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NATIONAL PLAN OF ACTION FOR
INTERNATIONAL YEAR OF THE CHILD [979*

1. Declaring 1979 to be the Intcrnatlonal Year of the Ghﬁd, the U.N. General
Asgsembly has set out its general objectives as follows :

a. “[lo provide a framework for advocacy on behalf of children and for enhancing
the awareness- of the special needs of children on the part of dec:s:on makcrs and
the public ; S S

b. Te promote recognition of the fact that the programmes for’ children should be
an integral part of economic and secial development plans, with a‘view to-achieving in both
the-long-term aad short-term, sustained activities for'the beneht of cliildren: at the national’
and international levels”. :

2. India has always-been astrong advocate of the-cause of ‘the child-and played a
notable roleingetting the United :Nations'General Assembly: to pass o Resolution: declaring
the Universal Children’s Day which is observed in India on 14 Novemberevery year. -India‘
has also been staunch supporter for declaring 1979 as the International: Year: of the. Child
and was the first country to announce, its contribution. of Rs: 900,000/~ to  UNICEF
for the purpose.

3. Tne needs: of chlldrf:n and:rour: duties towards: them -sre: aenshnned in: our
Constitution, Article 39 of the Constitwtion proclaims:that the State:shallyin pasticular,
direct its policy towards securing that the health and strength of workers, . men and women
and the tender age of children are not abused and that children are not forged by, economic.
necessity to enter a vocation unsuited to their age or strength., It further declares that
childhood and youth are to be protected against exploitation and against moral and
material abandonment. QConstitution also enjoins upon the State to provide free and .
compulsory education for all children until they complete the age of fourteen years.

4. Keeping in view the constitutional provisions . and the., United. Nations
Declaration o\f the Rights of the Child, Government of India adopted a- National. Policy for

Children in 1974, The policy recognises children as the nation’s supremely important asset

and declares that the nation is responsible for their ‘nature and solicitude’. It further
spells out various measures to be adopted and priorities to be assigned to ‘children’s progra-
mmey with a focus vn-areas like child-health, child nuwrition and welfare:of handxcapped ‘and

* From-the booklet.on the subjsct by Govcrnmcnt of. lndm, Mmutrv of Lducauon and Sacml Weli’arc,
Department of Social Welfare, New Delhi, September, 1978, N
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destitute children. The Policy also provides for setting up of a high-level. National
Children’s Board to focus attention on ehild welfaie and child development and to ensure
at different levels, continuous planning, review and coordination of all essential services
directed towards children.

5. In accordance with the above gencral objectives, 1978, the year preceding 1YQ,
is to be devoted to advocacy and prgparaiory work in connection with programmes of
Child Welfare/Development, consolidation and strengthening of ongoing programmes for
children and introduction of new ones where needed, so that a series of action programmes |
could be launched o realise concrete objectives laid down for the observance of the Year, '

6. Objectives : The specific objectives of the observance of the International Yeat

of the Child in India shal@ be as under ; —

N a) To make concerted efforts to significantly reduce the incidence of maternal and
child mortality and morbidity by providing effective programmes and services for their
health and nutritional needs. _

‘t-)) To promote community awarencss and cducation about the crucial importance
of the healthy development of the child and a happy family life as the foundation for the
child’s security and well-being. :

c) To facilitate optimum psycho-social development of pre-school children so as to
prepare them for schooling by providing a network of Balwadis/Anganwadis/Creches/
day-care.centres/nursery schools. -

d) To strive for the speedy realisation of the goal of universal elementary education
and to substantially reduce the rates of schoel drop-out.

¢) To secure the basic rights of children and to protect them against neglect, cruelty,
hazards and exploitation by promoting effective. implementation of existing legislaticn and
enaciing new ones where necessary.

) To secure entitlement of all children in the poverty groups born on/after
1 January 1979 to public assistance for their survival,-growth and development.

7. The Approach Strategy : The objectives of the 1¥YC are of a global nature’
encompassing all children in the age group of 0-14 years and call for massive inputs and
viable infrastructures. However, in view' of our resource constraints and differential
degrees of ecological deprivation, our approach must be endowed with a certain focus
and realism. The following guidelines may be kept in view while formulating action
programmes for the observance of the International Year of the Child in this country :—

;a) The gencral theme of IYC in India shall be “Reaching the Deprived Child

b) The IYC should not be construed as a one-year programme, It should be
viewed as a spring-board for vigorous continued action during the residual part of the
Century. The goals and objectives as spelled out should positively be achieved by the
end of the Century and to this end, a perspective plan for the next two decades (1979.99)
should be evolved, : .




NATIONAL PLAN OF ACTION FOR.....- ] 2 117

- ¢) The empahsis during the period shall be on chiidren of wc:ikcr sections of society,
namely Scheduled Castes, Scheduled Tribes and other poverty groups located in rural
areas and urban slums. Within this target group, greater attention should be bestow ed
on children in the age group of 0-6 years, primary school children as also pregnant and
nursing mothers. It has been estimated that out of 115 million children (1971 census)
between the ages of 0 and 6 years in India, at least 46 mlllmn are below thé poverty line,
Of these, 9.2 million live in the teeming urban slums, 2.8 ‘million in tribal areas, and
34 million in rural areas, often inaccessible and beset by drought flood and other hazards
of marginal existence, '

d) Since it will be difficult to cover, durmg lYG all children under health and
nutrition programmes, priority should bé given to cater to the needs of children below the
age of 6 years, pregnant and nursing ruothers, _

e¢) During'the IYC, an attempt should be made to reduce matcrna} and mfant
mortality rate by about 3 percent. R

8. In the light of the objectives and approach strategy as outlined above, the actmn_
plan has been divided into the following six broad heads, each’ spelling out concrete measures
to be undertaken in fespective ficlds followed by guidelines for their implementation : '

a. Health and Nutrition including environmental sanitation and supply of safc,‘
drinking water.’ : . _ ' - '
b. Education 1ncludmg pre-school elementary and commumty cducauon. :
c. Social Welfare.
Legislation.
e. Publicity.
~f.  Fund raising.
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iNTEGRATED CHILD DEVELOPMENT SERVICES SCHEME—
OBJECTIVES, ORGANISATION AND IMPLEMENTATION

B. N. Tandon! and Shakuntala Bhatnagar?®

There have been significant. achievements
in India in all spheres of development in last
3 deeades. Nevertheless, various problems
concérning'child welfare are still of fairly
large dimension, The incidence of morbidity,
mortality and malnutrition among children
continues to be high. Various surveysin our
country have indicated that the incidence
of severe malnutrition amongst ~ preschool
children is as high as 15-20%. The infant
"mortality rate varies in different parts of the
country and is influenced among others, by
social factors and level of socto-economlc
development of the community.

An integrated approach to early childhood
services including nutrition supplement was
adopted and in pursuance of National Policy
for Children the scheme of ICDS wasg sanc-
tioned in ‘plan of social welfare sector, On
2ad.of October, 1975, the Government of India
lunched the scheme in 33 community develop-
ment blocks with following objectives :—

L. to improve the nutritional and health

status of children in the age group 0-6

years ;
2. to lay the foundations for proper psycholo—
gical, physical and social development of
the children ;

4

3. to. reduce the incidence of mortality, mor-
bidity, malnutrition and school drop-out ;

‘4. to achicve effectively coordination of policy:

and implementation amongst the various
“departments to promote child devciop-
ment ; and

to enhance the capability of the:mother to
loock after the normal health and nutri-
tional needs of the child through" proper
nutrition and health education,

It was decided to provide a package of
following essential services to- children 0-6
years, nursing and expectant -women and
women in 15-44 years age group.

i) Supplementary nutrition

ii) Immunization

iii) Health check-up

iv) Nutrition and health educatmn

v) Referral services

vi) Non-formal education

On account of the key role of protected
water supply efforts were also made to im-
prove the rural drinking water supply through
UNICEF and other Government Agenmcs

One anganwadi has been established for a
unit of 1,000 population, which is the focal

. Profemsor of Medicine, Head of the Department of Gastrocntcrolggy & Human Nutrition.

2. Associate Professor, Centre for Community Medicine.
Ali India Institute of Medical Seiences. Ansari Nagar, New Delhi-110016,




point for delivery of the entire package of
child development services. The anganwadi
worker is a female worker recruited from the
village, She is assigned the responsibilities of
non-formal education to preschool children,
supplementary nutrition and health education’
while 3 other services of the package are
rendered by the Auxiliary Nurse Midwife
(ANM). The surveillance of growth and
development of children is inbuilt in the
package. The treatment of common ailments
during childhood was later introduced reali-
sing the availability of anganwadi worker in
the village all the time,

Qrganisational structure and work load -

The administrative unit for the location of

ICDS project was chosen as a community
development block in rural areas, tribal
development block in tribal areas and slums
in the urban areas. In selection of projects
Jpriority was given to areas backward in’
developmental services, nutritionally deficient
and predominently -inhabitated by the
scheduled castes and tribes,  Initially the
33 projects were placed in 11 tribal, 18 rural
and 4 urban areas.
the ICDS scheme hags been expanded to 150
projeets (36 tribal, 70 rural and 24 urban).
Each project has approximately following
number of beneficiaries per 1000 population.

Children 0-6 years — 170
Pregnant women 30
Lactating women R 70
Aill women of child bearing _— 200

age (15-44 years)

To strengthen the health services, an addi-
tional doctor, 2 lady health visitors and 8

In the years 1978.1980
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ANM: have been sanctioned in these projects,
so as to make 1 ANM available for 5000
population at the periphery.

The entire package of services has been
envisaged to be delivered by the social welfare
and the health functionaries of the block
through guidance from the respective authori-
ties from district and state, The flow-chart
at the end illustrates the administrative
arrangements in an ICDS project.

Training of personnel : The anganwadi
workers have been given basic training for
3 months at anganwadi training centres and
a continued inservice training is given by the
PHC physicians on all pay days with demons-
trations at the maternal and child health and |
family welfare planning clinics and sub-
centres in groups of 8-10 anganwadi workers.

Monitoring and waluauan : The evaluatlon
of organisation and implementation of the
scheme has been entrusted to the PEO Cell
of.the Planning Commission, and periodic
monitoring and evaluation of health and
nutrition was undertaken by All India Insti-
tute of Medical Sciences through annual
surveys which were conducted by the mcdxca]
college consultants,

Role of medical colleges : To provide tech-
nical guidance, supportive supervision and
training to various grades of functionaries of
the programme, it was deemed necessary o
appoint paediatricians as consultanis to pro-
jects nearest to the medical colleges. To
conduct periodic surveys for assessing * the
impact of services on health and nutrition,
graduate interns were mobilised and in 15
projects it was possible to conduct 3 surveys
within 2 years.
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In the expanded programme, taking the
distance of projects from the medical colleges

and propagative nature of work, and also easy

mobility of district staff, the paediatricians
and the health officers: of the respective
district headquarters were appointed as con-
sultants to the ICDS projects. Presently 54
consultants are the paediatricians or teachers
of preventive and social medicine from
medical ‘colleges, while 35 consultants are
officers from the districts.

Achievement of ICDS :

1. Establishrient of infrastructure : Despite
the difficulties in the system of appointments
a very large p.roportib"n of health and non-
health staff” (879, and 999, respectively) is on
the ground in projects of first phase, of which
more than 88%, of staff has undergone formal
training.

2, Trammg of functwnarm and supportive
The basic tralmng of anganwach:_
workcrs, mukhyascv;kas and child develop-

supemaszan

ment pro_]ect officer was arranged by the
National Institute of Public Co-operation and
Child Deve}opmcnt. All the physwlans placed
at the [CDS project and their supervisors at

the district were trained regionally at the

medical colleges by the consuitants. The All
India Institute of Medical Sciences introduced
the in-service training of anganwadi workers
and the ANMs within PHC with emphasis on
primary health care and monitoring of
maternal and child health and nutrition,
The orientation is conducted by the physicians
at the PHC or at sub-centres.

3. Qo-¢rdination ; The Child Develop-
ment Project officers and the PHG physicians

XXUl, 3,:
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are the key persons in the implementation of
the programme. The experience at' the pro-
jects shows that medical coliege consultants
have been successful in introducing environ-
ment of team approach by participating in:
various of -anganwadi through
co-ordinated supervision, ré-organisation of
the services of administration, referrals and
establishing an information system through
regular data collection. The services to high-.
risk-mothers and children were intensified,
both at village and health centre level,

activities

4. Results of the surveys; Three surveys
were conducted in 28 projects at three
different points at an -interval of approxi-
mately one year on a sample of 109, angan-
wadis. Data from 15 :projects has been
compiled, which shows that there is a progre-
ssive increase in coverage of populatiom of
women and. children regarding their enrol-
ment; supplementary nutrition, antepatal and
postnatal check up,immunisation and distei- |
bution. of vitamin A and folifer. tablets,.
Further, there is remarkable improvement ip
the nutritional status of children- with  almost
309, reduction. in Gradc 1if and Grade 1V

_malputrition.

Special benefits of the iICDS programme:

1. The blocks where an 1GDS. projcct is
running h .ve also been selected for upgrading
the PHC under the minimuny needs progra-
mme., The [CD3 programme has ensured the
supply of refrigerators to these PHGs thereby
helping in the immunisation programme.
Sufficient amount of medicines including
folifer tablets and vitamin A have been given

"to these projects with additional budget for ™

medicine. from I1CDS. These projects were
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given the transport at a priority basis. Rural
electrification and water supply programimes
have also been augrented in this project
areas. '

2. Anganwadi-worker as an .agent of
health care delivery to mothers and children

The anganwadi worker has been envisaged
as a caretaker for growth and development of

young children and education of young:

mothers. Their selection from. the local
comm nity and ability to render the package
of service at the anganwadi has proved to be
an assei. The fact, that she is the only avai-
lable and accessible health
village level became a compelling need to
train her in giving treatment for common
ailments at first contact. Her training in
primary health care and first aid has been

found extremely beneficial to the community

worker at the

and complementary to wotk of ANMs., The .

health care has now been included in the
syllabus of anganwadi workers® basic course
and continued training at the PHC and the
sub-centres aims at making them proficient

in treatment of ‘at risk’ children and mothers.

3. Active involvement of paediatricians
and teachers of community medicine has
installed an academic impetus to the perfor-
mance of health functionaries and manage-
menrt of severely malnourished children.
Continuous training of various level workers
has ensured better standards. The partici-

pation of graduate interns in the health

surveys has proved to be an interesting field
exercise which is hopefully expected to
motivate them in the MCH work in their
future practice, The corsultants from the
medical colleges have also been able to
mobilise members of other disciplines in
training and surveys. Most of the medical

e AN M

colleges are currently participating in this
national programme.

4. The state directorates of health services
have taken special interest in I1CDS recog-
nising the approach as an alternative strategy
to delivery of health care.

What should he better achieved in 1COS

1. Children in age group 1-3, particu-
larly the ones who are suffering with severe
degree of mainutrition still remain inadequate-
ly covered. A system to establish nutrition
therapy for such children at home or at sub-
centre and PHC needs to be developed,
though high calerie therapeutic food has been
made available for treatment of those affected.

2, The referral system from anganwadi
to the PHG and onwards needs support from
the administration.

3. Inspite of renewed emphasis, the nutri-
tion and health education activities remain
low in service priority.

4. The improvement in water supply and
sanitation has also not picked at a faster pace.

Conclusion

The
development is well conceived in 1CDS pro-
jects and preliminary programme in 150 areas
shows promising results. The 1CDS progra-
mme is an example of unified efforts of-
Social Welfare and Health Departments
leading to fulfilment of needs of those, who
are deprived and neglected.

comprehensive approach of child
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SURVEILLANCE OF Ep} TA-RGE.T‘ DISEASES
R. N. Basu*

Introduction

Major causes of sickness and death of
children in India are infectious diseases,
many of which are preventable by immuni-
zation, The expanded programme on immuni-
zation (EPI) has been initiated in the country
with the objectives of (i} integration of
immunization services, (ii) expansion- of
immunization coverage -of susceptibles, (iii)
organization of reliable disease surveillance
system (iv) production-and quality control of
vaccines (v) addition of antigens in existing
programme (vi) development of cold chain

for the storage and transport of vaccines (vii}

orientation of health personnel (viii} epsuring
community participation and (ix) periodic
evaluation of the on-going programme. The
traditional measures
vaccinations and percentage of achievement

of target of vaccination, do not ensure pre-

vention of the discase, Suecess of the pro-
gramme can only be indieated by the preven-
tion of morbidity of the concerned diseases.
There is need for setting clear objectives
to quantified reduction in morbidity and
mortality during certain period of time, EPI
isa long term continuing programme and
surveillance of the taréct discases is one of
its important components,

like the number of

Need for disease Surveillance

Disease surveillance is systematic collection,
compilation and analysis of morbidity and
mortality within defined population for taking -
appropriate action. This 1egisters and quanti-
fies changes in disease patterns, that can be
used to evaluate an immunization programme
objectively, and to introduce needed modi-
fications of the programme. In the context
of EPI, surveillance has application for pro-,
viding data to be used for:

a) Quantification of specific diseases pre-
ventable by immunization to measure the
magnitude of the problem and indicate
priorities. Thus surveillance identifies the
need for an immunization programme,

b) Identification of population at parti-

cular risk of disease, death and disability by
location and age ;

c) Study of the disease transmission pattern
as means of formulation of strategy.

of the effectiveness in
achieving the programme objectives accurately
and continuously by ensuring whether immu-
nization programme is succeeding in piékrcnt-
ing disease.

d) Monitoring

*Assistant Director General of Health Services (EPI), New Delhi.
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Surveillance has five f{vnctioral elements,
namely {i) data collection (ii) preliminary
data analysis (iii) epidemiological investiga-
tion (iv) action for control and (v)feed back.
In this paper, data collection is discusted.

Currently Available Data

At present the information is being
collected on 20 communicable discases which
include seven EPI target diseases (Diphtheria,
Whooping Cough, Tetanus, Polio, Measles,
Tuberculosis and Typhoid) on a monthly
basis by the Central Bureau of Health Intelli-
gence (GBHI). The data is related to patients
treated in medical institudons (mainly hos-
pitzﬂs} only. Even this data does not include
informadon from manyv large hospitals,
Sometimes the figures from a single hospital
exceed the figures sent by the State authorities
for the whole state. Moreover, all the states
and Union Territories (UT) do not send
“their report to CBHL.  QOut of 31 States ard
U Ts, the number of units reported varied
from 19 to 23 during 1972-1976.

Year No of StatesjUTs reported
1972 .19

1973 21

1974 B

1975 23 .«

1976 19

gurH. xxui, 3, junv-—sepr,, 1979

There is also discrepancy in data preserved
at the State Bureau with that of GBHI as
many of the delayed reports received from
the periphery have not been incorporated
subsequently.

~ Incidence of Tuberculosis as reported by

State Programme Officer and CBHT during
19741977 in M.,P, ‘

Year Cases of Tuberculosis
Reported by State = Recorded -
Progrumme Officer  at CBHI

1974 : 363045 58556

1975 344343 57360 .

1976 355215 84274

1977 220652 81837

In the States, there is no review of number
of reporting units, and their regularity in

submission. In Kerala, out of 879 reporting

units, on an average, 575 reports at the state
level were received each month. In Ropar
district of Punjab, in 1978, out of 41 expected
réports, 22 monthly reports were received on
an average.

In many health institutions, cases of cough

_ were reported as whooping cough and vice .
versa, (Cases which' do not visit medical -
institutions, are not included in the ahove -

reports. Many cases of measles and whooping

cough get. treatment, within the community. .

Deaths from neonatal tetanus are not attens
ded to. The epidemiological information
available at present is fragmentary and do
not represent the actual sitvation of the

whole country, particularly in rural area. .

The infrastructure in different states is at

various level of development and therefore

the data cannot be compared objectively.
Appropriate Information System

An appropriate information system has
to be established to provide the basis for
programme development and evaluation.
Some of the diseases with which the immuni-

zation programme is concerned, are easily . |

recognized, such as measles.’ ‘Others such as
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diphtheria . and pertussis, are much more

difficult to diagnose. Residual paralysis is
relatively easily recognised as compared to
acute cases of polio, Because of these diffe-
rences, no single method of surveillance can.
be used, with equal reliability for all of the
diseases, The EPI target diseases deserve
special attentioh,: as national programme exists
for the control of these diseases, The follow-

ing steps need to be taken for improving the

present situation.

i} Strengthening of current reporting from
medical institutions.

ii) Supplementing the institutional infor-
mation by reports from the health workers in
the field, '

iii) Additional data from selected centres,

iv) Special survey.

The first two will supply minimum data in
terms of cases and deaths only. The last two
sources will provide epidemiclogical data for
detailed study. ‘

Strengthening of current re‘porting system

The reporting units, flow of information,
and proforma have:to be examined and
standardized. In some States, the reports
from primary health centres come directly to
State headquarters. Medical College hospi-
tals or private hospitals have not been inclu~
ded as reporting units in certain areas.
Supplementary reports should be encouraged
and at the end of the year corrected reports
have to be compiled at all levels. The diag-
nosis given in the medical institutions are
cxpected to be The physicians
must understand the importance of disease
reporting. They must record the diagnosis
in out-patient registers clearly, so that compi-
fation can be done monthly.

rational.
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The number of cases and deaths from the
target diseases, treated during the preceding
month is all that is needed at this point..
It is important to have all reporting unfits
submit monthly return including ‘Nil’ repor:s,
When reports are late, missing or improperly
completed, the State/Central office should
promptly attempt to obtain the conect
information.

Reports from Health Workers

The health staff of primary health centres
during their routine field visits, are coming
across with different sickness including EPI
target diseages. They sho ld be encouraged
to report these and Sanital'y'!nspector should
make a monthly compilation of the informa-

‘mation for despatch to district health office.
- Orientation of the heaith staff will provide

the necessary skills to make correct diagnosis
in most cases. During the fever with rash
surveillance as part of smallpox eradication
programme, the reporting of measles cases by
health workerg was found to be satisfactory in
terms of adeqiiacy and correctness. -Prelimi-
nary analysis of data and investigation of

- unusual outbreaks will help in improving the.

quality of reporting Irems of iunformation

. related to EPI expecied for monthly trans-

mission from PHC to district, which in turn
sends to State level after comsolidation, can
be seen in Appendix A, A simple wall chart
as was maintained, during smallpox eradica-
tion campaign, showing all reporiing centres
and month, at district health office and State
directorate, will provide a simple method of
monitoring incoming reports. By entering the
data of a report from each cenire, under the
appropriate month, it is possible to identity
non and late reports, '
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Additional data from selected Centres

Teaching hospitals and primary health
centres under supervision of Medical Colleges
may supply additional epidemiological infor-
mation in the form of age incidence, previous
history of immunization, relationship with
nutrition, investigation of large-sized out-
breaks or unusual episodes. Infectious Disea-
ses Hospitals and Rehabilitation Centres will
be ¢he source of detailed information of parti-
cular diseases. . Information on prevalence of
meningeal and military form ol tuberculosis
will be available from district tuberculosis
centres and hospitals. These centres may be
termed as sentineal centres,

Special Surveys
Systematic residual paralysis survey carried

State{Union Territory
Number of reporting units

-death,
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among sa;mp}es of :primary school thildren
will provide an indication of the magnitude
of polio problem. The actual incidence of
polio has to be adjusted considering recovery,
and non-attendance in school. As
most of the neonatal deaths occur at home,
enquiry of childhood deaths would give in-
formation on’‘likely death due to tetanus.
Experiences have shown that para-medical
workers can be effectively used for these
surveys afier short orientation. Simple guide-
lines for these surveys for Polio, Tetanus and
Whooping cough on the basis of WHO EPI
manual are given in appendix B. Institutions
have to be identified who will conduct these
special surveys periodically.

Appendix ‘A’
MONTHLY REPORT OF EXPANDED PROGRAMME ON IMMUNIZATION

Number of reports received

Month Year

A. Surveillance
Disease
Diphtheria
Whooping Cough
Tetangs

Measles
Tuberculosis
Poliomyelitis
Typhoid fever

Vaccination Performance (number)

Cases

Polio (Ist)

Polio (2nd)

Polio'(3rd)
Booster

‘Deaths

Smallpox DT (lst dose)
B.C.G, DT (2nd dose)
D.P.T, (1st) TT {lst dose)
D.P.T, (2nd) TT (2nd dose)
P.P.T. (3:d) TT (3rd dose)
Booster

Typhoid (st dose)
Typhoid (2nd dose)

Signature
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Appendix ‘B’

SURVEY OUTLINE FOR NEONATAL TETANUS WHOOPING COUGH
AND RESIDUAL POLIPARALYSIS

The objective is to estimate the incidence
of Tetanus neonatorum and Whooping Cough
in randomly selected villages. One health
worker covers a small village/ward popula-
tion 500-1000) in one day. He visits every
house and asks the following questions.

For Tetanus Neonatorum

1. Has there been a delivery in this house
or family during last three months?

2. If yes, where is the child ?

3. If the child has not survived, when did
the child die ? (age) :

4. Ifthe chiid died in the first month of life ;

a) Did the child drink miltk for several:

days and then stop? (In case of
cerebral birth trauma, the child is not
able to drink milk from the beginning,)
b) Were there any aLy
" trismus, any opisthotonus ?
¢) Did the child die of tetanus (DHANUS-
TANKAR) ?
5. Do you know of any recent deliveries in
neighbouring houses ?  (for checking).
6. Record the result village by village.
No. of live births,
‘No. of suspected Tetanus Neonatorum
cases. '

convulsion,

For Whooping Cough

1. How many children in this family are
under | year and 1-4 years.

2. Any children ded during the last ¢ne
year ?

3. What was the cause of death ? Elicit the

possible cause of whooping cough by
telling  the mother symptoms of the
disease." :

4. What was the age of the child at the time
of death ?

‘6. Child walks away and

5. How/Where was the child treated 7 If
hospitalized, ask for record.

6. Did any child 1—4 years, suffer from
whooping cough (use local name) during
the last one year.

7. Ifso, how/where the child was treated 7
Is there any whooping cough case (1-4
years) at the time of visit 7
Record the result village by v11]age
No. of children under | year
No. of children under 4 years
No. of deaths during last 1 year
No. of children who suffered from whoop-
ing cough and survived,

No. of children who died of whoopmg

'cough :

©

For Residual Polio Paralysis.

Health worker examines the children in
randomly selected schools. Suspected cases .
of paralysis/paresis -re-examined by
Medical-Officer,

1.. Children aged 5-10 years are partly un-
dressed with short trousers only. '
2. Child stands before examiner ' and any

are

asymmetry seen in muscles is noted.
3. Child turns around and the examiner sees
him from the back '
4. Child stretches arms sideways up: any
non-function is noted.-
5, The symmetry of muscles of extremeties
and scapular region will be compared.
the - examiner
watches the child’s gait and if there is
‘any foot drop, he notes it. .
“If paralysis is détected, the examiner wﬂl
have to determine whether it is flaccid,
asymmetric, and whether there are any
sensory changes,

At |
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ECOLOGICAL AFPROACH TO CHILD CARE IN INDIA
8. G. Seal*

Children in every country are the most
precious posscssion of parents. The well-
being of the child, its growth and develop-
ment in a healthy atmosphere is and should
be a universal aspiratien of every family as
well as a national concern as child is the
future of manhood and asset of a nation,
The various factors that govern the develops
ment of the child are ideology, political
structure, economic standard, socialization
pattern and value system. These factors in
conjunction with the physical environment
from the ecological womb in which the child
is nurtured by the family both living in the
same ecological space.

In the past, with much less population,
sufficient land and high mortality rate, it was
advantageous to parents and communities,
particularly agriculturists
number of children.
that small families of healthy
children with opportunities of education are

to have large

realization

to be preferred. At present in most of the

countries in the world increasing attention
is being given to health of mothers and young
children and there is a feeling that if a country
is to make rapid progress in economic and
other developments it can be brought about
within reasonable time after adequate services

Today there is some .

have been provided for the medical, nutri-
tional and general care of smali children, to
become effective members of the adult society
of the future. Furthermore demand for more
children would naturally come down with
assurance of survival of those born to reach
the stage of useful adulthood.

Birth of a Healthy Child

The first essential need is the birth of
healthy <child with normal physical and
mental components,  In this respect, the most
critical days in a child’s life are those imme-
diately before, during and after birth. The
closer the time of delivery, the greater is the
danger to the infant; the maximum rate of
mortality of human being as a whole is the
perinatal infant mortality. This largely
depends upon three factors namely, mother’s
health, process of delivery and the initial
environment to which it first opens its eyes.

Although every couple intuitively yearns
for a child, but how many of them realize
the responsibility involved in bringing up as
a healthy and worthy inheriter? There

appears to be an apathy .o fulfil this responsi-

bility as their behaviour pattern in relation

* 2 Fern Flace. Calcutta
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to child birth is influenced by manifold factors
namely (1) current belief and customs of
delivery system ; 2) employment of untrained
dais having no knowledge of contamination
or infection for conducting delivery, parti-
cularly in the rural set up; (3) without any
attendant and proper shelter often costing
the life of the mother or the child or of both
(4) frequent pregnancies without spacing ;
(5) many children to be cared for; (6) want
of common knowledge for proper rearing of
the child ; (7) absence of adequate means to
provide food and environment for normal
development ot the child.

Very long ago Manu Samhita described
the laws and methods regulating child birth
which were as scientific as of the present days,
advocating a newly built hut {diurgriha) for
delivery and stay in isolation for one month
with strict observance to save both mother
and child from contact with others and
possible infection (Chhut) on the plea of birth
uncleanliness ( janamassuch). But in course
of time the system deteriorated almost to the

" level of superstition. Not very long ago and

even now in the rural setting the parturating
mother was being placed in the worst environ-
ment such as an abandoned cowshed, husking
room or some corner of the generally unused
raom for dehivery with use of discarded linen,
apparently poliuted, often leading to infection,
tetanus nconatorum and early death of the
baby and sometimes of the mother as well.
Use of bamboo strips for cutting the cord
without caring for infection also caused high
neonatal mortality due to tetanus and other
infections,

Although lately the situation has .changed

for the better in certain communities with
introduction of maternal and child care
through establishment of primary and sub-
sidiary health centres, effecting a reduction

" in infant mortality rate but this service being

not adequate there has not been any signi-
ficant decline in the still-birth and perinatal
infant mortality rate even after the introduc-
tion of small family norm and birth control
measures. At least three important measures
need to be augmented for better success
namely, (!} appropriate health educztion

right into the rural families on responsibility

of child birth, appropriate place of delivery
and suhsequent treatment of mother and
child, child rearing, family planning and
advantages of small family norm, (2) training
of dais and (3) utilizasion of health centres
for antenatal care and provision of facilities
for hospital as well as home delivery system,

importance of Environment

From the day of conception till the day
of death the genetic constitution of a life is
constantly subjected to influence of either
internal or external environment perbaps
causing certain modifications. When death
results from environmental factors, e.g., from
infection, physical-accidents, lack of food and
shelter, extremes of climate and so on it is
called ecological death, as distinguished from
physiological death such as by old age, failure
of vital organs, mental and physical derange-
ment or damage, etc. Too many children
are stili dying in India, the majority of deaihs |
being environmental or ecological in origin,
the need for control of environment is im-
perative,
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Importance of health of mother and
antenatal care

1t is essential that mothers who have-
conceived shall have adequate health care,
nutrition, rest and exercise to bear the brunt
of pregnancy and to beget a healthy offspring
There are certain diseases which have definite
adverse effect . on child bearing, Syphilis is
one. The infant born to such mothers may
be a still blrth, or the child may be born with
congenital syphilis with or without actual
* physical defect. Genetic anomaly arises out
of the constitution of husband andfor wife
and chromosomal disorders may lead to many
kinds of physical defects such as of limbs, face,
body, nervous system, cerebral diplegia,
microcephaiy, hydroc_'epha_ly low intelligence,
psychosis, mental deficiency (idiocy, mongo-
lism, etc.) and other hereditory traits such
as, high blood pressure, diabetes, asthma,
haemophilia, albinism, phenylketonuria and
many others. To avoid these wunwanted
happenings the ancients made certain marri-
age laws for selection of partners. In USA
every couple before marriage is compulsorily
required to get a certificate of freedom from
syphilis. Genetic counselling before marriage
may be one of the measures to aveid such
diseases as far as possible. - Secondly couples
with such - defects are perhaps the fittest
subjects for sterilization. They can however
. adopt a child if they like,

There are certain diseases from which if |
the mother suffers during pregnancy it becomes
harmful to the offspring. These may cause .
still birth or the infant may be born with
certain defects as in case of chickenpox,
german measles and small pox, Mother
should be vaccinated against smallpox and

_to children.

_inoculated against tetanus to avoid smallpox

for herself and to give passive immunity to
her offspring against smallpox and tetanus.
Again, the mother may suffer from mild or
severe toxaemia of pregnancy, For all these
proper antepnatal care is the ready remedy
for all mothers as well as the babies.

Child growth and development

India had the first manuscript on the
management of children many years before
the birth of Christ. Kashyepa Tuntra had a
chapter on Koumara Bhrityai.e. service or aid
This was followed by Sushruta
who wrote a chapler on Kawmare Bhrifpa in
the second century A.D.

The growth impulse is inherent on the
young of all animals and living creatures
including human being and in obedience to
natural impulse children grow even under
hampéring
dwelling, bustce or
But for perfect development ol bedy and
mind certain fundamental physical conditions
are required. Among these are pure air,
sunshine, food, water, warmth and protection,
sleep and rest, freedom of movement and

exercise, It is therefore plain wisdom to

surround the child during early growth period

as far as'possible, with these conditions and
environment which are conducive to healthy
growth. Whatever qualities the child may
have inherited from the parents, may be
modified by his surroundings either to his
advantage or disadvantage. Various studies
made in this connection show that in rear and
alley houses with low sanjtary conditions,

dark overcrowded badly ventilated rooms (z8

surroundings such as pavement
slum conditions, etc.

“

r




in the bustee), many more babies die in the
first year of life than in the better houses,

Children who play a large part of their
time indoor, and specially those who live or
work in close, hot, overcrowded huts, rooms
or houses are apt to be dull, listless, pale and

underdeveloped. A baby may thrive for the

tirst year or two ol life in such a surrounding
but a child old encugh to run about should
have much more freedum than such quarters
afford and should be able to spend a great
part of his life out of doors. ‘Even though
the house or the living room itself is small and
lackiug conveniences and adcquate sanitary
requirement it does not matter much if the
child can spend most of his hife out of coors
exposed to sunshine, fresh air and free exercise
This prob-
lem does not generally arise in rural areas but
it is a serious problem in cities and towns
where bustee dwellings are extremely insani-
tary without any provision of open space
nearby.

in company with his playmates.

Child feeding and nutrition

For child feeding Indian mothers depend
on tradition, local customs and sometimes on
beliefs mingled with superstition, particularly
in the rural setting. Nature has ordained that
child should get all initial feeding from other’s
breasts but artificial living and condition of
mother’s health have gradually led to the
disease and abuse of breast feeding. Flooding
the market with artificial baby food,. sophis-
tication of womanhood and mothers taking to
regular jobs in cities and towns are some of
the additional reasons for abandoning breast
feeding. In other words, motherhood, the
highest sanctimonius function of human life
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is being allowed to be furnished at the alter of
called
Strong emphasis’ on breastfeeding should
therefore be advocated from all platforms,
public or private, medical or nonmedical, On
the other hand, many thousands of babies in
India are nipped in the bud before or shortly
after birth because of illness, overwork and
underfeeding of their mochers during the nine
months of prenatal life and a large contingent
of them die of prematurity, underfeeding and
malnutrition. Those babies require special
care of feeding for their survival and growth.

50 sophistication and civilisation.

It is estimated that more than half the
babies born in India is suffering from some
sort of malnutrition, and 10 to 20 percent from
severe ma'nutrition with some .leading upto-

_the stage of Kwashiorkor mainly arising out of

unbalanced dieting for want of the required:
amount of milk, vegetable or other animal’
proteins. Dissemination of knowledge ard

supplementation of feeding by social, voluntary
or governmental organisations in a systematic

programme all over the country and net

merely by scrap, as is being done now-a-days

on .philanthropic basis, are necessary. . The

Balwadis and Angampadis Schemes launched by

the Government of India are the most desi.

rable and welcome programmes but these

should be integrated and devetailed with

mothers’ education on child rearing according

to the prevailing local situation to have a

permanent effect and benefit.

Another feature often mnoticed in our
country among the well-to-do families is overs
feeding but they should realize that the child’s.
digestive system is not capable of dealing with
all foods as the grownup people and that these
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organs also require to be gradually trained.
Hence in India a traditional weaning process
by providing solid food starts from Annaprasana
ceremony (cereal eating) at six months. At
the same time prolongation of breast feeding
(generally by the poor or country women)
alone beyond six months without supplemen-
tation of solid foods is detrimental to the
growth of the child as is the cause of anaemia
in these children,

The question of school feeding will . on'y
comae if the child survives upto 5 years.

Defective and Delinquent children :

As mentioned earlier quite a sizeable
proportion of children are born in Indja with
physical and mental defécts and some acquire
it during the stage of rearing. Those that
are born with low intelligence can be taken
care of by organising. special institutions for
the purpose of making them at least partially
useful to the society, To help such children
it is to be found which children are at risk
ost. Low intelligence ( I() } may arise from
brain damage and cerebral palsy. Low eco«
nomic factors and large families are often
associated with low verbal 1Q and reading
retardation. These seem to be a result of
both hereditary factor and persisting malnu-
trition and uncongenial environmental factors.
Chere are methods now available for remedial
teaching but institutions are very few in the
country. Unless the government undertakes
to establish such institutions the advantage
of a few private institutions can be taken by

the well to do only. The author once sugges--

t>d that in every school ‘irrespective of the
standard should employ a social worker
trained in psychiatry as one of the regular

xxir, 3,
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teachers compulsorily, just as it employsa
physical instructor, to deal with the low IQ
group. This can, however, be done without
undertaking an additional financial burden
as the social worker will normally act as a
teacher of a general subject of her choice and
in addition will deal with the low IQ with
perhaps a small allowance, :

Those that are born with physical defects
can at least be partially restored to working
condition by rechabilitation and surgical mea-
sures. In certain instances, genetic coun-
selling and obligatory sterilisation may be
adopted, For the blinds and deaf and dumb
there are institutions, both voluntary and
governmental, but these are inadequate for
taking care of the large number that is born
with these defects,  Blindness due to diseases
Iike smallpox and veneral diseases are defi-
nitely preventable by taking a good a.tenatal
care, those that acquire the diseases due
For all
have been
mainly active to the field but the State and
Central Government should undertake the

to malnutrition are also prevautable.
these: voluntary organisations

task as a national policy.

A fairly large number of children are
becoming delinguent due to adverse environ.
mental and socio-economic conditions, parti-
cularly those who are born to poor families
living in huts or bustees where child care is
virtually unknown. Some of them become
urchines and indulge in criminal or unsocial
acts, YFor such children there are Juvenile
Courts and rescuz homes for correction and’
rehabilitation but these are inadequate in
comparison with the extent and rising trem,_i\_,ﬂ
of the problem. The advantage of Borstal
Institutions are generally enjoyed by families
other_ than those coming from the poor st_rata-.
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Another group of children whe are born to
beggars, homeless families and pavement
dwellers, also turn into beggars or street
urchios and thus inflate the number of
ordinary and criminal beggars, The author
had made a study of these cases and was able
to motivate 6(-70 percent of the beggar
women overburdened with children to acccpt
voluntary sterilisation. In fact, many of them
did not want to bear any more children but
did not know how to achieve it, Sterilisation
camme handy to their
welcomed the measure.

rescue and they

Exploitation of Children

Child abuse and neglect are becoming

common with increasing economic distress,

unemployment and overcrowded living. The
ecological stress factors associated with mal~
treatment of children are economical stresses,
social stresses and intrafamilial and interac-
tional patterns combined, to some measure,
with psychological factors, to produce a
general or usually a chronic condition of
abuse, neglect or some other form of child
maltreatment, Unmarried  motherhood,
parental discord, broken family, existence of
co-wife, too many children, tiouble with the
neighbours, mental retardation, malnutrition
dissatisfied or irritant child, frequent sickness

in the child and various other social illnesses.

contribute towards maltreatment of the child
and mz=re physical treatment is not right
answer but it should be followed by social
treatment by appropriate agencies.

There are two other kinds of child abuse
in the society that need to be mentioned here:
{1} Employment of children in odd jobs in
factories, clubs, restaurants, tea shops, house-
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holds, offices, etc. inspite of the existing legis-
lation ; and (2) exploitation of children: by
designing beggars. Young children are lifted
by the gang who maim their body through
inhuman.measure and. present them in the:
street or suitable place to attract the sym-
pathy of the passersby for donations or alms.
Some of them are also trained for steeling,
shoplifting, pickpocketting and other anti-
social acts. The government in collaboration
with the public should organise appropriate
bodies to deal with these conditions. and save
the children from such humiliation and spoil-
ing their lives for good.

Child Protection

. Accidents claim the lives of more children
each year.than the next six leading causes of.’
morbidity ( pediatric diseases ) combined.
These produce injuries that require medical:
attention in one out of: every three children.
In the pre-schol age group 90 percent of these -
accidents and at.least hall of the fatalities.
ocsur in and around home. The commonest
causes are fall (heading the list), fire, drugs
and poisons, sharp instruments, coins and.
Jwelleries, pins and needles, drowning, fruits.
and nuts, aunimals, vehicles, etc. Certain.
amount of protection can be given to.the
children by training and warning and by:
keeping the houschold materials {drug, poisons
materials, coins and jwelleries, sharp instru-
ments) not in use out of bounds for. children
as far as possible. Training in School should
include accident prevention along with other
school heal’h programmes,

Prevention against childhood diseases is an
essential programme. Vaccination against
smailpox, polio, tetanus, whooping cough and
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tuberculosis followed some months later by
anticholera and antityphoid vaccines are to
be started shortly after birth and should be
completed within a year and a half with
booster doses to be given during school carrier.
First aid measures should be kept ready at
every home and school. Health practices
~ should start from the infant stage and gra-
dually augmented during pre.school ard
school stage ending in regular health educa-
tion course.

Problem of Working Mothers

Upto the age of 5 years the child is hea-
vily dependent on mother and any situation
that causes separation of the child from the
mother even partially tells npon the health
and psychological make up, and the child
being deprived of mother’s loving care deve-
lops individualistic trait instead of feeling for

others. This situation arises in - cities and.

towns in the families of working mothers,
Industrial. establishments. partially manage
this problem by maintaining ‘creche’ for
suckling babies for feeding them at intervals.
In other establishments the baby has to be
left with relatives, ayahs, nurses, neighbours
or foster homes {few) but this arrangement
is.not conducive to the normal development
of the child. Even the hospital authorities
having realized this problem are now allow-
ing mothers to stay witp their hospitalized
babies but working mothers cannot avail of
this advantage.

The brief account of child care from ecologi-
cal standpoint presented above is only to high
light certain aspects which urgently require
attention of the people and the government.
H{ealthy growth of the child through proper
and adequate child care prepares a strong

foundation upon which a stable and strong
superstructure of the child’s adulthood can be
built to ultimately strengthen the national
edifice. Certain basic conclusions can be
drawn from the above discourse namely,

1} Environment has a great influence on

the family and the child.

2) Physical and mental make up with
which the child is born can also be modified
by these environmental factors,

3) Changes in the ecological parameters
reflect in the variation in the growth and
development of the child and also in the
incidence, course, morbidity and mortality
of childhood diseases.

4) Control of environment is ecasier and
cheaper than all attempts to cure ili-health
and disease, Hence "preventive pediatrics is
much wmore important than curative.

5) One must study and understand the
social factors (which may differ from place to
place) which contribute to the causes and

continuance of the morbidity  and mortality

of children to enable the authorities to for-
mulate the most useful method of control for
which - the following. principles can be
suggesied—

a) An objective and imaginative approach
to child health is necessary based on the
knowledge of focal customs and practices.

b) A maximum return in terms of child
mortality and healthier children is to be
obtained from the limited funds available.

¢) Arrangements should be made for
maternity service (antenatal, natal, and post-
natal) extended upto the village level with

necessary health education to mothers regard-

ing child nutrition and child rearing.




d) Care for children should be extended
to every section of the community services
and need to be near the children’s home by
subsidized nutrition programme through
health centres, "~ mobile units e2nd home
visiting, '

e) Minimum sanitary facilities are to be
provided by improvement of bustee dwelling
with some open spaces found for children’s
play and movement.

f) Accidents being the cause of high
mortality measures to be taken to reduce the
household hazards as much as possible through
proper education of the children and inmates
of the household regarding safety measures.

g) Child maltreatment and a2bue should
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be tackled on social service model through
protective care unit of a public Social Service
agency in collaboration with the hospital
pediatric departments on the one hand and
legal steps in preventing the kidnapping of
the children for begging and criminal pur.
poses and for controlling child employment,

h) Sufficient number of institutions are
to be provided to take care of the delinquent
and physically and mentally defieient childrey
including the blind and deafand dumb.

i) Society should recognize the problem
of the working mothers and evolve some
remedy to deal with the situation locally,

J) Small family norm should be advocated
from all platforms.
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Why alternatives?

Because the existing health care strategies
currently in vogue in India, have resulted in
the all too familiar statistics, which child
health workers are both sick of hearing and
ashamed of High birth rates (35.2), high
mortality (122) and the increased incidence of
diarrhoeal discases are associated with poor
autritional state in pre-school children (upto
§0%,), Coupled with this poor health situa-
tion in children, are the seemingly insoluble
administrative headaches of health planners
such as, lack of doctors, nurses, equipment

at the primary health facility which exists
emphasized the same points. Full comurunity

in the villages. Of course various combi-
nations of these individual problems vitiate
the situation further. There may be doctors,
but no equipment. Equipments such as
refrigerators and vehicles are in position, but
notin a working condition nor there may
adequate funds allocated for their func-
tioning.

Community Participation

Doctors, nurses, keep struggling in most
difficult and trying situations in the villages,
often become frustrated and come to the
conclusion that due to paucity of resources

the above situation cannot be corrected. But
we overlook the fact that human resources
which this country is blessed with are not
exploited fully for their own betterment. At
the First International Conference on Primary
Health Care held in Alma Ata, the most
frequently stated theme was ““People have the
right and duty to participate individually and
collectively in the planning and implemer-
tation of their health care.”t The principle of
community participation has been increasingly
central in social and economic development
thinking in recent ycars but it has never been
more completely at the heart of the matter
than at Alma Ata, Speaker after speaker

and individual participation at every stage
in the development of primary health care
Self reliance and self
determination must be allowed to flourish and
must be supported by all levels and sectors of

services 1s es.ential,

Government.

Primary Health Care

Primary health care is taken to mean a
health approach which integrates at the
community level all the elements necessary to
make an impact upon the health status of the
people. Such an approach should be an

*Director, CINI—Child In Necd Institute, Vill. Daulatpur, P.O. Amgachi Via—] ka, 24 Parganas, West

Bengal(lndia)
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integral part of the wnational health care
system. Ttisa response to the fundamental
human need of a person to understand and
be assisted in, the actions required to live a
healthy life and to koow where to go for
relief from pain and suffering. A response to
such needs must be a series of simple and
effective measures in terms of cost, technique
and organisation, which are easily accessible
to the people in need and which assist in
improving the living conditions of individuals,
families and communities, These include
_ preventive, promotive, curative and rehabi-
litative health measures and community deve-
lopment activities.®

What alternatives for the child in India ?

Lo Village|Stum Level Health Workers

The community shouvld select and sponsor
mature female workers, may be a trained
*sdai” or a school leaver preferably married
with grown up children of her own. They
undergo a short course of training which
covers simple topics on the preventive aspects
-of mother and child «care. They: do not
replace doctors, but they may substitute them
in a simple under six clinic in'weighing child-

ren, immunising thern and advising mothers

on nutrition and health education. She may
supervise the health and well being of 300-500
children under six years’

This category of worker is known as

“Anganwadi Workers'” in the ICDS project

of the Govt, of India being implemented in a
few selected blocks. Recently they have been
identified as *“Shishu Kalyanis’’ in the nutri-

tion supplementation programme undertaken

by the Govt. of West Bengal, UNICEF and
CARE for 30 of the worst flood affected

“income take root amongst the

137

blocks in West Bengal. Their -training has
now been entrusted to Child In Need Institute
(GINI).1

2. Nutrition Supplementation and Heolth Educa-
tion Programme

Nutrition supplementation with low cost
Jocally available fuods specially for “*at risk”
cases such as children undei six years, preg-

- nant and lactating mothers is now identified

as a prime need in any rural or urban commu-
nity in India. “Spot feeding” or “take home”’
food may be the two methods of delivery.
The food should be used as a too! in deliver-
ing much needed nutrition and health educa-
tion to the community. This supplementation
is to be phasad out gradually, once socio eco-
nomic programmes to generate both fcod and
deprived
sections of the community,

3. Health by the people
The village/slum health workers form part

~of a health care delivery system where the

community themselves participate in the
activity. A token contribution is levied for
services rendered, simple medicines are dis-

© bursed whose costs are subsidised: by the fee

The allowance of the health
worker may also be met from the subsidy. A
vigorous launched by the
community to undertake immunisation pro-
grammes specially for children against pre-
ventable diseases and also against mothers for
new born tetanus,

collected.

campaign is

4.  Mahila Mondoals, Youth Clubs etc.

Such organisations have an invaluable-role
in strengthening and supporting community
development activities. Through the block
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administration and through the Panchayats
women and youth groups can be mobilised.
. The women groups may be involved in the
preparation of low cost nutritious foods for chil-
dren, as well as be involved in kitchen garden
and adult literacy classes. The youth groups

may be involved in drama, puppet shows etc. .

to bring about social change through the use
of conscientisation_tcchniqﬁes. Another ave-

nue may be the setting up of a village craft
training centre, helping mothers to learn mat
making, weaving, sewing etc.

Summary

Flaws and weakaesses in the existing health
care system have resulted in high child
morbidity and mortality This can possibly
be corrected adequately by invelving the
community and allowing them to participate
at all levels in improving their health state.
Primary health care should be emphasised at
all times to enable the community to receive
preventive, promotive, curative and rehabili-
tative health measures in a simple and effec-
tive manner,

A few alternatives are presented where
community sponsored mature women termed

INDIAN J. PUB. HLTH. Xxm, 3, JULY—LDPT. 1979

village/slum health workers are key personnel
involved in delivering primary health care.
The ¢at risk” population is covered by the
nutrition supplementation and health educa-
tion programmes and the people all contri-
bute to a low cost health care.

Mahila Mondols and Youth Groups share
in this responsibility to make health carea
reality. '
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INFANT MORTALITY IN AN URBAN LOCALITY OF CALCUTTA
K. K. Das, A. Rahman, A, K. Sen & P. K, Mukherjee®

It is a universal truth that infant mortality
is one of the most sensitive indices of the health
and level of living of a community, state or
nation. Demographers put great emphasis
on the infant mortality because it is the largest
single age-category of mortality, at this age
causes of mortality are more specific than
for the adults and also because the deaths
can be controlled fairly easily by application
of specific health programmmes

Infant mortality continues to be high in
developing countries where the rate is as high
as 200 or more per 100@live births. In the
developed countries it is much less where the
rate may be as low as 10 per 1000 in Denmark
and 1.7 per 1000 in 1972 in Japan. This
remarkable achievement has been possible
due to revolutionary advances in perina-
teology. The gradual decline in iofant
mortality throughout the world is due to
improvement in the socio-economic condition,
better standard of health care delivery system
and advancement in the field of chemotherapy,
antibiotics and insecticides,

In India, infant mor ality has shown a
downward trend during last few years.

Nearly half of the infant deaths occur during

the first month of life of which more than 50
per cent accurs in the first week  Of all the
accountable causes of infant deaths, medical
are the immediate causes and the
rest are due to multiple factors like biological,

causes

social, economic and cultoral which run to-

gether and threaten the survival of the infant.

Thus a multi-pronged attack is needed to
reduce the infant deaths and conceivably it
is not an impossible task. But the few, who
are born with congenital abnormalities will
probably die inspite of all efforts. Therefore
the infant mortality is not likely to reach the
zero level and the reduction to that level
will depend on preventing one of its principal
causes i.e., congenital abnormalities which
is rather difficult to contro! for the community
at large.

Material and methods

Information on infant deaths from 1957
to 1974, classified: according to calendar
month of occurrence of death, age at death
and type of residence (slum or nomslumj},

‘were assembled from the records maintained

in the vital statistics section of the Urban
Health Centre, which is the practice field

*All India Institute of Hygicne & Public Health, Galcutta.
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of the All India Institute of Hygiene and
Public Health, Calcutta. These deaths per-
tain to the resident population of the service
area of the Health Centre and are collected
by the field staff (Field Investigators, Com-
putors & para-medical staff ) of the Health
Centre for the purpose of providing the ins
formation on infant deaths to the M.G.H.
section for their related services and for
‘compiling the vital indices, These deaths
were further classified by cause of death.

For the purpose of assessing the level of
mortality among infants two types of rates
were considered viz. the conventional infant
wmortality rate and adjusted infant mortality
rate. Information on deaths by ages accurring
in different months of any calendar year
were referred back to identify the cohorts of
births to which these deaths belonged. Then
the infant deaths out of the births of any
calendar vear, thus ascertained, were divided
by the births of the same year to get the
adjusted LM R. for the year. It amounts to
a cohort study on a restrospective basis and
therefore the rates, had it been studied in a
prospective way, are likely to be very near
to the true-I.M,R. These adjusted I,M.R,
have further been studied with reference to
the distribution of deaths by age in months
during infancy in order to find out the beha-
viour of this distribution pattern over years.

Findings

Conventional infant mortality rates for
the years from 1957 are shown in table i,
separately for slum and non-slum localities,

INDIAN . PUB, HLTH, Xxui, 3, juLv—smer, 1979

TABLE 1 : Conventional Infant mortality
rate for the slum and non-slum
areas in Chetla.

Infant mortality rate per 1000 live births

Year Slum Non-slum Combined
1957 04,7 64.5 79.4
1958 87.0 66.4 77.4
1959 71.9 82.4 76.8
1960 89.3 75.2 82.9
1961 78.8 67.2 73.7
1962 79.4 60.4 70.9
1963 95.4 45,4 72.8
1964 75.2 56.0 67.5
1965  77.1 77:3 77.2
1466 77.5 64.5 73.0
1967 85.1 41,7 68.1
1968 82.9 47.8 69.8
1969 78.2 62,8 72.5
1970 87.8 65.7 79.5
1971 93.8 61.3 81.7
1972 91.0 62.9 81.2
1973 94.1 63.9 83.0
1974 103.0 65.5 89.2

From a perusal of the rates given in table I
it appears that conventional I, M.R., both in
slurm and non-slum areas, had been rather
insensitive to passage of time. An attempt
was.made to study the trend of the 1L M.R,
in relation to«“adjustment factor” which is
defined as the proportion of infant deathsin

any calendar year out of the births of the
same year, :

It appears from the figures of adjustment
factor in table 2 that the proportion of deaths
of the infants born and died in the same
calendar year did not appreciably changeé™

over the years in both slum and non-slum
arcas.
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Table 2 : ‘Adjustment factor’ slum and non-
slam arcas.

TABLE 3 : Adjusted infant mortality rate
in slum and nonsslum areas
in Chetla.

Adjustment factor in percentage

Adjusted infant mortality rate/1000 live births

Year Stum Non-slum
1957 67.0 73.5
1958 802 67.2
1959 66.7 74.3
1960 71.4 62.3
1961 71.8 82.4
1962 64.2 65.9
1363 . 77.4 67.6
1964 75.9 79.5
1965 72.7 79.6
1966 72.4 72.7
1967 77.2 88.0
1968 60.8 85.2
1869 80.3 ' 75.0
1970 753.2 86.5
1971 75.0 75.9
1972 67.1 81.0
1973 67.0 88.9
1974 65.6 70.9

Year Slum Non-slum Combined
1957 8i.1 66.4 73.6
1958 92.7 66.3 30,0
1959 75.9 90,2 82.6
1960 - 85.7 64.9 73.0
1961 834 73.1 78 9
1962 71.6 54.9 64.6
1963 91.4 41.4 70.0
1964 77.1 58.2 69.8
1965 77.1 75.7 76.6
1966 74.4 52,7 67.0
1967 99.1 43.4 71.3
1968 66,1 56.6 62.6
1969 85.4 59.8 75.7
1970 859 - 70.3 80.1
1971 97.0 64.9 83.8
1972 97.0 57.6 81.8
1973 a8 1 64.1 84.9

One of the disadvantages of the conven-
tional LM.R. is that the rate is influenced by
the fluctuation in the number of births which
forms the denominator of the rate, In order
to alleviate this difficulty, adjusted I.M.R.
as described earlier, was worked out and are
furnished in table 3.

This exercise also was not of any avail,
since the adjusted rates remained more or
less unchanged over the years.

Analysis

This insensitive behaviour, of both the
conventional and adjusted LM,R. over the
years was further examined through the level
of mortality at various ages during infancy.
In order to do this, the adjusted infant morta-
lity rate of any year was classified according

‘to the twelve ages at death in months. By

doing so the variation in the number of

deaths, caused by varying number of births

in different years, was reduced to a comparas«
ble base. Further breakdown of the neonatal
period, as is conventionally done, into diffe-
rent risk periods of the neonatorum was not
attempted for avoiding any difficulty due to
induced heterogenecity in the data,

The straight-forward technique of analysis
of variance of proportions of adjusted infant
mortality rates per 1000 live births at various
monthly ages was carried out and the results
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are shown in table 4, Through this analysis

it was intended to investigate the effect of

factors like time, place of residence, age at
death during infancy, and their possible

xxi, 3, JUuLY—SEPT.,

1979

Further it is seen that the mortality among
infants differs significantly among slum and
non-slum dwellers, It is also found that
the mortality force among the infants at

TABLE 4 : Analysis of variance table,

Source of variation

D.F Sum of squares Mean square - F
Between years 16 229.6936 14.3558 1.18
Between slum and non-slum 1 199,0250 199.0250 16,32%#
Between Ages at death 11 32482.5088 2952.9555% 242, 10%#*
Interaction of age & place of
residence 11 142,1749 £2.9250 1.06
Interaction between place of
residence and year 6 276.9194 17.3075 1.42
Interaction between age and year 176 2333.0666 13,2561 1.09
Brror 176 2146 6989 12,1972 —_
Total 407 37810.0872 92.8995 —
mutual interactions on the mortality level different monthly ages of deaths differ
during infancy. significantly.  This finding, when judged

From the F value corresponding to ¢‘years”
it is observed that the mortality among infants
did not change significantly over the passage
of time. This corroborates the findings in
tables 1 and 3.

in the light of interaction between year and
ages at deaths being not significant, could
enable us to combine the experience of all
the years {(from 1957 to 1974) to provide the
average mortality pattern according to age
at death in months as shown in table 5,
separately for the slum and non-sium areas.

TABLE 5 : Adjusted infant deaths per 1000 live births by age at death

in slum and non.-slum areas.

Age at death

Adjusted infant deaths per 1000 live births

in month

Shum Non.slum Combined
-1 34.97 36.17 35.1
-9 8.87 494 7.6 -
—3 5,15 2.96 4.5
sl 4.76 3.46 4.4
—5 4,85 3.74 4.6
w3 4 30 1.60 3.3
=7 5.15 3.65 47
—8 5.63 2.04 30
D 2,97 2.24 2.8
—10 %.08 2.33 2.9
—11 2.11 1.20 1.9
12 3.688 2.59 3.5

83.72 66.93 78.3
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TABLE 6 : Survivorship table of infants born in slum and non-slum arecas,

It is evident from table 5 that the mortality
of infants in the fizst month was highest both
slum in and noneslum areas but the portion of
death during first month to total infant deaths
was higher in non-slum area (54%) than in
slum area {429%) but the difference was not
significant.

The pooled data of ssventeen years was
utilized for constructing the survivorship
pattern of infants born in the slum and non-
slum areas as given table 6,

It is observed from table 6 that mortality
rate (gx) was highest among children of both
slum and non-slum areas during lst month
of age and registered a decline thereafter
except for a sudden upward jump at the 6Gth

and llth month., Increase in mortality at

& Slum. Non-shim
Age I d, 1000, 1, Ie d,. 1000, 1,
at birth 16821 158 9.3950 1000 11894  89: 7.4828 1000
3 days 16663 128 7.6817 991 11805 96 8.1321 993
6 days 16535 77 4.6368 983 11709 72 6.1491 985
Omonth 16458 225  13.6712 978 11637 157 13.4914 979
l month 16233 130 9.2404 965 11480, 62° - 54007 966
2 months 16083 87 5.4094 956 11418 3y 4,4530 961
3 months 15996 80 5.0013 951 11379 4! 3.6031 957
~ 4 months 15916 81 5,0892 946 11338 47 4.1454 954
5 months 15835 71 44837 - 941 11291 20 17713 950 ?
6 months 15764 81 51383 937 11271 43 3.8151 948
7 months 15683 55 3.5707 932 11228 26 2.3156 944
8§ months 15627 50 3.1996 929 . 11202 27 2.4103 942
9 months 15577 52 3.3383 926 11175 27, 2.4161 940
10 months 15525 36 2,3188 923 11148: 15 1.3455 938
11 months 15489 65 41965 921 11133 30 2 6947 937
12 months 15424 — - 217 11103 - — 934

6th month and: after may possibly be attri-
buted to weaning resulting. in malnutrition,

_This phenomenon is. common among the
‘children in the developing country as observed

in table 7 when the mortality tends to increase
arround 6th and 8th month in countries like
U.A.R., Phillippines;, South Africa etc. But
in the developed - countries like Canada,
U.8.A, UK, Australia etc. there is continual
decline in. mortality after the lst month with-
out-any intermediate increase. The public
health implications of this difference is worth
neting.

Findings in table 8 corroborate with the
findings in: table:7 and suggest that the main
causes of death from 6th month onwards aré
the diseases of dysentery and gastroenteritis
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and diseases of the respiratory tract infection.
This table also suggests that the endogenous
causes of death like Prematurity and post-
natal asphyxia were equally prevalent in
both the areas (slum and non-slum) and pro-
portions did not differ significantly Whereas
the proportion o death due. to diarrhoeal
diseases, pneumonia & bronchopnemonia and
malnutrition was significantly higher among
the slum children than
children.

. among non-slum

Summary

For the purpose of assessing the level of
mortality among infants in the service: of the
Urban Health Centre, Chetla, two types of
rates viz. the conventional infant mortality
rate and adjusted infant mortality rate were
worked out separately for slum and non-slum
areas based on data on infant deaths from
1957 to 1974, '

Both these rates found to be insensitive 10
passage of time in slum as well as non-slum
areas. Even the adjustment factori.e propor-
tions of death of the infants born and died
in the same calender year did not appreciably
change over the years, both in slum and non-
slum areas.

Further analysis of the data showed that
the adjusted infant mortality rate differs signi-
ficantly among slum and non.slum dwellers.
The endogenous causes like prematurity,
postnatal asphyxia etc. were-equally prevalent
in both the areas and higher ratein the slum
area was principally due to diarrhoeal
diseases, pneumonia, bronchopneumonia and
malnutrition etc. which may be- regarded as

PUB. HLTH. Xxul, 3, JULY~——SEPT,, 1979

the exogenous causes of infant mortality.

Mortality force among the infants at diffe-
rent monthly ages at death differed signifi-
cantly: and the mortality in the first meonth
was highest both in slum and non-slum areas.

The pattern of survivorship of infants at

different points of time during infancy revealed -

3 peak points of higher mortality ie. during
1st month, 6th month.and 11 month. Increase

‘ in mortality at 6th month and after is possibly

due to weaning and mainutrition subsequently.
This patternt is different in the developing and
developed ‘countries of the world; In deve-
loped-countries like USA, UK, Canada etc.
there is continual decline in mortality rate
after the first month whereas- in: the deve-
loping countries like U A.R,, South Africa etc.
there ate ups and down in the mortality rate
during the period of infancy.
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A LONGITUDINAL STUDY ON PHYSICAL DEVELOPMENT
OF THE CHILDREN FROM BIRTH TO ONE YEAR |
OF7 AGE IN AN URBAN COMMUNITY

‘A. Bhandari* and B.N. Ghosh**

Introduction

Ph'y"sicél tnfl'e:\;élop‘mér}t)_is_ one. of the most
important chapter ;in. _child development in
its whole life. It differs from one country
to other and ip _diﬂ'cregt parts . of the country.
Thisjs _ﬁaﬁrti_c;u:]ag]__y s0.ip a country like India
v.\.r}Azl“c::‘r-é the sqg'imecqr;qmi_c, conditions, ethnic
grpups and food habits vary from place to
place,

For detecting any early deviation from
normal physical development of a childin a
particular community, a standard norm is
pre-requisite.. Several studies. on physieal
development!~8,19-13 of the children have been
donz in different parts of the couniry. Hence
a longitudinal follow up study on physical
development of the children from birth to one
year of age was undertaken in an urban
community in Calcutta.

Material-and Meathods
- The present study was conducted at

Chetla Urban Health Centre of All-India
Insticute of Hygiene and Public Health,

e ¥ B

Calcutta. All the 220 birthsthat took place
in the study area during the moniths of Septem-
ber, October and November, 1974 ‘weré ini-
tially seiected for the present study, ‘Fhey
were then subjected to the following selec- *
tion. criteria within 7 to 10-days of their
births through home visits before they were
finally included asstudy subjects ;— h
‘1) All full-term norrially delivered: babies
having birth weights'above 2.5 kg -with‘no
abnormal perinatal Kistory  and* écn‘géﬁita}
anomalies were selected for the present study.
2) Babies with family histgrgloﬂ»heriditarxa_
diseases and mental retardation were exclu-
ded. L

- 3) Babies who had abnormal conditions jn
neonatal period of life, icterus and asphyxia
were also excluded. v ' ‘

.. Another cotingent of 10 childic_r‘:‘was;ex-
cluded for illness, malnutrition and tempotary
loss’ of contact. The total number of infants
actually followed was 123, Of them 67
were males and 56 females, 120 (97.6 per-
cent) Hindu'and 105 (85.4 percent} Bengali
speaking. The literacy status of their mothers

*Assistant Prof_'_cssor, Deptt. of Preventive & Social Megicine National Mediral Col
-*P;bfessor,' Deptt. of Preventive & Social Medicine,

" Qalcutta-700073.

ey

leges Calentid: =+
All India Institute of Hygiene & Public Health, -
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and occupation of their fathers and economic
status of their families, family size and diet
habits are given below in perceniages i—

1. LITERAGCY STATUS OF MOTHERS:

Illiterate 23.6
Jusu literate 8.1
Under matric . 50,4
Matric & above i7T9
2, FATHERS' OQCCUPATION :
.. Skitled-workers- -+ 27.6
. Gierical job: -26.0
. Shop.owners 91,9
Wnskilled - workers 17:9
- Busiftessman 58
Wnemployed 0.8

5. PERCAPITA MONTHLY INCOME
(FAMILY) :

Rs.:20.00t0 Rs. 49.00 24.4
Rs, 50.00:to Rs. 99.00 358
Rs. 100,00.t0 Rs.-149.00 244
Rs. 150 and aboye - . . 154
4, FAMILY SIZE :
Léss than 5 61.0
5t09 23.4
More than 9 10.6
5, DIET HABITS :
Non.vegetarian 96.8
Vegetarian 3.2
Consumers of fish or egg (daily) 52.9

Subsequent visits and examinations of the
irifants were done fortnightly upto the age
of 2 months and thereafter at monthly inter-
vals upto the age of one year.

Feeding - habits of the- ch:ldren were as
follows.;— .. el e

xxul, 3,

" months of the study’ chxldren

| juLY—8EPT., 1979

Upto 3 months of age:

Only breast fed 18.7 percent

Both breast and artificially fed 59.3 ,,
Oniy artlﬁ(:;aily fed 22.0,,

By & months  of age : 50.4 percent
babms were discontinued breast feeding.

" " The physical development of the infants

werd dggesséd by the following anthropometric -
measurements ;

. Weight 1—Detecto-levar’ type of beam
balance was used for taking wclghts both at
bitth and for subscqucm recordmg after
chcckmg it cach txmc btfcore use '

2. Length (crown»heel) : —Length was
measured on a specidlly prepared ‘wooden
board with a fixéd head piete and moveable
wedge foot picce, The child was laid on this
board fully stretched and the length measured

in centimeters bcgmmng from one month of

age onward

3. Chest and head circumferences ;—The chest
and head circumferences were measured by
means of a tape at the maximum circum-~
ference beginning from ene month of age.

All these measurements were taken regu-
larly at monthly intervals till the 12th months
(one year) for each child and the increase of
weight, length, head and chest circumferences
were determined for the 3rd, 6th, 9th and
12th month of age for each child seperately
to calculate averages of the respective periods,

Results Ell‘ld D:scussrons :
" Weaght

have becn
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TABLE 1: Showing Range, Mean with standard deviation of weights
.in, Kg from birth to one year of-age of the study children,

MALE FEMALE
Age Range Mean 8.D Range  Mean S.D. )

Atbirth = 2.56t03.40 281 020 25210324 278  0.24

1st month ~3.25 to 4.50 3.70 0.50  3:.40to 401 3.45  0.30

3rd month 4.54 to 6,43 5.31 0.42 425t05.93 500 -0.34 .

6th month 5 85 to 8.03 6,67 0.45 54510 7.43 6.45 040

9th month  6.65 to 8.96 7.42 055 6.30t08.01 7.10° 0.62
12thmonth 7.12t0 9,83 8.24 060 6650875 7.64 0.48

presented in table 1. It was observed that the
mean birth weight for -males was 281 kg.
(8D =0,20) and for females was 2.78 kg
(sb=0.21).

The weight increased steadily in both the
sexes and at 6th month of their age theirmean
weight was more than double of their respec-
tive mean birth weights, thereafter the weight
inorease was less;marked and ar 12th month
o_f" their age the mean weights were not tripled
of their mean birth weights.

By third month of their Age the mean. gain
in weight (Table-2) was:88.9 Percent and 80.0
percent respectively for males afd females of
their respective bifth ‘Weights and the gain
during -this period  (0-3 mbnths) was mexi-
mum ; the observed gain in‘weight was mini-
mum during the 6-9 months of age. This
pattern of growth has alio been observed from
the graph (Fig-I A&B) of 50th ‘percentiie
weight in both the sexes. The 50th percentile
weight of the study group was very" close to
50th percentile weight of I.G.M.R. Standard?

TABLE 2: Showing average gain in Kg. from birth to one year of
age and rate of increase from birth wcig_ht. B

Average Average gain in weight in Total
Sex birth- Kg.and rate of incredse increase
weight 0—3 3-6 6—9 9.~12 {birth to
in Kg months months months months 12 month)
Male 2.81 2.50 136 075 082 543
Rate of
increase (in
percentage)  — §8.9  48.0 266  29.02 1927
Female 2,72 2.22 145 0.44  0.65 - 4.76
Rate of
increase in
percentage) _— 80.0 35.0 15.5 23.5 1740
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biit’ much below the 50th percentile f.e. ¢close’ age). ' Similar observations were also made

to° lOth percentnle welght of Harvard Stan-"

dard9

from the studles in low and

- different parts of the country1"3, 1018

Higher birth weights in males than in
females and -difference in gain in 'we'ights be-
tween two sexes might be due to "genetic pre-
disposition and has also been . observed: by
many workers in India!?? and: in Western:
countries’?,

The steady gain in weight during carly

months and slower:gain in weight during later:

months of their age were most probably due
to the maintenance of adequate nutrition in
the early life from mothers’ milk (81.3 percent

infants were breast fed upto 3rd month of
their age) and lack of adequate nutrition

during later life {50.4 percent of the children

were ouly artificially fed at 6th month of their

Height (crown-heel length) -

Mean length of the children from one
month to 12th.month (one year) of age has
been: prCsentedAm Table-3, The mean length

:at one month for males and females were res-

pectively. 52.50: Cm (SD=0. 9:)) and 51.01
(SD 0.45).

During
age the increase in leng'h .in
sexes was more steady than
other months of infancy (table*4).

one month to 3rd month of
in  both the
during

The

females ‘gained more in length ‘than males:

during their age period 3 to 6 months whereas
the males gained more in length than females

lowcr-mrddlc "
" socio-economic grodp of commumt:eﬂ in
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TABLE 3 : Showing Range;, Mean .with. Standard Deviation -of
lengths:in:Om. from one month to-ene year of age of the

study children,

FEMALE

MALE

Age - Rauge Mean S.D. Range Mean S
lst.month  50.60 to 55.00 52.50 0.95 49.79.to 53.82 51.01 (.45
3cd month  56.15to 61.18 58.24 1.00 54.63 to 5946 56.80 0.8l
6th month  61.12 {0 66.03 63.40 .10 59.71t064.77 62.58 L.61
Oth month  64.63 to 70.40 67.49 158 63.911069.22 66.54¢ 1.60
12th month 63.20:t075.00 71,03 1.54 -6767to 73.59 6932 1.72

during the age period 9 to. 12th months. This Head and chest circamferences :

dilference in gain in.length between two sexes

might be due to the influence of nutrition as
well as genetic predisposition. which requires
further study, however a similar observation
to the present one-has-bsen made in a.study
at Varanasi'l.

The mean head circumference of the study
children from one month.to 12th month (one
year} of age has been presented in table.5,
The mean head -circumference at-one month
of age in males and in females respectively

TABLE 4: Showing -average increase  in -length in -Cm. from ome
month to one year of age,

Length at  Average increase in length in Cm. Total
Sex ene month - 3—6 69 9—12 increase
in_ Cm, mihs mths mths. mths (1-12 mths)
Male 52. 0 574  5.16 409  3.54 18.53
Female 51.01 5.79 5,78 3.56 2,48 18.31

The pattern of growth in length of the 50th
percentile of the study children has been
presented in graph (Fig-II A&B). Unlike
weight curve the length curve was not so
sharp in the earlier age period indicating
more or less uniform gain in height. The
50th percentile height of the study group
compared favourably with 50th perceutile
height of I. C. M. R. Standard? and falls
below the 50th percentile {between 25th and
10th percentile) of Harvard Standard®,

was 3602 Cm (SD=042) and 36.46 Cm
(SD==0.62).

The mean head circumference increased
rapidly in both sexes upto the age of 3rd
month, less so during 3 to 6 months and
thereafter very slowly upto the age of 12
months (table-6). At 12th .month the head
circumference of males was more than that of
females. The slow rate of increase in head
circumference was ajso observed in a study of
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TABLE 5: Showing Range, Mean with Standard Deviation: of Head
' - Circumference in Cm from one month to one year of age
of the study children.

Male Female
- Age ~ Range Mean S.D. Range Mean S.D.

Istmonth  34.30t0 37.54 36.02 0.42 34.11to 37.02 3Y.46 0.62
3rd month  38.62 to 40.85 ~ 59.63 0.64¢ 37.14t0 39,82 38.34 0.8l
6th month  40.11to 43.42 41.46 0.90 39.75 042.88 40.91 0.81
oth month  42.37 10 45.27 43.18 1.10° 41.53 t0 43.00 42.25 0.59
12th month 43.15 to 46,01 44,66 0.60 ~ 42.17 to 45,65 43.33 0.81

TABLE 6 : Showing average increase in head circumference in Cm
from one month to one year of age.

Head circumfe- Average increase in head Total

" Séx rence at one circumference in Cm increase
month in Cm, 1—3 36 6--9 912 (1-12 mths)
mths mths mths mths
Male 36.02 3.61- 1.8 1,72 148 8.64

Female 35,46 2.88 2,57 1.34  1.08 7.67

the children belonging to low socio-economic’ chest circumference at one month of age in

group at Delhi®, _ - males and in females respectively was 34.80

" Cm (SD=0.77) and 33.62 Cm (5D =0.59).

The mean chest circumferenec of the study These measurements were 1,22 Cm shorter

children from one month to [2th month of than head circumference in males and 2.84 Cm
age has been presented in table-7. The mean shorter than head circumference in females.

TABLE 7: Showing Range, Mean with Standard Deviation of the
- Chest Gircumference in Cm. from one month to one year
of age of the study children.

\ MALE " FEMALE
Age ~ Range Mean S.D, Range Mean S.D.

istmonth  83.13t0 36 2¢ 34.80 0.77  42.40 to 35.63 53,62 0.5
3rd month 36.93 to 40.73 37.95 1.10  85.10 to 38.99 '36.63 1.19
6th month 39.44 t0 43,65 40.57 1.27 37.50 to 42.65 39.50 1.49
9th month  40.87 to 44.96 41.00 1.5 40.33 10 43.83 40.92 1.31
12th month 42.29 10 47.06 43,30 1.22 41.43t045.76 42,10 1.75
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TABLE 8 : Showing average increase in chest circumference in Cm.
from one month to one year of age.

Average increase in chest

Chest circumfe- circumference in Cm. Total
Sex rence at one l—3 3—6 6—9 ' 9..12 increase
month in Cm, mths mths mths mths (1-12 mths)
Male 3480 315 262 1.435 1.30 8.50
Female 33.62 3.01 287 1.42 1.18 8.48

The mean  chest circumference increased
very rapidly upto the age of 3 months and also
to less extend during 3 to 6 months but very
slowly thereafter (table-8). The chest circum-
ference did not equalise with the head circum-
ference at the age of 12th month {one year).
Rapid increase in chest circumference in
earlier months and slower rate ofits increase
in the later months of age are related to the
nutritional status of the children during their
respective age periods in infancy which was
also observed by other workers,3,%,12-14

If the nutrition of the children was good the
birth weight became tripled and the chest
circumference eqalised with the head circum-
ference by one year of age (i2th month’,
thereafter the chest circumference increased
more than the head cir-cumference. Udani®?
in-a study in the low socio-economic group at
Bombay and Dean!* amongst African children
in Kampala observed that head circumference
remained higher even upto the age of 210 3
years. Ghai and Sandhu® ina Delhistudy
amongst upper scioeconomic group of children
observed that the chest circumference was
higher than head circumference at 1040 11
months in boys and at 12 months in girls  As
the present study conducted in the families
belonging to low and lower-middle income
group the pattern of growth of the children is

similar to that observed by the former gréuﬁ
of studies?s, ¢, ' ;

In 2 community whose socio-economic
condition is poor the gain in weight upto the
age of 3 to 4 months is maintained if the habis. .
of breast feeding prevails but the nu,trition_'-
suffers much as he grows, the reason being .
the nutritional requirements is not met up |
adequately from the supplementary feeding
due to poverty and ignorance of the family .
concerned.

Therefore to plan a nutrition education
programme in a community a study of physi-

* cal development of the children is prerequi-

site,
Summary

Physical- development of one hundred
twenty three healthy new born babies (67

~males and 56 females) were studied from

birth to one year of age in an urban ccmmu-
nity in Calcutta., Anthopometric measure-
ments were recorded at birth and thereafter
at monthly intervals by home visits. )

Mean birth weight of males was 281 Kg
(5D=20.20) and that of females was 2.78 Kg
(3D==0.21}. In weight 50th percentile of
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the study group was very close to ‘50th per-
centile of the I.C.M.R. Standard and litile
below the 10th percentile of Harvard
Standard. In height the 50th percentile of
the study group was similar to the 50th per-
centile of the I.C.M.R. Standard and below

the 25th percentile of the Harvard Standard.

The birth weights'were doubled around Sth

month of age but it did not triple:at the age-

of one year. The chest circumference of the
study children.did not.equalise with the head
circumference at the age of one year.
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PROPHYLAXIS OF VITAMIN A DEFICIENCY :
‘A COLLABORATIVE FIELD TRIAL
B.N. Tandon!, K. Ramachandran?, L.M. Nath3, N.N. Sood4, D.K. Gahlot’, M.C. Guptaﬁ
J.P. Wali?, S.N. Sinha® and P.R Kautty?

Introduction

We have earlier reported high prevalence
of occular signs of vitamin ‘A’ deficiency in
a rural community of a relatively prosperous
State of North Indial. There was no evidence
of any significant protein malnutrition in
that population, Dietary survey had revealed
deficient intake of vitamin ‘A’ and adequate
consumption of'proteml

There is no agreed approach to the pro-
phylactm programme for vitamin ‘A’ under~
nutrition, Government of India has accep.ed
the recommendation of the National Instivute
of Nutrition and accordingly, massive dose

therapy with 200,000 1.U, every six months .

of vitamin ¢A’ palmitate in oil is being given
to the preschcol children?. However, studies
from South India suggest that massive oral

~ dose prophylaxis may have to be staggered

at more frequent intervals than cvery six

months periodd.  Dr, Macyor from Nutrition

Unit of W.H.O. has recommended that more
field studies be carried out with massive dose
programme to prove its prophylactic value,
Present study was carried out in a rural
community with a high prevalence of vitamin
‘A’ deficiency occular signs to compare the
clinical effect of 200,000 L.U. biannual 'orai
dose of vitamin ‘A’ acetate in oil with 100,000
LU of quarterly dose,

Material and Methods
Lopulation and At!ocatwn of ngzmens

The clinical trial was conducted in three
villages of Haryana State, Balwari, Bokha
and Basdoda. The total population of these
three villages, as listed by a complete popula-
tion census prior to the start of the trial was
2269 persons. - This population was allocated
randomly, in equal proportions, to one of the
following three treatment regimens j—

i) Vitamin ‘A%, 100,000 1.U, given orally,
quarterly.
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ii) Vitamin ‘A’, 200,000 I.U. given orally,
biannually with a placebo given at 3 and
9 months after start of trial,

iii} Placebo given orally, quarterly.

Vitamin A dispensed as acetate in oil
was used as the placebo. All the samples
were distributed as coded specimens and
nejther the persons receiving them nor distri-
. bating them knew the contents. House to
house visit was carried out for the adminis-
tration of the sample. Since the individual
person was the unit for random allocation,
members of the same family often received
different treatment regimens, Eight hours
and 24 hours after the administration of the
csample’ toxic symptoms were recorded in an
adequate number of persons.

Assessment

At the start of the trial a detailed clinical
examination of the population for evidence of
vitamin ‘A’ deficiency occular signs, was
undertaken, The heads of houscholds were
carefully questioned for evidence of night
blindness in the household. Of the 2269
persons enlisted for the trial only 1503 were
available for this survey. Of these 1503, 475
had been allocated to Placebo, 510 to vitamin
‘A’ 100,000 I. 1. and 518 to vitamin ‘A’
200,000 [ U, '

At the end of the trial a resurvey of the
population, on same lines as the earlier, was
undertaken, This survey covered a total of
1363 persons of whom 427 had been al.oted
at the start of the trial to placebo, 460 to
vitamin ‘A’ 100,000 L.U. quarterly, and the
remaining 476 to vitamin ‘A’ 200,000 LU,

INDIAN J. PUB. HLTH. Xxmi 3, juny—sepr.,, 1979

biannually, Of the latter two vitamin ‘A’
groups, only 208 and 295, respectively, had
received all the scheduled doses of the
regimen, Of these, 208 and 295 who had
received all the scheduled doses of vitamin ‘A’
only 199 and 283, respectively, had been
assessed in both the surveys,

The surveys were carried out by a team of
medical personnel in cooperation with senior
ophthalmic specialists, Particular care was
taken in standardizing the diagnostic tech-
niques used by the team in the survey. It has
become apparent from pilot study that night
blindness, Bitot’s spots and corneal xerosis
could be considered as dependable findings
while conjuctival wrinkling and pigmentation
carried a lot of uncertainty and observer bias.
Complete eye examination, including fundus
study was done in each case to exclude asso-
ciated eye diseases which could produce night
blindness or Bitot’s spots. A special proce-
dure was used to bring Bitot’s spots to promi-
nence by application of ‘Kajal’, a black
carbon particle deposit obtained by burning
cotton soaked in mustard oil.

Results

Prevalence of occular signs on admission to trial :

. The comparison of the individuals allo-
cated to the three regimens, placebo, vitamin
‘A’ 100,000 I, U. quarterly and vitamin °A’
200,000 I. U. biannually, with respect to.
prevalence of night-blindness and Bitot’s spots
at the start of the trial are presentedin
Table 1.

The individuals in the Placebo and vitamin
‘A’ 200,000 LU. group had closely similar -
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prevalence figures at the start. The preva-
lence of night blindness was 4,29 and 4.4%
respectively, while that of Bitot’s spots was
12,09, and 12.2%, respectively. The group
allocated vitamin ‘A’ 103,000 LU, showed a
slightly higher prevalence of both night
blindness and Bitot’s spots, 5.8% and 13.6%,
respectively, However, these differences are
not unusually large for a random allocation,
and therefore, permit a valid contrast of the
effect of administration of the two different
regimens of vitamin ‘A’

TABLE 2: Prevalence of night blindness at the end of the clinical

study groups.

X X111,

3, juLy—sepT,, 1979

Prevalence of occular signs at'the end of trial

Table 2 and 3 present the prevalence of
night blindness and Bitot’s spots at the end of
the trial, as assessed by the repeat survey, in
individuals who had taken all the doses of
placebo and vitamin ¢A’ according to the
schedule. 427 persons had received placebo
at quarterly intervals, 208 vitamin ‘A’ 100,000
1.U. at quarterly intervals, and 295, vitamin
A at the start and at 6 months and a placebo
at 3 and 9 months.

trial in the three

Placebo Group Vit. A : 100,000 LU, quarterly Vit A ;200,000 1U Biannually

Age (Yrs)
(At start Nuomber Positive Number Positive Number Positive
of trial)  examed. No. 9% examed No. % ~ examed No. %
1 9 0 1 0 (0) 4 0 (0)
1 — 4 6l 0 0 39 0 0 qf 0 0
5— 9 96 6 62 46 1 2.2 52 ¢ 0
10—19 103 4 39 40 i .25 64 0 0
20—29 41 0 0 10 1 {10.0) .25 0 0
30—39 39 1 2.6 25 3 120 29 0 0
40—49 24 0 0y 13 0 (0} 21 1 (4.8)
5059 25 0 0 15 0 {(0) 97 0 0
60 29 1 3.4 19 0 (O 25 0 0
All ages 427 12 28 208 6 2.9 -295 l 0.3

TABLE 3: Prevalence of Bitot’s Spots at the end of the clinical trial in the three

treatment groups.

Vit. A 100,00 Quarterly Vit. A 200,000 Biannually

Age (Yrs) Placebo Group

(At start Number Positive Number Positive Number.  Positive
of trial) examined No. % examined No. % examined No. %
1 9 0 {0) k 0 (Q; 4 0] .0)

I— 4 61 2 3.5 39 2 5.1 48 1 2.1
5—9 96 6 6.2 46 3 6.5 52 2 58
10-~19 103 4 3.9 40 3 7.5 64 3 4.7
20—29 41 5 12,2 10 0 0y . 28 2 8.0
30—39 39 I 2.6 25 1 4.0 29 4 13.8
40—49 24 0 (0) 13 1 7.7 21 1 {48
5059 25 2 8.0 15 0 )} 27 1 3.7
60 29 2 100 19 0 {0y 25 1 4.0

All ages 427 22 5.2 208 0 4.8 293 15 5.1

r
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‘The prevalence of night blindness showed
a decline in all the three groups at the end
of the trial. In the placebo group it declined
from 4.29, at the start of the trial to 2.89,
-at the end of the trial and in the vitamin ‘A’
100,000 I.U. quarterly group from 5.89 to
2.9%. However, in the vitamin <A’ 200,000
1.U. biannually group it showed the maximum
decline from 4,49, to 0.3%.

In the case of Bitot’s spots, though there
was a sharp decline in its prevalence at the
end of the trial, from 12.0% to 5.2% in the
placebo group, 13.6% t0 48 in 100,000 I U.
and from 12.29 to 5.19, in 200,000 I,U.

TABLE 4: Comparison of night blindness by regimen in persons

1
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group, there was no difference in response
between the placebo group and the two
vitamin ‘A groups.

Incidence of occular signs during the trial :

The data was further analysed to see if
the three groups showed any significant
differences in the fresh ogcurrence i.e. incis
dence of night blindness and Bitot's spots
during the trial period of 12 months. For
this, the results on the persons in the three
groups who had been surveyed both at the
start and at the completion of the trial were
used. The results of the analysis are presented
in Table 4 and 5.

_ included both in
the initial and final surveys.
Placebo Vie. A @ 100,000 1.U. Vit. A 1 200,000 I,U.
Quarterly Biannually
Final Survey Final Survey _ Final Survey
Initial Posi- Nega- Total Posi- Nega- Total Posi- Nega- Total
Survey tive tive’ tive tive tive tive
Positive 0 16 16 0 i} 11 0 I3 13
Negative 5 315 320 4 184 188 1 269 270
Total 3 331 336 4 195 199 1 282 283

TABLE 5: Comparison of Bitot Spots by regimen in

initial and final surveys.

persbns included both in the

Placebo Vie A 100,000 I U, Vit. A : 200,000 1.1,
Cuarterly Biannually
: Final Survey Final Survey Final Survey

Initial Posi- Nega- Total Posi- Nega- Total Posi- Nega- Total
Survey tive tive tive tive tive tive
Positive 12 32 44 4 25 29 5 26 3L e
Negative 4 288 292 5 165 170 8 244 252
Total 16 320 336 9 . 190 199 13 270 283 -
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336 persons in the placebo group, 199 in
the vitamin ‘A’, 100,0000 1.U. given quarterly
and 283 in the vitamin A, 200,000 1.U. given
biannually were available for this analysis.

Considering night blindaess, 320 of the 336
in the placebo group, 188 of the 199 in the
vitamin A 100,000 1,U, group and 270 of 283
in the vitamin A 200,000 groups did not have
this symptom at the start of the trial, 1.6
per centin the placebo group, 2.1 per cent
in the vitamin A 100,000 L.U. group, and:
0.4 percent in the vitamin A 200,000 group
developed night blindness during the trial.
This strongly suggests that vitamin A 200,000
1.U. given atsix monthly intervals is most
effective in preventing the occurrence of night’
blindness.

placebo

xxm, 3, juLy—sEpT,, 1979

4 of 292 (1.4%,} in the placebo group, 3 of
170 (2.99%) in the vitamin A 100,000 I.U.
group and 8 of 252 (3.2%) in the vitamin A
200,000 LU, group had fresh occurrence of
Bitot’s spots during the 12 months of the trial.
Differences are statistically not significant
(Table 5).

Table 6 presents the frequency of side
effects in the placebo and the vitamin A
group. 3.2 per cent persons in the 200,000 1y
biannual dose group, 2.0 percent in 100,000
L.U. quarterly group and 1.2 per cent of the
group. Nausea,
headache were equally seen in all the three
groups, giddiness was more frequent in vita-

vomiting and

min A group, diarrhoea and pain abdomen.
were exclusively recorded in the group receiv-
ing vitamin A.

TABLE 6: Frequency of side effects in the placebo and Vitamin A Groups.

. Placebo Vit, A 100,000 (IL.U) Vit, A 200,000 (1.U)
N Quarterly Biannually
Number Persons with Number Persons with Number Persons with
inter- side effects inter- side effects inter- side effects
Age (Years) viewed  No. Y% viewed No. % viewed No. %
5—14 122 i 100 | 109 4
i5—24 35 0 36 0 45 1
2534 27 1 32 1 39 }
3544 19 0 27 2 22 0
45.—54 14 1 23 1 24 1
5564 15 0 16 0 18 1 |
63 or over 10 0 15 0 17 i
All ages 242 2 1.2 249 3 2.0 274 9 3.2
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Discussion

The present study reveals that the preval-
ence of occular signs of vitamin A deficiency
is significantly reduced by biannual adminis-
tration of 200,000 1.U. or quarterly administra-
ation of 100,000 LU, of vitamin A . acetate in
oil. Further there is strong suggestion that
biarnual dose of 200,000 1. U, of vitamin A is
superior to other regimens used in the present
study to the decrease of the prevalence rate of
night blindness in the population.

A few studies ia the literature have sugge-
sted the value of biannual ora! administration
of 200,000 L.U. of vitamin A for the prophy-
laxis of occular signs in preschool children 5%
Government of India had introduced <Pro-
phylaxis against blindness in children due to
vitamin A deficiency” in Fourth Five Year
Plan? TUnder this scheme children in the
age group of 1.5 years are given oral dose of
200,000 1.U. of vitamin A in oil at 6 monthly
intervals, The six monthly administration
of vitamin A is to continue till the children
attain five years of age. Interim reports from
two States-~Kerala and Mysore are available.
In Kerala, 4913 preschool children (1.5 vears
age group) were examined for occular signs
of vitamin A deficiency (signs not specified).
Vitamin A, 200,000 LU, in o1l was adminis-
tered at 6 months interval. 4752 of these
children were available for re-examination.
The prevalepce of occular signs during the
base line survey was 69, and 1 year latter,
after the two doses had been administered
itfell to 1.3%,. In Mysore State, of 1285
children, had base line data regarding the
prevalence of occular signs of vitamin A defi-
ciency. 600 children, most of whom had
received two doses could be re.examined at
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the end of one year, The prevalence of
conjuctival xerosis and Bitot’s spots amongst
these 600 children fell to 2.49% as against
6.5%, found before the programme was initia-
ted. In a similar study carried our in Indo-
nesia, involving 473 preschool children, the
incidence of occular manifestation was found
to be 259% of the pretreatment prevalence
at the end of 6 months foilowing the adminis-
tration of am oral dose of 200,060 1.U. of
retinyl palmitate in emulsion form?,

Field experience from India and Indonesia
seem to support the prophylactic value of
biannual administration of 200,0 0 1.U, of
vitamin A in oil. Present study was different
{rom earlier field trials in several important
respects. People from all age groups instead
of only the preschool children were included
in the trial as prevalence of occular signs in

the popuiation older than 5 years of age was

significantly higher and the evaluation of

clinical signs in this group was relatively
easier than preschool age children. Night
blindness and Bitot’s spots instead of xerosis
and Bitot's spots, were selected as the occular
signs for assessment of vitamin A deficiency.
Associated systemic and eye diseases which
could be responsible for these occular signs
were carefully excluded by expert ophthalmo-
logists and physicians involved in this study.
Status of protein-nutrition of other studies
from Indja has not been mentioned butfrom
the general pattern of distribution of malnutri-
tion in the country it is expected that about
309, of the preschool children could be suffer-

ing from protein-caloric malnutrition. In

contrast, the population studied by us had-

adequate intake of protein and calorie and
any significant protein calorie malnutrition
was guite uncommon.
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Studies from National Institute of Nutri-
tion, India have indicated that massive dose
of vitamin A was most effective when given
to 1.2 year old group and was Jeast effective
when given initially to 4-5 years old children®,
No explanation for the lack of responsiveness
in older children have been given, Olson has
suggested that this ‘““may possibly be caused
in part by greater resistance of older eye lesions
to therapy; reduced dosage of vitamin A per
kilogram given to older children and poorer
absorption due to more extensive parasitic
infestation in older children®.’” The present
study however does not show any evidence of
lack of responsiveness in older children or
adult population.  Vitamin A prophlaxis
proved equally effective in all age groups.

Two studies from Vellore, South India
reported the failure of massive oral dose thera-
py for prophylaxis of vitamin A deficiency 819
It was ohserved that a single oral dose of
100,000 ugm of vitamin A in oil could main-
tain adequatc blood levels for 15 weeks and
by the end of 25th week 10 of the 14 children
had serum value less than 15 ug per 100 ml.3
In yet another study from same centre it has
been shown that 50 000 ug vitamin A in oil
failed to offer any clinical or biochemical
advantage for children on a moderate caro-
tene diet!®. 2 of the 12 children showed con-
junctival xerosis at 10 weeks and alibut 3
serumn levels were below 15 ugm/100 ml at 18
The investigators suggested ; “The
effect of repeated massive doses given at short
intervals on the maintenance ol serum leveis
of vitamin A deserves study. By staggering
the dose toxic symptoms may be avoided and
liver stores may be replenished®’. Glinical
cffectiveness of 100,000 T.U. of vitamin A in
oil given every 3 months for + doses was com-

weeks.

RKIH,

3, JuLy--SgpT., 1979

pared to biannual dose of 200,000 I.U. in the
present study. Staggering the massive dose
to quarterly period failed to offer any advan-
tage over the biannual dose. In fact, there is
strong suggestion that biannual dose is more
effective in prevention of the prevalence of
night blindness compared to quarterly dose.
Conclusions of the Vellore study are primarily
based on serum vitamin A levels and such
dubious occular signs as conjunctival wrinkling
and xerosis. In fact none of the subjecis in
both these studies were reported to have
developed Bitot’s spots or night blindness.
Lack of correlation between the serum levels
and occular signs of vitamin A deficiency is
well knownt,

Most unexpected finding of the present
study is significant decrease of prevalence of
occular signs in the group which received
peanut oil as placebo. The design of the
present study was such that nutrition educa-
tion, particularly, in relation to vitamin A
was given to the whole population by group
meetings and face to face contacts. It was
realised that unless people were explained all
abour the project and the benefits of vitamin
A administraiion it may not be possible to get
their good cooperation, Further, night blind-
ness in this population was a repeated phene-
menon and many people knew how to cuie
it by local remedial measures. It is possible
that placebo group showed decline in the
prevalence of occular signs of vitamin A
deficiency because they knew how to take
advantage of local remedial measures and
nutrition education further helped them in
this respect. Since educational factor was
equally common to all the group it is likely
that it also had an important effect in the
other groups, receiving biannual and quar-
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. terly. doses of vitamin A. This: emphasises

the value of control.group in-such. field. trials.
Commenting. on two. successful studies. of
massive dose prophylaxis of. vitamin. A defi-

ciency carried: out. at. National; Institute of

Nutrition in India, Pereira and Begum: noted,
“In.both.these reports: however, no controls

were included, so th_at it is, difficult to elimi-

nate the influences of seasonal variation of
dietary intake and the results cannot be attri-
buted solely to the ingestjoh of large doses of
vitamin A" ’

Prevalence study alone fails .to unequivo-
cally establish the prophylactic value. of
massive dose of oral vitamin A administration,

Incidence study, further supports’ the* clinical

advantage of biannual dose-.compared’ to the
placebo and' quarterly vitamin ‘A’
During the trial period frem amongst the

persons:who had no night blindbess: at; the

beginning of the: trial; 1.6 per: cent; of: the
placebo: group; 2:1 percentiof the: quarnterly
but only: 0.4 per- cent of: the biannual: dose
group developed:this symptom;. which:strong-
ly suggests that 200,000 I.U. vitamin A given
at six monthly interval is effective in prevent-
ing the occurrence of fresh cases of night blind-
ness. Similar trend is however not seen in
reference to the occurrence of Bitot spots,

W.H.O. bas yet not accepted massive,
biannual vitamin A administration as a policy
for prophylaxis of vitamin A subnutrition.
Present study confirms the value of 200,000
LU. of vitamin A’ acetate in oil in prophy-
laxis of prevalence and incidence of vitamin
A deficiency in rural community, Since
there was no significant evidence of protein
mzlnutrition in the population, the results
are more relevant in referenée to the direct

- at the subcentres of health-delivery: structures

- as night: blindness:. Adequate: emphasis. on

dose.
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effect of the administered dose of vitamin A,
Nutrition education component seems to
have a significant-effect on the. results. of: the -
present study.

We feel that if vitamin Adds made available

and appropriate nutrition eduecation is given
to the populatiem; most:: off the - persons on,
their. own:will like to demand! it. for. prophy-
laxis-ofisome-apparent: oecular features- such

nutrition education and easy availabilily: of
vitamin A. dose, till local dietary sources axe
well developed may;be considered:key factors
for mass. pr,op_hylaxiésa nd:t1eatment of vitamin
A subnutrition. Side effects of either 200,000
L.U. or 100,000 I.U. vitamin A intake are’
insignificant, minor, transient and reported
by less than 3 per cent of the population.
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A STUDY OF HEALTH STATUS OF PRIMARY SCHOOL
CHILDREN IN HAZRATBAL AREA (KASHMIR)

5. N, Dhar?, A.S. Scthi?, G, M. Dhar?, A, Rauf* and M. H, Qad.iri5

It is an accepted fact that the school age
is a dynamic period of the physical growth
and development @ when the children undergo
mental, emotional and social changes, the
need of health guidance should therefore be
maximum during this period. The school age
children by and large constitute, what may be
regarded as a disciplined population easily
accessible for health appraisal and health
restoration under an organised health service,

An essential pre-requisite for such a progra- -

mme of services 1s an authentic information

on the ex1stmi] health and disease status

of the school gofhg children, which can serve

as a foundation on which the edifice of a -

comprehensive school health programme can
be laid.

The present health survey was thus aimed

to obtain the basic data about the health .
status of the primary school going children in .

in an area of Kashmir, which hoelds good for
the valley of Kashmir only, situated at a
height of about 5,500 fi. above sea level and
having a distinct socio-cultural milieu,

Materia! and Method

The survey covered 845 primary school
children attending all the primary schools or
primary departments of middle and high
schools in and around the Hazratbal area,
falling within the field practice area of
Hazratbal Centre of Government Medical
Clollege, Srinagar.

The children were interviewed and exa-
mined according to a predesigned proforn a
covering information on the socio-economic
status, the environmental background, the
state of health and the nutrition of the
children. :

Anthropometric measurements of hexght

weight and mid-arm circumference were taken -

as described by jelliffe, 1966. Estimation of
haemoglobin was done in the school by the
Sahli’s acid haematin method.

In each case stool examination was done &
for ova of ascaris lumbricoides, and the grada-

tion of the worm load was done after Bedver,
1950, :

1. Professor of Medicine, Chest Diseases Hosdpital, Srinagar.

2. Associate Professor.
3. Associate Professor,
4. Assistant Professor.

5. Demonstrator.
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Observations and Discussion

Out of the total 845 primary school
children examined, 516 were boys and 329
were girls (Table 1). The age ranged- from. 4

xxmr, 3,

Juny—seer, 1979

1. Anthropometric measurements.

E

1.1 Hezieur:

“The average values of height: in. boys and

TABLE—L : Distribution of children according to their age and sex.

Age in years Boys Girls Total

‘ No, Percent No. Percent No. Percent
Below 4 years 19 3.68 4 1.2 23 2.74
4— 5years. 38 7.36 22 669 60 710
5 . 6:years 35. 6.78- 20, 6.08 535 6.51
6 T s 82 15.89 40, 1216 122 14.44
7— 8 ,,. 87 1686, .35 1064 122 14.44
Bm 9- 96:  18.66 57 17.32 153 18.11
910 ,,. 58.  11.24 40 1206 98 1L60
10—11 ,, 58 - 11.24 48 1459 108 12.54
11—12. ,, 31 6.01 34 10.33 65 7.69
12—13. ,, 11 2,13 16 486 27 3.19
1314 ,, ol 0.19 13 395 14 166
Total. 516 10000 329 845 100.00:

100.00-.

to 14 years. Maximum number of children:
were between 6 to 11 years of age. The mean
age for the boys was 7,9 (3 2.17) years and
for the gifls was 8.8 (4 2.42) years.

On the basis of ‘their average monthly
income, 17 (2.01 percent) children belonged
to social. class: 1 (Rs. 800/-'and.above), 184
(21.78. percent) children- to. social. class. IL
(Rs. 401/= to 800f-), 580.(68.65. percent).child-
ren to social class III (Rs 151/-to 400/-) and.
64 (7.57 percent) children to social class IV
(Rs. 50/~ to 150/-). :

525 children had pro;rision of piped water
supply and only 37 children had sanitary
latrines at home.

girls covered:in this study-are presented in the
Table 2.

The height for age of boys as compared
with the corresponding values of Indian
children. ( ICMR.1971.),. an. urban. locality
Alambagh:in Lucknow: (Koshi:etal 1970), and
a ruralilocality. in Lucknow, Sarojini Nagar

( Malaviya; et al 1969 } indicates. that the,

values in the present. study exceed the All
India averages upto.the age of 8. years and
thereafter there is little difference. The
average: values of Alambagh. and Sarojini
Nagar studies are comparable.with:thc;presenﬁ'
study, there being negligible diffexence.

The height for age of girls, as compa;eld

S ard y

/
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TABLE—2: Age wise average values of
height of Boys and girls in

centimters

Age in years Boys Girls
4 years 103.40 102 38
: 4-8,43 +-12.25
5 111.83 104.3%
-+9.50 - 8.96

6 £18.04 111.68
1-9.83 + 7.96

7 . 116.19 113,93
-+-9.52 + 7.94

8 ., 119.01 119.70
+8.04 4+ 8.73

9 ,, 122.05 121.82
_ +8.07 4- 7.78

1o ,, 129.01 124.65
+8.07 + 7.75

1m 129.46 127.88
+£6.31 + 9.58

1z, 138.70 131.28
15,97 +4-10.64

with the similar values of Indian children
(ICGMR 1971), Alambagh and Sarojini Nagar
also shows similar trend upto the age of 8
years and thereafter lags behind to the
average Indian values.

1.2 Weigur:

The average values of weight in boys and

The average weight for age of boys as
compared to the IOMR {1971), Koshi et al
{1970) and Malaviya et al (1969) shows that
the weight in the present study exceeds the
All India averages upto the age of 10 years,
while the Alambagh values are higher upto
the age of 9 years as compared to the present

study. The Sarojini Nagar values show little
differences with us. o

The weight for age in case of girls as
compared with other values shows that the
values in the present study exceed All India
averages upto the age of 9 years and later All
India averages exceeding the values in the
present study, Again, Alambagh and Sarojini

Nagar values _being comparable with little
difference,

1.3 Mip-arm arcuMrereNcE :

‘The average values of mid-arm circumfe-

rence for boys and girls are presented in.
table 4,

TABLE—4 : Mid-arm circumference in-boys
and girls in centimeters,

girls covered in the study are shown in  Agein years Boys Girls
Table 3. 4 years 15.83--0.88  15.81.41.22 °
ABLE-3: Age wise average va]ucs of weight ] 15.79.1.1.23 15.184-1.91
Ta ongoys and Girls in Kg. 5 5194 +
6 15.2641,23 15414120 .
Age in years Boys Cirls 7 15434 27  15.70£2.40
3 years 12834915 12.5611.94 » Ad VL2240
5 ,, 15.034-3.11  15.184+4.46 8 15.4541.20  15.8241.08
6 , 17.9713.46  16.8113.10  leg7arol
7 . 19.015299  13.114.4.96 9 ,, 15964115 16,3741
8 . 20.244-3.46  19.714+2.28 |, 16.14.4-1.00  16.24.11.28
9 . 21.8742.98  21.1343.28 . ES +
0, 24 124473 2230xL78 11, 16.134:1.20  16.11:£1.43
1 3?2&3% gi‘géig 12, 16.5541.39  16.9641.65
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The mid-arm circamference values of the
present study, when compared with the
corresponding values of Jellife {1966) and the
study of Alambagh it reveals that the trend is
similar in both the sexes, while the values
of the present study stand at the lowest level,
showing very little increase in the muscle masg
over the years. The difference with respect
to other values increases steadily with the

HLTH. XXir, 3, JuLy—S8EPT., 1979

advancing age, the value of W.H.O. remain-
ing consistantly at the higher level. This may
suggest the presence of protien gap in the
dietery intake of these children under study.

2. Defects detected

The sexwise distribution of delects detect-

ed (tables 5 and 6) on clinical examination.

TABLE—5 : Showing the sexwise distribution of No. of defects
present in the children

No. of Boys Girls Total
defects No. Percent No, Percent No. Percent
Single Def. 187 36,24 74 22,49 216 33.88

. Two def, 79 15.31 32 9.72 111 15.13
% def. 42 8.12 4 7.29 66 7.81
4 def. 15 2.90 3 0.91 18 2.73
5 def. 6 1.16 1 030 17 083

TABLE-6 : Showing the prevalence of morbidity in primary school geing children

(boys and girls).

Morbidity Male "Female Total
' No, Percent No. Percent No. Percent

Conjunstivitis —_ — I 0.30 1 0,19
Blepharitis — — 1 0.30 1 .19
Ear Wax 37 747 17 5.17 54" 6.39
Ear Discharge 22 - 4.26 12 3.65 34 4.02
Rhinitis 56 10.85 22 6.69 78 9.23
Congested throat 7 1.36 — — 7 0.83
Enlarged tonsils 57 11,05 40 12.16 97 11.48
Sub-mandibular _

gland enlargement 43 8.33 26 7.90 69 8.16
Clervical gland enlargement 28 5.43 1 0,30 29 3.43
Dental caries 158 30.62 66 20 06 224 26.51
Ascariasis* 475 9..05 321 97.57 796 94,20

* cases that are positive for ascaris ova
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revealed that the defect free children in our
study were 44.97 percent, as compared to
other studies, whose percentage of defective
children were higher. Mukherji et al (1960)
reported 32.80 percent childern with defects,
Pal 1966) observed 33 percent children with
one or more defects. Gill et al (1969) reported
4.3 defects per defective child. In the study
of Koshi et al (1970), there were 96.8 percent
children with one or more defects. The
average number of defects per defective child
in our study was 1.8, The commonest defect
observed was dental caries (26.51%) being
morc in boys than girls (30,629 boys and 20.06
percens girls).  The high rate of dental caries
in our children c¢ould be explained by a
generally poor orodental hygiene. It is
possible that the girls are being cared more
than boys by their mothers and the boys are
free to move outside to use more edibles. Vari-
ous figures from other authors are ; Pal (1966)
observed 48 percent children with. dental
caries, Malaviya etal (1970) reported 50.77
percent childern, Rao etal (1974) reported
40 percent childern, aad Indira Bai et al
(1976) reported 10 3. percent children with
dental caries among school children.. It is
interesting to note that we did not find a
single case of dental mottling in our children,

indicating absence of fluorosis in Kashmir..

The figures from other studies are: Gill
et al (1969) found mottling in 16,4 percent
children, Malaviya et al (1969) reported 20.7
percent mottling and Koshi et al (1970)
found deatal mottling in 13.7 percent school
children. ‘This also corroborates with the
fact that no case of fluorosis has been reported
from Kashmir so far, 8.16 percent children
had submandibular lymphoode enlargement
and 3.43 percent children had cervical gland

enlargement. Enlargement of tonsils among
11.45 percent children was found in the study.
Ray et al (197}) observed 7.95 percent ton«
silitis and Dhingra et al (1977) found en-
larged tonsils among 5.6 percent children,

3. Haemoglobin level

The mean haemoglobin values were lower
in girls as compared to boys (12.17 10,91
gmy, and 11.804-1.01 gm?, for boys and girls
respectively). The average haemoglobin value
for both the sexes was 12.05.L (.96 gm%. ..
Koshi et al (1970) found 11.8 gr. haemoglo—
bin in primry school children and Prakash et
al (1973) in a study of primary school children.
reported mean haemoglobin level of 10.8-12.6
gns percent, being relatively lower in giris.

4. Personal hygiene

‘The overall personal. hygiene was unsatis-
factory among 454 (53.7 percent) children out
of 845 children examined. The percentage
of unsatisfactory hygiene was more among
boys than girls.

5. Ascariasis

The prevalence of ascariasis was almost uni-
versal, 94.20 percent (Table 7). All the age
groups had infestation. Majority of children
had mild to moderate ascaris ivfestation (33,50
percent mild and 48.64 percent moderate
respectively) and 102 (12,10 percent) child-
ren had severe infestation (ova count more
than 100 per smear of 2 my stools). Boys and
girls were equally affected. However Wani
(1970 found 80.7 percent ascaris infestation iii
Kashmir and Gill et al (1969) in their study
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TABLE—7: Showing the
( standard ova count }.

degree of

ascaris

infestation

in different

sex groups

Degree of infestation

Light Moderate Heévy Total
NIL Below 20 20—100 above 100
Sex No. Percent No. Percent No. Percent No. Percent
Boys 41 7.94 178 34.50 242 46.90 55 10.66 516
Girls 8 2.43 105 31.91 169 51.37 47 14.28 329
Total 49  5.80 283  33.50 411 48.64 10 12,10 845

have shown 0.8 percent prevalance. In Bombay
hospitals the reported percentage is 10-25 per-
cent {W.H.O, 1964).

Summary

A study of health status of primary school
children aged 4«14 years (516 boys and 329
girls) attending all the Primary Schools and
Primary departments of Middle and high
school, falling within the feld practice area of
P.H.C. Hazrathal was conducted.

Average height values indicate that the
gain in height exceeds All India averages up-
to 3 years in boys and 9 yearsin girls, and
thereafter it lags behind. In respect of the
weight values, the weight is fairly comparable
to national averages, in fact showing tendency

~to lag after 10 years in boys and 9 years in

girls. Mid-arm circumference in either sex
is much behind the WHO standards.

55.03 percent of the children examined
were suffering from one or
Average number of defects per defective child
was [.8. Deatal caries was the commonest

defect (26.51 percent ), next in order was

enlarged tonsils (11.48 percent).

more defects,

Average haemoglobin value was lower
among girls as compared to boys,

Personal hygiene was unsatisfactory among
53.7 percent children, being more common
among boys.
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OBSERVATIONS ON ECONOMIC IMPACT OF PARALYTIC
POLIOMYELITIS IN CHILDREN

8, N, Basu® and A. L, Saha**

Introduction

Paralytic Poliomyelitis draws more atten-
tion than other communicable diseases
because it often leads to disability, the effect
of which on the nation, on the family and on
the individual needs no emphasis. Thus the
cost of treatment, cost of long term maintena-
nce and Public Welfare Schemes, Joss of pro-
jected income in future life have to be taken
into consideration, Inalmost every country,
the restoration of the Physically Handicapped
to useful life is nmow accepted on principle.
The physical handicap usually adversely affects
educational opportunities which consequently
may be an important factor for unemploy-
mens. Apart from physical and psychological
impact of paralysis on the child, the econo-
mic and social consequences of paralytic
poliomyelitis upon the child and its parents
surely deserve a sympathetic approach and
deep appreciation of the problem. Childhood
itself represents the non-productive phase of
life (Winslow, 1951). Sickness and disability
will further add to the economic drain and
adversely affect his future employment oppor-
tunities. In this study an attempt hasbeen
made to assess the. cost of treatment in one
hundred paralytic poliomyelitis patients along

with the income and occupation of their

parents,
Material and Methods

This study has been carried out at the
B. C. Roy Polio Clinic and Hospital for
Orip'plcd Children, Calcutta in collaboration
with the Department of Epidemiology, All
India Institute of Hygiene and Public Health,
Calcutta. The B. Q. Roy Polio Clinic and
Hospital for Crippled Children, Calcutta has
been the only hospital of its kind dealing with
paralytic poliomyelitis in the BEastern India
and - patients are usually referred to this
hospital by different Instiwutions and private
practitioners,

Only frankeparalytic poliomyelitis patients
were selected for this study and the diagnosis
was -based on clinical grounds as history,
physical findings, follow up study, muscle
power assessment, electrical reactions of
muscles and CSF study when deemed nece-
ssary.

For studying the economic impact, it
was decided as a preliminary step to restrict

to one hundred paralytic poliomyelitis patients...

*Superintendent, B. G Roy Polic Clinic and Hospital for Crippled Children, Calcutia-10.
**professor of Epidemiology {Retd), All India Institute of Hygicne & Public Health, Galcutta.
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who attended the hospital for a fairly long
period (duration of illness and  treatment
exceeding one year)., The ipitial plan was to
select equal number of patients from each
of the years, so that the findings could be
representative. Accordingly, it was arbitrari-
ly decided to select 9 cases for each of the
years from 1954 to 1973, But due to non-
availabity of adequate number of patients
of the years 1934 and 1958, the distribution
could not be maintained uniformly. Many of
the old cases of the previous years, either
recovered or otherwise discontinued treat-
ment, so that selection of the cases had to
be restricted to those who continued attend-
ing the hospital in 1973. The parents and
the guardians of the patients were initially
explained the idea in details and then were
asked to furnish an actual account of the
cost incurred on their patients, The cost
included the cost on medicines (including
modern or scientific, homeopathic, indigenous
etc.), fees of doctors, cost on extra-diet, {rans-
port and appliances. The cost on transport
included that for attending hospital and that
for attending school provided that the trans-
port was essential on account of .disability.

The cost incurred on each patient by tbe .
hospital authority was subsequently computed.

The cases were selected on a random basis to
avoid an element of bias,

Observations and Analysis of Data

As stated earlier, this study was based on
one hundred paralytic poliomyelitis patients
attending the hospital in 1973, The distribu-
tion of these patients according to the year

of their first atiendance to the hospital is-

shown in Table 1,

TABLE—1 Distribution of one hundred
paralytic poliomyelitis patients.from whom
the economic impact could be studied—.
according to the first attendance to the
hospital,

Year No, of Year No, of

{first patients  (first patients

attendance) attendancc) |
1954 4 1964 6
1955 4 . 1965 3
1956 1 1966 4
1957 5 1967 3
1958 2 1968 4
1859 7 1969 7
1960 4 1970 3
1961 9 1971 5
1962 6 1972 6
1963 5 1273 7

Total 100 patients from 1954 to 1973

The occupation of the parents of the

patients studied in this series is presented in
Table 2,

TABLE—2 Occapation of the parents of the

patients in whom cost of treatment was
studied

Occupation of Number of
parents, patients.
Nil ‘ i
Service - 59
Business 22
Cultivation 5
Teacher 2
Labourer (skilled) 4
Labourer (unskilled) 3
Professionals $ -

(Doctors, Engineers, etc)

Total : 100
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It was observed that service or salaried
group comprised the largest number in this

series.

Table 3 shows the family income per
month of the families from which patients
- were brought to the hospital.

TABLE-—3 Number of patientsin different
family income groups

xXir, 3, JULY—SEPT.,

Family income Number of
per month patients
Nil. ok
Rs, 100 or less 2

5 101—200 26

,, 201--300 26

by 301400 i7

s, 401—=500 - 10

,, 5011000 15

1979

It was observed that 88 patients came
from families whose per capita income varied
between Rs. 11 to Rs. 100 per month.

The proportion of income spent due to
paralytic poliomyelitis was studied and
presented in Table 5.

TABLE—5 Percentage  distribbution  of
expenditure due to paralytic polio-
myelitis in relation to income

1000 & above 3
: Total: 100

It was seen that family income of 55 per
cent of patients was under Rs. 300 per month,
The per capita income of the families i8
presented in table 4.

TABLE —4 Number of patients in different
income groups.

Percentage of Number of
income spent casesflamilies
0—-10 56
11--20 29
21—=30 9
31 & above 6

Total ¢ 100

Per capita income Number ot

per month, . patients.
Nil 1
Rs. 1100 88
55 lee 10 Nii
5, 11— 20 3
5y 21— 30 13
;s 31— 40 15
s 41— 50 23
» Dl— 60 6
s, 61— 70 6
5y 71lew 80 9
sy 8l 90 3
5y 912100 10
., 101200 8
., 201—300 2
+s 301 & above I
160

Except in one case, who came from a
family which had ne income and was totally
dependent on relatives, expendituries incurred
on treatment varied between 1 and 82,2 per
cent of income. In one case the family
sold his landed property to meet the cost of
treatment, However, in the majority (84 per
cent) the proportion of income spent on
treatment varied between | and 20 percert
Most of the parents/guardians repeatedly
expressed their difficulty about the financial

burden imposed due to the disease. Some
were in debt for providing treatment. Many
while submitting the return prayed reim-

bursement of the cost from the Government
or for some form of help.

While computing the money spent by the
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hospital authorities, the following facts were
taken into consideration : '

Rs. 162,848.80

A) S8alaries of personnel

" Diet, bedding, clothing  Rs, 17,302.57
Medicine, Medical and -

surgical reguisites Rs. 10,782.35
Rent, municipal taxes etc. Rs. 254.04
Other charges ‘Liveries,

electricity, office

©expenses ete.) Rs, 8,424.73

Travelling allowance C

to staff Rs. 74.16

Total money spent for
- running the hospital

for the year 1973 Rs. 199,686.65

B) Number of patients treated
in 1973 New and old 26232
Number of new patients 2617 .
Total number of indoor admission 233
8791

Total patient-days

It was observed that on an average the
parents/guardians spent Rs. 503 per patient
per yvear and the hospital authorities had to
spend Rs. 576 per patient per yer in the out-
patient department. For an indoor patient
the hospital authorities had to spend Rs. 10
per patient per dienvor Rs. 3650 per patient
per year. '

It was observed: that the hospital autho-
rities spent Rs. 4.20 for a patient in the out-
patients department per day. It has been a
custom in the hospital to direct the parents/
gnardians to bring their patients to the hospi-
tal about thrice a week. On that basis the
yearly cost was calculated (Rs. 4Xx3x4x12)
as Rs. 576 per year,

175

Thus the cost per patient in ‘the. out. .
patient department totalled Rs. 1079 or 1080 .
per year (Rs. 503 + 576) and indoor depart-
ment Rs, 3650+ Rs. 503 -or Rs. 4153 or
Rs. 4150 per patient per year.

These costs were computed on actual .

‘money spent and yearly change in  money.

values has not been taken into consideration:
Ciscussion

“In the recent past, there has been a‘grow. -
ing interest in medical economics'all over’' the -
world, However, the information published-/
in one country is usually not comparable to -
another as the conditions might be so different -
(Abel-Smith, 1963). In this study, only the:
actual money spent on some patients could be. ~
considered and the loss of income in future -
life, which could otherwise be earned if there
was no disability, was left out of the purview.
Even while reviewing the cost by the hospital
authorities, it must be admitted that the .
standard of hospital care, cspcciélly. 'réhabiili'_-w
taion services, has been far from ideal.. Thus
the cost of medical care would have gone up
if the hospital services were of better guality.

- In developing countries like India, where .
unemployment poses to be a great problem,
physically handicapped persons have rather.
more gloomy future. However, rehabilita-
tion of these physically handicapped persons
may have to be accepted as a socio-medical
activity. (World Health Organisation, 1973),

The time-honoured axiom, ‘Prevention s
betier than cure’, has to be accepted by all.
Apart from avoiding personal suffering, it
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has been observed to be economical, In the
U.S.5.R., it has been calculated that 66
roubles were saved for every rouble spent
during the ll-year national
vaccination programme (World Health Orga-
nisation, 1973). In Germany, it has been
observed that every dentschmark spent for
polio vaccination purposes saved 90 dentsch-
mark (Schumacher, 1973). In Bombay, India,
the cost per case of paralytic poliomyelitis
has been calculated to be about Rs, 450 and
the loss by unemployment and disability to
be Rs. 4000 a -year per patient (Jhala, 1962

poliomyelitis

as quoted by Gharpure, 1962). In this study, 4

the cost per patient in the out-patient depart-
ment was approximately Rs. 1080 per year
and in the indoor department Rs. 4150 per
year, Proper preventive measures would
save this exorbitant expenditure on a rather
casily preventable disease.

Summary and Conclusion

Approximately Rs, 500 per year per patient
on an average have been spent by the parents/
guardians, who came mostly from the econo-
mically hard pressed section of the people.
This was a great burden compared to their
income. It has been calculated that the
hospital authority had to spend Rs. 576 per
year per patient attending the out-patients
department and Rs. 3,650 per year per patient
. admitted to the indoor department. Thus,
a total of about Rs. 1,080 was spent per year

HLTH. Xxu1, 3, Juny-—sger., 1979

per patient attending the out-patients depart-
ment and Rs, 4,150 per year per patient
admitted to the indoor department. The
cost would be greatly multiplied if the loss
by future unemployment and disability is
taken into consideration. This great monetary
loss can be averted by preventing the disease
by polio vaccination as has been done in
most countries of the World. In addition,
this will save the lives of many children and
avoid suffering of innumerable children and
their parents,
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'BOOK REVIEW o

New WHO Publication

Enpironmental Health Criteria & @ Sulfur oxides
and suspended particulate maiter,

Published under the joint sponsorship of
the United Nations Environment Programme
and the World Health Organization, Geneva,
World Health Organisation, 1978 (ISBN 92 4
154068 0). 108 pages. Price: Sw. fr. 10..

{French edition in preparation.

The publication, the eighth in the series on
Environmental Health Criteria, reviews and
evaluates available information on the biolo.
gical effects of sulfur oxides and suspended
particulate matter, including suspended sul-
fates and sulfuric acid acrosols, and provides:
a scientific basis for decisions aimed at the
protection of human health from the adverse
consequences of exposure to these substances.

On a global scale, the emissions of sulfur
compounds into the atmosphere from natural
sources are about equal to those from man-
made sources, The former occur from volea-
noes, forest fires, soil marshes and tidal flats,
and the latter principally from coal burning

_and to a lesser extens, from such sources as the

combustion of petroleum products, petroleum

refining and nonferrous smelting, Domestic

-a'nd motor vehicle sources have a dispropor-
“tionate effect on concentrations in the imme-

diate vicinity because the poilution'is emitted
close to ground level. R

In this book, attention has been concens
trated on the eflects of inhalation, the most
important route of exposure and consideration
has been limited to sulfur dioxide, sulfur
trioxide, sulfate ions, and particulate matter
primarily resulting from the combustion of
fossil fuels. - '

The vast literature on these poilutants has
been carefully evaluated and selected accor-
ding to its validity and relevance for assessing
human for understanding the
mechanisms of the biological actions of
po_}!utra‘nts and for establishing 'énvironmentai

healih criteria, providing over 800 references.

exposure,

Following a summary of the major issues
and recommendations for further studies, the
book reviews the chemical properties of the
substances and the analytical methods
involved ; iheir sources in nature and else-
where ; their dispersion, environmental trans-
formatien, concentration and exposure ; and
their metabolism, The effects of sulfur oxides
and suspended particulate matter are consi-
dered in both animals ard man and the work
concludes with an evaluation of the health
risks  to from
substances,

man exposure to these
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The volume takes into consideration the European Communities, and some nongovern-
views expressed by national institutions mental and Industrial organizations.
collaborating with the WHO Environmental The publication will be of interest to
Health Criteria Programme and the comments  departments of the environment and of health
obtained from the Food and Agriculture protection, to national regulatory agencies,
Organization of the United Nations Industrial gccupational and public health workers and
Development Organization, the World Meteo- (g plans engineers involved in energy produc-
rological Organization, the International tion and other technological processes in
Atomic Energy Agency, the Commission of which these pollutants may be involved.

Addendum

Family Welfare, History, Method and Practice
by Dr. Ranjit Dutta
Published by and available at—Mrs. Arati Dutta
BE 31, Salt Lake City, Calcutta, 700 064

175, pages, date of publication 2.10,1977
Price—Rs. 20/~
(A review of the above book has already been published in Volume 23,
No. 1, January—~March, 1979 issue of this Journal).
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NOTES & NEWS

Unique O-T-C sleep aid to be marketed
by pfizer division

A new non-prescription sleep aid, recently
cleared for marketing by the U.S. Food&Drug

Administration, will be made available with-.

in the next few weeks by Pfizer Inc., New
York, the company announced on June 29;
1979,

‘The active compound, doxylamine ‘succi-
nate, differs chemically from all'such products
previously available, The product, effective
in single-tablet dose, will be marketed as.
Unisom, It is: only over-the-counter sleep
aid which has a New. Drug  Application

approved by the FDA,

Clinical studies with doxylamine, begun in
May, 1976, showed the compound to be highly
effective, Pfizer said. Controlled double-
blind studies, analyzed statistically demons-
trated that patients were asleep in significant-
ly less time after being given doxylamine than
after receiving an identical-looking placebo
tablet, '

Pfizer’s New Drug Application to the U.S.
F.D.A. was submitted'on August 12, 1977, and
was approved as an original application
pioneering the use of doxylamine as a night-
time sleep aid:

ASSOCIATION’S NEWS:

It is a great pleasure to inform our members and readers that the Indian Public
Health. Association has: beén selected to host the 3rd Interrational Congress of the World
Federation of Public Health Associations, Geneva: This selection has- come through a
secrete ballot election where India got the highest number of votes. : :

It is most likely that the International Congress will be held in February/March,
1981 at Calcutta. Incidentally, 1981 also- happens to be the SilverJubilee Year of the
Indian Public Health Association. Active cooporation and help from all members: of the
Assoc ation are solicited, N
P. N. Khanna
General Secretary

INDIAN PUBLIC BEEALTH ASSQCIATION
(the only National Organisation in India with branches in many states—
Established in 1956 and now running 23rd year) -
Membership available for all types of health workers,
subscription rates :

Ordinary member Rs, 20/- annual ‘ e
- Life member Rs. 200/- one time-or four yearly instalments of Rs, 50/
Fellowship—by- election -
Worite to the General Secretary, IPHA, 110 Obittaranjan Avenue, Calcutta-700073
‘ for application form and further information.
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SCHEDULE OF VACCINATIONS |
Age Vaccination ;
Pre-natal
16—20 weeks Tetanus toxoid Ist dose
20—24 weeks Tetanus toxoid 2nd dose
36—38 weeks Tetanus toxoid 3rd dose
Children
3—9 months Smallpox Vaccine
BCG Vaccine
Diphtheria-pertusis-tetanus (Triple vaccime)—3 doses at an interval
of 1 —2 months ; '
Polio (Trivalent oral vaccine)—3 doses at an interval of 1—2 monlhs
9—12 months Measles vaccine—one dose ;
18—24 months Diphtheria-pertussis tetanus (Triple = vaccine)—booster dose. Polio
: (Trivalent oral vaccine)— booster dose. 5
' 5—6 years "Diphtheria-tetanus (Bivalent vaccine)—booster dose
(school entry) Typhoid (Monovalent or Bivalent vaccine)—one dose. i
After an interval of 1—2 months the ty phmd vaccine—one dose
10 years Tetanus toxoid—booster dose, ;
Typhoid (monovalent or bivalent vaccine)—booster dose
16 years Tetanus toxoid—booster dose

Typhoid (xﬁonovalent or bivalent vaccine)—booster dose.

Pre-natal : When mothers are registered late in pregnancy, at least two doses of
tetanus toxoid should be given. For a mother who has been immunized one booster, dose of ,
tetanus toxoid should be given in subsequent pregnancies preferably four weeks before the
expected date of delivery, ‘

Children : Agesindicated are considered to be the best times, However, if there is
any delay in starting the first dose of triple vaccie the ages may be adjusted accordingly.
It should be the aim to ensure that a child receives smallpox, BCG, DPT and polio
vaccination, where available before it reaches one year ofage. The different vaccines
indicated against the various age groups can be given simultaneously ; for example, BCG,
triple vaccine and polio vaccine ; smallpox, triple vaccine and polio, etc.

When typhoid vaccine is being given for the first time two doses at an interval of
1—2 months require to be given,

Published by Prof. A. K. Chakraborty, the Managing Editor of Indian Journal of Public
Health, the official organ of the Indian Public Health Association, 110, Chittaranjan Avenue
Calcutta -73 and printed at Suroopa Trading, 9/8, K. C. Ghosh Rd,, Calcutta-50,
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IDPL

ANNOUNCES

z - 6th national
758 medical essay
'— - competition ~;
1979 | |

SUBJECTY b ' i

“THE INDIAN CHILD- N
CAN YOU GUARANTEE - —
" HIM A HEALTHY,
HAPPY FUTURE ?"

~ Medical Graduates with professional
& experience upto five years are
i eligible to participate.
. The First, Second and Third Best
i Essays will carry cash award of
_ Rs. 000/- - Rs. 3000/- and Rs. 2000/-
cespectively besides copper plague
and a gift pack of IDPL medicines and
surgical instruments. The last date for
receipt of entries is 30th November.
1979. Rules and Regulations may be
obtained from :

Medical Manager
INDIAN DRUGS &
PHARMACEUTICALS LTD,,

IDPL Complex, Dundahera,
Delhi-Gurgaon Road,

Gurgaon - 122001 HARYANA
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