regarding

positive health habits like antenatal care in

the younger age group which is not evident
among the urban women.

“The number of children -born to a lady
#¢ an‘indicator of - her experience with preg-
nancy didnot show any conclusive relation-
ship with the views on antenatal care in both
the groups. However, when the recent
experience with pregnancy, assessed - in
terms of the age of the youngest child,
was retated to their views, it was seen ‘that
the absence of a recent pregnancy, has
reduced the awareness among rural women,
It could be possible that the concept of ante-
natal care, though not very new, has started
percolating into the rural area only recently
and therefore, those women who had their
last child birth 5 or 6 years back, might pot
have had any chance to hear about it, or
experience it, However, while making any
conclusion it is important to remember that
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for indicating recent pregnancy, it is the age
of the youngest living child and not the actual
pregnancy which is considered. Further it
may be thought that, ths experience of
having a pregnancy is not the only dmportant
factor, but in addition its nature, and out-
come are also important in provoking women
to feel for the neced for antenatal care.

Analysis of the various purposes of ante-
natal care expressed by women, clearly
indicated that their knowledge was incomplete
and inadequate,. Majority in both the groups
knew that check up was the purpose though

they might not be very clear as to what

exactly was to be checked for.

Registration of pregnancy has been indi-
cated as the purpose of antenatal care by
7 urban and 19 rural women, Though this

routine activity is to facilitate the functioning "

of MCH staff, the preference attached to’

rcg:stered antenatal women for natal services
and further child care services has probably

made these women to consider this as one of
the purposes of antenatal care. Probably the
opinion of 60,29, r iral women that antenatal
care is to be initiated from 5th or 6th month
of pregnancy, may also have some relation
with the period of registration because gene-

rally a pregnancy is registered in an MCH .~

institution around 5th or 6th month.

It appears that in both the groups many
women had vague ideas about antenatal care
but they needed more clarifications. There
is definite need felt for emphasising health
education to these women explaining clearly
the importance, objectives and types of servi-
ces available to them under antenatal care.

75

There is no doubt that while planning such
educational activities, the target population
which needs priority attention is the women
in reproductive age group especially those
who are in the reproduc ive phase.. However
as already mentioned, the decision inaking
processin a family in relation to use or non
use of antenatal service should not be over-
locked and elderly womeh and men also
should be well educated and informed about
the importance of antenatal care. '
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STUDIES ON THE GULICIDAE (DIPTER4) MOSQUITOES IN SURAT,
GUJARAT AND THEIR POTENTIAL DISEASE RELATIONSHIP

A. P. Pandya*

Since the discovery of-the involvement of
mosquitoes in the transmission of Filariasis
(Manson 1878) and Malaria (Ross 1897}
considerabie data have been collected in
India on distribution, systematics and biono-
mics of mosquitoes. Even though, only
recently workers have attempted delineation
of. specific ecologies of vector/non vector
species of mosquitoes (Wattal 1964, Wattal.
and Sen Gupta 1966; Wattal et al 1967,
Rahman et al 1973, Pandya and Mehta 1974,
1975, 1977 ; Mahadevan etal 1978). How-
ever, very little work (Shalaby 1971, Pandya
and Mehta 1974, 197552, 1977+, Majumdar
1975) has been carried out on this medically
imporiant group of insect in Gujarat..

In the light of aforesaid, an attempt was
made during Oct’ 1975 to Oct’ 1978 to gather
information on the Culicidaz mosquitoes of
Surat City.

Materials and Metheods

Collection of free living adults were made
in and around habitation and likely resting -
and breeding sites in open The
collections were carried out during 8-00 to
11-00 A, M. During the present study
108 mhr employed in collection of aduit
mosquitoes. The adults were identified and
recorded.

terrain.

_Specimens ff(_)m different breeding sites
were collected in individual specimen tubes by
S. L. 8. method ( Single larva Survey)
(Sheppard et al 1969). The larvae from each
collection were individually reared insmall
specimen tubes in the laboratory into adult
and identified. Records of potential and
actual breeding habitats were maintained,

Results

A total of 2,053 mosquitoes belonging to
five genera (Table-1) consisting of sixteen

Table 1 -

Most common Genera of Mosquitoes found in Surat

S1. No. Mosquitoes Number of Percentage
Genera mosguitoes
_ collected
1. Culex 1324 64.5
2. Anopheline 453 22.6
3. Aedenine 234 L3
4, Mansonia 30 1.0.
5. Armigeres 12 0.6
Total 2053 100.0

*Entomologist, Department of Preventive and Social Medicine, Govt. Medical Cellege, Surat-395001,
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species, as indicated in the following list, were
encountered. during the study. The figures
and letters given in parcntheses indicate
the numbers collected and places of collec-
tions as, R-Human dwelling, .CG-cattleshed
and O-outdoor.

L, A. (Cellia) stephensi, Liston (137 RO).

2. A. (Gellia) culicifacies, Giles (29, RQ).

3, 4. (Cellia) subpistus, Grassi (284, RC).

4. A. (Gellia) sundaicus, Rodenw (3 R)¥.

5. C. (Gulex) pipiens fatigans, Wiedemann
{1249 RQ).

6. C. (Culex) vishnui, Theobald (19 RQ).

9. C. (Gulex) whitmori,Giles {3 R)*.
10. C. (Lutzia) fascanus, Wiedemann (10 R).
11, dedes (Stegomyia) aegypti, Linnaeus (216 R).
12. 4. (Stegomyia) albopictus, Skuse (3 R).
13, A, (dediomorphus) vittatus, Bigot (14 R-0)
14, A (Aediomorphus) vexans, Meig. (1 R).
15. Mansonia (Mansonoides) uniformis, Theobald.

(30 R).
16. drmigeres subalbatus, Walker (12 R),

L.arval Habitats

A total of 305 potential habitats were
examined, of which, 49 (16.069,) showed pre-

7. G, (Gulex) gelidus, Theobald (19 RC). sence of immature stages of mosquitoes
8. C. (Culex) sinensis, Theobald (1 R)* (Table-2). ©5.309, positive containers were
Table 2

~ Larval habitats of various species of mosquitoes* in Surat. .

Habitats Potential

Breeding species -of mosquitoes &

G e Bl

Positive Percentages
habitats habxtats
4 ) examined
{A) Indoor 155 52 - 20.62 _
:1,  Iron drums 71 24 33.8 A, aegypti A 'stephensz'.'
-2, ‘Gement-tanks 10 4. 40.0 A. aegypti s
3. Earthen pots 74 4 5.4 A. aegypti, A, subpictus. Cp fatfgam"'
(B) Outdoor 150 . 17 11.33 : |
4, Trecholé - 20 5.00 A aegapti
- 5. Rain water - g _ _
coilection il 4 33.39 C. p. fatigans, 4. subpictus,
Iron Tar Drum 98 12 12,24 A. vittatus C. p. fatigans
- 7. Borrow pit and y
cess pit .20 0 0.00 ‘ e
8. Animaltraught - 1 0 0.00 -

* Mosqultoes revealed from immature stages :

Culex pipiens fatigans (26), A. Stephensi (18), 4, subpzctus (22), Aedes aegypti (129) and

Aedes vittatus (23),
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found indoor in comparison to 34,709 out-
door habitats. The diffcrence observed
hetween indoor : outdoor mosquitocs breed-
ing habitats was statistically significant (Z*=
2.22, P=0,05). .

Discussion

During the present study sixteen species of
mosquitoes belonging to five genera viz :

Culex (64.5%), Anspheline (22.6%), Addenine

(11.3%,), Mansonoides (1.00%), and Armigeries
(0.6%) have been recorded. Aedes (dediomor-
phus) vittatus, Bigot ; Aedes (Aediom) vexans.
Meig ; Culex (Lutzia) fuscanus, ~Widdemann
and . Mansonia (Mansoncides) uniformis, Theo-
bald have been reported for the first time in
Gujarat (Pandya and Mehta 1975°, 1877¢).
In addition to these, the present study records
three more species Viz : Angpheles (Cellia)
Sundaicus Rodenw ;3 Culex ( Culex ) sinensis
Theobald and C. (Culex) whitmori, Giles for the
first time from Gujarat..

The present study failed to record Anophe-
les (Cellia) spendidus. Koidzumi; 4. theobaldi,
Giles: A. (Cellia) jeyporiensis, James; Ay
(Cellia) fluviatilis. James; A. (Cellia) annut-

gris, Van der Wulp; " A, - (Tellin)  vagus.
Donitz, 4. pulcherrimus, Theobald and 4,
barbirostris, van der Wulp which were

recorded earlier from Ukai Reservoir area’

(Pandya and Mehta 1975, N. M, E. P. per.
Communication). -

During the larval survey, 16.06% (49/305)
habitats showed presence of immature stages.

- the study (Z¥=2 22, P==0.05).

. of India but

Nearly 659 of breeding habitats were record-:
ed indoor representing ‘mainly breeding of
Aedes aegypti ( Pandya and Mehta 1974).
Statistically, significantly high indoor breed- -
ing of mosquitoes have been observed during
The reasons:
for high indoor breeding may be related to
the practice of water storage, due to low
pressure and inadequate water supply,

Potential Discase Relationship
Malaria

Malaria is getting priority in Public
Health Programme due to its resuragence in
major parts of India. The problem of
malaria in Gujrat is due to two species of

Plasmodium Viz ;- P. vivax and P, falciparum is

transmitted by Anopheles stephensi and A

culeifacies. Other species, Vizi- A. fluviati
lis; A. annularis, and 4. sundaicus have been
‘' pecorded from Surat District but their role in

the transmission yet remains undetermine.
In the Maldive Islands; A. subpictus is the
active malaria vector (W H O unpub.) and
also suspected to be the sole vector of malaria
in Bitra and Chettet Islands. (Roy et al 1978).
The large numbers of wild caught A. subpic-
tus have been dissected from. different parts
only one sporozoite positive
specimen has been recorded from Puttukotiai,
Tanjore district (Russell et al 1939, Rusell
and Rao 1940). However, Russell and Mohan
(1939) recorded experimently one gland infec-
tion in 67 A. subpictus fed on donor with

Z* Risk factor= P;—P,

| 1y P 9e

e et Mt e
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PERCEPTION REGARDING

for indicating recent pregnancy, it is the age
of the youngest living child and not the actual
pregnancy which is considered. Further it
may be thought that, the experience of
having a pregnancy is-not the only .important
{actor, but in addition its nature, and out-
come are also important in provoking women
to feel for the need for antenatal care.

Analysis of the various purposes of ante-
natal care -expressed by women, clearly
indicated that their knowledge was incomplete
and inadequate,
kuew that check up was the purpose though -
they might not be very clear as to what
exactly-was to be checked for. -

Registration of pregnancy has been indi-
cated as the purposc of antenatal care by
7 urban and 19 rural women, Though this
routine activity is to facilitate the functioning
of MCH staff, the preierence attached 'to
registered antenatal women for natal ‘services
and further child ‘care sexvices has probably
made thes¢ women (o consider this as “one of
the purposes of antenatal care. - Probably the
opinion of 60,99, r .ral women that antenatal
care is to be initiated from 5th or 6th month
of pregnancy, may also have some relation
with the period of registration because gene-

rally a pregnancy is registered in an MOCH' -

institution around 5th or 6th month.

It appears that in both the groups’ many
women had vague ideas about antenatal care

but they needed more clarifications. There
is definite need felt. for emphasising health
education to these women explaining clearly
the importance, objectives and types of servi-
ces available to them under antenatal care.

Majority in both the groups...

NEED FOR ANTE-NATAL 75

There is no doubt that while planning such
educational activities, the target . population
which needs priority attention is the women
in reproductive age group especially -those
who are in the reproduc ive phase. However
as already mentioned, the decision making
processin a family in relation to use or non

. use of antenatal service should not be over-

locked and elderly ‘women and men ~alo
should be well educated and informed -about
the importance of antenatal care.
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STUDIES ON THE CULICIDAE (DIPTER4) MOSQUITOES IN SURAT,
GU]ARAT AND THEIR POTENTIAL DISEASE RELATIONSH!P

A, P. Pandya*

Since the discovery of the involvement of

mosquitoes in the transmission of Filariasis
(Manson 1878) and Malaria (Ross 1897
considerable data have been collected in
India on distribution, systematics and bione-
mics of mosquitoes. Even though, only
recently workers have attempted delineation
of specific ecologies of vector/non vector
species of mosquitoes (Wattal 1964, Wattal
and Sen Gupta 1966 ; Wattal et al 1967,

Rahman et al 1973, Pandya and Mehta 1574,

1975, 1977 ; Mahadevan etal 1978), How-
ever, very little work (Shalaby 1971, Pandya
and Mehta 1974, 197522, 1977s,¢, Majumdar
1975) has been carried out on this medically
important group of insect in Gujarat,

In the light of aforesaid, an attempt was
made during Oct’ {975 to Oct® 1978 to gather
information on the Culicidae mosquitoes of
Surat City.

Materials and Methods

Collection of free living adults were made
in and around habitation and likely resting
and breeding sites in open terrain. The
collections were carried out during 8-00 to:
11-00 A. M, During the present study-
108 mhr employed in collection of aduit
mosquitoes. The adults were identified and
recorded.

Spammens from different breedmg sites
were collected in individual specimen tubes by
S. L. S. method ( Single larva Survey)
(Sheppard et al 1969). The larvae from each
collection were individually reared in small
specimen tubes in the laboratory into aduly
and identified.  Records of potential and
actual breeding habitats were maintained.

Results

A total of 2,053 mosquitoes'bcloﬁging to
five genera {Table-1) consisting of sixteen

Table 1

- Most common Genera of Mosquitoes found in Surat

S1. No. Mosguitoes

Number of Percentage
Genera mosgquitoes
collected
1. Culex 1524 64.5
2. Anopheline 453. 22.6
3.. Aedenine 234 11.3
4. Mansonia 30 1.0
5. Armigeres 12 0.6
Total 2053 100.00

*Entomologist, Department of Preventive and Social Medicine, Govt, Medical College, Surat-395601,
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species, as indicated in the following list, were
encountered during the study. The figures
and letters given in parentheses indicate
the numbers collected and places of collec-
tions as, R-Human dwelling, C.cattleshed
and O-outdoor.

1, A. (Cellia) stephensi, Liston (137,RC).

2, 4. (Cellia) culicifacies, Giles (29, RQ).

3. A. (Gellig) subpictus, Grassi (284, RG).

4. A. (Cellia} sundaicus, Rodenw (3 R)¥,

5. C. (Culex) pipiens fatigans, Wiederann
(1249 RC).

6. C. (Gulex) vishnui, Theobald {19 RC).
7. C, (Culex) gelidus, Theobald (19 RC).
8. C, (Culex) sinensis, Theobald (1 R)*

.

3

9. C. (Culex) whitmori,Giles (3 R)*,
10, C. (Lutzia) fascanus, Wiedemann (10 R).

V1. dedes (Stegompia) acgypti, Linnaeus (216 R),

12. A. (Stegomyia) albopictus, Skuse (3 R).

13. A. (dediomorphus) vittatus, Bigot (14 R-0)

i4. A (dAediomorphus)} vexans, Meig. (1 R).

13. Mansonia (Mansonoides) uniformis, Theobald
(30 R).

16. drmigeres subalbatus, Walker (12 R),

Larval Habitats

A total of 303 poténtial habitats weré’

examined, of which, 49 (16.069,) showed pre-
sence of immature stages of mosquitoes
(Table-2). ©65.30% positive containers were

Table 2

Larval habitats of various species of mosquitoes* in Surat.

Habitats

Breeding species of mosquitoes

Potential Positive Percentages
habitats habitats
. examined -
(A} Indoor 155 32 L 20.62 _
1. lron drums 71 24 33.8 A. aegypti A stephensi.
2. Cement tanks 10 4 40.0. A. aegppti ' _
3. Earthen pots 74 4 . 5.4 A. aegyptiy A, subpictus. C p. fatigans
{(B) Outdoor ' 150 17 11.33 '
4, Trechole 20 3.00 A. aegypti
5.. Rain water:
' collection i 4 33.59 C. p. fatigans, A. subpicius,
6. -Iron Tar Drum - 98 12 12.24 A vittatus C. p, fatigans
7. Borrow pit and . .
cess pit 20 0 0.00 —

8. Animal traught I 0 0.00 —_—

* Mosquitoes revealed from immature stages :

Culex pipiens fatigans (26), A. Stephensi (18), A, subpictus (22), Aedes aegppti (129) and

Aedes vittatus (23).

it
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found indoor in comparison to 34.70%, out-
door habitats. The diffcrence observed
between indoor ; outdoor mosquitoes breed-
ing habitats was statistically significant (2% =
2,22, P=0.05).

Discussion

During the present:study sixteen épecies of
mosquitoes belonging to five genera viz !
Culex (64.5%), Anspheline (22.6%), Addenine
(11.3%,), Mansonoides {1.007), and drmigeries
(0.6%) have been recorded. Aedes {Aediomore
phus) vittalus, Bigot; Aedes {Aediom)  vexans.
Meig ; Culex (Lutzia) fascanus,  Widdemann
and . Mansonia (Mansonoides) uniformis, Theo-
bald have been reported for the first time in
Gujarat (Pandya and Mehta 1975°, 1977¢),
1n addition to these, the present study records
three more species Viz : Anopheles Ceilia)
Sundaicus Rodenw ; Culex ( Culex ) stnensise
" Theobald and C. (Culex) whitmori, Giles for the
first time from Gujarat. '

The present study failed to record Anophe-
les (Gellia) spendidus. Koidzumi ; 4. theobaldi,
Giles: A. (Cellia) jeyporiensis, James; - A
(Cellia) fluviatilis. James ;. A, (Cellia) annul-

aris. Van der Wulp; = A (Cellia) vagus.
Donitz, A. pulcherrimus, Theobald and A4,
barbirostris, van der Wuip which were

recorded earlier from Ukai ‘Reservoir area’
(Pandya and Mehta 1975, N. M, E, P, per,

Communication).’

During the larval survey, 16.069, (49/305)
habitats showed presence of immature stages.

XXV,
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Nearly 65% of breeding habitats- were record-
ed indoor representing mainly breeding of

Aedes aegypti { Pandya and Mehta 1974).

Seatistically, significantly ‘high indoor breed- :
ing'of mosquitoes have -been observed.during::
the study (Z*==2 22, P=:0.05). The reasons:
for high indoor breeding may be related to

the practice of water storage, due to :low

pressure and inadequate water supply.

Potential Discase Refationship
Malaria

Malaria is getting priority in Public
Health Programme due to its- resuragence in
major parts of India. The problem of
malaria in Gujrat is due to two species of
Plasmodium Viz - P. vivax and P, falciparum is
transmitted by Anopheles slephensi and A

culsifacies. Other species, Viz:- A. Sluviati-

lis, A. annularis, and A.. sundaicus have been
recorded from Surat District but their role in
the transmission yet remains undetermine,
In the Maldive Islands, A. subpictus is the
active malaria vector (W H O unpub.) and
also suspected to be the sole vector of- malaria

" in Bitra and Chettet Islands: {Roy:-et:al 1978).

The large numbers of wild: caught 4. subpic-

- tus have been dissected from, different parts
of India: but only one sporozoite . positive

specimen has been recorded from Puttukotuai,
Tanjore ‘district (Russell et al 1939, Rusell
and Rao 1940). However, Russell and Mohan
(1939) recorded experimently one gland infec-
tion in 67 A, subpictus fed on donor with

"Z* Risk factor = P;—P,

| F16y " Pe Us
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P. falciparum in South India. Similarly Roy
(1943) recorded gut and gland infection of P.
vivax and P. falciparum in A. subpictus near
Caleutta. Anopheles subpictus share 62, 699 of
Anopheline population, its rolc in transmission
of malaria, if any require further investiga-

tion.
Filariasis

Filariasis in India, is caused by two species
of Nematodes viz - Wuchereria banerofti and
Brugia malayi (Not recorded in Gujarat) trans-
mitted to man by mosquitoes Culex pipiens fati-
gans and Mansonia spp. {annulifera, uniformis and
indica) respectively. In Gujarat, the popula-
tion at risk of filariasis increase from 4.57
million in 1970 to 12.19 million in 1976,
Whereas N.F.C.P. has protected a population
of 1.52 million i,e, 27.3% (Sharma and Rao
1977). Culex pipiens fatigans is known trans-.
mitter of W. bancrgfii in this area. Pandya and
Mehta in 1977 have reported 1,42% infectivity
rate in case of C. P.' fatigans, collected from
present study area, Very recentiy Mansoma(
( Mansonoides) uniformis, a known vector of B.
malayi have been recorded from Surat. (Pandya
and Mehta 1977) however, its extent of
distribution, ecology and cole in transtuission
yet require further investigation. '

Mosquito Borne Virus Diseases

A number of mosquito borne virus diseases
are known to be present in India. The most -
important group affecting human population
belongs to Dengue group of viruses and Chik-
unguniya, Besides these, another important
viruses are Fapanese encephalitis and West Nile,

" people suffered, with 1500 deaths.

Surat, has been recognised as endemic for -
dengue virus and first virological proved epi- -
demic was reported in 1967. (Deodhar 1971).
Aedes aegypti is the proven classical vector of
dengue and dengue like group B viruses as well.
as Chikungunya, This mosquito is a domestic
breeder as recorded in the present study. In
earlier study, authors found. nearly 709 of .
breeding place of A. aeggypii belonged to
domestic category (Unpub, Data}.’

Culex triraeniorhyncus, Giles is mdsjt important
vector of Fapanese encephalitis. In addition to
this, Culex pseudo vishnui, A. hyreanus, -
vishnui and A. barbirostris are also known as
vector of 7 E. Virus in India./(Hati 1976).
It is reported that, during recent outbreak . of
F.E.in U P., Bengal etc. (1978). nearly 4200
The J.E.
virus has been isolated from last three species
during :1923: epidemic - in. West Bcnga]
(Chakravarty et al.1975). The pig is  known
reservoir of 7.E. Virus.in India and Japan,
Ghosh et al (1978) have reported autibodies
of West Nile, . E. and Dengue viruses in

‘Sunetis’ murinus, Rattus 1. ruﬁsceus, Mus baoduga’

and Bandicoota bengalmszs in Pune dxstr:r-t,
Maharastra

West Nite, strains have been isolated from
Culex pipiens fatigans -and Culex univitiatus -
during 1965-67 in Maujri near, Pune (V.R.C.
unpubh.). Thus the role of € fatigans in case
of arboviruses transmission and the role of
small mammals in the cycle of transmission
requires further investigation in this area.

Summary

In the present study sixteen species of .
Culicidae mosquitoes belonging to fve genera
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viz't—— Cules (6 species), dnapheline (4 species),
Aedenine (4 species) Mdnsonia (one species) and
Armigeres (one species) have -been reported.
of ‘which, Culex siniensis, Theobald, C. (Culex)
whitmori, Giles: and  Anopheles - (Cellia)
sundaicus, Rodenw have been reported for the
first time in Gujarat. 16.069 larval babitats
showed presence of immature stages.:
659, habitats were indoer and mainly 4.
aegypti and A Stephensi breeding was noted.
Potential Disease, Relationship of vector spe-

cies has been discussed.’: - -
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MALAR, COMM. DIS. - 4 342,

W.H.O. (Unpub: Data) cned i‘rom Roym .
R.G. et al:1978. - : :
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PATTERN OF CARE DURING PREGNANCY

AND LACTATION

IN SUNDERPUR

(An urban slum area of Varanasi) .

Dev K. Agarwal, P. Kaur, G.P. Katiyar and K. K. Agarwal

The urban health centre of the Depart-
ment of Preventive and Social Medicine was
established in 1965 to prov:de better maternal
child heajth services and organise teachmg
programme for undergraduate and post-
graduate students ‘SBunderpur urban slum
area of Varanasi is 2 km, from the Institute of
Medical Sciences, Varanasi, The present study
was undertaken to find out pattern of cate
during pregnancy and lactation.

Material and Methods

Two hundred and;cxghteen _pregnant and
lactating women weré interviewed to find
dietary habits, practices during pregpancy
and child birth ete. in pretested schedule by
door to door visit in years 1976- 77 and at the
same time antenatal and dehvery records of
these women were verified from the records of
urban health centre. The dietary survey was

conducted by personal interviews and mean -

intake of nutrients was calculated on the
information obtained by fortyeight hour
recall method.

COhservations

It was observed that 88.1 per cent of the

Distribution of pregnant

women were illiterate, 7.3 per cent had
primary education and 4.6 per "cent of the
women had education above middle class.
As many as two-third of the families were

single and one-third still continued to have
joint family system.

The per capita incdome distribution of
these women 'is shown in Table l. More
than 50 per cent had per capita income of
less than Rs. 50/- p:m.

Table 1

and lactating
mothers according to per capita income

Income groups No. Per cént
(Rs.}
C = 10 oo @ 0.0
11— 25 16 . 4.6
26— 50 . . 10¢ 4T
51—100 93 Co42.9
101150 10 4.6
150 & 1 0.4
Total 218 100.0

Environmental sanitation

Only 50 per cent of these women were
living in pucca houses, while 13.8 per cent in

From the Department of Preventive and Social Medicine, and Pediatrics, Institute of Medical Sciences,

Banaras Hindu University, Varanasi-221005.

.
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semi-pucca and 35.3 per cent in Kacha
houses, E£8.7 per cent houses had adequate
ventilation. As far as the water supply of
these families is concerned, 31.7 per cent
were having tap water, 61.9 per cent well
water and 6.4 per cent had hand pump in
their houses. It was further observed that
89.4 per cent of these women were going
for. open field defecation while 10.6 had
PRAT latrines in their houses which were
used only in bad weather, -

Antenatal registration and child birth

The regular antenatal check up was atten-
ded by 80.3 per cent of women, while 18.7
per cent never had any medical check up.

34.9 per cent of those registered were attend.:

ing domiciliary visits of the midwife, while
500 per cent could be motivated to attend:
antenatal clinic:at the urbap health centre,

1.1 per cent attended University Health Centre
14 per cent atterided antenatal clinic of the .
University Hospital. It was found that 17.4.
per cent in first trimester, 62,24 per cent in

second trimester and 20.41 per cent in third

trimester of pregnancy were registered for
antenatal care. Only one-third of the deli-
veries were helped by the midwife while 22
per cent deliveries were conducted in the
hospital. Rest of the deliveries were conduce
ted by untrained dais or improvised trained
dais or the women’s own relatives. Blade
and scissors were the main items used for
cutting the umbilical cord, while negligible
percentage did use sickie (Table 2). . Post-
natal cord application of ash was still being
practiced in 34 per cent of the newborn
babies. : '

Dietary pattern during pregnancy

The 'data show that 74,3 per cent of
women were mainly on cereal diet, _whiic
25.7 per cent had cereals with plenty of, mllk
during . pregnancy. The a_veragc;.inta}k_e-qf |
calories was 1605, while. protein ,intake .wéé .

.56'g. per head (The recormmended ICMRS .

allowances being calories 2500 and protein
55 g during pregnancy). 82.5 per cent did

- not avoid any food ‘item during pregnancy

Table 2

Praectices during delivery

Place of  No, ’ Per

Delivery N.o.. Per Instruments No Per

conduc- cent used for cent  delivery 'éght '
ted by cutting cord ) R e
Relatives 16 7.3 Blade 162 743 Home 170 78.0
Untrained .
dai 39 17.9 Scissors 53 24.3 . ‘ ‘ S
Trained dai 37 17.0 Mango leaf 1 0.4 _ Hospital 48 220
Midwife 78 35.8 Sickle 2 0.9 .
Doctor 48 22.0

Total 218 100,0 218 99.9 ' 218 100.0
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Table 3

Food items taken during postnatal period

0-—6 days 712 days After 12 days
Food items No. | Percent No. | Percent W
Turmeric, ginger and jaggery 22 10.1 11 5,0 - —
decoction and vegetables+ )
chapati (fried) _
All above-b-rice and dal 28 12.8 12 5.5 — —
All above-+ Achwani 60 27.5 60 2795 — —
All above + Sithora 13 6.0 18 8.3 — —
Usual family diet + milk 78 35.8 78 35.8 21 9.6
Usual family diet 17 7.8 39 17.9 197 90.4
218 100 218 100 218 100

while 9.17 per cent'could not eat well in the
frst trimester due to aversion of food. 3.67
per cent avoided certain vegetables like pumnp-
kin, jack fruit, Bengalgram and pea, suppased
to cause pain in abdomen. 2.76 per cent
did not take coudiments as these caused
gastri¢ irritation.

Special food items used in the postnatal
period

Table 3 shows the food taken by the
mothers during first 6 days, 7-12 days and
after 12 days in the postnatal period. From
the first day 22.9 per cent women recejved
decoction of turmeric, ginger and jaggery,
and by second or third day 33.5 per cent were
given Achwani as drink which contains
raisins, cashewnuts, almond, dried ginger,
jaggery, wheas flour, turmeric and butter fat,
46.4 per ceni women continued to take
Achwani, or Sithora upto 7-12 days, Only
9.6 per cent women could afford milk after
12 days while rest shifted to available family
diet, '

S it e 1 i iasiin

Knowledge of family planning

'17.5 per cent of women did not have any
knowledge of family planning methods while.
67.9 per cent had it but did not practise. 7.8

“per cent had permanent method of family

planning i.e. tubectomy while 5.5 pér cent.
were using oralpills, condom and 1UCD. as
method of family planning {Table 4).

Table 4

Family planning knowledge
and methods used

Percent

No

Knowledge available, but 148 679
not used

Oral pills 8 3.7
Condom 4 1.8
Loop- : i 0.4
Tubectomy 17 7.8
No knowledge 38 17.5
Widow ladies ' 2% 0.9

*The husbands of these lacta;ting women died
after child birth. '
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Discussion

The presént study revealed that majority
of women inthis urban slum arca hadtow
educational standards and. belonged to low
socio-economic group. The data compiled
in the same area by the B. H.U. teachers

about a decade ago were not differentfrom.

the present one excepting for the ma ginal
incfease in the socio-economic and educa~
tional status of:the people which is probably

due to general socio-economic development.

of the count:y, There has been also an overe

allimprovemert in environmental sanitation .

in these families ascompated with previous
datah,
families. had safe drinking water (tap water
or hand pump) ascompared to 2.5.per cent
who ‘had hand pump -about a. decade ago.
More than. 50 per cent ladies are:havibhg
pucca houses as compared.to 30 per cent in;
the past but there had:been: not much . change:

in - the habit. of open field defecation as..
majority of them are still practicing -open
field defecation. In the present study 80.3
per cent of women obtained- antenatal check.

up including 65.1 per cent of women who
attended: the clinic for the purpose (Urban
health centre. Uaniversity.. health centre and,
Uanivesity hospital) while rest of the. women
did not realize: the importance. of antenatal

care. inspite. of all the available resources.in.

terms.. of -midwife;. social: scientists, under-
graduate and postgraduate- students regularly
visiting these families.

Paor educational
various household chores,
the importance of antenatal check up and
cultural and social traditions are the possible

factors for the nonutxhzatlon of the antenatal_ .

At present about one-third of the. .

status, over busy in_
ignorance abuut:

services.

to attend the clinic in the first trimester while
20 per cent visited the clinic for the first; time
in 3rd trimester which makes the ava:lable
services just fatile,

The antenatal delivery rate coverage was
much higher as compared to the ‘data
observed by Chakravarty? and Sarna* from.
Charaigaon and Dutta et al® from Pondichery.

Inspite of the fact that serviges of midwife of
the department were available only 35.8 per -

cent of deliveries were conducted by her

while 22 per cent.were hospital deliveries .
because of some comphcatmns desire for post

parturn sterilization: and certain B H. UL
employees who opted for hospital delivery.

The rest of the deliveries were conducted -
_either by trained or untrained dais: However,
domiciliary  delivery is the only way in our
situation for normal deliveries provided they '

are carried out under aseptic conditions and
high risk: cases are referred 1o the nedrby
hospita}  or maternity: centreg.

were conducted in the homes. It was interes-.

ting to observe that most of theiindigenous..
dais were using: either scissors: or new: blade..

for cutting the umbitical cord rather than age
old practice of using sickle or-blunt kaives: of:
the house. -

cases although in two-thirds some alternative
i.e, boric powder gentian violet lotion, cream
etc. were used, Although the ash issaid to
be anttsephc and it checks ‘the blecdmg,
the charces  of its contamination . are

Even those ladies who. Qere_ reg'is,-‘
tered, only. 17.3 per cent could be motivated

Suri: et alf:
‘and Mittal et'al” also observed:that 97,7 and -
55.83/ per -cent-of the deliveries respectively..

Postnatally there was a practice -
of applying ash'dn the umbilical stump: which-
was still persisting in - about one-third:ofithe:

AR ittt e
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always there if it is not used fresh and warm.
Therefore, this practice should be discouraged.

Majority of these mothers had usual cereal
diet during antenatal period. Dietary survey
done in the 3rd trimester of pregnancy
showed that calories, iron and calcium intakes
of the pregnant women were much lower than
the recommended ICMR allowances®., Al
though protein quantity was just near the
requirements, but the quality was available
mainly from cereal sources, As far as any
dietary restrictions were concerned mnone in
the present study showed any specific liking
for food items, while they usually avoided
certain vegetables (pumkin, jack fruit, Ben-

galgram, pea etc.). due to fear of nausea and

pain in abdomen. Mittal ct al” had noted
addition of food items like ghee in the
diet of pregnant women but surprisingly we
did. not’ observe it probably because of non-
availability.

- The diet during postnatal period mainly.
consisted of liquid preparations made. of.
jaggery, turmeric, dried ginger for atleast first
six. ‘days. It is believed to relieve pain-

abdomen, help in expulsion of dirty clots and
in involution of uterus which is infact true in
scientific terms- also,. So we should never

discourage such home remedies which are.

benificial to the community. . There is addi.

tion of Achwani and Sithora in the diet for

6-12 - days, these are good sources of protein,.

calories and iron. After 12 days most of the.

women shifted back to their normal diets.

About 18 pet cent women did not have
any knowledge of family planning methods
while 167.9 par cent having such knowledge
were not practising. This is disappointing

because inspite of team workers visiting the
area, motivation of adopting family planning
methods is not upto the desired standard.
The lack of maternal educational status in
particular and prevalence of age old family
customs in general are responsible for it.

Summary

Two hundred and eighteen mothers were
interviewed with respect to educational
status, environmental sanitation, antenatal
care, practices during child birth and dietary
habits during pregnancy and early lactation
by door to door wvisits. It was found that
most of the women had poor educational and

sotioeconomic status. Around 50 per cent
of the women had poor housing conditions -

and unsafe water supply. Although majority
of the women had obtained antenatal services,
but domiciliary deliveries by untrained dais
or their own relatives were common. Interes-

tingly in most of the deliveries the umbilical

cord was cut by thescissors or blades; how-
ever, the practice of applying ash over the
umbilical stump was stili persisting.

The caloric intake was less as compared
to ICMR recommended allowances, however,:

the protein intake was adequate  which was

mainly from the cereal protéin. There was

a corhmon practice of eating Achwani and
Sithora’ duririg early lactation. Achwaniis
said to help in relieving abdominal pain,
expulsion of clots and in involution of the
uterus. Although most of the ladies had the
k_noW}edge about the family planning methods
bt they did not practise.

From the present study tentatively it can
be concluded that along with the availability

i
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of the MCH services in the community, the
improvement in the maternal educational
status is of paramount importance so that
there is better acceptability of tbe services
available,
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TETANUS NEONATORUM AS SEEN IN KALAWATI SARAN CHILDREN’S .
HOSPITAL, NEW DELHI IN THE YEAR 1965 AND A DECADE LATER
H. Sehgal*, 8. P, Gupta®** and K K, Sidhu***

Introduction

Tetanus neonatorum is one of the major
health problems in India though a curiosity
in the western world. It is listed as one of
the ten leading causes of deaths in our country
(W.H,O, 1963) and'second common cause of
deaths in neonates (Shah & Udani 1969).

Tetanus is one disease for which a safe,
cheap and effective immunization is available.
Inthe last few years there has been a lot of
emphasis eon the improvement. of health
services’ both ' preventive and curative to the
community. According to M. C. H.. pro-
gramme every pregnant mother is required
to be pgiven tetanus toxoid during the third
irimester of pregnancy to protect the neonate
against hazards of tetanus. The M.G.H. and
school health programime in the country aim
at immunizing the children against tetanus in
infaney, pre-schocl and school age period.
How far, this objective has been attained is
difficult to ascertain. The only way to evaluate
the effectiveness of these health programmes is
to determine the fall in morbidity due to this
disease, The exact idcidence is not easy to
know but an approximation can be made to
some extent by scrutiny of hospital records,

‘With the above objectives in view ths
cases of -tetanus admitted in Kalawati Saran
Children’s Hospital, New Délhi in !965 and
1975 were ana}ysed ‘

Material and Methods

Records of admission and deaths of all
children admitted in Kalawati Saran Children’s
Hospltal for tetanus in 1965 and than m 1975
were studied and analysed

Results

Total number of children admitted in 1965
and 1975 in Kalawati Sdran  Children’s
Hospital for various ailments were 3509 and
9799 respectively and out of which neonates
admited for tetanus were 87 (259} and 365
(3.7%) respectively (Table 1),

Table 1

No. of cases admitted for Tetanus
Neonatorum in 1963 and 1975

Year Totalvo. of No.,of neo- Percen-
cases admi-  nates with tage
tted at Tetanus.

KSCH.
1965 3509 87 2,59
1975 9799 365 3,79,

*Assistant Prefessor, Kalawati Saran Children’s Hospital, Lady Hardinge Medical College, New Delhi,
*+Senior Resident, Kalawati Saran Children’s Hospital, Lady Hardinge Medical College, N, Delhi.
*v*¥Paediatrician, Kalawati Saren Children’s Hospital. Lady Hardinge Medical College, N. Delhi.
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From Tables 2 and 3 it will be scen that
majority of the neonates were over 5 days of
age at the time of admission and. males
predominated.

Table 2

Age distribution of patients

were drawn from Paharganj and trans-Jumna
colonies.

Table 4

Instruments used for cutting the cord

, _ 1965 ' 1975
Age. 1963 1975 Unsterile - 15 (17.2%) 75 (20.5%,)
Less than 4 days 1 (L.109y 28 7.19,) scissors ' "
57 days 44 (50.6%) 185 (51.0%) New Blade 47 (54.0%) 265 (72.6%) :
Total Y : 365 - Kitchen Knife 15 (17.2%) . 20 ( 5.5%)

Tab]e 3

Sex-w:se dlstrlbutlon of cases

O _ 1965 ' ' !975
Male., .. 71 (81.6%) 287 (78.6%)
Female 6 (18. 4%) 78 (21 4%)
Total . 87 %5 C

Area-wwse D:stribution of cases

< In 1965, 699, of babies admitted for
tetanus were from Delhi proper and rest 31%
were from rural areas. In 1975, 569 patients

were from Delhi and 449, were from rural |

areas. The maximum number of patients

Total 87 - 365

The various instruments used for cutting
the cords at the time of births are listed in
Table 4.

. Except for thiee neonates in 1975, all
Were delivered at home in both the years.ﬂ_
The dellvenes werc conducted by !ocal dalsf
and the above table shows that the cord was_
cu!; with bladc, sc1ssors, kxtchen kmfe or a'
scythe '

Table 5 shows, that - fatality rate ';Was
81.69, in 1965 and 76,6%, in 1975,

Table 5

Outcome of diseases . |

. QOutecome -+

-Test of significance
1965 2975
Expired 71 (81.69%) 277 (75 9% : NS . .
Lefiagainst 6 (69%)  12(83%) . . NS
medical advice : : e
Discharged 10 (115%) 76 (20.8%) NS |

87

365
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Thé: causes of death’ in' both the years®

were uncontrolled spasms, cardio-respiratory
failure and aspiration (Table 6).

Table 6

Causes of death #

Causes 1965 1975
Unéontrolled 34:(47.9%) 123 .(46.4%)"
spasims
Cardig-respiratory' 22 (31.0%) 101 (38,1%y
arrest. - .
Aspirativn: 1521195y 41 -(15.5%)-
Total 71 265
Discussion

Tctanus is a disease which is présent all over
the world but it assumes a gredter saghiﬁcaﬁﬂée
in devclopmg troplcal countriés. The pre:
sumptxon that this ‘is the disease™ of “rurdl
population is not truc, Babies born in'urbat
slums are equally prone to this disease:
Majority of cases in our hospital were from
Paharganj and Trans-Jumna“colonies, the
localities which are highly” congested and
inhabited by poorer people.
reported in Delhi by Anu Gupta et alin 1977
and observed by us ranged between - 70809,
With the introduction: of many health pro-
gramames and advancement in modern-therae
peutic techniques the incidence and mortality.
of tetanus neonatorttmi has not shown even’
the slightest downward trend in-Delhi. If
at ail the incidence had risen from 2.5% to
3,7% of the total ' admissions in~K.$.C.H.
The conditions during labour and a few days
following delivery were - essentiailythe same-

XXIiv,

The mortality .

2, apRiL—jung, 1980

in sixties: and in~ seventies. No. material
change was observed  in aseptic precautions:
taken while attending to the mothers in.
labour and babies at birth during-the two:
decades.

A baby admitted in a hospital with tetanus
is a very expensive: liability. The cost of
treatment per patient in terms of drugs and’
hospital stay is ‘around Rs. 300/« per:day,
This, however, does ‘not include the’effort”
and money.spent by the parents aund also
the~ emotional~ trauma~ which- cannot-be-
measured in terms of money. A cost analysis
done from CMC Hospital, Ludhiana {Griffith
et al, 1964)° was’ very revealing. According
to this study thé hivspital expenditire on an”
infant. who. survived. tetanus - was.. Rs..1857
amafiount which a poor country like “oufs
can illafford. According to Henderson, 1978
the cost of protective immunization agdinst
preventable diseases for which immunization
is available  is” roughly 15.20 rupeés per
childi. . This expenditure.when:compared. with
the.treatment cost of preventable diseases.is a
minor amount.

Conclusion-

To conclude, though the health authori-
ties are earnestly trying to implement immu-
nisation programmes to reduce the incidence
of preventable diseases, the morbidity figures
of tetanus-have not shown~ any decline over
the last 10 years in our hospital. The pattern
of the disease has remained absolutely the
same. It only means that more concerted
effoits on- the part of health authorities,
voluntary agencies, communily workers and
awakernied cifizens are required to improve the
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targets fixed for tetanus immunization under
the Expanded Immunization Programme.
Health education and door to door immuniza-
tion is the only answer to eradicate Tetanus,
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o FAMILY PLANNING AND TUBERCULOSIS
M. Prasad, $. N. Sinha, K. B. Khate, A. Khax; Tzhar Ali aid M. Zahcer® .

lnti‘dd.@iﬁﬂﬁn o

T family planning progranine in Indiais
ruffﬁiﬁg—?ié‘(:tit'fél-? for many years inspite: of
several set Fackd, Huge aniounty have: been
spent and are being spent by the Government
in order to make the people conscious about
the benefit of having smaller number of chil-
dren. Tuberculosis, being an active infectious
diseases is another problem and has got direct
correlation with the increase of population.
This situation will be further aggravated by
the corresponding fall of the standard of
living and its associated effects on the spread
of the disease.

The present study has been undertaken
with the following objectives : To find out—

1. The state of knowledge regarding
family planning practice among patients
suffering from pulmonary tuberculosis before
and after the diagnosis and after stabilization
of the disease,

II. Any correlation between the social
class of the patient and ‘practice of family
planning, ‘ %

Tuberculosis

11I. Any porfelation- ‘b‘_ct‘v“vécjnl the agc.at_
marriage and the development of pulmonary

_tuberculosis.

IV. The effect of pregnancy and parity
on-thie devélopment of the-disease. . -
V. Changesin the attitude of patients'
towards family planning after the diagnosis

and stabilization of the disease.

VI, Aoy relationship between the prac-
tice of family planning and the regularity in
the visit of the patient to the clinic.

Mateﬂal and Methods

This study has been undertaken by the
and Chest Section of the
Department of Medicine and Department of
Preventive and Social Medicine, J. N. Medi-
cal College, A.M.U. Aligarh, in collaboration
with the District Tuberculosis Centre, Ali-
garb.

The cases diagnosed during the year 1970-
71 bave been included in this study. The
married patients were interrogated and the
information was colleeted on a cyclosiyled
proforma. Every cffort was made to take™

PO

Jawaharlal Nehru Medical College, Aligarh Muslim University, Aligarth & District Tuberculesis Office.
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the patients in confidence and make them
aware of different family planning methods.
The patients were followed up till the stabili-

zation of disease and stoppage of tre’a(ment'

{average perxod of 3 years).

Total number of cases studied were 657
comprising of 367(55 9%,) males ard 290
(44.1% femiales.

Observatitns

Age, sex and religion

Out of 657 panems, inciuded in the study,
454 (69.19,) were Hifidus, 199( 30 3} Muslifns,

3(0.4%, Christians and | (0.2) Sikhi Further:
breal-up shows that out of 367 malés 263

(71.7) were Hindus and 102 (27.8) were
Muslims, whereas in 290 fermales, 191 (65.99,)

were Hmdus and 97 (34 1%) were Muslimg.: ...

448 casey cuﬁ of 657 (68 2%) WEFE - in the
age group-of 20-39.years ; maximum i.e.- 234

(35, 6%) in the age group of* 30¢ 40 ‘years
(Tablé 1), o

Social Glass

Maj‘c‘;rity of cases ie,’ 337 out ::if 367

(91.89%,} in males and 238 out of 290 (89.3%,)
in fernales were drawn from sccial class 1V
and V, poor and very poor geoup (Table 6).
Age at m'arr‘z"aga, duration of married life and
number of children born in females ' _

Out of 367 males, 246 (67.09,) were !
married below 21 years of age. Among ‘-
females 205 (70.79%) out of 290 were married
at the age betow 18 years (Table 2).

Table 2

Distribution accoxdmg to. the age at marrtage )

- Ageifiiyears : Maf_le-, Female
- 12 2 5 .
13 3 )
144 SR [T SICNNEENE 1 TR
5. L . 34.. ER 51 :
17 S g oo e
1857 1 0 B2 Tl 1 BRNT
lg T enirooioh 21’ RS 1.3, el
20, .. 6 19 ¢
20 _ 12‘1" :'21"' : K
Total Coset 990

" Males married below: 21:years==246 (67.0%).

chales married below 18 years—205 (70 7"/)

T

Table I

Dtsmbuuon of patxents of pulmonary tuberculosns aacordmg to age, SEX and rellgmn Cio

. '1"0tai=

Age wo MALE "~ FEMALE

yea_rs. _ Hmdu i Muslxm | Others [ {‘otai Hindu | Muslim | Others | Total’ MR
10419 B P} I R G 1o N I B Vit
20229 . 77 5020 .oo— 0 97 73 0 44 _ M7 214
30~.39 84 . .. 38 . . —.. 122 79 . 30 7 112 - 234
40— 49" 63 “'_17:; LT e0 e 26 12 2 40 120° -
ol 268 102 2 367 lgit gyt 9t 990 657

27.8 - 05 5597 659 335 0.6 L4l

Percentage 71.7
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Table 3

Distribution of female patients according to the number of
children born and duration of married life

Duration of Number of children born Total
married life 0 1 2 3 4 5 54 No. Percentage
in years T '
0—-4 12 12 10 3 - - _ 37 12.8
5 3 15 19 12 5 2 2 58 20.0
10 —14 5 4 5 12 S 10 10 55 18.9
1519 3 2 3 4 11 14 15 52 17.9 -
204 — — 1 6 8 9 64 .88 30.4
Total 23 33 38 37 33 35 . 91 . 290
Pefcentage 7.9  11.4 131 127 114 120 313
The number of those having more than 'I"a'ble‘ 4

3 children was 9 out of 58 (15.5%) with
duration.of married life of 5-10 years, 29 out
of 55 (52.7%) with duration of 10- 15 vyears,
40 out of 52 (76.9%,) with duration of 15:20

years and 82 out of 88 (93.2%) with duratmn
20 years and above (Table 3). :

Pregnancy and-onset of the disease according.lo  age,:

sexy and religion .

Out of 290 female patients, 143 (49.3%)

developed tuberculosis within one year of

child birth, while 85 (29.3%,) developed the ...

symptoms.during pregnancy_(Table 4).
Practice of family planning

Total number of patmnts found practising
were 51 out of 867 (13.9%,) in males and only
15 out of 290 (5.2%)in females, However
only 29 out of 219 (13.2%,) males and 13-out
of 229 (5.79%,) females in the age group of
20-39 years were found practising family
planning (Table 5),

Distribution of female patients "accordin'g: to

the symptoms of disease in relation to
.pregnancy and child birth

. State of fema}es at

. No. Percén;_
_ ~ onset of symptoms ' tage
~ Not pregnant 23 7.9
- Pregnant 85 29.3
- Within 3 months after delivery 6) 21.2.
3-6 moriths after delivery 38 13.1
6-12 months after delivery 34 11,7
More than 1 year after delivery 49 16.8
Total 290 100

Religion-wise break-up shows that 45 out
of 454 Hindus (9.9%) and 20 out of 199
Muslims ( 10.19, } were practising family
planning. Among Hindus 34 out of 263
(2.9%) males and 11 out of 191 (5.8%) females
were practising family planning, Correspon-
ding figures in Muslims were 16 out of 102

(15.7%) in males and 4 out of97 (41%) “’

females (Table 5).

;

o
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Tab

le &

Practice of family planning according to age, sex
and religion among T.B. patients

Agein Hindu Muslim Others Total praciising
years Practising Not pfac- Practi<ing Not prac—. Practiﬁing Not prac- Male Female
. tising tising tising No. % No. %
1019 - 8 1 8 —— [ 1 20 ¢ 0
2029 12 136 2 62 - — 11 220 3 187
3039 20 143 8 63 — — 18 360 10 626
40—49 9 80 1 28 — b 8 16.0 2 18.7
5059 4 28 2 18 I i 7. 120 —~ 0
60 4 — 12 6 - _— - 6 120 — O
Total =~ 45 409 20 179 1 3 511000 15 100

Practice of family planning and sociol class

As regards the practice of family planning
in various social class it was observed that
only 41 out-of 421 (9.79%,) in-class 'V, 12 out of
175 (6.9%) inclass IV, 3 out:of 38 (7.9%)
in class T, 3 out of 15(20:0%) in class IT"
and 1 aut of 8 (12.5%) in class I were practi-
sing family planning {(Table 6],

Practice of family planning in.relation to the disease

As regards the practice of family planning
by the patients it was ob exrved that 66 otit of
657 (10.29,) were practising before the diag-
nosis and 125 (19.0%) started practising
after the diagnosis of the disease, Among
406, in whom the disease was stabilised after
treatment, it was practised by 120 (29.6%)
cases. ' B R

Table 6

Distribution of patients-according to

sex social class and family planning

I ST 111 v VS Total
Sex P N P N P N P N P N
Male — 3 2 5 2 18 11 ¢8 36 202 867
Female I 4 17 117 1 75 1172 200"
Total 17 3 12 3 35 12 163 47 374 657
92.2 - 67 933 11.2 . 888

Percentage 12.5 87.5 20.0 80.00 7.8

P—Practising, N-—Not practising

Social classification : according to Prasad B.G. (1968).
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Table 7

Distribution of cases according to family planning practice
and the period of the disease (before and after diagnosis
and after stabilization of disease

Period of Total No. Practising Not practising
Disease of cases No. | Percentage No. | Percentage
: Before Diagnosis 657 66 10.1 597 90.9
After Diagnosis 657 125 19.0 532 8l.0
After stabilization 406 120 29.6 286 70.5

of disease

Pragtice of family planning after the diagnosis of

the disease.

Table 7 depicts the 125 out of 657 (19.0%)
were practising family planning after diagno-
is of the diseases. 55 out of these 123 (44.0%)
were already practising before the diagnosis
was done, Amongst those who started after-
wards, the most common rcasons given by
‘them were advice by the Physician in 28
(22.4%) and economic reasons in 15 (12.0%).
Only 13 ( 10.49% ) mentioned that as the
discase was infective to others espectally
infants and children, they decided not to
produce any more children (Table 8).

Table 8

 Reasons for practising family planning
after the diagnosis

Out of the remaining 532 cases who did
not practice it, the most common reason
as given by 256 (48.19,) cases, was lack of
knowledge ~about family planning or its
methods (Table 9).

Table 9

... Reasons for not practising after
diagnosis of disease .

~Reasons No. Percentage
Practising before 66 52.8
Infective disease 13 10.4
Economic reasons 15 12.0
Advice of Physicians 28 22.4
Operation done 3 2.4

Reasons No. .P_ercentage
Lack of knowledge 256 48.1
Against religion 34 6.4
Reluctance of other
partner 18 3.4
Wanted to have more

. children .97 18.2
Wanted a male child or
female child 1.5
No issue 6l 11.5
Not interested in
family planning 36 6.8
Divorced or widow or R
- wife dead 14 " 2.6
Old age 2 0.4
Operation done 6 .. 11
Total 532
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“Regularity of the practics regarding patients® visit to
- the Clinic and Family Planning

It was observed that 82 out of 125 patients
(65.6%) practising family planning were

- regularly visiting the clinic, whereas 2i8 out

of 532 (41.0%,) not practising family planning
were visiting the clinic regularly (Table 19),

reproductive period and thereby reducing the
number of children, This social change
will automatically raise the standard of Ii\}ihg
and will bring about decrease in the incidence
of pulmonary tuberculosis,

Bearing of the child was found to be

- related to the. onset and progress of the

Table - 10

Distribution according to family planning practice and the
regularity for visit to clinic

Regular for visit to clinic Irregular for visit to Total
for check up and drug clinic for check up -
.- collection *~+ and drug collection
Na, | Percentage No. | Percentage i
Practising 82 65.6 43 344 124 '
Not practising 218 41.0 314 '59.0 532
Total 300 45.7 357 5.3 657 .

Discussion

Family'pldhnfing and Tuberculosis - control

. programines, the two most ambitious pro-

grammes of our country are running
simultaneously ‘all over India. The present
study was undertaken to assess the relative
impact of one programme on-the other.

.. Most of the patients were drawn from low

social-economic (90.7%) class and reproduc-

tive age group of 20-39 years (65.19,). Most
of the females were married before attaining
the age of 18 years (70.6%,). Increase in the
duration of marital life was associated with
ihér_ease in number of children born. Incrca-
se in marriage age will, therefore, bring down

( 1 the duration of married life; specially of

disease, -. Reasons. attributed may be the

- diminished resistance found. in most of the

pregnant and lactating mothers in our
country, which may Pprecipitate dormant
infection.

- It was surprising to ohserve that though
family planning is being run for more than a
decade, very small number (10,19,)  were
found .practising family planning before the
diagnosis of the disease. - This corresponds
to (12,7%) practising regularly in a study
conducted by Zaheer et al (1971) amongst the
grade IV employees of. Aligarh Muslim Uni-
versity. The number of practising females
was comparatively smaller, Lack of know-
ledge regarding family planning or its method
was found to be the main reason for not
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practising. However the practice was found
more in person of higher social class as com-
pared to lower social class. The similar
difference in general population such as

employees of Aligarh Muslim University was .

observed by Zaheer et al (1971).

The diagnoosis of tuberculosis made these
patients more. conscious of family planning
(before diagnosis 10,19 after diagnosis 19.0%).

This trend continued even after stabilization,

of disease when the practice went upto 29.5%,
It was also observed that the patients who

were visiting the elinic regularly for check-up.

and treatment were practising family plann-
ing more than those who. were irregular in

their visit. "This may be'due to psychological

maké up of the patient about his or her well-
being as well as the welfare of their family.

Under the circumstances observed in the . .

study it is worthwhile to suggest that the
two national programmes i.¢, Tuberculosis

‘Contro} and Famiily Planning should run in

close cooperation towards each other. This
will not only bring about better result but
will also help in the motivation of the
population towards birth control as well as
in treatment and follow-up of tuberculosis
cases;, - Medical - and Para-Medical staff
working at-tuberculosis clinics, hospitals and
sapatoriupy. can  undertake family welfare

‘work very usefully and effectively among. the

tubercuiosis _patients and. -their families.
Similar observations have been made by other
workers {Editorials, 1967 a and 1967 b). -

Itis further suggested that-in the rural
areas- comprising nearly 829 of our total
population; the joint ruoning: of the progra-
mme is worth trial.

Summary

The present study has been undertaken to
find out the relative impact of family plann-
ing, 2nd tuberculosis control programme
towards each other,

Total number of patients included were
657 (367 males, 290 females).

Majority of the patients were drawn from
poor and very poor group. 8L.7% were
married . at the age of 18 years or below.

Practice of family planning was observed in
109, before diagnosis, in 199, after the

.diggnosis. and in 29,59, when the disease was
‘established. '

Regularity in the visit to the clinic was

- observed more 65 69,) in practising paticnts

than non-practising patients (40.99),
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A STUDY OF MAJOR CAUSES OF MORTALITY AND THEIR
TREND FROM 1921 TO 1971 IN PUNE CANTONMENT@

B.D. Varma*, M. M, Baig**, B.M. Aiyanna**, D.P. Achar** and T C.S'R. Sarma*i*

Introduction

Mortality data :inspite of its inherent .
limitations are often utilised as an indirect
measuré of the stite of hedlth. Studiesion

mortdlity and its various aspects, in India, are

limited and are mainly confiued t6 a few

Madras® and
Such studies reflect thc secular

important cities like Calcuttal,
Bangaiore“
' trends in mortaluy and its xmpor:ant causes,
and are of great public hca]th lmportancc

In thxs papcr are presentcd mortallty data
pertammg to Pune Cantonment over a period
of 50 years from 1921 to 1971. Pune Ganton-
ment is an old Cantonment whose health
records were maintained by the Executive
Officer as far back as 1919,

The Ppopulation of the cantonment has
risen from 32,726 in 1921 to 77,774 in 1971,
a more than two-fold rise in 50 years. Being
an urban area, the population consists mainly
of those in service, industry and in: Gommerge.
Agriculture -plays a negotiable -role -in .the
occupational distribution, As per%?i census
almost 709, of the population of the ‘Cantop.

ment was literate; The male: female ratio

- were studied starting from 1921

has changed from 1000 ; 723 in 1921 to 1000
630 during 19713,

Materials and.Methods

Thls study is based on detalled examz-f
nation of the Death Reg:sters mamtamed by
Pune Oantonment Board, Since authentlc‘i
records ofpopulatmn were avallable for the;
census years, death records for those years;
The study:
was planned to cover the pattern of decenn; 1
mortahty upto 1971, Mortahty data for the':
year 193] were, however, not avallable '

Death registration in Pune Cantonment
is based on causes of death, certified by the

following agencies : Cantonment General

Hospital, the local Military “Hospital, Govt.
dispensarics and the ‘local general practi~
tioners. :

An extract from the Cantonment Death

Register was fiest prepared. 1CD numbers

were alloted as per the International Classi-

fication of Disecases (1975 revision) and the

‘diseases were grouped under the 17 categories
-stated in the. nosoioglca} table,

@From the Depariment of Preventive’ & Sﬁc:al Medlcmc Armed Forccs Med:cal Gollt;‘ge, Pune;

*Professor & Head of the Department.
**Reader..
*%*Statistical Officer,
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Analysis of the data was undertaken under
the following heads: (a) Crude death rate
including sex differentials in the mortality
trend ; (b) Cause specific mortality.

In studying the cause-specific mortality,
emphasis was laid on : ‘

1. First five leading causes of death.
9. Secular trends in mortality.

3, Individual diséases which made majof
contributions in each group.

The discase-group specific mortality was
calculated based on the number of deaths in
a specific-disease group per 1000 of popula-
tion. Most studies on mortality data have
used proportional mortality rate. But popu-
lation based statistics (i.e. Rate/1000 popu-
lation) are considered more reliable and valid
as compared to proportional mortality rates
Pqpﬁlatioﬂ statistics were obtained from the

cantonment records and the Regional Census

Directorate, Maharashtra®.

Findings and Discussion

The crudc"death rate fell from 14.08 in |

1921 to 9.29 in 1971 with the lowest figure of
5.92 in 1951, Though it is not possible to
say with any certainty, it is likely that

‘incomplete registration in the post-war dis-

turbed conditions resulted in unusually low
death rates observed in 1951.

Table |

Decennial Crude Death
Raies/1000 Population

Census  Population  Deaths Crude
year Death Rate
1921 32726 461 14.08
1941 40447 547 13,52
1954 59011 308 522
1961 6583% 572 8 69

1971 77774 719 9.29

A ccmparison with the national death
rates for the decennial years shows that the

crude death rate in Pune Clantonment has

been consistently and considerably lower
than the national figure. It is observed that

crude death rate trends in urban atreas of

Bangalore also showed similar trend*.
Sex-wise Mortality rate

A general downward trend of mortality in
both sexes was observed from 1921 to 1971,
In advanced countries such as England and
Wales, and the USA, female mortality is

Table 2.
Sex-wise Decennial Mortality Rates/1000 Population.
- s
Males Females

Year Popula- Deaths Death rate  Popula- Deaths Death

tion tion © rate
1921 18990 259 13.64 13736 202 14.71
1941 24189 320 13.23 16267 227 13.95 .
1951 33309 190 5.70 25702 118 4.59
1961 35251 284 8.06 30587 288 9,42
1971 42495 385 9.06 35279 334 9,47
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generally lower than male mortality in all
age groups. Unlike the Western experience,
female mortality in this country is higher
than male tuortality®. The situation in Pune
Cantonment corforms to the national trend,

Leading Causes of death ‘

In the absence of reliable morbidity data
in any population. recourse is often taken to

analysis of mortality data to identify impor- .
tant health problems. Note has to be taken
of the leading causes of mortality because the |
institution of preventive measures: against . .
these diseases is likely to .pay handsome .
dividends.

Table 3 s:hows thé..la_,'thé gro‘_up “Symptoms |
and ili defined conditions” was the leading

causes of motality.  This group mainly

Table 3

‘Group Specific Mortality Rates/1000 populainn

Group No. Subcategories 1921 1941 1951 1961 1971
I Infective and Parasitic diseases - L.56 2.69  0.80 0.75 0,68
11 Neoplasms S - 020 027 040 049
£3 8! Endocrine, Nutritional and. Metabollc R — : . N
"+ Diseases 0.40 © ‘085 0.15 0.}3 028
IV . Diseases of the Blood and Blaod L L . .
... formingorgans 0,12 0.16: ¢.10 0.06 -
V.. Mental Disorders . — — — 0.02. —
VI . . Diseases of Nervous system &
Sense organs 040 . 014 011 0.21 0.20
VII 'Dlseases of the Gu‘cuiatory system 0.46  2.17 ~L.10 - 160 189
VIl Diseascs of the Resgxratory system 4.30 2.59 091 155 0.60
X Diseases of the Digestive system 0.70 2.08 046 0.21  0.41
X Diseases of the Genito-uriniary system 0.21 0,05 005 003 0.0l
XI Complications of Pregnancy 0.09 0.15 002  0.03 0.02
X11 Diseases of the Skin — 005 — 002 00l
X1l Diseases of the Musculo skeleton system - — —_— —_— —
X1V Congenital anomalies — 007 001 004 0.04
XV Certain conditions originating in the - o
perinatal period 0.98 0.34 0.1 1.04 1,33
XVI Symptoms, sighs and ill-
defined conditions 4,68  1.83 L.10 2.34 3.04
Xvil Injury and poisoning C.18 - (.15 0.03 0,26 0.26
14,08 1352 522 869 9.29




102 INDIAN J. PUB. HLITH, XX1v, 2, ApriL—jUNg, 1080 °

consisted of deaths due to Pyrxia of
Uskdown - Origin and - Senility,  Obviously
these diagnoses are riot very satisfactory due
to lack of specificity. As such:this group has
beén excluded from the list of the leading
causes of death, The disease groups which
then coastituted the first five leading causes
of death over the'five: decades were t—

{a) Digeases of respiratory system.

(b} Diseases of circulatory system.

{c) Infeciive and parasitic diseases,

(d) Certain casues of perinatal mortality.
(e) Diseases of digestive system,

1t is noteworthy {Table 4) that the naturé
and sequence of the"ﬁrsﬁiﬁ‘?e‘!eading‘ causes
of mortality in this -Cantonment - has shown &
changing pattern over the decennial years.
In 1921, the top two leading causes of death
were diseases of respiratory system and in-
fective and parasitic diseases, while the-diséase -
of circulatory system were at the bottom of
the'list, - On the other hand, in the decennial
years 1951 and 1961, the leading cause group
was diseases of circulatory system. Itis also
equally intersting to observe that, whereas the
causes group ‘Neoplasms” was not among

the first five leading causes of death during

Table 4

Leading causes of death ; 1991 to {971

1951

14961

1921 194) 1971
1. Diseases of Iufective and para-  Diseases of the ~ Diseases of the Certain condi.
Respiratory  sitic disedses circulatory circulatory tions  origina-
system system system ting in the peri-

2. Infective and
parasific
d’ifseascs

3. Certain con-
ditions origi-
nating in the
perinatal
period

4. Diseases of
digestive
system

5, Diseases of
circulatory
system

" Diseases of Respi-

ratory system

Diseases of ‘
circulatory system

Diseases of

.digestive

systein

‘Endocrine, Nutri~

tional and Meta-

bolie diveases N

Diseases of
respiratory
system
Infective and
parasitic
diseases

Diseases of
digestive
system

Neoplasms

Diseases of
respiratory
system
Certain cqridi-
tions origina-
ting in the
perinatal
period
Infective and
parasitic
discases

Neoplasms'

nafal period

" Diseases of

circulatory
system
Infective and
parasitic
diseases

Diseases of the
respiratory
system

‘Neopla ms

A it e
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1921 and 1941, this cause-group has made its
appearance constantly among the first five
leading causes of death in the years 1951,
1961 and 1971,

Diseases of Respiratory System

The mortality in this group has shown a
dramatic decrease from 4.30in 1921 to 060
in 1971 i.e. a reduction by 869, in 50 years,

Table 5

Diseases of Respiratory System : Death
Ratef1000 Population

Diseases 192F 1941 © 1951 1961 1971

Prneumonias 1.28 143 063 076 0.43

Asthma 28 059 021 033 008
Others 0.46 057 007 046 . 0.09
Total 430 2,59 0681 155  0.60

The two major diseases in this group were
poeumonias- avd asthma. Pneumonias asa
specific cause of deaths registered an increase
in 1941 after which there was a sharp decline
from 143 in 1941 to 0.43 in 197!, This may
be attributable to the advent and widespread
use of antibiotics/chemotherapy after 1941,

Asregards ““asthma”, the scrutiny of death
registers gave the impression that the rate of
2.86 in 1921 was rather exaggerated. Al
cases of breathlessness, irrespective of the
underlying cause, appeared to have been
labelled as “‘asthma”. There was no mention
of deaths due to pulmonary heart disease, In

the subsequeut decennial years, the death

rate .due to asthma registered a marked
decline, being 0.59, 0,21, 0.33 and 0.08 res-

pectively in the years under study. It is
considered that this sharp decline in the regise

" tration of asthma as a cause of death could be

due to better and specific diagnosis of cases
dying of breathlessness. This is substantiated |
by the fact that deaths due to pulmonary
heart disease started to be recorded from
1941,

Diseases of Circulatory Systemn

There has been a four-fold increase in this
group from 0.46 in 1921 to 1.89 in 1971,
The largest single contribution to this group
in 1971 was made by Myocardial Infarction.
This discase was not registered as a cause of
death during 1921 and 1961, It is also

interesting to note the stéep rise in motrtality

due to this cause from 1951 onwards. The
cause-specific mortalily” rate of 0.36 during
1961 was nearly three-times the 1951 rate
of .13,

It'is also seen that the diagnosis “Pulmo-
nary Heart Disease” does not appear prier to
1941.  In all probability such cases were
labelled as asthma.:

Table 6

Diseases of Clirculatory System ; Death
Rates 1000 Population

Disease 1921 1941 1951 1961 . 1971

Myocardial In-
farction R — 0,13 036 0.62.
Pulmonary Heart

" Disease — 039 024 055 053
IH-defined Heart )
Diséases 0.15 079 041 021 043
Others 0.31 0.99 030 047 0.32
Total 046 217 108 159 1,89
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Infective and Parasitic Diseases

The mortalily rate due to this group has
shown a steady decline over the 50 years
period ; from 1.56 in 1921 to 0.68in 1971
except for a rise in 1941 to 2.69.

Table 7

Infective & Parasitic Diseases Death
Rate/1000 Population

Diseases 1921 1941 1951 1961 1971
Tuberculosis 079 1.63 049 035 040
Others 077 136, 031 040 028

260 080 075 0.8

Total 1.56

'Within this broad group, the relative
importance of _ceftain major diseases was also
studied. Pulmonary tuberculosis as-a single
cause contributed to_pearly 50% of mortality
in this group in all the decennial years. The
other 138 components of this group including
dysenteries, typhoid, diphtheria and infective
hepatitis together contributed to the remain-
ing 50% of mortality in this group. This
clearly highlights the magnitude of the prob«
lem of tuberculosis as a single entity, Itis
also seen that while mortality due to tubercu-
losis decreased by about 50%, over the half
century under study, mortality due to all
other causes in the group decreased by about
64%. This indicates that improvements in
environmental sanitation, immunisation pro-
grammes, development in health services and
betterment of socio-economic conditions have
made a greater impact on other diseasesin
the group than on tuberculosis. The data
show that the specific national health pro-
gramames against tuberculosis had, uptill 1971,
failed to make a significant impact in Pune
Cantonment.
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APRIL--JUNE, 1980

Certain Conditions Originating in the Perinatal
Period

This group showed a rising trend during the
period under study, The main single cause

in this group was prematurity, which showed

a sharp rise from 0.12 in 1961 to 1.16 in 1971,
a nearly ten-fold iucrease in twenty years.
Whether this sharp rise reflects
increase in the incidence of prematurity oris
due to better registration through more ins«
titutional deliveries is not clear. But it does
call for the institution of more intense and
maternal and child health care
services during a@tenatal natal and immediate
post-natal periods.

effective

Table 8

Certain Conditions Originating in the Perinatal
Period : Death Rate/ 1000 Population

Cause 1971 1941 195 1961 1971
Low birth

weight 0.61 034 012 091 L16
QOthers 037 — e 0.13 iR ¥
Total 098 034 012 | L04 1.33

Diseases of Digestive System

Among the diseases of digestive system,
gastroenteritis formed the most frequently
registered cause of death, It contributed to
0.61 in 1921 and 0.27 in 1971, The highest
rate of 1.80 was recorded in the year 1941,

The appreciable decrease from 1941 to 1971

was probably due to improved envirormental
sanitation and water supply in the canton-

ment coupled with better therapeutic mange- .

ment,

a true - '
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A STUDY OF MAJOR CAUSES OF MORTALITY

Table 9

Diseases of Digestive System 3 Death
Rate/1000 Population

Diseases 1921 1941 1951 1961 1971
Gastroenteritis 061  1.BO 041 0.06 .27
Others 0.09 0.28 0.05 0.15 0.14
Total 070 -2.08 0.46 0.21 0.41
Neoplasms

Neoplasms have been registered as a cause
of death from 1941. Since then their frequen-
cy has increased from 0.20 in 1941 to 0.49 in
1971. This may be ascribed to better diagw
nosis as well as increased longivity.

It is also noteworthy that neoplasms have
become one of the five leading causes of death
from 1931 (Table 4).

Table 10

105 -

contributed to 90.8%, ofthe whole group in
1921, 91,39, in 1941 and then suddenly
showed a decline to 18.9% in 1951, 3.59%, in
1961 and 1.5% in 1971. It is obvious that
with improved diagnostic facilities cases lead-
ing to the marked reduction in the registra-
tion of PUO.

Table 11

Symptoms & IlI defined Conditions: Death
Rate/1000 Population

Causes 1921 1941 1951 1961 1971
Pyrexia of Un- .
known Origin  4.25 1.58 0.15 0.08  0.05
Senility 0.3¢ 0.15 068 162 2.08
Others 009 010 027 064 094
TFotal 4.68 1.83 .16 2.34  3.07

Neoplasms : Death Rate/1000 Population
Neoplasms of 1921 1941 1951 1961 1871
Digestive Organs  —  0.05 - 010 009 0.6
Respiratory Organs - 0.05 0.03 0.0¢ 0,14
Other Organs -— 010 014 027 019

020 027 040 049

Total o

Symptoms and Il Defined Gonditions

Deaths in this group have shown a down-
ward trend from 4.68 in 1921 to 3.07 in 1971,

The interesting feature of this group is the

steep fall in “*pyrexia of unknown origin® from

4.95 in 1921 to 0.05 in 1971, a 987 decrease.
It is also worth noting that this single cause

i

The other interesting feature of this group
is the death rate due to *‘senilijy” which has
shown an increase from 0.34 in 1921 t0 2,18
in 1971. Thig is apparently the result of
many factors, such as increased longivity and
expectation of life, increasing control of
communicable diseases and improved health
care services, : :

Summary and Conclusions

Mortality trends and the major causes of
mortality in Poona Cantonment from 192! <o
1971 have been presented, The
findings are as follows:

salients

I. The crude death rate has fallen from 14.068
per 1000 in 1921 to 9.29 in 1971. The year
1951 witnessed the lowest death rate of
5,22 per 1000,
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2, The disease groups which constituted the
first five leading causes of moriality were ;-

{i} Discases of Respiratory System,
(ii) Diseases of Girculatory system.
(iii} Infective and Parasitic Diseases.
(ivy Certain Causes of Perinatal Mortality,
{v) Diseases of Digestive System.

3. The diseases of respiratory system, infec-
tive and parasitic diseases and diseases of
digestive system, registered a decline over
the 50 year period. 'The sharpest decline
was witnessed in the diseases of respiratory
system which fell from 4.9 per 1000 in
1921 to 0.6V per 1000 in 1971, On the
other hand, diseases of circulatory system
registered a sharp rise fiom (.46 per 1000

in 1921 to 1.89 per 1000 in 1971, The

group, causes of perinatal mortality also
showed an upward trend.

Neoplasms, joined the five leading causse
of mortality from 1951 onwards,

b

5. Myocardial infarction was not registered

as a cause of death upto 1841. From 1951

onwards it has made increasingly large
contributions as a cause of mortality in the
group ““diseases of circulatory system”’.

6. Pulmonary tuberculosis shared the general
downward trend in mortality caused. by
the group ¢ infective and parasitic dis-
eases”, but was responsible for over 509 of
mortality in this group The specific
national health programmes against this
disease have not made any significant
impact.

The foregoing study has generated data
which were not hitherto available, The data
have indicated the necessity for strengthening
the maternal and child health care facilities
as well as services for early detection and

- treatment of myocardial infarction and neo-

plasms, Activities under the National Tuber-

culosis Control Programme also need to be -

reviewed and revitalised.
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BOOK REVIEW

New WH O Publication

The eradication of smallpox from India, by
R. N. Basu, Z, Jezek & N. A, Ward, New
Delhi, World Health Organization South-
East Asia Regional Office, 1979 (WHO his-
tory of International Public Health Series No.
2). ISBN 929022 105 4. 346 pages. Price:
Sw, fr. 30,-2

This publication was written by a health
official of the Government of India and two
WHO staff members who were actively invol-
ved in the Indian National Smallpox Eradica-

tion Programme. It sets forth in detail what

was done at each siage of the programme,

Also included are the serendipitous events
and the mistakes in judgement, the national

strengths which facilitated the programme as

well as the weaknesses which hampered pro~
gress. Examples of the many forms used are
spread throughout the volume. An annex
‘names more than 1000 participating offlcials
from India and from 30 other countries. A
bibliography is provided containing some 300
references to published and unpublished work
on the subject.

The Indian National Smallpox Eradica-
tion Programme was first launched in 1962.
At that time, as in years before and

preceding eradication, the number of small-
pox cases in India represented over one half
of the total reported from throughout the
world. The policy of mass vaccination = achi-
eved a reduction in smallpox incidence in the
southern states but was less successtul else-
where. 1In 1973 a new strategy of intensified
search and containment was put into effect.
In January 1975, operation smallpox “Target
Zero’’ was launched and ficld operations were
further intensified. Instead of village-to-
village searches, house-to-house searches were
introduced. On 17 May 1975, the last known
indigenous smallpox case occurred,

The absence of smallpox was confirmed by
a national independent assessment committee
which visited 1] States, and later on by an
international commission of eminent national
and international scientists- which met in
1977, Their reports stated that no evidence
had been found of any smallpox cases
having occurred after May 1975. '

The benefits acerving from this gigantic
achievement are not restricted to India,
As Pr. V. T, Herat Guuaratne, WHO
Regional Director for South-East Asia, says
in his forward to the book :

The elimination of smallpox from India

L. The volume may also be obtained from the WHO Regiona! QOffice for Souih-East Asiz, World Health
House, Indraprastha Lstate, Mahatma GCGandhi Road, New Delhi- [10002, India, as WHO Regional

Publications : ~ South-East Asia Series No. 5.

%
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and Asia is of real significance to the restof
the world, as several jnstances of the spread
of the disease from countries in the region to
distant areas througbout the world have been

documented.

mme can be applied in the programme for
the contro! of other communicable diseases in

_any: country.

. The work: provides fully. documented.gui-
dance to methods for the. control or evalua-
_tion.of a communicable.disease: 1t is thus of
considecable interest 1o, public heaith.workers,
ue-pidqmi_q!eg_ists.and: those concerned with. the
sraining of health.personnel.

" Vital respiratory’ diseases. = Report of ~a
'WHO Séientific Gioup. World Health Organi-
zation Technical Report Series, No, 642, 1980
(ISBN 92 4 120642 X). 63 pages. Price : Sw.
fr, 4... French and. Spanish editions in
preparation. a )

Communicable diseases of the respiratory
tract are a- major cause of morbidity and
mortality all .over. the world. and. result in
high economic.losses. Their control is: com=
plex because numerous. pathogenic.agents
are involved. This socially relevant and
important ; health: problem : prompted. the
‘Organization to :embark: in- 1977- on .anin-
tensive programme to combat acute respira=
tory .diseasess (ARD)~ within - the context -of
technical cooperation: among: developing
countries.

‘The- present report was produced by a:

Scientific Group. convened. to :advise WHO..

XXV,

In addition, many of the stra-
tegies and tactics used in the Indian ~progras’’

2, APRIL—JUNE, 1980

on the role that viruses. play, assess their
contribution to the total picture of respiratory
disease and study ways of containing viral

respiratory diseases, especially
privileged populations.

in under-

The report presents the latest available -

data on world mortality from acute and
chronic viral respiratory- diseases, Informa-
tion is given on epidemiological studies carried
sut.in-Chile, China, and Indonesia, which
have . shown® that’ ARD. are among. the
commonest - -diseases of childkood.. " The
factors infuencing morbidity and mortality
from these diseases; and the virusesy rickettsiae,
mycoplasmas, and other pathogens‘that cause
them are reviewed, ‘

One-chapter is -devoted to the standard
and rapid methods of viral diagnosis currently
used: A simple procedure- for investigating
specimens from - patients and ‘a” rapid disg-
nostic ' immunofluorescence technique - are
described in annexes; '

© Surveillance of viral. respiratory disease
at the country level could be achicved by
means of a global network of surveillance
units, which could also test new prophylactic
and therapeutic means. The collection and
processing of data by such units and the use
of these data for programme planning are
discussed, '

Among the other aspects of ARD considered
in the report are the management of  such
disease at.the primary health level, antiviral
drug therapy, the role of immunization: and
research needs.. The report. includes reco-
mmendations regarding surveillance, cliical
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management, comtnunity programmes and
vaccines and therapeutic agents.  An.illustra-
ted guide for training health workers at the
commuity level in the care ef:children- with
ARD is appended to the report.

Induced abortion : Guidelines for the provision
of care and services, Geneva, World Health
Organisation, 1979 (WHO Offset Publication

No. 49). I BN 92 4 170049 1. 69 pages.
Price : Sw. fr. 6,-. TFrench edition in
preparation. :

recommendations made by a recently con-
vened WI1O Scientific Group on Induced
Abortion, ‘

After a discussion of various services
required in the provision of legally induced
abortion (apart from the actual operation)—
pregnancy diagnosis, counselling (including
advice on contraception), preoperative exami~
nation, patient screening, outpatient care,
etc.—there follows a relatively detailed des-
cription of current techriques for first—and

- ssecond—trimester abortions, the equipment

" needed, health 'im-pliéaticns;'a_\iqd»zrthe preven-

The purpose of these guidelines is to assist
health administrators and.: clinicians : who,
following changes in legisiation or policies
regardiag induced abortion, are faced with
an ever-increasing demand for such services '
in a situation dominated by a paucity of
- resources: 1 his-booklet-was prepared on-the-
basis of information gathered during the
course of WHOwsupported research on health
aspects of methods of induced abortion and
their service Qimplic-ationsi,; acgount A;;'was:;f‘:}.a-lsfq
taken of information from the literature and

tion and management of complications (both
immediate :and~delayed). The question of
training is also dealy with : which categories
of personnel should be trained to perform the
various techniques, and what that training
should include. Lastly, there is an exami-
nation of the all-important subject of-post-
abortion contraception.

. Anpexed .to the guidelines is a_ biblio-
graphy:: citing background ~material - and
review articles and books for further readinn.
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INDIAN PUBLIC HEALTH ASSOCIATION

Dear Colleagues,

It gives us a great pleasure to extend to
you a warm and cordial welcome to the
Third International Congress of the World
Tederation of Public Health Associations
(Geneva) and the Twentififth Annual Confe-
rence of the Indian Public Health Association
to be held at Calcutta from 23rd to 26th
February, 1981, We look forward to your
gracious presence and valuable scientific con-
tributions,

The overall theme will be — “Primary
Health Care—World Strategy’ with the
following five Sub-themes :—

1. Developing National Plan of Action.
2, Special Demonstration and Rescarch
Projects in Primary Health Care,

3. Implementation of Field Programme :-

(a) Supervision, (b) Information,
(¢) Evaluation
4, Manpower Planning and Training,
5, Community participation.

Each group may be further split up into
sub-groups and simultaneous sessions will be
held.

The proposed theme would be of great
interest to usin India. Since various coun-
tries of the world would have advanced in

their National Primary Health Care progra-
mme, the Third International Congress which
will be held about two years after Alma Ata
Convention, would provide an excellent
opportunity to exchange experiences and to
avail of multilateral consultation on the vital
programme for the provision of Primary
Health Care to all,

According to the Sixtyfifth Session of the
WHO Executive Board which concluded in
Geneva on 25th January, 1980, all activities
of the WHO will be geared as never before to
support National, Regional and Global Stra-
tegies for attaining the main social target of
the government and WHO in the coming
decades : Health for all by the year 2000, and
as such you will agree with the appropriate-
ness of the theme of the Session. We, in
India, have completed already two National
assessments of our Community Health Volun-
teers Programme and Indian experience

would certainly provide good material for
the deliberations.

We will appreciate very much if you could
make it convenient to attend the conference
and present papers on related theme of the
Scientific session. You are required to send
papers along with the summary (not éxcees
ding 300 words) in duplicate to the Organising
Secretary, 3rd International Congress of the
WFPHA and 25th Aanual Conference of the |

!
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1PHA, 110, Chittaranjan Avenue,
700073, by September 30, 1980.

Calcutta,

The delegate and registration fee for the
International Congress

(Rs. five hundred only). Members of the

! Indian Public Health Associations, and other
co-sponsoring associations,

would be required

to pay only Rs, 200/~ (Rs. two hundred only),
- the remaining amount of Rs. 300/- {(Rs, three
| pundred only) will be

subsidised by the

XK1V,

would sbe Rs. 500/~

I
bt/

APRIL—JUNE, 1980
Indian Public Health Association. '

May we request you to kindly inform us
at an early date your plan of attending the’
canference, Please extend this invitation {0

other interested colleagues of your organi»
zation,

Dr.P. N. Khanna
Organising Secretary

Dr. N, 8. Deodhar
Chairman

ASSOCIATION'S NEWS -
pEIMARY HEALTH CARE—WORLD S$TRATEGY

‘The Third’ International Congress of the

World~ Fedération of Public Health Associa:
tions, Gerleva and the 25th Amnnual Cornfe-
rerice of the

fich will be heldiin Calcutta; February 23 to
26,1981, -

- The overall
Health Clare—World- Strategy”’ along with
the following sub-themes i~ :

(i) Developing National Plan of Action,
(ii) Special Demonstration and Research
‘Projects in Primary Health Care.

{ifi) Tmpte mentation of Field. Programme &

(a) Supervision,
(e} Evaluation,

{v) Clommunity Participation. - o

Indian Public Health Agsocia~

theme will be — “Primary

{h} I nformation;

(iv) Manpower Planting and Trainingy

Each group may be further split into Sub-
grodps. SR ' '

We expect the ‘participation of world
renowned experts in the feld of Primary

" Health Care. The Congress would give a

timely pp.por;tuni'ty to exchange world wide
experiences of Na_tipnal Primary Health Care
Progrgmgnr:né_s and to identify apptoaches and

" mechanisms that may profit endeavours and
‘ s A ey e
programmes for provision of Primary Health

Care £0 all'peoples.

the Organising
ary. Third International ‘Congress of
the World Fedération ~and’ 25th sAnnual

~ For details, please write to
Secretary.

= Conference of the Indian Publichalth Agdso-
~ciation, 110, Chittaranjan Avenue,

Celcutta,”
700073 (Lndia).: i




