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CEDITORIAL
.THE P-RO'BLE"M OF THE AGED'

Human body is, the most wonderful machine which the Nature has ever ordained
but like all other machines it also wears out with use and time . and hence the question is
what is and what should be its span. [t differs from country to country and race to race,
the average expectation of life at birth varying from about 40 to 75 years in current
estimation. Several Lmtms which seem to operate ir this matter are climate, race, heredity,
food, tradition, national income, standard of living, prevalence of disease, standard of
environmental sanitation, knowledge nnd practice of health, quality of medical and health e
scrvices ete. It is true that in thc Western countries as in Russia people live long years,
some reaching even 150 years ; in India too, there are records of!ong span of life in ccrtam
mdlv:dlﬂs for others to emulate them.

‘Although ageing is a natural and inevitable process in the living the condition of
oldness can be considerably delayed and premature death averted to lead a longer average
tpan of life as we have now partia ily succeeded to achieve in India. Better knowledge
and application of health measures rcquitmg in reduction of infant, maternal and general '

‘death rate and improvement of environmental conditions have increased our exptcmtmn '

of life at birth from 32 years in 1931 to about 54 years in 1975 and it is on its way to im-
prove [urther in future. Such a condition is highly desirable but it is accompanied by
a series of problems e.g. national, social (community and. familial) and personal {physical,
psychological and sociveconomic), These may be briefly referred here.

(a) MNational—With reduceed death rate and almost untouched birth rate there has
been an alarming population growth with consequences now well discussed and nc]l under«
stoad by:the people.

(b) Social—Aged persons can. be real handicap to the family and society due.to
financial inadequacy, idle role in family and community, breakdown of joint family system,
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{(€) Personal—Sudden drop of income foliowing retirement may leave the perscn with
uafulfilled responsibilities like education and marriage of sons and daughters absence of
shelter ete. Progressive physiological deterioration of body functions, frequent illness due
to old age diseases, viz diabetes, polyuria, high blood pressure, asthma, heart trouble,
cataract and partial blindness and deafness, and tuberculosis and paralytic conditions etc,
There is also reduction of mental functions along with that of physical activities. Sometimes
there is nervous breakdown and psychological set back arising out of financial difficulties
and sense of neglect. In arecent survey in Caleutta and suburbs 72 percent of persons
between 60 and 65 years received no pension, 66 percent had no provident fund, 16 percent
had no reserve money and 36 percent had little money; 48 percent were underfed
and many of them were living practically unattended. In this connection the readers are
referred to the two recent books one entitled “Our Elderly” by Dr. J. D. Pathak of Bombay
and the other *The probiem of the Aged” by Col. Barkat Narain of New Delhi both of
which are intended to direct our attention to the problem and need for community action.
Both have been reviewed in this journal (2 & 3).

In fact, Geriatric Medicine is a growing science although it was wellknown to the
ancient Indians who prescribed various remedies like Kaya-Kalpa and yogic excrcises and
dietetic regime. If the society is to make a suitable response to the members of the ageing
poﬁulation it will have to look at the problem from the following view points: (I) extension
of age of retirement whereever possible. (2) creating an environment where unattended
old pe.oph: may remain as useful member of the society or family : 3) providing facilities and

services for those in whom ageing process leads to malnutrition, disease, social isolation and

personality deterioration; (4) establishment of public and private guidance and treatment
clinic; (5) provide recreational and religious discussion centres to keep them meuntally engaged
and cheerful; (6) introduction of gerontology and geriatric studies and training courses in
medical colleges; 7) enactment of a legislation on the lines of British law of National Assis-
tance Acts of 1948 to overcome financial devendence on friends, relatiors and even sons and
daughters which is often very vexing. Some countries provide old age pension but this may
not be possible in our country under the present circumstances but certainly suitable pians
can be made to help them financially in return of some types of services, After all, the

society should remember®.

#Youth gives you vigour and the old knowledge and wisdom™.

S. C. Seal

1. Seal, S. C. (1973) Your Healih, 22 December 1973,

2. Pathak, J. D. (1978) <Our Elderly’”’ Medical centre, Bombay. Reviewed in bj. r. 5. .

22; 271, 1978,
3. Barkat Narain {1979) <Problem of the Aged” Skin Institute of public science charitable

Trust. New Delhi. Reviewed in 1, J. v, H. 23
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Clol. Barkat Narain*

Geriatrics is a branch of Gerontology and
medicine which is concerned with all the as-
pects of the health of the aged ~-preventive,
clinical, remedial and rehabilitative service.

Gerontology may be defined as a scientific
approach to all aspects of ageing, i.e, health,
sogiological, behavioural, cconomie, environ-
mental, ete. 1t is a multi-disciplinary field.

Ageing is a univarsal process and should
be regarded as a normal biological pheno-
menon. From the biologiéal and psychelogi-
cal points of view, ageing starts with a slow
degeneration process of bodily organs and is
characterised by a reduction in the ability to
adapt to environmental changes and to the
stresses of living., Respouses to stress are
slower and the elderly need much time to
adjust in psychological states, No one knows
when old age begins. Biological age is not
identical with one's chronologicali age. The
process of ageing varies with individuals and
even in the same individual different organs
age at different periods. Some begin to look
old at 50 while others look young at 63 and
70. For statistical purpose the chrounological
age of 60 and above is considered as old age.
This is the accepted old age for social security
and pension schemes.

Ageing is a global problem

For individual human beings, the 20th -
Century has meant a major increase in the life
expectancy pa-rticular'iy in the more developed.
countries. Prior to 1950s, there was hardly
any data on life expectancy available for
many of the developed countries and practi» -
cally none for the developing countrics. The
past decades have witnessed gradual, and in
some cases dramatic, increase in the hfe ex- .
pectancy of people in some of the regions of
the wor.d (see table No. 1), This achievement
has been due to the improvement in socio~
economic conditions, improved public health
and preventive services and advances in medi-
cal techneology.

Increase in life expectancy has broughe
about a demographic increase in the ageing
popuation of the world. The projected cont-
nuous reduction in gross reproduction rates
and continued increase in life expectancy in.
all regions of the world will result in increased
ageing of the world population in the near
future as shown in table No. 2.

In wmost countries, the phenomenon of .
ageing in human population is having a pro-
found effect upon the structure and functions
of the family, the work force and economic

¢ FAMS, FIPHA, Hony. FAPHA (USA) Consultant in Community Health New Dethi-
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policies, the goals and organizations of health
and social services and the policies and prac-
tices of the Government,

Extent of the problem in India-

The problems connected with old age are
relatively new in India as in most of the
developing countries,  Untill recently, the
" ¢oncern pfthé scientists in.the medical: profes-.
sion was largely limited to the promotion of
heaiti and: prevention of diseases of the valne-
rable groups: consisting of infants, pre-school.
and school. age; children and the expeetant.
and -the: lactating mothers.
the social and economic needs.of the young in.
growing population: were:all absorbing.

This limitation of interest was the heritage
of ‘a -time of relativelyshorylife expectaney:
when-a smiall protion-of the population  servi-
vived beyond. the middle-age and the group
above: sixty was scarcely visible. It posed
very few, if any; general = social problems. -
Furthermore; the life style:ofithe: early period:
was suck that the role and care o! the aged re-
quired minimum intervention f{rom agencies

- outside: the family: . In India; as:-part of the
social .and:cultural pattern, it was considered
rhe:duty of:the-family to minister to the-needs
of the:elderlyorelatives; The old*people were,
in many families andare still;’held in great
respect: '

With improvementin socio:economic condi-
tions and health services, these is a reduction
in infant mortality and early childhood through
immunisation, control of infectious and
contagious diseases, eradication of small pox
and continued efforts: to-eradicate malaria

and control of other insect—borne disecases,

‘ture of the family.

The :health and..

As a result, there has been anincrease in the life
expectancy from 27 years in 1947 to about 53
years today. The family welfare programume
has also contributed to this increased life ex-

‘pectancy. This has brought about a gradual

increase in the population of people 60 years
of age and above. (see Table No. 3).

Implication of increased fongevity
Longevity has an implication on.the struc-

few, there:was a place for them in the social
structure of the community.  Past values and
traditions supported older persons in the

family and the community,
As a result of industrialisation

persons from the rural areas are moving away
from. the.villages. leaving the elderly persons
behind. Those .who are anxious to takethe:
eldenly people with them, find it difficult 1o:do

50 because:ol the limited accommodation-and.

a feeling: that the new. physical and . social
enviromrment may not suit the elderly people.

Moving: to new: environment means adapta-.
tion:to new aad:unfamiliar physical conditions

which is dificult for the elderly.

The other implications relate to the chan-
ging health needs of the elderly persons. Such
needs and conditions differ significantly from
those of the young, With increased longevity
there is a related increasz in the chronicill-
ness and long term disability requiring new
approaches to medical care and delivery of

health and secial services, Special efforts will

have to be made lor health and social man- .
“power requirements and training for méeting

the health and social needs. of . the: ageing

When the eldedly were .

a large
number of educated and technically trained’
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population. Finally, there are special impli-
cations with regard to the economic security,
housing, health services, education, transporta-
tion and facilities for recreation.

Health problems of the aged

Health problems of the aged are an integral
part of the social and econemic mileu of the
commuaity-proverty heing the basic factor,
Lilnesses in the elderly are manifested by a
variety of physical and psychological symp-
toms. These discases are generally of a long
term nature which had been neglected in the

“middle age or even earlier,

Morbidity and mortality rates are higher
in the elderly persons because of low resistance
and lack of adaptability to the changing

eavironmental conditions (physical and social ,
to the stress of living and the degerative
changes that have been taking place in the
human system organs, The elderly have a
higher threshold of putting up with pain and
minor disabilities and seldom complain much.
" The sedentary nature of their living and
reduced activities mask the early symptoms of
cardiovascular and puimonary diseases and

certain other ailments.

The most common diseases resulting in
disability and incapagity are the cardiovas.
cular and cerebrovascular, respiratory and
diseases of the locomotor system. There is an
increase in the incidence of malignancy, dia-
betes and accidents in the elderly person. In
addition, they may develop infection of the
urivary tract, rvena) calculi, enlargement of
the prostate, glaucoma and cataract. There
is reduced cffectiveness of perception, vision
and hearing.
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Aged patients may also display some
psychiatric disturbances, largely somatic in
origin and frequently reversible.

Preventive health services

In the conventional sense the phrase ‘pre-
ventive service” means immunisation of infants,
pre-school and school age children, maternity
and child health and improved enviromental
sanitation. Nutrition is a very important
factor in promotion of health and prevention
of diseases. So far Geriatrics is the last area
to be associated - with preventive means in the
minds of the majority of the physicians, yet
prevention is not only most important when
dealing with elderly people, but it can actuals’
ly be a life saving factor in the aged patients,

In the aged, prevention is seldom primary,
i. e. total prevention of disease, but mostly
secondary, i.e. prevention of deterioration of
the existing conditions. Objectives of preven-

tive health care for the aged are :

(1) To preserve, as far as possible, the physi-
cal health ofthe individual as age ad-
vances ;

L]

(2) To maintain their mental health ; and

(3} To preserve their social standing,

‘The objectives can be achieved by means
of (2) healih education, and (b) routine health
check-ups.

(a) Health Education

I{ affects the elderly in promoting and
maintaining health ‘and preventing physical ..
and mental ill heath and disability. Many
problems of ageing can best be taken care of
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if health education is imparted to themin
their middle years. They should be told
about healthy living, mental health, dental
health, proper nutrition, prevention of acci-
dents, proper use of leisure and how to prepare
for retirement and old age. Health education
is also of great value in making people aware
of the existence of health service and its uti-
lity. The general public has to be educated
to accept that increase in the aged population
is a natural consequence of improvement in
the social and health services and that old
people have a rightful place in society.

() Routine health check-up

It is a valuable medium for health educas
tion and for early detection of diseasc and its
treatment, Health examination should start
as soon as possible from the age of forty-five.
At that time it has a great value, not only as
a means of detecting incipient diseases, but as
a basis for health promotion,  Thorough
physical examina‘jon includes blood pressure
readings, ECG, X-rays, complete urine, stool
and blood tests. In doubtful cases, sugar
tolerance test, blood chemistry, liver and
kidney function tests are also essential. In
the elderly persons scanning for malignancy
is a must.

These tests combined with personal and
family history can reveal if the person has
hypertension or diabetes or a tendency to-
wards diabates. Barly stages of any degerative
disease, which the elderly persons will be
prone to can be found out at this time. Early
detection and prompt treatment can care the
malady or prevent further deterioration,

Routine health check-ups act as extension

technique in creating health consciousness and
a desire for healthful living in the young and
the elderly persons.

MNutrition

One of the major problems of cld age is
nutrition. There is enough data available to
indicate that with advancing years changes
occur in  biochemical and  physiological
characteristics, tissues and cells which impair
their functions. Ohanges.. in the intestinal
mucosa impair the absorption of nutrients, As
a result of these factors dietary deficiencies
may occur. Due to loss of teeth and i} fitting
dentures consistency of food for the elderly
persons should be suitable for mastication,
Aun clement of roughage in the food is necessary
to maintain bowel movement and counteract

the tendency towards constipation.

Adequate fluid intake must be maintained
especially during summer. Water can be
consumed in the form of milk, butter-milk,
nimbo pani (lemon water), fruit juices, ete.

There is a reduction in energy metabolisins
in the e derly due to loss of tissue and reduced
activity, Therefor, the calories intake in the
elderly persons over 60 years should be about
259 less than those for normal adults,ie.
about 1800 for male and about 1600 calories
for female in temperate climate. There should
be no decrease in other nutritional needs
like protein, fat, etc. but there i: a special
need for adequate

TRl

amount of vitamins,

especially and ‘I, calcium and iron,
Care should be taken so that the elderly do

not get over-weight,
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“% Pravantion of accidents

The incidence of accidents increases in old
age, Such accidents generally result in frac-
ture, mostly of the peivie and the head of the
femur,  Osteoporosis is considered to be one
of the major causes.

To prevent these aecidents, houses and
other facilities skould be designzd to provide
optimum saflety and convenience for all age
groups, including disablad persons. Special

~ attention should be paid to the construction
of floors, stair-cases and bath room: The

Hoors and steps of stairs thould be non-
slippery,
ing should be fixed in such a manner that
there is no danger of tripping. Bath rooms
and stair-cases should be provided with hand-
rails. This will give support to the aged person
the bath room or
‘Tables, chairs and other

Carpets, . rugs or other floor cover-

when moving about in
climhing the stairs.

furniture in the room should be so arvanged as

1o provide free movement without the risk of

hitting against them. The rooms should have
good iighting and ventilation. A dim light
should be kept on to assist the elderly to go
to the toilet or move about at night or in the
dark,

Falls

Apart from the accidents, the elderly per-
sons are prone to falls due to a number of
reasons, such as dizziness caused by anaemia,
low blood pressure or high blood pressure and
arrhythmias,
bending

C:rtain normal movements like
the head backward or turning it
suddenly to one side can result in a fall
Taking aspirin to relicve aches and pains,
sleeping pills or drugs for high blood pressure

67

may cause ‘vertigo’ which may also resultin a
fall.

Those who have had an attack of dizziness
or a fall may be constantly apprehensive of
insecurity and fear. Itis advisable to consult
a physicien for treatment and reassurance in

stich cases.

Cxercise

It is essential that the elderly person should
have a regular programme of some form of
physical activity and exercises compatible
with the physical and temparamental status of
the individual, Exercise improves blood
circulation and helps to preserve the muscle
tone. It is good for mental and social health,
Recreation and  hobbies to
avoid boredom and prevent the aged from
‘getting lonely, particularly those who are
living alone,

are necessary

Rehabilitation

It is an integral part of medical care.
W.H.O. has defined rehabilitation "as «*Tke
combination and coordinated use of medical,
social, educational and vocational measures
for trajning or re-training the individual to
the highest po:sible level of vocational ability.
Rehabilitation of the aged patients is most
important to boost their phlysical, emotional
and mental attitude and gives them confi.
dence to look after themselves. This improves
their social status, '

Research e

Research is basic to formulation of plans and
implementation of programmes and services.
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In the developed countries research is
going on in the field of biometry, sociology,
demography, health, psychology and econo-
mics as related to the elderly group. Research
centres in Gerontology have been setupin
many universities and medical institutions.
It may be necessary to organise multi-discipli-
nary research involving the disciplines men.
tioned above.

Evailuation

It is useful to learn whether the correct
assessment was carried out to identify the
social and health needs of the elderly group,
and if the staff had the correct attitude and
skills to perform their duties properly, such
assessment will help to formulate suitable
training programmes. Evaluation helps to
determine which programmes should be con-
tinued with or without modifications.

It is also essential to evaluate if the existing
agencies, infrastructure and resources were
adequate for the programme and if they were
fully utilised.

In fact, evaluation is necessary if the
complex process of providing social and health
services for the aged has to be administered
efficiently, effectively and cconomicaliy.
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( ‘ Expectation of life at birth in selected countries of the world
i Country Year Age in years “Total
Male Female
I, Egypt 1961 51.6 53.8 52.7
2. Ethiopia 1970.75 . 36.5 371.6 38.1
3. Kenya 1970-75 48.3 517 50.0
4. Mauritius 1974 61,9 67.3 64.6
3. Nigeria 1970-75 39.4 42.6 41.0
6. Sudan - 1970.75 47.5 49.8 48.6
., 7. Brazil 1970.75 58.5 64.4 61.5
8. Canada 1973 69.5 71.0 73.3
Ng 9. Mexico - 1972 61.0 - 69.0 - 63.0
‘y 1 U, S8, Al 1973 676 75.4 7L.5
' 11, Afghanistan 1970-75 39.9 40,7 40.3
12, Bangladesh 1970-75 35.8 35.8 35.8
13. Burma 1970.75 48.6 ‘ 51.5 50.1-
14, India 1971-76 50.1 48.8 49.5
’ 15. Indonesia 1970-75 46.4 48.7 47.6
5 16, Iran 1970-.75 ' 50.7 51.3 51.0
17. Iraq : 1970-75 31.2 54.3 52,8
18. Japan 1973 709 76.3 73.6
19. Malaysia (West) 1969 63.8 66.7 65.3
20. Nepal 1970.75 42.2 45,0 » 43.6
21. Pakistan 1970-75 49,9 " 4986 49.8
22, Philippines 1970-75 56,9 60.0 58.5
23. Singapore 1970-75 67.4 71.8 69.6
24, Sri Lanka 1970-75 66.3 69.3 67.8
25, Thailand 1970-75 55.4 60.8 58.1
26, France 1973 69.5 77.3 73.4
27. Germany (GDR) 1967-70 68,9 74.2 71.6
| 28. Germ-ny (FRG) 1973 67.8 744 71.1
: 29, U. K. 1970-72 : 68.9 75.1 ; 72.0
| 30, Yugoslavia 1970-71 65,3 70.1 67.7
5 31, Australia 1970-75 69.3 75.6 ‘ 72.5
32. New Zeland 1970-75 68.9 75.2 - 72.1
33, U, 8.8 R. 1970-71 65.0 . 74.0 63.5

Source : 1. Demographic Year Book, U. N, 1973
2. World Health Statistics Annual Vel. 1, 19731976 W, H. O. _ .
3. Population Council Report No. 2 (7th Edition, October 1975, New York)

-
)
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"Tabla--2

Population estimates for 1870 and projections 1985 and 2000 by major regions

In thousands

Year Total Popula-  Population 60 yrs % of the total
tion and over population

1970 3,631,696 290,697 8.0
World Total 1985 4,933,463 406,759 8.2
- 2000 6,493,642 584,605 9.2
More developed 1960 1,090,297 153,741 14.1
regions 1985 1,274,995 188,602 14.8
B 2000 1,453,528 231,105 15,9
Less developed 1970 2,541,501 137,024 5.4
regions 1985 3,758,468 218,474 6.0
2000 5,040,114 853,917 7.0

Source ¢ Population Division, Department of Economic and Social Affairs, U, N. General
Assembly (Working Paper No. 37—December 1971).

Table-3

Uensus Million 97, total populatiotion
1961 60 yrs and above 21.5 4.9
1971 | “ do 286 5.2 -
1976 (midesti . !
mate) do 32.1 5.3
1981 (esti- -
mated) . do - 37.1 5.5
1986 (projec-
tion) do 43.4 5.9
1991 (projec-. 7
tion) do 51.2 6.4 -

Source ; Registrar General of India (1976).
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Introduction

Since independence achivements of modern
medicine have enhanced the life span of
Indian people through the control of major
communicable diseases and improved social
conditions., Thus it has brought to the fore-
front the social, medical and psychological
problems of the aged people. Although ageing
is a normal, inevitable biological phenomenon
but no one knows, when old age begins, and
the details of the disabilities incident to the
ageing process. So far in India only one rural

‘based community study on social medical prob.

lems of the aged people was carried out by
Baldeo Raj et al (1970). Hence in this study
the social and medical problems confronted
with, urban aged people has been studied.

Material and Methods .

For the study a survey was carried out
among the aged persons (55 years and above) in
the registered families of the urban health

Mr, D, N. Pandey?

and Dr, S. B. Dabral3

centre, Loha Mandi of the department of
Social and Preventive Medicine, Medical
College, Agra. Through door to door visit to
these elderly persons during January to ‘I\’/Iay,
1975 their social data e. g. age, sex, marital
status, religion, occupation, literacy status,
nature of family, economic status etc. and
morbidity status were recorded on a predesig-
ned schedule, A total of 178 aged persons
representing 6,88 percent of the total popula-
tion were studied.

Observation

~ The aged population (55 years and above)

constituted nearly 6.9 percent of the total
registered population (2586) of the Urban
Health Centre, out of which 53,4 percent
were males and 46,6 percent were females, .

Majority (34.3%,) of the persons were in the
age group of 60-64 years with predominance of
females over males, while in other age groups

-males were more than females (Table 1).

I Dr. 5. K. Mehrotra, M. D., Reader

2. Mr. D. N. Pandey, M.Sc. ($tat.) and M.A., Statistician-cum-Lecturer ) .

3. Dr. 5. B. Dabral, M.D., Lecturex

Department of Social and Preventive Medicine, 5.N. Medical College, Agra,
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Table—I

Distribution of age and sex

Age Group Sex Percent age of total

(Year) Male Female Total Population

Number Percent Number Percent Number Percent

55.59 24 25.3 20 24,1 44 24,72 1.7
60-64 28 30.5 32 38.5 61 34,27 2.4
65-69 16 16.8 10 12.1 26 i4.61 1.0
70-plus - 26 27.4 21 25.3 47 26.40 1.8
Total 95 53.4 83 46.6 178  100.00 6.9

84.8 percent were Hindus followed by 13.5 Among the aged population only 38.7
percent Muslims and 1.7 percent Sikh, Regar- percent were ed-cated and rest of them
ding the marital s¥atus of these aged 99.5 were (61.39%,) were illiterate. As a whole literacy
marrid, including 22.5 percent widow, 11.8 level was much higher among males (54.79,)
percent widower and 0,50 percent were thanfemales {20,9%) and among the educated
bachelor. ones again males had higher qualifications

than females,

Table—H

Sex-wise economic status of aged population

Incomie group Coe Sex Total ,
{Rs) per Male Female (=
capitafmonth Number Percent Number Percent Number Percent
Below—25 16 168 1 14.5 28 15.7

26--50 30 31,6 33 39.7 63 35.4

51—175 22 23.2 6 19.3 38 21.4

76—100 13 13.7 i5 18.1 28 15.7

101—plus 14 14,7 7 8.4 21 11.8
Total 93 53.4 - 83 46.6 178 100.00
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The largest aged population (35.49,) fell
in the income group of rupees 26.50 per capita
per month while the smallest one (11.87)) was
having rupees 101 and above as per capita
income per month., As a
than 50 percent of the geriatric population
had per capita income less than Rs, 50 per
month (Table II}. The average per capita
income in males and females was Rs. 57.5 and
Rs. 54.6 respectively,

whole more

All the females were housewives while
amongest males maximum { 32.6%,) were
labourers followed by businessmen (24.2%).
The remaining were service holders (12.6%),
peusionezs {16 8%) 13.79,

employed,

and were  un-

Nearly 72 percent of the elderly popula-
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tion were living in joint families while the
remaining were in nuclear families. More
than 52.0 percent of the aged were dependent
on family members for their livelihood.

Approximately 43 percent aged population
showed illness during the period of survey.
Amongst these sick persons females suffered
more (73.7%,) than males (26.3% ). The
respiratory tract infections (bronchitis, emphy-
sema, asthma etc.) other than pulmonary
tuberculosis cases were maximum ( 31.6% )
followed by skin infections (15.8%;) and diarr-
hoeas and dysenteries (14.5%), nutritional
deficiencies {11.89,) and miscellaneous group
(10.5%). The miscellaneous group includes
helminthic and parasitic diseases, viral fever,
probably dengue (five cases) and accident
(1 case). i

Table—H1

Sex-wise morbidity of aged population.

Total

Morbidity International code No, Male Female

W.H.O. 1967 Num. 9%, No. 9% No. %

}. Dysenteries and diarrhoeas 004, 006 & 009 3 40 8 i0.5 11 14.4
2. Tuberculosis - (10-019 2 26 3 4,0 5 6._6
3. Nuatritional deficiencies 260-269 1 1.3 8 105 9 11.8
4, Qcular fesions 077, 360 & 374 — - 4 53 4 53
5. Respiratory diseases 490, 493, 518 & 519 7 9.2 17 224 = 24 316
6. Skin infections 680-686 3 40 9 118 12 15.8
7. Arthritis and Rheumatism 710-713 1 i3 2 26 3 40
8. Miscelianeous 061,126,133 & 882 3 40 5 6.6 8 10.5

Total 20 26,3 56  73.7 76 10('{.00

Percentage of total aged . _

21.0 67.5 42.7

population.
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Discusslon

In India urbanisation, industrialisation
and increasing life span has enhanced the
community health problems particularly of
the ageing population and requiring therein
the commuaity assistance to fight its triple evils
of prbvcrty, loneliness and ill health. The aged
population {55 years and above) has increased
from 7.87 percent (Census, 1961) to 8.24 per-
cens (Census, 1971) while in this study 6.9
percent were aged beiug maximum ie. 2.4
percent of the population in the age group of
60— 64 years which is in accordance with the
1871 Census population e.g, 2.61 percents.
Aged males were more than agéd females
against 8.9 percent males and 8.18 percent
" females of 1971 census. The observed sex ratio
of 874 females per 1000 males is slightly higher
than 1971 Agra Corporation census sex ratio
of 833 per 1000 males ; 84.8 percent geriatric
persons were Hindus which is in accordance
with the 1971 census were 88.09 percent in
Urban areas of Agra (Chandresechar, 1972).

- Amongst the aged population 99.5 percent
were married including 22,5 percent widows
and 11.8 percent widower, whicd iz almost
similar to 1971 census figure, the respective per.
centages being 97.92, 29,34 and 10.15 (India,
1975). 38.7 percent aged people were literate
which is higher than India’s literacy rate of
29.0 percent (Census, 1971). Literacy and
higher educational qualifications were obvi-
ously more in males than females. 51.1 per-
cent geriatric cases were of low economic
status having per capita income less than Rs,
50/- per month. More than 52,0 percent
aged were dependent on their family mem-
bers, the majority being represented by the
female aged as they had no source of income.

xm, 2,

‘tory iliness (15.2%).
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Amongst males 30.] percent were either un-
employed or on meagre pension,

The morbidi'ty status of these aged peopie
revealed that 42.7 percent had some illness
during the period of study, the illness rate be-
ing higher in females than males. Beldeo Raj
et al (Loc. cit) also found 52.2 percent disease
prevalence rate amongst the aged population
in a rural area of Lucknow but however, they
observed illness rate more in males than in
females. The morbidity pattern of the studied
geriatric population showed that the majority

i.e, 31.6 percent persons had respiratory tract -

infections other than pulmonary tube. culosis
followed by skin infections (15.89%) and
diarrhoea and dysentery (14.5%) while Bal-
deo Raj et al {Loe, cit) found major illness 1o
be helwidthic infestations (28.09), ocular
lesions (27.49,), arthritis (17.19%,) and respira-
This difference may be
due to the long period of study confined 1o
urban registered families,

The psychological stresses and  strains
and impacts of urbanisation and industrilisa-
tion was not much in the studied population
because 72.0 percent aged people were in
joint families and were taken care ol by their
offsprings. There was no frank casc of menial
disorder.

Summary

Aged population amongst the registered
families of urban health Centre, Loha Mandi,
Agra were 6.9 percent, the majority being
males of 60-64 years. Nearly 95.5 percent
were married and more than 600 peicent
were illiterates.
were of low soclo-economic status and depen-
dents. 42,7 percent aged people had some

Approximately 52.0 percent

tw._
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morbidity, predominauntly respiratory illness, 4,
skin infections, diarrhoea and dysenteries,
Psychological disorders were not observed.
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CONTROL OF CHOLERA EPIDEMIC ARISING FROM
PAINGANGA PRCJECT, MAHARASTRA, 1977

P. V. Sathel, P, 8. Kochar?, V. 8. Bisen?, N. §. Deodhar?

introduction

'The Painganga Project in Maharashira

" consists of construction of a dam and canals

on the Painganga river. The project is situa-
ted near the tri-junction of Yeotmal, Parbhani,
and Nanded districts, the river forming the

boundary between Yeotmal and Parbhani

districts, The nearest taluka headquarters

are Pusad in Yeotmal district, 38 km to the

north and Kalamnuri in Parbhani district, 18
km to the east of the project.

In February 1977, about 2,500 labourers
were employed by different contractors on the
project work, and resided with their families
in temporary hutments scattered on both
banks of the river near the site in an area of
about 10 sq. km. They used water from wells
in the vicinity and alse river water partially
stagnated because of a temporary bridge over
the river. Constructed latrines were not avai-
lable for this population and the river banks
were used for defecation. In adddition to
this population, about 2,500 individuals com-
prising of employees of the Irrigation and
Power Department and their families resided
in a colony on the Yeotmal side of the river.

The water-supply to this colony consisted of
piped chlorinated water from a well. No
Medical Officer was stationed at the project
site to provide health care to this population.
The Medical Officer I/G Civil Dispensary,
Kalamnuri, was informed on 17th February
1977 that cholerajgastro-enteritis cases had
occurred at the project site amd that two
deaths had already taken place. The
Medical Officer immediately rushed to the
along with the Medical Officer 1jC
Heaith  Centre, Masod, who
happened to be visiting him, to investigate
the report, and to start anti-epidemic mea-
sures. Subsequently other officers visited the
The mesures

site
Primary

site for contro} of the epidemic.

taken for control of this epidemic and the

results obtained have been reported as they
are likely to be of interest to those who may
have to shoulder the responsibility of cc ntain-
ment of such an epidemic.

Material and Method
A rapid epidemiological investigation of

the reported outbreak was carried out.
Arrangements for treatment of the patients

1 Professor of Preventive and Social Medicine, Medical College, Aurangabad.

2 Deputy Direcior of Health Services, Aurangabad.
3 _Dcputy Director of Health Services, Akola.
4 Joint Dircctor of Health Services, Poona.
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were made at the project site. Stool samples
in V.R, fluid and rectal swabs in Alkaline
Peptone were sent to the laboratories for
bacteriological diagnosis. Measures were
taken to ensure safe water supply and to hreak
the transmission at the site, Different autho-
rities were notified of the outbreak.

On realization that a large number of
labourers have fled from the site due to fear of
cholera, the villages and districts of their
origin were found out. The health autho-
rities of these areas were notified, and the
district authorities were requested to take
steps for conferring legal powers necessary
to control the epidemic.
were formed to keep under observations the
villagesfareas andthe labourers migrating there
to prevent/detect/mansdge cases of cholera
by taking immediate suitable measures.

Surveillance teams

Results and comments

Results of Epidemiological Study :

A rapid anélysis of the situation led to
the view that the epidemic was water-borne
and was probably caused by econsumption
of river-water stagnated on the upstream side
of temparary bridge. Residents of hutments
consuming water from this source reported
cccurrence while nong¢
occurred in the residents of the colony suppli-
ed with piped chlorinated water, Auiacks
were recorded in both sexes and at all ages. A
child who had visited the project site for half
a day, had consumed stagnant water while
eating food brought with her, had immediate-
ly gone back to her native village and started
having severe gastro-enteritis three days later,
and thus provided additional circumstantial
evidence,

-of gastro-enteritis,

77

Clinical and bacteriological diagnosis

Clinical examination of patients showed
severe dehydration and other manifestations
typical of cholera, Bacteriological examination
of a sample taken from the stagnant poo} of
water did not show presence of V. cholera, but
showed that it was unfit for human consump-
tion, with the presence of 1800+ coliform
organisms per 100 ml,  Stool samples and
rectal swabs were positive for Vibrio Cholerae
(Bl tor) of Hikojima, Inaba and Ogawa sero-
types.

Management of cases in Isolation Ward

An isolation ward was started in the rest-
house at the site with the staff of  ‘medical -
officers, 6 nurses, 2 sanitary inspectors, 2 block -
level supervisors, 3 vaccinators and 5 atten- -
dents, Adequate stock of all necessary equip-

~ment, drugs and rehydration Buids were pro-

vided. Concurrent disinfection was carried
oat using 10% phenyle. Out-door treatment
facilities for the popu’ation resident at the site
were also provided. The distribution of
patients admitted to the ward according to
the district of their origin is shown in Table I,
All of these patients were staying at the site m
the period of previous one week.

Table 1

Attacks and deaths due to cholera in Isola~
lation Ward, Painganga Project, accor-

ding to v1}!ages and district of origin
District Number of  Attacks Deaths -
villages of
origin
Yeotmal 35 105 5
Parbhani 23 54 2
Nanded 4 6 e
Osmanabad 1 2 —
Akola 1 i e
Total 64 1t 8 7
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Provision of safe water-supply

Police constables were posted round the
clock at the stagnant pool to prohibit the use
of this water. A survey at the site revealed
the presence of several wells in use which were
all insanitary, Samples of water were not

" collected from wells, for bactrriological ana-
lysis but daily disiofection of these wells with
bleaching powder was started. When supprise
checks revealed that some samples had no

residual chiorine while some samples showed

super chlorination, Horrocks test was perfor-
med and chlorination at a proper dose twice
daily was ensuréd. Tankers werc used for
safe, chlorinated water for workers working
on the construction of dam and canals extend-
ing for about 5 km:on the left bank and Tkm
on the right bank. Sanitary Inspectors and
other staff were given ortho- toludine reagent
and were instructed to carry out checks to
ensure that there was development of a dis-
tinct yellow colour in treated water, as
demonstrated to them,

The weekly market held on sundays at the
sitc was not banned in view the inconvenience
to the population. However, precautions were
taken to minimise chances of transmission of
infection.
posted to ensure provision of safe water
supply, anti-fly measures, and protection of
edibles from exposure.

A special sanitary squead was

Control of Centrifugal Spread

_ As soon as the cholera epidemic broke out
at the site, a large number of Jabourers fled in
panic and started going back with their fami-
liess to their original villeges,  The main
challainge was to prevent/detect/control the

X1, 2,
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centrifugal spread of cholera from the site to
these villages spread over an extensive region
by the migrating population. Information

collected from the various subdivisional offi-

cers and contractors at the site revealed that
the labour strength had dwindled daily from
about 2600 on [4.2.1977 to about 1,200 by
21.2.1977. Enquiry regarding the villages of
origin of the labours revealed data presented
in Table 1,

Cocordination

The arca of control operations thus exten-
ded over at least three districts, under the
jurisdiction of Deputy Director of of Health

Services of two public health circles. A
Control Cenire for ‘activities in  Yeotmal

district was established at the Project site and '

.that for Parbhani district at Kalamnuri, and

a-close contict was established between the:

two. With frequent communication and
mectings, the whole control operations were
coordinated in such a way that a senior officer
was continuously in command of the total

operations,
MNotification

As requested by the district authorities
the Government of Maharathira declared on
98.2.1977 under section 16(1) (a) of the
Hyderabad Infectious Diseases ‘Act {Act XI1I
ol 1950) that Parbhani and Nanded distric's
were threatened with cholera and appointed
the rTespective District Health Officers as
Cholera” Controlling Officers, with special
powers conferred on them. Similarly on
25.2.1977, under section 2(1) of the Epidemic

Diseases’ Act (Act 111 of 1897), Yeotmal’

district was declared as th:catencd ‘due to
cholera, :

e
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Surveillance

For prevention and early detection of
cholera in migrating labourers and other
population, villages and areas likely to be
visited by them and river-side villages were
kept under surveillance. For this purpose,
surveillance teams were formed, 6 in Parbhani
district covering 34 villages and 6 in Yeotmal
district covering 48 villages,
led by a Medical Officer, and other members
generally consisting of € auxiliary nurse mid-
wives and 2 vaccinators,

Each team was

A sepaiate vehicle
was provided for each team, Team members
were to visit villages according to schedule
given to them and contact the Sarpanch and
Police Patel in each village. They were then
to ascertain if any attack/death due 1o cholera
or gastro-enteritis, had occurred in the village,
in which case a panchnama was 10 be carried

out. The Medical Officer was to start anti-

cholera inoculation work with the help of

AN.M. and ensure disinfection of wells with
the help ol vaccinators, :
team-leaders of Parbhani district were +to
report to Kalamnuri and those fiom Yeotmal
district were to report to the project site,

) From. 10.3.1977,‘ the surveillance was

Every evening the

_intensified further in Parbhani district, by

addition of 10 Medical Officers, 4 Sanitary
Inspectors, 4 Malaria Inspectors, 16 Malaria
Surveillance Workers, 16 Vaccinators and 12
ANM The additional paramedical staff,
instead of forming mebile teams, was posted
at the villages where cases had occurred,

Medical Officers were posted in four selected

villages with all provisions recessary for
management of cholera, On some’ occasions,
domiciliary treatment of patients with intra-
venous infusions was also arranged. The
District Health Officers, Nanded, was inform-
ed about the names ¢f villages fiom which
some labourers had come to the site and was

requested to take anti-cholera measures.

It was noticed during the surveillance that
cases of cholera had occurred in 37 villages
of Yeotmal district and 27 villages of Parbhani
district, including some villages from where
no one had gone for works at the project.
The distribution of the cases according to thie’
me thod of detectivn and rusidence at the:
time '6f occurrence is shown in Talle Ik
Table 11{ shows the time-distribution of cases”
treated at the sits and of those detected during:

surveillance, according to dates of onset,

Table—1I _ _

v Cholera cases and deaths occuring at Painganga Project and detected in surveillance
Number of  Population Number of cases Number Case
villages of villages treated detcted of fatality

District  reporting reporting at in Total deaths %
- cases cases Project survei- :

] site Nance

Yeotmal 37 44, 445 105 174 279 18 6.5
Parbhani 27 40, 522 54 44 .98 6.2
‘Nanded e —_ 6 — 6 -— -
Osmanabad — — 2 . — 2 e

Alola am e 1 —_ 1 —

Toral o4 81, 967 fod 218 366 24 6.4
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Table

XXIH,
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Omnset of cholera cases occurring at the project site and cases
detected in surveillance

Period Cases occuring at Cases detected in Total Cases
Pfoject site surveillance
14-16 Feb 3 C— 3
17-19 Feb 2 2 4
20-22 Feb 68 8 75
23.25 Feb 37 23 §0
26-28 Feb 32 31 69
1-3 March 14 92 108
4.6 March 1§} 95 66
7-9 March l 1 2
10-12 Maxch — 6 6
13-15 March — —_ -
Toal 168 218 386

It is evident from Table 11l and Graph 1
that the occurrence and subsidence of casea
at the site is followed a few days later by
occurrence and subsidence in the surrounding
areas of Yeotma! and Parbbani district as
detected by surveillance, Stool samples from
some of the cases detected in surveillance
were positive for ¥, cholerae.

Protection of Water Supply

In the villages covered by surveillance,
daily disinfection of water was ensured by the
visiting teams with the help of Jocal residents.
In the villages where ruunning water formed
the source, the place from which water was
to be collected was fixed and a person was
posted at that place with freshly prepared
solution of bleaching powder, for addition of
a few drops to the pots. Occurrence of cases
indicates transmission before disinfection of

wells was started, or food-borne and contact
spread of cholera,

Anti Cholera Inoculations :

The surveillance teams also carried out
the work of giving anticholera inoculations,
and "more than 1,15,000 inoceulations were

carried out at the site and the villages under
surveillance,

Control of Fairs :

Two fairs, each drawing about 25,000
persons, were due in the vicinity of the site
in two adjacent talukas of Parbhani district.
The Executive Magistrates on request banned
the fairs under section 17 of the Hyderabad
Infectious Diseases Act, 1950, in view of the
risk of dissemination of cholera. 7
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Publicity ;

All the labourers and their families were
informed through their contractors and leaders
to use treated water only and 1o report for

treatment at the earliest in case vomiting/

diarrhoea developed, The residents of villages
in the vicinity were similarly informed through
tehsildar, police patel and gramsevaks,

Conclusions :

On occurrence of an outbreak of cholera:

‘at a project  site, a .arge number of labourers
panicked .and started. migrating back to their-/

original villages. .. ‘An appreciation of the
potential danger. of . -centrifugal -spread: of
cholera enabled anticipatory measures to be -

taken. Coordinated control. operations with -

mobilization of resources, formation of sur-
veillance tcams and promt containment mea-

81

sures, enabled control of the ep1dcmxc at the

site as well as in the surroundlng area.
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CHOLERA  IN RAJASTHAN

B. K. Jaimini?, D. K. Mangal?,

introd,ilction :

The geographic distribution of cholera has
considerably changed ever since the intro-
duction of Eil Tor vibfio, Certain states of

Ind:a, which were free from the discase have

become cndcmm foc; whereas seven to ten states

used to report cholera pnor to. appearance of )
.El Tor in the country. The state of Rajasthan,

till 1900., was, conndcred as .non- -~endemic
area for, choiera (bcal 19601 Patnzuk and;

Kapoor, 19672), and in the evgnt of an out-
break the discase was considered to beim- .. -

ported from other endemic states or countries
and from fairs and festivals.

Materlal and Method ':

The present study is based upon the obser-
vations and the activities of the State Cholera
Combat and Cholera mobile teams and the
records of the Medical & Health Directorate
of Rajasthan. It highlights the current status
of cholera and extent of the problem in the
state for the period 1968 to 1977. It also
presents some of the observations of he
cholera control programme which has been
initiated in collaboration with various medical

S. K. Chaturvedi®

containment
.accordingly.

and I U. Dudaxni?

colleges of Rajasthan, in ‘théfyear 1972.73.

. The diagnostic criteria till 1974 for labeiling a

case as cholera was that in an outbreak even
if few stool samples were found to be positive
for cholera, the. entire: outbreak was labelled
as cholera outbreak taking a safer attitude. for
action: .and was

bacteriologically -confirmed since . the

1975- Tiae t

Observations ;
Morbidity and Mortality

The number of potified cases and deaths
due to acute gastroenteritis and cholera in
Rajasthan during the years 1968 to 1977 are
depicted in Table No. 1. It is observed from
the table that the state of Rajasthan experi-
enced three outbreaks of cholera in the decade.
In the year 1973, outbreak of cholera was
recorded in district Bundi, in 1974 in district
Udaipur and in 1977 in district Dungarpur,
In these outbreaks the districts reported about
100 cases of cholera.

1. Dy. Chicf Medical & Health Officer {Health) State H, Q. Jaipur. Rajasthan.
2. Sr, Demonstrator. Deparment of Preventive and Social Medicine, 8. M. 8. Medical College Jaipur Rajasthan

. 8. Legturer. Deparment of Preventive and Social Medicine. 8. M. 8. Medical College. Jaipur, Rajasthan.
4. Professor. Preventive and Social Medicine 8. M. 5, Medical College Jaipur. Rajasthan.

documented:.
:In the:surveillance component: °
~.of the programme. stool samples.of all cases .
. of acute . gastroenteritis and cholera are: being:i -
yeap: <.




GHOLERA IN RAJASTHAN - . B3

Table—]

Notified cases and deaths due to acute Gastroenteritis and Cholera
in Rajasthan during the decade (1968-1977)

Year Acute Gastroenteritis. "Cholera .

Cases deaths case Cases deaths case
fatality fatality
rate[lOO rate (Cyo)

1968 4623 179 3.87 28 3 10,71
§969 8822 479 5.42 42" 7 16.66
1970 T 4353 130 2.98 — - _—
1971 5728 110 1.92 i 0 _—
1972 9323 . 145 . 155 340, 18. 5.99
1973 5969 93 " 1.59 83 4 4.81
1974 5161 - 136 2.63 . 720 .13 1.80
1975 13674 193 1.41 45 2 4 44
1976 4748 R 2.57 3 12.50
1977 2965 126 4.24 257 9 3.53
Total 65,396 1,706 2.60 3.8%

1540 - 59

On further analysis of the data the case
fatality rate during the decade for acute
gastro-enteritis was observed to be 2.60 per-
cent, and for cholera 3.83 percent. The case
fatality rate for cholera and acute gastro-
enteritis for the years 1968 to 1972, and 1973
to 1977 .were compared, the later period
denoting the cholera surveillance programme.

The average case fatality rates were 6.8 and
8,17 in the years 1968 to 1972 and 2.74 and
2.038 percent in the years 1973 to 1977 for
cholera and acute gastroenteritis respectively.
The cholera surveillance may be one of the
factors responsible for the changes in the case
fatality rates.

Seasonal Variations

The seasonal trend of ‘cholera in’ Rajasthan
was typical in nature.
has been worked out for a period 1973 to 1977
Sen Gupta, S.K. 1975%). lhe peaks weie

noted in the months of June and September.
The seasonal index for cholera for the country

and Rajasthan was almost in consonance as
‘most of the cases occurred in the months of

May to October showing the peaks in the

mOnths of August and October (Table No. 2).::

Table—2

Seasonal Index in Incidence of Gholcra Y

in Rajasthan T

" The seasonal index,

Months Rajasthan India =~ .
{1973-77) (1964-74)

January ——— 76.00
February o 65,34
March 76.46 62.40
April D i C94,98
May - .15.93 - 98.906
June 579.82 101.30
July . 47,79 112.40
August - 9133 -
September 1327.08
October 4k.41-
November, 1380 .. . ..
December 6.38

' !200
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Districts  Affected

The number of districts reporting cholera
improved with the launching of cholera sur-
veillance programme since 1972-73, In the

years 1973 to 1977 as many as 20 districts of
the state reported acute gastroenteritis and [0
districts reported cholera cases out of 26

districts of Rajasthan, in- the. quarter. ending.

September (Table 3).-

Table—3

Districts Reporting Acute Gastroenteritis and Cholera in Rajasthan Durihg
the years 1973-77

Quaters 1973 1974

1975 . 1976 1977
AGE Cholera: AGE Cholera AGE Cholera AGE Cholera AGE Cholera ..
o

I
Ending .
Ending - o
June” 18 (Y 2
ur.
Ending. RELTRE .
September 14 1. 1 5

v
Ending . o
December 15 1 12 . -

B 1 1+ 3 15 4
17+ 5 200 5 14 © 10

13 4 13 1 9 4

Total 22 B 3 15 5
districts Involved '
the years

20 8 23 7 23 - 11

* Total No. of districts in Rajasthan 26
»* ACUTE GASTROENTERITIS

Although cases of acute. gastroenteritis

were reported earlier. the notification of cho-.

lera cases improved after: the programme of
surveillance was adopted. During the last

five years of the cholera -surveillance progra--

mme i.e., (1973-77) number of chp]éra fepor;

ting districts showed a constant rise as in the.

year 1973 only 3 districts reported cholera

~while in the year 1977 1} diStricts:_:r:efiorted )
.cholera in Rajasthan, .
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In the earlier decade only 6 districts
notified cholera incidence (Sharma, R et, al.%)

It was farther observed that the number-of dis- .

tricts reporting cholera incidence for one year
was eight, for two years five, for three years
one (Banswara), tor four years two (Udaipur
and Jaipur), and continuously for five years
oaly one district seported namely, Ajmer. Four
districts namely Bharatpur Bundi, Dungarpur
and Kota showed appearance of cholera for
the first time during the year 1977, in the
surveiliance period. From the figure it is
obvious that the cholera remained confined
to the south east part of the state. There-
fore it may de assumed that cholera has
entrenched in the district of Ajmer which
reported it for all the five years, The area
is well connected wity road and rail and
is a seat of national and international fairs like
‘Pushkar’ mela and ‘Urs’ fairs. This possibly
explains the persistence of cholera in Ajmer
and propogation in the adjacent districts

However further detailed studies are nezded :

to confirm such a belief. -

' Endemilcity of cholera

The endemicity of cholera in the state was
determiued by calculating the persistence level

for each district which was measuced by the -

number of weeks during the preceding 5 years

(1978 to 1977) 'during which one or more .
cholera cases were reported, and thisisex-:
. pressed as percentage of total weeks during

the period. "(Sen Gupta 8. K. 1975%).

Mo. of repdrting incidence
Total No, of weeks during 1973-77

I‘he PL, so worked out for each district is
depicied in Table No. 4. The hlghest PL was
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Table—4

Percentdge level of Cholera in the
Districts of Rajasthan

Districts Persistence jevel
Ajmer 2 31
Alwar 2.69-
Bapswara 1.92
Bharatpur 1.15
Bhilwara 0.38
Bikaner 1.15
Bundi 0.38
Chittorgath . 0.38
Churu 1.54
Dungarpur . 2.31
Jaipur 6.94
Jhunjunu - 3.08 .

- Kota . N
Sawai Madhopur 115 .

. Dikar .15 -
“ Touk L5 .
Udaipur 6.94
*Remaining districts Nil = .

X100

‘ *The dlStl‘lCtS, Barmer, Ganganagar, _]alsela
,mer, Jalore, jhalawar,

Nagaur, Pali and
Sirohoi reported nil incidence of Qholcra for
the period 147377,

recorded (6.94) in two dxstrlcts namely Jaipur
and Udaupur while four districts had the PL
less’ than one, S:x dlstrlcts of Rajasthan
reported PL b-,low two, dlstrzcts ' reported
below three and nine districts had not repor-
ted any incidence of cholera.

Serotype of chqi_eralv_ibr‘i_o\

Table No "5 shows serotype of wibrio
choleras :solated dur-ng the penod 1975 to
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N Table—-5
Serotype of Cholera Vibrio isolated during 1975.77

Year AGE cases Stool: Percent Cholera Percent Serotype
samples cascs 1 O H UN *
examined 7

1975 13674 682 4.98 45 6.89 26 16 —_— 3

1976 4748 690 14.53 24 348 5 16 1 5

1977 2965 2437 82.19 257 10,54 27 30 — 200

AGE : Acute Gastroenteritis

1 : Inaba

O : Ogawa

H : Hikojima

UN : Bl For further not classified

*  : Classical cholera vibrio not found.

1977, It is recently that medical colleges in
state of Rajasthan have started bacteriological
confirmation of cholera cases except S, M, S,
Medical college where it was done previously
also. For phage-typing isclated strains are
sent to the Director W. H. Q. International
Referral Gentre at CALCUTTA, There hag
been a marked rise in number of specimen
“'examined over the years, 4.9 percent in the
“ year 1977, Only El Tor vibrio has been iso-
lated replacing classical cholera vibrio.

The first case of El Tor was isolated in the
year 1968 in Rajasthan. (Sharma. R. et alf)
""and thereafter all the stool samples, subjected
" 'to bacteriological confirmation showed El Tor
~ as causative agent.

Con_cluaions

The state of Rajasthan has been categorised
. as non-endemic area for cholera and cases
‘earlier reported have been labelled as impor-
‘ted. - However from the observations

-recorded it is seen that cholera has now

established its foothold in the state of Rajas-
than,

The characterstics of the El Tor vibrio
namely, its adaptability and ability to survive
in environment and causing sub-clinical and
ambulatory cases might also be responsible
for persistence of cholera in Rajasthan, as in
the other endemic parts of the country.

Finally this study points to the fact that
there is indeed a great meed for the survei-
llance of the discase in the state as tiere is in
other parts of the country, which are endemic
for cholera. This certainly requires strengthe
ening of referral Public Health Laboratories,
education of the health staff for prompt noti-
fication of cases and collection of specimen

samples, beside other detailed epidemiological ™

investigations, in addition to the usual mea-
‘'sures of prevention and control,

g
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Introduction

_ Considerable ill health and deaths in the
community are caused by respiratory diseases,
especially acute infections'. Aside from this
reason, the problem of respiratory diseases
needs more attention from public health
workers, also in the context of tuberculosis
control Diagnosis of pulmonary tuberculosis
at the general health institutions from among
the chest symptomatics attending them isa
key activity under India’s National Tuber-
-culosis Programme { NTP )%  This is aiso
supposed to satisfy the needs of the sympto-
matic patients attending these health institu-
tions. Utilisation of general health institations
by chest symptomatics, which has direc bear-
ing on tuberculosis case finding at these insti-
tutions, depends largely on adequacy of
relevant services there. However, of the total
new out-patients aged |0 years and more
attending a general health institution, about
7%, are reported to have chest symptoms,

scarcely available at these centres,

nearly 69, of these symptomatics being cases
of tuberculosis®,. Thus, even if the general

health institutions are equipped to diagnose
and treat all tuberculosis cases from among

the attending chest symptomatics, about 94%
of the remaining chest symptomatics are still
not adequately dealt with, diagno:tic facilities
for non-tuberculosis respiratory discases being
It is
possible that they receive some kind of treat-
ment, though it cannot be said that majority
of them are satisfied. I on the other hand
the .community situation is considered, of the
total chest syxﬂptomatics of 7 days or more
duration comprising 11.1% ol the entire
community, only about 1,69 are reported
to be cases of tuberculosis?t. Thus, whether
in the community or at a general health
institution, majority of the chest symptomatics
suffer from non-tuberculous conditions and
without adequate satisfying
their needs, may find the visit to a health
In order to plan

provi ion lor

institution unrewarding.

i. Medical Officer, NTI, Bangalore

2. Epidemiologist do

3. Buperintendent GSI Hospital, Bangalore
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for providing proper relief of chest symptoms
through the general health institutions, in-
formation on the extent and nature of various
respiratory diseases prevalent in the commus~
nity is necessary. Presently, knowledge on
these is meagre, owing to complex nature of
a study required to diagnose respiratory
disease through a community survey.

The National Tuberculosis Institute (NT1),
in an attempt to develop a methodology for
conducting 2 study for prevalence of chest
diseases and tuberculosis in .a community,
undertook a survey in a slum area in Banga-
lore city. The material in respect of the
paediatric age group (0-14 years) from the
study has already been reported®. The objec-
tive of this report is to study the following
among the population of the slum area :

I. The proporiion of various kinds of’

sickness, )
2, The problems of estimating the pre-
valence of different chest diseases.

including pulmorary tuberculosis in
the community,

Methods

The study was conducted with the colla-
boration of the Church of South India (CS1)
Hospital, Bangalore where facilities for in-

vestigation and diagnosis of chest diseases

were available. The slum area in question
was selected, as it was one of the areas
adopted by the CSI hospital for rendering
comprehensive medical care and the services
were virtually free of cost to the patient.

Initial examination

The entire population of the slum was

L T,

~eligible for these.
"consisted of the following :

89

registered on individual cards and each person
was advised to attend the health centre of
the CS1 hospiial located in the area, At the
centre everybody was questioned for presence
or absence of symptoms pertaining to any
system and subjected to a miniature (70 mm)
X-ray chest, X-rays were interpreted by
two readers independently at NTI, as normal
or abnormal. Children in 0-9 years were,
in addition, tuberculin tested with 1 TU RT
23 and the reactions were read after 72-96
hours. Persons with indurations of 10 mm
and over diameter were considered tuberculin

positive,

Further investigations

Persons with chest symptoms andfor with
any abnormal shadow on chest X.ray at the

“time of initial examination were eligible for

further investigations. In addition, ali chil-
dren in 0-4 years age, who were tuberculin
andjor malnourished were also
Further investigations

positive

a) Seon after initial examination : (i) two
sputum specimens were collecied from each
of the eligibles, spot and overnight (OV),
on house-to-house visits. From persons un-
able to bring out sputum, two laryngeal
swabs were obtained, The sputa were
examined by direct smear Imicroscopy.
Sputum specimens as well as laryngeal swabs
were cultured for Mycobacterium tuber-
culosis followed by identification and drug
sensitivity tests on positive cultures; (ii)
detailed clinical examinations of eligibles
were carried out by Medical Officer (MO) at
the local centre followed by blood, urine or
stool examination, prescribed by the MO,
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b) After 6-8 weeks of initial examination :
those who were sputum negative at the earlier
examination, had the following additional
investigations at the local centre: (i) fresh
clinical examination by the MO ; (ii) a 70mm
X-ray of chest ; (iii) two samples of sputa,
collected and examined as before.

c) Special investigations and review : if
the MO, on the basis of these investigations
and earlier ones, was unable to come to a
diagnosis in the case of some persons, he
would refer them for diagnosis to a consul-
tant panel at the GSI hospital. The panel
was composed of a thoracic surgeon, a
paediatrician, a physician, a radiclogist and
a tuberculosis specialist {epidemiologist, NTI).
Facilities for special investigations like clinical
assessment by ¢oncerned specialists, bronchos-
copy, bronchography, tissue biopsy, ECGG,
etc. were provided for at the paediatric and
respiratory clinics of the hospital on the

xxm, 2,
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advice of the consultant panel. The cases
were further reviewed by the panel and in
the light of the results of all the findings, the
final diagnosis was made. In a case where
the special investigations advised by the
consultants could not be undertaken, a likely
diagnosis was ultimately made by them on
the basis of clinical examination, sputum
and X-ray investigations, each carried out
twice at an interval of 6-8 weeks.

Persons who needed specialist care, hos-
pitalisation or any kind of treatment were
provided with the same by GSI hospital, as
and when required,

Material

Age and sex distribution of the entire slum
population -is given in Table 1. Materialin
respect of 1537 persons in the age group 0-14

Table i
Registered population by Age and Sex

for chmcal examination, X-ray and sputum
tests were high ranging from 93.5 to 81.2%
(Table 2) except in paediatric age group
where spntum examination coverages were
for reasons given in the ecarlier report®.
“persons who were referred for the opi-
[.the. consultant panel, 67 {62.6%)in

Age Group Male Female Total
0. 4 . 329 296 625
5-14 474 438 912
15-24 248 263 511
25-34 241 220 461
35-54 337 285 622
55 82 100 i82
All 1711 1602 3313
~ years, has already been reported®. Coverage paediatric age group and 57 (55.9%, in age

group 15 years and over required by it to
undergo special investigations, Of them 889
and 47.49% respectlvely could be persuaded
to undergo the investigations. In Table 3is
presented distribution of the special investiga-
tions ordered, large X-ray of chest being the
single investigation most frequently asked for.
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Results
Symptoms

In all, 2841 persons were questioned for
presence or absence of symptoms. Of 1408
in age group 0-14 years 668 (47.49%,) and of
1435 in age group 15 vyears and over 729
(51.69%,) reported to have- sickness of any kind
(Table 4). Prevalence of:sickness in 15 years
and over age group increased with age and
was the highest in those aged 53 yearsand
over. :

Table—4
Sickness by age

symptoms were the commonest in all the age
gr'oups. The prevalance of sickness by respira-
tory system symptoms in age group below 34
years and above, Itsrate of increase with age
wasalso higher in older age groupsi. e, in
population 35 years and over,

In age group 15 years and over pepulation,
sickness pertaining to other systems like skin,
nervous system, ctc. conmsidered jointly, was
the second largest group (Table 5), These

Table—5

Prevalence of sickness* by systems among
persons questioned**

Symptoms pertamming to &

Age

Age Persons ques- No. reported
tioned sick
0-14. 1408 668
_ (47.4)
.15-24 421 191
{43.4)
25-34 361 169
{45.8)
35-44 318 174
(54.7)
45-44 178 107
o (60,1}
55 & 153 98
over (63.2)
Total 2841% 1407
(49.5)

*14 persong X-rayed were not guestioned.
Figures in bracket indicate percentages.

Table 5 presents sickness by systems, each
sickness occurring alone or along with others,
Thus, a person having sickness pertaining to

more than one system is shown in more than
one cell,

GNP bt e e

Resp. G. 1. Fever ENT Others
group system system alone
0-14 398 82 44 24 50
(28.3) (5.8) (3.1) (LT) (3.6)
15.24 123 25 4 5 65
(29.2) (5:9) (1.0) 1.2) (15:4)
25-34 109 38 16 5 62
(30.2) (10.5) (4.4) (L4y (17.2)
35-44 117 19 6 12 70
(36.8) (6.0) (L9 (3.8) (22.0)
45.54 75 15 3 3 42
(42.1)  (8.4) (L.7) (L.7) (23.6)
55+ 66 ] 2 10 47
(42,6) (3.9) (L.3) (6.3) (30.3)
Total 888 185 75 59 336
(31.3) «6.5) (2.6) (2.1) (11.8)

It is seen that respiratory system

*Each sickness occurring alone or along with
others. Figure in each of the cells not
mutually exclusive, .

*%3hown in Table 4.

@. Of 1073 children in 0-9 year age 223 had

mal-nutrition, For others, information
not collected.

Figures in bracket indicate percentages.
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showed increasing proportions with age and
in 55 years and over group it had come closer

(30.3%,) to the proportion of respiratory sys-
tems (42.69%,), than in any other age group.

Radiological abnormality of chest

Among 1413 persons Xurayed in 0-14
years, 64 and of 1442 persons X-rayed in 13
years and over age group 81 had any radio-

logical abnormality in chest (Table 6). The

Table—é

Prevalence of respiratory radiclogical
abnormality by age

xxui, 2,

Age Number Number with respira-
Group  X-rayed tory radiological
abnormality
0-14 1413 64
(4.5)
15.24 425 . 16
(3.8)
25-34 361 16
(4.4)
35-44 320 " 15
' 4.7
45-54 181 i9
(10.5)
55 + 155 5
(9.7)
Total 2855 145
(5.1)
5+ 2282 117
(5.1)

Figures in bracket indicate percentages

proportion of persons with radiological abnor-
mality in age group 45 years and over was

APRIL—JUNE, 1979

significantly higher than that in the younger
age groups,

Respiratory system abrormality

Persons who had radiological and/or clini-
cal evidence of respiratory system involvement
with or without symptoms, were classified to
have ¢“Respiratory System Abnormality” and
are presented in 4 broad categories (Table 7)
as active tuberculosis, inactive tuberculosis
shadow, pneumonitis and other non tuber-
culosis conditions. This was done since final
etiological diagnosis could not be madein a
proportion of cases who failed to undergo
special investigations (Table 2), Nevertheless,
broad categorisation on the basis of initial and
follow up examinations could be arrived at
by the consultant panel. Upper respiratory
infections and heart diseases have not been
presented in the report. Excluding 14 persons
who were not questioned for symptoms though
X-rayed, of the remaining 2341 persons
(Table 4), 172 were diagnosed to have respi-
ratory system abnormalities with or withous
X-ray lesion (Table 7). Details of 7! chi'dren
aged 0-14 years found to have respiratory
system abnormality are already presented®.
Among 1433 persons in age group 15 years
and-.over, 10l were found to have repiratory
system abnormality of any kind.

Of rtotal 172 persons diagnosed to have
respiratory system abnormality in all ages,
130 (757,) had non tuberculosis etiology : 104
with pulmonary radiological abnormality and
26 without (Appendix Table). Another 13
persons were diagonsed as having active pul-
monary tuberculosis: 6 sputum positive and
7 sputum negative radiologically active
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piratory system abnormality*

with or without X-ray les:ons

Active Tuber-
culosis

Age Sputam Sputum Inac-

Other non TB

Prneumo- X.ray X-ray@ Total

group pos. negative tive nitis X- abnor- normal
X-ray tuber- ray ab. mal
_active culosis normal
_ shadow

0-14  — 5 3 52 4 7 71
15.24 o 4 10 2 3 19
23-34. 1 - 6 5 3 — 15
35-44 I e 5 8 1 4 19
45.54 3 5 7 4 1 21
55+ 1 6 4 4 11 27
Total G 7 29 86 .18 26 172
+ 6% 4 27 63 18 - 22 140

*Persons having radiological andfor clinical evidence of respiratory
system involvement with or without symptoms.

@WNot included in Table 6.

**(Jne, without X-ray abnormality, not included in table 6,

disease. The remaining 29 of the total persons
with respiratory system abnormality weie
classified to have inactive tuberculosis.

Ofthe 1 5 persons with respiratory radio-
lozical abnormality in all ages, 12 (8.3%,) and
of the 172 persons with respiratory system
abnormality, 13 (7.6%) were diagnosed as
(Table 7} having active pulmonary tubercu-
losis (sputum posi‘ive and pegative).

Prevalence of sputum positive cases in the
population 3 years and over in age, on the
basis oftwo collections at the time of initial

examinatton (Table 6 and 7) was 0.269, (6 of
2282 persons X-rayed); prevalence of total
active pulmonary tuberculosis {sputum posi-
tivg) .bcing 0,447, (10 of 2282 persons X-rayed.)

Discussion

The study of prevalence of chest diseases in
a community is operationally difficult. For
such a study, services ofa well equipped car-
dio respiratory clinic should be available. An
‘area was therefore selected for this study which
was under comprehensive health care of the
Church of South India (CSI) hospital and
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necessary diagnostic facilities were available
there. Still, all the special investigations
advised could not be carried out, since a subs-
taintial proportion of persons (30.6%, of eligi-
bles), who were asked to undergo them failed
to do so. This was inspite of considerable
efforts made by field investigators of the NTI
and Medical Officer and Social Workers of
the CSI hospital responsible for providing
comprehensive health care in the area. The
factor of non-cooperation underlined the
feasibility of applying complicated diagnostic
methods to the comminity, without which
diagnosis and estimation of chest discases were
difficult to obtain. In contrast, necessary in-
vestigations and their coverages for establish-
ing the prevalence of respiratory tuberculosis
were adequate, Thus, 86.29%, of the eligibles
underwent X-fay investigation, 86,7%, clinical
examination, both atthe area centre and in
75.4%, of the eligibles sputum  collections
could be made on house-to-house visits. The
somewhat generous criteria of eligibility for
sputum examination in age group 04 years
was responsible for overall lower coverage for
sputum examination. Had the eligibility for
sputum examination been uniform for all
ages, the coverage would have been over 905,

The problem of arriving at final etiological
diagnosis in a sufficiently large number of
eligibles could not be overcome in a study
of this nature, where accurate diagnosis of
various conditions was dependent on applica-
tion of complicated special investigation tools
to a large community. In view of the low
coverage (47.4%) for the special investigations
among persons aged 15 years and more,
prevalence of different chest diseases in the
community are not presented in the study.
Instead, these diseases are presented in 4
broad categories (Table 7).

xxm, 2,

was reported from rtural areas too®.
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It is also pertinent to peint out that of
the 1,039 persons clinjcally examined by the
Medical Officer of the local centre, 209
(20.1%) were referred to a panel of specialists
{or diagnosis of chest diseases and 124 599)
of those referred, needed special investiga-

‘tions (Table 2 & 3). The above data, in a

way, highlights the operational problems and
the nature of services and resources required
for proper diagnosis of chest diseases.

Prevalence of chest symptoms as well as
others in this study was considerably higher
than that obtained from the community sur-
veys in rural areas by house-to-house question-
ing" % A possible reason could be that the
population in the presentstudy belonged to
an urban slum. But the more likely reason
could be methodological differences between
the present study and those referredto above.
The method of sympeom elicitation by doctors
at a centre set up in the slum with the pros-
pect of X-ray and other investigations on the
spot, might have led to bigher symptom elici-
tation in this study.

Symptoms pertaining to respiratory system
was commonest in all the age groupsin the
arca under study (Table 5). Similar finding
Over-
whelming proportion of persons with respira-
tory system abnormalities (92.4%) as well as
of thoss with radiological abpormalities in
chest (91.09), had coaditions other -than
active pulmounary tuberculosis. This under-
lines the size of the problem of nen-tuber-
culous chiest diseases in th area. Ifsituation
as this prevails in the rural community as
well, adequate services are needed in the
general health institutions to cope with it.
The ability of thie general health institutions
to deal with chest symptomatics in gereral
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and those with utilisation of the existing ser~
vices by the chest symptomatics, This assumes
importance in the contest of India’s National
Tuberculosis Programme?, as success of wuber-
culosis case finding depends on increased utili-
sation of the health institutions by the chest
symptomatics in the community.

It may be interesting to discuss the feasibi.
lity of diagnosis of chest disecases at the peri-
pheral health'institutions in rural areas, It is
true that 145 of the 172 persons with respira.
tory system abnormalities in this study {Table
7) were diagnosed to have such conditions as
paneamonitis, and aciive or inactive pulmonary
tuberculosis, which are possible for a cenire
to identify if facilities of clinical, sputum
smear and blood slide examinations along
with X ray chest are available. These inves-
tigations were routinely made available to be
the single special investigatioln asked for most
often (Table 3). Whereas, X-ray chest was
thus found to be the most relevant investiga-
tion vis-a-vis chest diseases, provision of this
facility at all the periphcral health institutions
is not practicable and response of symptoma«
tics on referral to the district centre for X-ray
is reported to be meagre®. Again, some of the
other chest diseases as bronchiectasis, chronic
bronchitis, emphysema, malignancy, pulmo-
nary fibrosis etc., taken together, would cons.
titute a sizeable group, which will not be easy
to diagnese in the peripheral health institu-
tions in a long time to come. Symptomatic
relef after clinical assessment of the patients
attending such institutions remains, therefore,
the only answer for the present. Awareness,
in the mean time, is growing for the need of
research in developing simpler health techno-
logy to -diagnose and treat chest diseases,
especially applicable in rural areas’,

Whereas in this study, prevalence of sputum

positive cases ( 2,6°/00) on the basis of two

samples in population aged 5 years and over

{Tables 6 & 7} was similar to that found in

Bangalore city in 1955.58 (2.4°/00)7,%, pre-

valence of sputum negative active tuberculosis
was comparatively lower.  This could be
attributed to a different criteria of diagnosis

adopted in this survey. For example, in the

present study, diagnosis of first survey sputum

negative active or inactive pulmonary tuber-

culosis was made by the panel of consultants

on the basis of results of all investigations

taken together, including those of subsequent

foHow up with X ray and sputum or other

examinations, Compared to this, generally

reported prevalence rates of sputum negative

active pulmonary tuberculosis’,? are based :
on a single X.ray interpreted by two indepen-

dent readers and an umpire and two sputum

examinations only. Hence possibility of over - -
diagnosis?,!? of radiologically active spulum
negative pulmo: ary tuberculosis was mini-
mised in this study.

" Summary

1. The entire population of 2 slum area
of Bangalore city, comprising of 3313 persons
was registered, questioned for symptoms and
offered chest.X.ray at a centre located in
the slum itself. Those, who had any chest
symptom andfor - X-ray abnormality, were
offered detailed examinations, namely, clinical
examinations, repeated examinations of sputum
for tubercle bacilli, and further chest X-rays,

2. Of the total 2855 persons X.rayed
andfor questioned, 1039 needed detailed
examipations and about a fifth of the latter
required referral to a comsuliant panel for
diagnosis of chest diseases. Further, about

609, of those referred to consultants needed

special investigations. Thus, the study of
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prevalence of chest diseases in the community
needed considerable facilities and were opera-
tionally difficult. Tt is envisaged that similar
problems will also be faced if peripheral
dispensaries are to make proper diagnosis of
chest diseases, due to the need for referral of
large number of patients and provision of
complicated diagnostic facilities at the referral
hospitals,

3. The study seeks to quantify the pro-
blem of -chest discases and tuberculosis in
the slum community. Largest proportion of
the sick persons were found to have complaints
referable to the respiratory system. - Of the
persons diagnosed to have any respiratory
system abnormality, more than 90% had non
tuberculous chest diseases, mostly pneumo-

© nitis ;. and only 7.6% had active pulmonary -

tuberculosis.

4, Ttis concluded that in. the community

APRIL—JUNE, 1979

uader study, the size of the problem on non
tuberculous diseases of the chest and opera-
tional problems in their diagnosis were

considerable.
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Appendix Table

Diagnosis of other non<TB conditions (other than pneumonitis)

Basis of diagnosis

X-ray abnormality X-ray Normal
Diagnosis With detailed  With ini- With de-  With ini-
investigation tial & tailed ine tial &
follow up vestigation follow up
exam,
(a) (b) (a) (b)
Bronchiectasis 5 2 —_ -
Non-specific pulmo- '
nary scar 5 i _ —
Emphysema 3 1 1 I
Malignancy 1 — — —_
Tropical eosionophilia -~ e 4 —
Bronchial Asthma —_ - 4 4
Chronic Bronchitis — — 2 5
—_ — 3 2

Acute bronchitis

(2) Special investigations on advice by consultant panel.
(b) Initial X-ray, sputum & clinical exam. followed up by repeat of

these investigation after 6.8 weeks,
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A STUDY COF THE SFONTANEOQOUS ABORTIONS IN
RURAL COMMUNITY

K. N. 8. Yadava?,

Abstract

The present paper deals with the applica-
tion of a probability distribution model to
the data on the number of spontaneous abor-
tions occuring to females in rural community.

Introduction

An abortion is usually described as the
interruption of pregnancy before the foetus
has attained viability i.e, before it has become
capable of independent existence which is
- usually before 28 weeks of pregnancy (Potts,
1975). The abortion may be spontancous
or- indueced. Oeccurence of spontancous
abortion in'a community is a problem for
health, haemorrhage, psychological distur-
bances, attendant hazards etc, In the
community, certain families are bound to
have abortion any time during their fertile
period, Since the occurence of spontancous
abortions to a female may be thought to be
a rare event and the risk of abortion may
vary from female to female, it is supposed
that a negative binomial distribution may
describe this situation. It is applied to the
sbserved distribution on number of sponta-

§. Dube?

and S. M. Marwah?®

“neous abortions obtained from the General

Health Survey of Chiraigaon Block {(Rural)
Varanasi, 1968-.69,

Material and Methods

A systematic random sample of ten villages
was selected from the 1961 Census lists of
the Chiraigaon Block of the Varanasi district.
The sample consisted of 1553 houscholds.
Information pertaining 1o only those females
whose husbands were still living at the time
of survey was recorded as the age at widow-
hood was not elicited. Adopting the
questionnaire method, information on age,
marital status, total number of children born
and alive, total number of abortions and still
births were recorded upto the date of survey.
The sample consisted of 1880 females (whether
they were within or beyoud their reproduc-
tive age periods) with the history of at
least one pregnancy. The distributien of the
number of spontaneous abortions to frmales
obtained in this survey is also given in table 3
of Rao et al (1972}, where it is not mentioned
that the distribution is on spontaneous or onm
induced or oo both types of abortions. In
fact distribution is on spontancous abortions,

{ Lecturer in Staristics and Demography (PPF).
2 Reader & Incharge {PPP)}

3 Prof. & Head of the dept of Preventive & Social Medicine. Inst. of Med. Scs,. Banaras Hindu University,

Varanasi-5.
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A detailed report regarding this survey :is in
progress and would be published elsewhere,

Results and Discussions

The analysis is based on the information
from 1880 females. TFor completeness, the
assumptions and the other details of the
distribution are given below :

(i) The number of spontaneous abortions
to a female is a random variable and {follows
the poisson distribution ie.

‘P[Y:JY]:PY (t)s=e"t ¥ - .
, y (1.
for y=0,1,2, ....;and t>0

where Y denotes the number of spontaneous
abortions, t the risk parameter and P stands
for probability.

(ii) The risk parameter varies from female

to female and foilows the type III distribu-
t;__(m, ie.
. an -_—r\t tn—-l

va©

Under the above two assumptions, the mar-

ginal probability distribution function of Y is

given by '
P[Y=vy]= a a"(lfa.)t gy+n-1

{ Vo ¥ f dt

=(-5) P )

where p=i~£~£_is the probability success and

1
q= i"""pﬁ —-—a-

-

The distribution (3) is the negative binomial
distribution with parameter (n,p) where the

probability generating function :of.lthis distri-.
bution is given by

Py (s)=(Q~Psj" ; s-o.l,z. i (8)
Where P2 and m—-—.
p Q B

so that Q—-P=1,

Thus from equation (4), we can ‘compute
the probabllxtxes corresponding to 0, 1, 2......
spontaneous abortions occuring to a’ fcmale.‘ |
The estimates of the paraméters are obtained
by the moment estimate method and hence”
the expected number of fémales corfesponding
6,1, 2..... spontaneous abortions are worked .
out and are presented in Table 1, '

Table—F

The observed and the expected number of
spontancous ‘abortions in rural females o
J w1th the h:story of at least one
pregnancy

>o ns0 '(2) ‘

Number of Fi cmaics

Number of -

Observed = Expected :
abortions - . PRI
o B A 1763.3

! S 68 783
2 21 22,7
3 10 8.5
4 4
5 P 7.2
6 1
Total 1880 1880.0

X2-3.949 ;.d.f{.=2; P<.05

To see the goodness of fit, the X2%- testis
applied for this situation. For applying this
test, some last cells are grouped. The compu-
ted value of X2 is not significant at the five
present level (X2:=3.949, d f. ==2 and P<.05).
If similiarity between observed and expected
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frequencies is a criterian for the suitability of a
model, the fitted probability distribution is a
reasonable approximation. That is, the
negative binomial distribution is a good fit for
such data. It is, however, important to note
that the negative binomial distribution is
obtained on other sets of assumptions also.

One way to obtain it is the compound
pession process as obtained here; and the

second way to find it is the Polya Process (see

Chiang, 1968) where risk parameter depends
on the past history of the process and follows
the type II1 distribution. In this way, we
‘have two very different mechanisms on the
micro level which give rise to the same behavi-
our at the macro level. '

However itis clear from the findings that
the pattern of spontancous abortions to the

females is described well by the negative bino~

mial distribution at least for such situations.
If the existing characteristics of a community
is changed, it may not be claimed the ‘good
fit' of such a distribution. Because the para-

meters involved in a model vary from commus-
nity to community, region to region and’
individual to individual.

®xmr, 2,
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Conclusion

In the present study the number of spofi-
taneous abortions to females in a particular
rural community and the expected pumber of
spountancous abortions obtained from the
negative binomial distribution are more or le.s
similar. The difference is not statistically
significant. Thus the distribution may help in
checking the validity of the observations
obtained in other surveys that are made in a
similar communities as urder this study. If the

.observed incidence of abortions happens to be

more than expected, perhaps some discase
process prevalent in the community (where
the distribution holds goods) is responsible
for it. -

Refsrences

I, Chiang, C. L, 1968. Introduction to
- Stochastic Processes in Biostatistics,
wiLey and soNs, New Yeork.

2. Potts’ D. M. 1975, Personal Communica-
tion, December, 29, p. 1.

3. Rao, N. 8. N., Marwah, 5.M., Tiwari, 1.C.
and Natraj, J. 1972. Abortion Prevalence
in a rural communify. iND. J. PREV. & s0q,
MED., vol. 3, p. 176,

JOHN.




INDIAN JOURNAL OF
PUBLIC HEALTH -
Vol. XXIII No. 2,
April—June 1979

ANALYSIS OF TETANUS NEOCNATORUM CASES.
ADMITTED IN A HOSPITAL DUING 197677

P. Jagetiya® and B. Bhandari?

introduction

Tetanus neonatorum is one of the major
health problems in developing countries. It
is a common cause of neonatal death, second
only to prematurity/low birth weight (Shah
and Udani, 1969). Health education about
the disease can be useful measure to prevent
this disease in the community, contents of
which can only be correctly formulated after
an appraisal or the epidemiological factors
prevailing in that locality. The present study
was undertaken to find out the
epidemiological factors responsible for the

=disease.

various

Material and Methods

The study was carried out in the depart-
ment of Pediatrics, R.N.T. Medical College
Udaipur from July, 1976 to Aug., 1977.
Sixty-two cases were observed.

A detailed fully structured proforma was
developed and pretested. All questions were
posed to the attendant with the patient, who
in majority of cases was the female relative
of the mother looking after her during puer-
peral period,

Observatio‘ns

Age and Sex Incidence

The maximum number of the cases (41 -
cases or 66.19,) were 4 10 9 days old ; 20 cases
(32.19%) of 10 to 15 days old and there was
only one case who's age was 18 days at the
time of admijssion. Males predominated in
the present series with a sex ratio of male to
femaleas 2 : 1,

Seasonal Variation

- The maximum number of cases were seen
during the humid weather (Table No. llie.
during July to August. Sporadic cases were
seen throughout the year,

Table-—1|

Seasonal Incidence of Tetanus neonatorum

Months No. of cases Percentage
July to Oct. 40 64.4
Nov to Feb, 16 - 25.8
March to June . 6 9.6
Total : 62 )

1. 8enior Registrar,

2. Professor and Head, Department of Pediatrics, R.N.T. Medical Coilege, Udaipur.
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Socioeconomical and Cultural Factors

Education of the Father

~ Fathers of the 29 cases (46.1%) were illi-
terate, 17 (27.4%) had secondary and 14

(22.5%) primary education, while in 2 cases
they were graduates.

Occupation of the Father

As shown in Table No. 2 maximum cases
occurred in the families whose fathers were

sither farmers (29.09,) or labourers {19.9%)."

Others were professional workers {leachers
and Clerks) salesman and transport workers.
In 10 cases fathers were belonging to un-
related or unidentifiable occupations. accor-
ding ‘to international standard classification
by International Labour Organisation and
U.N.O.’

Table—2

" Incidence in Relation to the Occupation
.of Fathers

XXII,

.'Occupation of the No. of Percentage

Father cases

Labourers 12 19.4
Farmers © 18 29.0
Professional (Teacher & 10 16,1
Clerk) Unrelated and

unidentifiable

‘Occupation _ 16 16.1 -
Transport worker | 3 48
Salesman ' G 14.5
“Total: 100

62

Income of the Father
In the presens study 54.8% of fathers be-

longed to the income .-group, .Rs, 200:400/;

2, 1979
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month, 2589, to income group -below Rs.
200/ month and 19.3%, to'income group 400
and above per month,

Incidence in relation to locality and place
of delivery

Maximum number of cases (44 cases) were
brought from the rural area in vicinity of the
Udaipur. The rest of the cases belonged to
arban locality. In this series all cases were
delivered at their home under the supervision
of “untrained traditional birth attendants
except in one case where delivery was ‘con-
ducted by midwife.

Instruments used for cutting of the cord

Various house-hold instruments were used
for cutting of the cord (Table No. 3) Razor
blade was used in 56.49, cases, other instru-
ments used were kitchen knives, sickle and
scissors without any sterilization, S

Table—3
Various Instruments used for cutting of
the Gord
Instruments No. of cases Percentage
Blade 35 56.4 -
‘Kitchen Knives 18 29,0
Sickle 7 rLe
Scissors 2 3.2

Substance used for cord dressing

‘1t was observed that use of boiled ghee or

 oil was used most commonly for the cord dres-
sing (Table No, 4). No cord dressing was

done in 27 cases and talcum powder was
~utilized in 3 cases, R ‘
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Table--4

Distribution of cases according to the various
substances used for cord dressing

Cord dressing No. of Percentage
done by cases
Botled ghee or oil 32 511
Talcum Powder 3 4.8
No dressing 27 43.5

- Discussion

Tetanus neonatorum is one of the common
causes of mortality and morbidity in develop-
ing countries. This is attributed to environ-
mental as well as socioeconomic and

cultural factors {Marshali, 1968, Gupta et al.
1977).

The highest incidence was during July to
Oct. Similar observations were made by
Jaffari (1966), Nigam et at (1974), Suri et al.
(1976) and Gupta et al. (1977). Increased
incidence during these months could be

because of increased number of births taking

place during these months. Most of the
cases in present study were belonging to the

families where fathers were uneducated, and -

manual workers, having very low income.
These factors bear indirect relation to the
high incidence of the disease in these families,
Bhakoo et al. 1976, Suri et al. 1976 and
Urmila Lakhanpai (1974) also made similar
observations.

Marshall (1968), Athavale and Pai (1968)
and Majumdar (i971) observed that cord is
cut with various house-hold instruments
without any sterlization and many odd things
are used for cord dressing all these play a

" 3, Gupta et al. 1977 ;
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vital role in the increased chanecs of the

infection. We are also in close agreement of
these workers,

Summary

In this study an attempt has been made
to elicit the various socioepidemiological
factors related to the high incidence of tetanus
neonatorum. It is observed that various
well established practices Jike cutting of the
cord with unsterlised instruments, use of
harmful materials for cord dressing and poor
utilization of existing M.C.H. services need
modification, It is essential for health workers
to have some knowledge of these practices to

carry out their activities satisfactorily in their
areas. L
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GENERALISED VACCINIA~—A CASE: REPORT
K. K. Datta!, R.S, Sharma?, V,K.Kaushik? and R. 8. Misra¢

Generalised vaccinia is: a rare ;complica- the authors visited the hospital con. 19th
» fion  following :smallpox . vaccination.),”..  April 78, :
, But in..view of- the: eradication of smallpox
from. India -and fromr- the rest- of the world, .
.. generalised . vaccinia. as. a: - complieation
following smallpox vaccination has assamed..
a great importance,

" As per the history, the boy named Kaka
aged 2} months Hindu Male  from village
Ghari-Dhaneta, was admitted to General
‘Hospital, Alwar ‘on’ 15th April 1978, with
_ huge swelling of the left arm and eruptions

Generalised vaccinia occurs in two forms, all over the body. ‘The buy. was given;small-
' Much the rarér condition is seen in persons pox primary vaccination on 22nd March,
~with previous healthy ‘skin and 1s probably 1978 ‘On st of April, 78 eruptions all over
.+ agsociated ‘with a delayed antlbody response the body appeared and there. was enormous
to vacclnation. The other form of generahsed -swelling and inflammation at. the site. of. the
yovacelnia ocours: in patients  with active or _vaccination, e e
»iquiescent ' skin © diseases, - especially’ atoplc. o e R
<dermatitls, and‘is Known as eczema vaccina-
. tum, . the .. condition - which is often called
Kaposi's varicelliformieruption: + :

+Onexamination;the patient- Wwas runbing
slzght fever and had-distribution: of eriptions,
smore orlessakin: to thes csrchnaa.ry—»t*yp::sJ of
7 smallpox; : Lesions -were at’ thesamestage of

“On Téceipi” ‘of the 1nf0rmat;on_ fmm the. Jdeve}opmentand were like umbilicated: pustu-
district health authority Alwar’ to investigate*les’ ' The = left ‘arm where vaccination:was
s-aususpected case’ of small-pox, a bﬂy agéd 2} given, was highlysbedematois wnh confluent
months admltted in General Hoprtal Alwar, eruptions all over the left arm (Figure 1),

- 1. Assistant Dizector, NationalInstitute of Communicable Diseases; Alwar:Rajasthan.
;,_‘2- Rescnrch Officer, National Institute of Communicable Discases;, Alwas; Rzjasthan.
3. Deputy Ghlef ‘Medicaland Health Officer, Alwar, Rejastban,. - - -

_" De.rmatologilt. Ram Manghar Lobia-Hogpital, New:Delbi:
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Fig.—I

The child was restless and was having signs
of mild broncho-pneumonia. The vesicular
fluid was sent for virus isolation to National
Institute of CGommunicable Diseases, Delhi
and it confirmed the presence of vaccinia
virus, The case died on 22nd April 1978.
The boy belonged to a family of farmer
having six members (father 52, mother 42,
four brothers aged 14, 12, 8 and 6 years). On
the same day of vaccination i. e, on 22nd
March another five children were also
vaceinated in the same village with the same
batch of vaccine, but they were all successfully
vaccinated. The village belongs to the
Primary Health Centre Nowgong, which

reported last case of smallpox on 11.5.72.
One interesting feature was that one of the
relations of the child (grand daughter of the
uncle of the child), also died of similar illness
following smallpox vaccination at the age of
3 months in 1972,

The first case of vaccinia in India was
reported by Sarkar & Chatterjee®,

Recently Arorat et al reported a case of
vaccinia from Delhi. The child was vaccina-
ted on 1lth July 1974, in England prior to
their departure for India and the child
developed eruptions all over the body on

B s
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20th July and the child was detained at the couragement.
palam airport on arrival on Zlst July. Erup-
tion appeared after 9 days of vaccination in  References

both the cases.
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BOOK REVIEW.

Vith Annual Report (1977-78) of the Gujrat
Cancer & Research institute, Ahmedabad.

T. B. Patel

This is the sixth annual report of the
Institute at Ahmedabad domg very useful
‘national work on the d:agnoms and treatment
of cancer. The Institute has at present 350
beds, of whxch 60 are earmarked for research.
During the last 5 years the number of cancer
cases treated was 23, 540 (maic 67.7% and
famale 32.39,). Oropharyngeal cancer had

the highest proportions—42 37, followed by.

that of cervix 10.4%, lung 8.05%,, cesophagus
7.64%, breast 5.93% and miscellancous 23.5%
in that order. In 1977 alone out of 8891
cases registered 5180 were diagnosed as cancer
with 7.0% mortality. It has a well equipped
laboratory and arrangement for X-ray, MMR,
and Mammography, Radio-therapy {(deep
X-ray, Caesium 137, and Co—60 - theration
730), In brief, the report gives a good analysis
of the activities of the Institute and of the
very useful work done in India.

5, C. Seal
Problems of the Aged -

By Col. Barkat Narain, published by the
Skin Institute and Public Services Charitable
Trust, N Block Greater Kailash—I, New
Delhi, 1!0 048, Price—Rs. 10/-.

With reduction of death rates and improve-
ment of health, there has been .a major in-

biological,

crease of life expcctancy in India.  This aion g
with populauon cxp}osmn had Ied to the
increase in the number of aged people with
consequent rise of the problem of geriatrics.
The problem has been further augmented by
the change in the social structure and ,.fami])}
life in the country following the ‘breakup of
joint family system with their attendent socio-
economic and psycho-social rcpcrqussibns., i

Col. Barkat Narain’s efforts to' deal with
the" problem by bringing ont this handbcok
has beea both timely and helpful to those' who
are now badly in need of remedies for their
troubles. He has given an insight into the
varied ranges of the problem namely physical,
physiological and social- aspecis
in 25 small chapters and suggested methods
of rehabilitation and correct management for
nutrition and other remedies. In fact, his
wealth of knowledge and experience as a

\Hcalth Administrator for ‘the past half a

century has been best utlhzcd to handle the
problems in a ratmnal manner, It is also
highly desirable that health services should

_ include Gerontology as a specialised discipline

and should necessarily be included in the
curriculum of the training of doctors. This
book will be undoubtedly found handy and
helpful to all concerned and particularly to
this ageing population. h

S. C. Seal
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NOTES & NEWS

t0th International Conference on Health
Education

Experts from over 40 countries will meet
for the 10th in & scries of conferences held
under the auspices of the International Union
of Health Education to be held in London
from September 2nd to 7th, 1979, The theme
of the conference, expected to be the largest
ever global gathering of its kind, will be
Health Education in Action-— Achievements
and Priorities. There will be three themes—
PUBLIC POLICY —the integration of health

education in national planning; HEALTH
EDUCATION IN YOUTH-preparation for
parenthood, pre-school training, primary and
adolescent education and HEALTH EDUCA.
TION METHODS, both in terms of general
methodology issues and specific problems,
Speakers will be drawn from all five continents
and will include the Director-General of the
World Health Organisation. Full detais of
registration are obtainable from :—The Con-
ference Centre, 43 Charles Sireet, London

WIX 7PB,

ASSOC—IATION’S NEWS

It is a great pleasure to inform our members and readers that the

. Indian Public Health Association has been selected to host the 3rd

" International Congress of the World Federation of Public Health

Associations, Geneva. This selection has come through a secrete ballot
clection 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 Silver Jubilee Year of th> Indian Public Health Association.
" Active cooporation and help from’ all members of the Associated are

solicited.

P. N. Khanna
General Secretary
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Dr. 8. L, Verma M.BB S, M.S.,, D.P.H., F.C.C.P., F1.C.A,, FLI.LP.H.A,
(Past President, Indian Public Health Association) ‘

25

Dr, 8. L. Verma, Director General, Railway Health Services {the last post he was
holding at the time of his death) and lately President of the Indian Public Health Associa~
tion, passed away suddenly on January 10, 1979 prematurely at the prime age of only 56
years. By his death the Railway has lost one of the most active, efficient, pregressive and
popular medical Director General ever engaged in the Railway Health Services, and also
to the profession of Health Services in General. He contributed immensely to the develop-
ment of the Indian Railway Medical and Health Services and he has to his credit a long
' list of improvements initiated by him. He framed the syllabus for Refresher courses for

medical officers of the Indian Railways, reviewed and revised the contents of the accident
relief medical equipment, introduced Operations Research Techniques on the delivery of
health services in the Railway hospitals and health units. Asa CMO of the Eastern Rail-
way he built the Orthopaedic unit at Howrah and its extension to the field of prosthesis
‘manufacture. Perambur and the best surgical units of the railways received his personal
attention. According to Dr, A. L. Goswami his suceess to build up the medical services
of the Bastern Railway was a matter of envy for all other railways, His tackling of the
sanitation of “Kumbh mela” leading to no fly breeding was a greas achievement. Though”
originally a veteran Surgeon, his whole philosophy had undergone a complete metamor-
phosis after his training in D P H at the All India Institute of Hygiene and Public
Health, Calcutta and he devoted a large part of his energy in developing preventive aspects

&
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and “Gommunity Health? in railways. He was in fact, considered as a professional wizard
in the Railway Health service as, it was through his relentless efforts and necessary work that
other services were brought to the level of desired recognition. While posted at Lumding
in 1948 where the professional facilitics was only primitive, his zeal and initiative enforced
by the efforts of his colleagues and subordinates turned this “penal station’ into a pilgri-
mage for health services.

He took vp public health work with so much enthusiasm and sincerety that he was
unanimously elected to presideniship of the Indian Public Health Association and Indian
Railway Officers’ Federation. He was largly instrumental in the suggestion to build a
federation of all associations concerning the different aspects of public health, As Surgeon-
in~Chief of St. John’s Ambulance Association he revised the dress regulation. Among his
unfinished work is the problem of Railway Track Sanjtation under the aegis of WHO
and the National Environmental Engineering Research Institute, Nagpur. -

Dr. Shantapharan Lal Verma, son of an officer of the Traffic Department of the old
G.1.P. Railway, was born on July 27, 1923 at Satna, Madhya Pradesh where he had his
school education. He passed his Intermediate from the Ewing~Christian College Allahabad
and M.B.B.S. from the King George’s Medical College, Lucknow and also M.3. from the
same college in 1947 ; he obtained his D,P.H. from the All India Institute of Hygiene and
Public Health, Calcutta in 1959 being declared as the best student of the year with award of
a gold med:a_l. He bad also undegone a posigraduate trainingf' in Plastic Surgery. He
started his professional carcer in August, 1948 as a direct recruit to the Divisional Medical
“Officer of the Indian Railwéys' at the age of 25 y_cafs and was posted to Assam Railway at
‘Luniding. ‘in 1953 he was transferred to the N.E, Railway and was promoted 4s CMO
'in July 1961, After a period of 10 years he was appointed as the Director of Health Services
in the Railway BQéra and was elected to the post of Additional Member Health and ex-
officio Addiiiénal Secretary to the Government. of India in March 1975, His post was
'fedcéi_gi@afcd as Director General, Railway Health services which he was holding till his
day of demise, January 10, 1979. In his early career he was known as “angry young man”
uncomferablc, firebrond hardly compro'mising with what he cosasidered the correct step.”
'I\-Isj: was a hard worker and never spared himself at any time till death, ' '

He was a great success in his professionel career and his merit was widely recognized.
He was elected to the fellowship of Indian Public Health Association (FIPHA), Interna-
tional College of Angiology, USA (FICA) and the College of Chest Physician, (FOCOP).
In the St. John’s Ambulance Association he was holding the top-most assignment of
Surgeo-in. Chief from 1974 till death. He was also associated with the following Associations ..
or Societies ; National Council of Bharat Scouts and Guides, Association of Plastic Surgeons
of India and. Indian Association of Occupational Diseases. He also served in various
.Gommittees .namely, Surgical tnstrument Development Committee, Central Commitiee of
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Food Standards, National Malaria Eradication Committee, Smallpox Eradication Advisory
committee, Family-Planning Education Consultative Committee, Project Committee on
Infective Hepatitis, Advisory Committee of Trachoma Gontrol Project. He was also the
titular representative of the Indian Railways to the International Organisation of Railway
Medical Union (UIMG).

‘He wrote several scientific papers-on public health and wanted to bring out a‘book
on First Aid and another on Importance of Home Nursing and Primary Wound care under
the cegis of the St. John’s Ambulance Association. -He -was a likeable and loveable person
with capacity to win friends of all he came in contact with either in the Railway Services or
outside. His - death-has been: mourned.by all His Joss.is hardly reparable, .His ideals and
life’s mission gre worthy:of emulation by others. May his Soul rest if peace:!

Editor

i(' N.B. This obituary is a summary of the notes sent by Dr. N. K. Sinha, Deputy Adviser

{Health) of the Planning Commission, Yojana Bhavan, New Delhi and Dr. A/ L,
{Goswami, C. M. O. South Eastern Railway, to’ both of whom. the -Editor wishes to

offer his grateful thanks,
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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, : .
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- ¢) 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,

INDIAX . 'PUB. HLTH, XXn1, 3, juLy—seer, 1979

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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ALTERNATIVE APPROACHES TO IMPROVE CHILD HMEALTH [N INDIA
3. N, Chaudhuri*

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
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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.




140

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,
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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
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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




152 INDIAN 3, PUB., HLTH. Xmm, 3, JULY—SEPT., 1979

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

161

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,
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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.

el pdirning
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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,
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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).

e
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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.

A
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EPI ]
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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SESSION—I
WELCGME ADDRESS
G. A, Panse* ‘

{ am indeed very happy to welcome you
all here to-day to this 23rd Conference of the
Indian Public Health Asmcaatwn

Our State of Maharashtra is singularly

fortunaté in having a medical graduate as our
Cabinet Minister for Public Health and .
Family welfare and another medical graduate .

as our Minister of State for Public Health &
Family Welfare. Both have a vast experience

of the medical and health needs and under .
* their stewardship we hope to achieve better

results in-all our Health Programme. .

We are. very happy to  welcome ol

- Madam, here to-day, especially because you
could squeeze some time for this conference
fromn heavy schedule of multifarious pro- ‘
. grammes you have on hand to-day. We
know that to-day morning only you reached .
Aurangabad from Akela by travelling a dis- -
‘tance of 180 miles. and then ‘attended two
- conferences and then after inaugurating this.
23rd Conference of the Indian Public Health
Assocnatmn, you --are again to leave for -
“ Nanded, a city about 165 miles away from . .

here,

So also our H,on mester of Statc for - .

Public Health & Family Welfare, Dr.
Gadekar, has also squeezed out some time for
our -Conference from his busy schefdule. Dr.
Gadekar is not ounly our professional colleague
but also a person who has"a_c;(;ivel-y ‘participa-
ted in the health work while, previously work-
ing as Medical Officer in the Department,
He accepted our invitation to preside cver the

function at a very short time, ;thus indicating

that the cause of Public Health is. uppﬂrmost
in hls mind.

I am sure that the presence .of:both theée

~Ministers who belong to our. divine medical

profession will give proper direction to our
deliberations. -

We are also very happy to have midst us
over 150 participants comiag from different

* parts of the country. . Amongst. them we have -

distinguished scholars, .delegates and Public
Health Workers.. We lock forward for their
valuable guidance which would go a long way
in making the deliberations of the conference

meaningful and realistic.

This .is the 20d.Indian Public Health

. Conference that is being. held in this State,
Way back in 1‘367 it was held in Poona which

*President, Indian Public Health Assoeiation, Maharashtra State Branch'j
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is considered to be the Cultural and Educa-
tional Centre of this State. Itis now being
held in Aurangabad which has a rich cultural
heritage, The city has grown up in all respects
in the last about two decades. Its historical
heritage has acquired new dimensions in the
shape of additional and better educational

facilities, industries and what not. This city -

is known for its hospitability and I am sure
that our guests and delegates would feel quite
at.home while they are here.

We all know that the City of Aurangabad
is surrounded by historically and culturally
-rich places like Ajanta, internationally. known
- for its paintings, Ellor%for’ its ancient beauti-
ful archives, Daulatabad Fortand Khuldabad
»for “the -tomb - of Aurangzeb, the Moghul
s BEmperor. In Aurangabad city itsclf, we have
-i'the Bibika Makabara designed on the pattern
of Taj Mahal. All this rich heritage is indi-.
cative of one thing that our ancestors have
possessed really a good health without which
they would have never been able to leave for
us such immortal and precious treasure. It is
only the robust and healthy mind in a healthy
body that can leave behind such a rich
treasure. '

‘Curning to the Topic of our main delibera-
tion, we are going to. discuss among other -
public health problems; the role of Para Medi-
cal Personnel in the Medical” and Health
Programmes. - We are going‘through a peculiar
phase of development of the health pro-
gramme which has an unique importance in .
the individual as well as national life. - The
challenges of the past arc more or less met but
new challenges are appearing:-on the horizon.
We have to consider how best we can with-
stand these pressures and meet the - challenges

with vigour and success.

I am sure that the conference would
consider the problems we are facing and the
right type of remedies it could suggest.

Through out our deliberations we must be
wide awake to the problem that public health
is both a social and technical job. We have

all to do the technical jdb as perfectly as
possible and also we should know how vo sell

it to bring about behavioural change in the
community. The change hasto be brought
about by visnalising programmes that are not
too expensive and those that suggest a co-ordi-
nated nationwide attack on the poor hygienic
conditions, superstition, ignorance etc.

Wae:are on a threshhold of industrial revo.
Iution in our country. The gap between the

. rural and. urban life is widening, posing their

own problems amd we have to meet them
squarely. Our own medical profession is
-undergoing vast change. A Medical genera-
list, though still forms.a back bone of the
medical-system, there is a. erave for specialized

treatment on the other hand. With the sapid .-

industrialization, problems of industrial health
also are raising their head. With an unpre-
cedented advance in Medical Science, newer
and newer technologies are being employed.
All these challenges cannot be undoubtedly
solved by the Practitioners of Medicine  alone.
They need help of the Para Med_ica_l.bcrsonnel
in their fight against, the disease.. The role
of Para Medical Personnel has thus assumed
wider importance,
1 say.shat para. medical personnel form not

“only an integral part but forms an indivisible
.-part 6f the total health care system.

I may not be wrong if -

e




I am sure that the gallaxy of delegates who
have assembled here have rich experience and
a far reaching foresight and their cumulative
wisedom, experience, knowledge and foresight
would lead up to the ultimate goal of creating
a society free from disease and ignorance.
“Sarve Janah Sakhinab Santu, Sarve Santu
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Niramayah” is our cherished goal and let us
all, Medical, Paramedical, Social & Political
men march hand in hand to attain it.

With ‘these introductory words I once
again welcome you to this city and
conference,

i
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INAUGURAL ADDRESS

Smt. Pramilatai Tople*

I am indeed very happy to be with you
this afternoon to inaugurate the 23rd Annual
Conference of the Indian Public Health
Association, :

I understand that the Indian Public Health
Association is publishing a quarterly journal
to focus attention of those engaged in this
field on the important issues of Public Health
Importance.  Similarly, the Maharashtra
Branch of the Association is establishing a
Health Museum in Pune and also is running
an immunization centre, apart {rom having
discussions on various scientific aspects at
regular intervals.

However, when the concepts of delivery
of health care are undergoing, a revolutionary
change, the activities of the Association may
have to be suitably modified, and I am sure
that this 23rd conference must be addressing
itself to the changing role of the association.

There has been a growing realisation that
despite the best efforts by official and non-
official agencies, the basic health needs of the
vast multitude of our rural population have
still remained largely unfulfilied. The gap
between the health facilities available to urban
population and those available to rural popu-
lation has continued to remain wide inspite of

our five, Five Year Plans, The present
Government has therefore, rightly decided to
bridge this gap by providing more health
facilities to our rural and tribal people and to
those who are economically backward. This
objective obviously cannot be achieved by
medical men alone because of their small
number and the large population, which they
have to serve. The need to involve para
medical in health care is thus obvious if we
want to fulfil our cherished goal of improving
the health standards of our rural and tribal
people and hence I am happy to learn that
this 23cd Conference of the Indian Public
Health Association has rightly selected the
topic, “Paramedicals in Health QCare’, for
their scientific session,

Role of Para-Medical Personnel in the
management of Health Care is as old as role
of the Medical Personnel- The first Dai who
conducted the delivery of her neighbour was
the first para-medical person. The person
who helped the Physician in dispensing medi-
cine first happens to be the ancestor of the
systemn of Pharmacists, The roles of para-
medical personnel got widened with the pro-
gress of Medical Science and the discoveries
of the causative organisms. '

Health is man’s precious possession as it

*Hon. Minister for Public Health and Family Welfare, Maharashira.
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influences all his activities and
destiny,

Man has been striving to keep good health
bup it took centuries before he could know
why and how the diseases occur. The primi-
tive man attributed diseases to the causes of
deities and drove away the spirits that caused
the diseases by noise, [t was intermingled
with religion, superstition, maglc and witch
craft.

In the Egyptian Civilization mankind
came to know of some scientific reasons that
caused diseases.

Similarly, the Greeks, the Romans and the
Indians have their own system of medicines.

Medicine which was long in the bondage
of superstition and speculation began-to eme-
rge as a science, as new discoveries -were
made and human knowledge advanced.

The delivery of mediecal care also under-
went changes with the passage of time ard
aspecialiy after the .industrial revolution. A
family doctor who happencd to be a generalist

could not cater to the comlexities of the dise- .

ases. Hospitals grew in numbers, Specialities
with manvfold iastruments and their opera-
tors increased in number. To cope with all
these needs was beybnd the capacity of a
doctor or a physician.. He needed assistance.
The concept of Social and Preventive Medi-
The new
Civie

cine also acquired deep roots,
thinking was how to prevent disease,

lised communities came to two conclusions.

The first was that the health ~of
individual was a social concern and respon-

every

sibility and the second was that the -medical

care in its widest sense for every individual is

shapes his

an essential condition of maximum efficiency
and happiness,
When medicine was an cmpirical art,
when the possibilities of Surgery were very
restricted and when the hospitals were in the
main, merely lodging houses for the sick, the
medical part of the problem of care of the sick
was relatively unimportant, But the picture
has undergone a radical change.
has achieved spectacular progress.

Surgery
Specialist
medical help is increasingly being demanded
and as such the profession has ceased to be
possible for a single practitioner.

Health has become a national resp#nsi-
bli]ty It is closely linked with the production
of a nation and it has a vital role in promo-
ting national wealth., Health has been defined”
as a State of complete physical, mental and
social well being and not werely an absence
of disease. Now has the time come to add
the 4th dimension that is spiritual health’
which we are trying to attain by going back
to Yogasanas,

With the new concept of Public and Social
Health giving emphasls on prevention, it has
become necessary-to divide the Health Care
into 4 classes ;

¥
I} Know and learn about health hazards.

2) Take Prcventive‘. medicines wherever
necessary and try to see that the diseases
do not occur at all.

3) If at all you become ill get the treat-

_ ment from your doctor who may be @

. -generalist, or if it is beyond his capacity

...approach the specialist.

4) Get Hogpitalised treatment by being
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under constant supervision and make
yourself available for pathological and
other examinations.

For all these things, doctors alone are not
required. Neither they can carry out all
the work which para medicals can do.

Patent drugs for cure of diseases like
Tuberculosis, Leprosy, etc. which can be
administered through specially trained per-
sonnel have become available.

The motto of any welfare State is to
provide heaith care from womb to tomb.
This care cannot be provided by a handful
of doctors especially when it can be provided
with little knowledge that can be imparted
to nonmedicals. The Nurses, Ionculators,
Laboratory Technicians, X-Ray Technicians,
B.C.G. Technicians, Ophthalmic Assistants,
Physiotherapists, Medico-Social Workers,
Compounders and all other such para- medical
personnel can reduce the burden of work on
the doctors and yet help the community to
acquire good health.

The recent addition to this category of
para-medicals is the multipurpose worker
He willreplace all unipurpose workers such as
vaccinators, B. Q. G. Technicians, malaria
workers, Cholera Workers, etc. and will
provide majority of the promotive and pre-
ventive services and to a certain extent
primary medical care to the people at their
doorsteps or in their villages.

1

The ALMA-ATA«International Conference
on Primary Health Care has fixed a goalyl
acceptable level of Henlth for ail the people
of the World by the year 2000 and has made

xxrig, 4, OCT.—DEC.,
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numerous recommendation to achieve this.

The role of para-medicals in providing
Primary Health Care has been given its due
importance even in this Conference.

The International Year of the Child bas
just begun. According to 1971 census,. the
child population (0-14 years) in India was 230
million, constituting about 42 per cent of the
total population. The importance of the first
six years of life of a child, for its growth and
development is very well known. We have
about [15 million children in this valuable
age group. The infant mortality rate is as
high as 122 per thousand live births sugges-
ting that a lot effort is still nceded 1o promote
the cause of child health, The prevailing
Indian situation in relation to maternal and
child health reflects a woeful inadequacy of
achievements and: leaves out.-immense ground
yet to be covered. Women in the age group
15-44 counstitute nearly 22 per cent of the total
population, and children in the age group 0-6
constitute another 21 per cent. The health
and nutrition needs of nearly 43 per cent of
the total population have to be met. Of

these, only a small percentage is being

-reached at present through existing child and

maternity health services. Lot of help from

para-mzadicals and voluntary organisation will
be required in providing supplementary nutri-
tion, immunization, health check up, referral
services, health and nutrition educ\ation, ete,

It is thus clear that

I. Even though we have made some progress
in the field of public health, a lot more
has yet remained to be achieved.

2. Medical persons alone will not be able to

deliver all the health services, needed for
cur people.

&
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3. Para-medicals have to be involved in
- large numbers to orovide health care.

After having agreed to utilise the services
of the para-medicals, the two major questions,
viz, the areas in which they should be involved

and their training may have to be seriously -

considered, as the entire success of our health
programmes will depend on these two im-
portant aspects. I have every hope that this
conference will help the Health Administra-
tors in streamlining the entire issue of use of
para-medicals in Health Care.

Government machinery alone will not be

able to deliver the goods. Tt is necessary that
voluntary orpan sations,  private institutions,
private medical practitioners, Association like
yours, the Indian Medical Association, ete.
should actively engage themselves in health
promotional drive and in programmes like
Family Welfare which have received a set
back in the recent past.

With your co-operation and with the co-
operation of all such organisations only, it
would be possible to achieve our goal. '

I wish the conference a success and declare
that the conference is inaugurated.
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Friends,

I am cxccedmgly grateful to you all for

havmg elected me President of the Indian

Public Health' Association, unanimously for
19/8-79. 1 must admit that I do not find
myself cqua} to the grcat honour” you have
bestowed on me. My only qualification is,
perhaps, that I am one of the oldest devotees
of the Goddess of Public Health. T, therefore,
crave your indulgence and your unstinted and
willing support in making this Session an un-
qualified success. We have very serious
problems facing us, which can only be solved
by the combined goodwill and wisdom of
you all,

Our aim, as you all know, is to introduce
and help extending the concept of total and
positive health in the country, This would
mean a programme not only for the control
of epidemics, and treating the sick, but also to
introduce measures which will bestow on every
individual a state of fullest enjoyment of his or
her physical and mental capacitiesin a har-
monious social and ecological environment.

When we look at this, we know we have
yet far to go, butitis always proper to keep
the aim in view.

The biggest cause of deaths in this country
~as shown by hospital statistics—are from
communicable diseases and must, therefore,
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form the biggest chunk of morbidity, it
would be worthwhile to assess the impact of a
few important diseases on the health condi-
tions of the country, and of the measures
taken to combat them.

Malaria

Malarla continues as & major health prob-
lem even after the control programmc of last
25 years. The mc1depce of malaria cases had
come down to one lakh in 1965, but it again
started going up with the peak of the pfesent

R




trend in 1976 with 65 lakh cases. Since then,
it is gradually coming down with 37.6 lakh
cases in 1977<78; about-29.5 lakhs-till' Septem-
ber 1978 during 1978-79.

As you are aware, control mesasures are
being taken according to the modified plan
particularly in the districts affected by a
severe type of illness due to P. falciparum.
Coorperation is also now sought of panchayats
and schioo! teachers for establishing drug dis-
tribution and treatment centres.. Anti-malaria
measures; however, are’ of a socio-medical
pature, and need involvement and active
participation of the whole communities. This
makes intensive and’ extensive Heahth educae
tion among the masses as an essential pre-
requisite: at - the grassroot levels to make
anti-malaria- campaign 48 ‘a' people’s pro=
gramme, intead’ of workihg: it' merely as an
official scheme. A ‘

It is rather discouraging to know that the
thiealth education’ componentis only two lakhs
in a total outlay of75 crores for antimalaria
work- in 1978-79 which comes to:0:0279, of
the total schieme provision for this will be
radicatly liberalised'to win over mass report.

We almost reached the eradication point
in the sixties; and we cannot-afford to miiss the
bus again, Our motto must be continued
vigilance, efficiency and mass-participation.

"Filaria

Bancroftian filariasis-continues ag a' major
public healtti’ problem. No less than 236
million population live in endemic urban and
rural'areas, The filaria control units are yet
confined mostly to the urban areas protecting
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a population of 23 million threugh 153 filaria
control units. We have yet to go far to make
a dent in the endémicity: of thisinfection.
It is time that the control units should be’
extended 1o cover the whole of the area at
risk, It is necessary to keep these as a sepa-
rate staff as (he muitiplicity of functions is
bound to tell on the efficiency of work
-especially in areas which are under the
attack phase.

Smallpox

It is a matter of greatest satisfaction for
the country to attain the target of Smallpox
Zero on 5-7-1975 and’ to maintain the free
status sinee then. It spealis volumes of the
organisation and the efficiency of' all’ those
who pafticipatedin  these operations. It is,
however, necessary to maintaii utmost vigis
lance. It is. recommended that Primary
Vaccination should: continue till smalipox
zero status Has Been-certified: everywhere.

Cholera

This disease which was at one point of time
one of the biggest killers is now well contained
and the cholera combat teams which are 40«
45in number Have ‘been- found to be quick
and serviceable,

Dysentery, Gastro-enteritis and Enteric
group of fevers

These diseases are still very highly
rampant in- the conntry. The number of
cases of this group treated' in hospitals and
dispensaries during 1972 to. 1976 come to
49,10,417 or 419 of the: total cases from

- communicable digeases;:. The WiH.O: in its
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¢
recent session of the regional sconference for
South East Asia held at Ulan Bator has also
brought out that almost 809, of children in
" the rural areas suffer from intestinal parasitic
or bacterial infections.

Thc_abc}ve diseases are directly related to
the problem of rural water supply and
sanitation.

Water supply and Drainage

So far as the position of water supply is
concerned, it may be relevant to mention that
the budget of the Ministry of Health for 1978-
79 shows only an allocation of Rs, 6,036.47
lakhs for schemes pertaining to ganitation and
Public Health Out of a total of 5,75,936
villages in the cou,ntry barely 109% h:ave heen
reported to be provided with safe drinking
water facilities either through piped water
supply or by hand operated tube well, Bven
in urban areas the conditions are not much

happier, as in most places the supply is inter-

mittent and far below the daily average
requirements to cope with the. rising popu-
lation,

The position of the sewerage is still worse.
Even in metropolitan towns, there are large
_areas with open sewers, Hardly 6%  of the
country’s population is served by sewers.

Water supply and drainage scheme are
executed by the public health section of the
Ministry of Works. As such schemes have a
direct bearing on public health, the priorities
and allotments need be fixed in consultation
with the Ministry of Health and as such the
Department of Sanitary Engineering, should
function under the Director General of, Health

Services. This is now all the more necessary, -

as the Central Gabinet has decided to provide
safe drinking water in 10,00,000 villages under
the sixth plan.

Sanitation

_ As regards the rural sanitation, the condi-
tions are too well known to need description.

What isstill worse, such abominable condi-
tions exist also in Nai Bustees and slums which
are springing up without any planning or
sanitary facilities in the periphery of large
urban areas, The overcrowding makes condi-
tions stil} worse in such localities. The infant
mortality rate, which is a sensitive index of
the state of community health, is 131 per IOQQ
live births for the rural areas for 1970. This is
the highest figure when compared eyen, with
other developing. couptries, such. ag Malays:a

Singapore, Sri Lanka, etc.

- Improvement of rural sanitation under the

Primary Health Care Scheme now falls dircets
ly on the shoulders of the Community Health
and Multipurpose Workers, under the guidance
of the Health Assistants and Medical Officers.
Will these cadres of Health workers develop
sufficient drive and initiative to deliver the
goods P These are the problems you have to
consider on the basis of your chservations. It
is after all the mass health education which
can arouse the health conscience of the
people. ‘This may bea long process before
any change is discernible in the age old habits
of the inhabitants. Can we wait solong?
Time can be shortened if there is a large scale

eoples’ movement by the voluntary heaith -
peop ¥

warkers, dedicated to the task, and fully

-supported by the politicé‘l will of the autho-

rities. Merely official agencies are not likely
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to take us very far. The basic needs of potable
water supply and sanitation are keenly felt by
all and any tangible schemes for these would
be acceptable to all.

Tuberculosis
It is estimated that there are about 2

mitlion infectious cases of tuberculosis in the
couniry against 42,500 beds for such patients,

308 district Tub. centres and 400 Tub. clinics.

The need for providing each district with a
Tub. centre need hardly be over-emphasised.
These are imperative for organising and direc-
ting Tub. control measares to ensure efficient
and early case-finding, effective treatment
and organising health education
district. There is hardly any difference in
the prevaience of Tub between the cities and
ihe villages. Extension of Tub. contrelin the
rural areas, therefore, assumes great im-
portance on account of the large populations
at misk, Under the Primary Health Care
programme, tuberculosis conrol is naturally
integrated with - general health services
specially at the periphery. Ifthe communivy
health workers and multipurpose workers are
trained to make slides of the sputum from
cough of three or four weeks’ duration and
send the same to the P.HL.C. it would be very

in every

.:helpful in dstecting fresh cases even from far

flung villages. Patients with slides positive for
tubercli bacilli should at once be put under
treatment. It would be epidemiologically
a sound, practical and cheap procedure and
will set in motion necessary -domiciliary
treatment under the supervision of District
Tuberculosis and the Primary Health
Centre, [ am mentioning this, as the
manual of Community Health Worker does
not make mention of this in the list of duties.
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I feelsanguine that if the peripheral health
organisations are properly deveioped, we can
effectively meet the challenge (now that the
health services are being provided at the very
door step of ihe people) by searching out
tuberculosis cases from every village,

In a vast country like ours, it is not only
the care of the patient but also the protection

-of the community, whichis very important,

In this the public realth practitioners have a
full role to pay in carrying ous health educa-
tion programme, helping and . orgamsing
B. C. G, programme and to ensure working of
domiciliary treatment.

Sexually Transmissible Diseases

lt is estimated that no less than 4 to 10%
pcrsons are infecred with such chs(.ases at any
one time involving 20 1o 40 millions. These
snould, therefo;je, be deemed 10 pose a major
public healin problem. Itisestimated that
such diseases are spreading at a jet speed and
are likely to get out of control. It is, therefore,
essential to devise immediate and adequale
measures commensurate with the problem,
The old time concept ihat the disease is only
confined to large cities and sea-ports and in
Sub-Himalayan tract isa thing of the past,
as with the present day means of communica-
tion and adverse economic conditions no place
can -be considered-free. The -increasing per-
missiveness of the society further facilitates the

spreading of infection,

The present policy of confining the coh-
trol by treating through 237 §. T. D. clinic
cannot be considered adequate. ' It does not

provide a clinic, cven in each district.
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The control measures can not be considered
in isolation from the social, economic and
family background of the patients. Lack of
proper inter-personal family relationship and
want of knowledge of these discases generally
drives one to promiscuity and to contracting
these discases. Large majority of victims get
infected from prostitutes, The latter also
adopt this profession as a result of grinding
poverty at home.” Any control programme

. to be effective should include all the three

components viz. curative, educative “and
rehabilitative. . Suppert of voluntary social
‘organisations should also be invoked for this
purpose.

About 20% patients in 8. T, D, clinics
belong to the teen-aged group, which com-
prises 35%, of the population. This empha-
sises the urgent need of introducing Sex
Education programmes in sehools and
colleges. This should form an essential part
of the school ¢urriculum, suitable for different
age groups. '

The Suppression of Immoral Traflic Act,
1956, enforced to restrain trafficking in
women has been found to be ineffective "and
and needs to be amended so as to bring in its
purview both the patrons and the prostitutes.

In view of the inadequacy of the S.T.D.
clinics it is suggested that there should be
arrangements for treatment of S.T.D. in all
Primary Health Centres, where there would
now be adequate staff to follow up contacts of
the cases, and to effectively carry out mopping
up of these infections in the countryside.

Nutrition and small family

Despite the green revolutions, the general
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state of nutrition does not appear to have
made any difference. This is indicated by
the net availability per capita of foodgrains
per day during the preceding few years,
shown in the Health Statistics issued by the
D.G.H.S, as indicated below :

Per capita
availability of

Year Population cereals and
pulses per day
1971 547,137 460.1. grams
1972 5.58,913 467.3 grams
1973 5,70,849 423.7 grams
1974 5,82,717 452.5 grams
1975 5,94,540 409-6 grams
1976 6,06,203 456,8 grams

The above shows that in spite-of all efforts
in augmenting agricultural production, the
annual increase of population does not permit
any -optimism regarding an increase in avai-
lability of food per head. The average daily
caloric value in India during 1972-74 came to
1970 per capita against a minimum require-
ment of 2210 calories. This figure also com-
pares less favourably with some other
developing countries of the neighbourhood.
In Pakistan, it was 2132, in Singapore 2835,
aud Malaysia 2534, The caloric value of
cercals and pulses in 1976 was only 1632 as
per figures of Ministry of Agriculture,

The poor state of nutrition of an average
Indian is further corroborated by per capita
income which is Rs. 87.4 per month at
current prices and Rs. 54.6 per month at
constant (1970-71) prices.

Family Welfare

These are most revealing figures illustrating
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stark poverty of the teeming masses,
is no doubt thata large number of schemes
are being implemented to improve the socio-
economic conditions of the country. Fhese
certainiy have their relevance in the long run.
But I am sure the key for the immediate
solution lies in stabilising the population here
and now for improving the quality of life of
the people.

We have seen the adverse effects of intro-
ducing compulsion in the family planning
programme. The percentage of protected
couples went down from 239% to 2259 in
six months. What is now required is hard,
strenuous, sustained and village oriented
work of health education with a missionary
zeal throu:hout the country. If carried out
in the right spirit, there is no doubt that it
will be taken up as peoples’ own programme,
Fortunately our Prime Minister and the
Government are also very much alive to the
problem and are providing large funds to
popularise the movement. It is now for us,
the Public Health Workers, to deliver the
goods. Let the Famijly Welfare be our creed
for several years till the birth rate comes

down to 25.

Zoongsis

The Zoonosis constitutes another signi-
ficant problem in relation to public health.
Good deal of light was thrown on the subject
at the last year’s conference at Hissar. The
problem divides itself into; '

(l) diseases chrough infected eggs, milk and
other foods. and {2) zoonotic disease due to
shrect contact or through a vector.

Action :in regard to -guality, anufacture

There -
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and sale of articles of food is generally imple-~
mented by the local bodies, who have their
own limitations. Only the Governments of
Maharashtra and Pondichery maintain sepa-
rate departments for food control. Thereis a
provision of 13 lakhs under Plan and 11.74
lakhs under non.plan allocation in the Clentral
budget for prevention of food adulteration.
This scarcely fouch the fringe of the
problem,  Prevention of food adulteration
laws have nos been very effective for reasons

can

well known,

Slaughter houses

Most of the slaughter houses are in
deplorable conditions and provide excellent
media for the propagation of meat-borne
infections.

As regarding No (2), no serious effort has
so far been organised to contain zoomnotic
diseases, except rabies. Spasmodic campaigns
against rats are launched in special areas
theatened with plague. In a country like
ours, most of the rural population lives in
closest proximity with bovines and othes
animals. It is estimated that four-fifths of the
human infections are zoonosis, i.e. shared by
man and animal. It is necessary to provide
for further research about communication of

Zoonotic diseases between human and animals

~and educate the public about the same‘throug-

out the couniry.

In our prévious conferences also, we
resolved that Veterinary Public Health Acti-

‘vities must be integrated with the health

services. We should forcefully again endorse
the same, as the two are intimately interlinked,
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Environmental and Ecological Pollution:

There has been recently a rapid rise in the
atmospheric and ecological pollution in the
country both at the macro and micro levels.
This is largely due to the advance of industry,
and increasing urbanisation, which takes
shape either in the form of multi-storeyed
buildings or in vast expanding overcrowded
insanitary slums, on the cutskirts of large
metropolitan cities, The gaseous effluvia
emitted by the chimneys has a deicterious effect
on the respiratory apparatus of those work-
ing and residing in the vicinity, particularly
on the children. It is recognised that althouh
there is an increasing danger of air poliution,
yet the problem has not yeb reached alarming
proportions, I think there is no scope for any
complacence in this matter, as there is plenty

of evidence of the ills caused by such pollutants

and also by overcrowding in‘the slums,

The National Committee on environmental
planning which had put up some monitoring
stations in the country has not yes fixed any
realistic standards of permissible levels of air
pollution. Any standards so fixed by the
Committee should be incorporated in law so
as to make their application imperative.

There are also very favourable malariogenic
condition in the slums. The state of health
among residents living in the flats on the
fourth or higher flats needs to be surveyed on
account of their special ecological conditions
and health and accident hazards.

There is at present fast growth of urban,
suburban and bustees on the outskirts of the
towns. In addition, there is also need for rual
planning. The past experience has amply
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shown that even minor deviations from prin-
ciples of public health would result subsequent-
ly in major catastrophies in terms of human
health and public exchequer. It is my firm
belief that a public health representative must.
be invariably associated at the time of formu-
lation of all schemes of urban, suburban or
rural housing plans. This is necessary to take
care from the public health point of view of
every detail to avoid serious problems ata
later date.

Primary Health Care

Friends, you are well aware of the Health
Clare launched in the rural areas by the
Government of India on the 2nd Oct. 1977,

As the key-note address is to be on this
subject, I do not propose to go into the details
of the scheme.

The scheme has already started functioning
in 726 centres, and it is expected that 90,000
community health workers will be trained till
the end of 1979 who will cover 9 crores of
population in about 80,000 villages.

The scheme will cover the whole country
during the 6th Plan period.

The distinctive features of the schemeis
not only its vast magnitude, but also the
important and basic role which is assigned to
the para-medical staff.

Many of you would have first hand know-
ledge of the actual working of the plan. '

1 would request you to express your views
on the same, based on your actual experience
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and observations regarding its various aspects
such as training, administration and technical
efficiency of the staff etc. The scheme is till
in its formative stage and I feel sure any
concrete suggestions from the body of health
experts, such as yours, will receive due consi~
deration of the authorities. As the theme of
the conference is also “Para-medicals in
Health Care”, Itrust there will be plenty of
opportunity in the conference to discuss the

scheme from every angle.

We as public health workers fully appreciate
the basic philosophy of the scheme, as we feel
that if it is properly guided and carefully
nourished, it hasin it the potential of blosse-
ming out into a fully integrated health cover
for the entire population.

Ladies and Gentlemen, I have tried to
place before you some of the most urgent
" problems relating to health in the country.
We must always bear in mind that Public
Health is purchasable and it is for the vota-
ries of this Goddess to find the means. Our
recent experience in the eradication of small-
pox amply proves that if the mecans are provis
ded, there is no dearth of expertise in the
country to deliver the goods. Fortunately,
the Government of India is very much interes-
ted to impfovc the health conditions and I
" consider this the most opportune time for

presenting our views.

Allocations of funds under different plan
periods indicate that there has been a conti-
nual decrease in outlay allotted to “health”
when considered as percentages of the total,
in each successive plan, as shown below
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Investment ‘Total Plan
Plan Period in Health Qutlay

Rupeesin  Rupees

crores in crores
Ist Plan (1951-56) 65.20 (3.9) 1960
2nd Plan (1956-61) 140,80 (3.0} 4672
3rd Plan (1961.66) 225.9 (2.6) 8576.5
Annual Plan '

(1966.67) 140.2 (2.1) 6625.4
4th Plan (1969-74) 835.5 (2.1)  15778.8
5th Plan (1974.79)

' Qutlay 681.66 (1.7)  39303.2

{Figures in bracket indicate the percentage to
total plan outlay) :

Even though allocation in the 5th plan
looks big, its value on the basis of 1960-61

prices is about 249 crores, which shows that it

is approximately the same as provided in the
3rd plan. In fact the percentage of allotment
to the total outlay has gone down from 2.6
to L.7.

Considering that the demands on health
have been naturally expanding, the above
phenomenon cannot be looked upon with

-complacence, and we must raise our voice

against this incongruity specially when the
health conditions in the country are far below
the standard and the above allocation also
includes expenditure on hospitals and medical
insititutions,

Multiple Associations

Many of us specialising in different
aspects of community medicine have no doubt
achicved considerable success in their own
respective fields. .Our aim is, however, attai-
ping a high standard of total health for the
population so ag to raise their quality of life as
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‘a. whole. - This requires a collective function-
ning of all the services pertaining to commu-
nity medicine such communicable diseases
control, M. C. H., veterinary public health,
water supply and drainage, urban and rural
town planning, control of atmospheric and
ecological pollution, statistical services and
other services having a bearing on public
health, No organisation relating to any single
*speciality can aspire to achicve this objective.

My illustrious predecessors, the late
lamented Dr. S. 8. Verma and Dr. J. B.
Srivastava, recognised this and worked for
organising a common platform. for chalking
out a concerted action and joint endeavour

. for the purpose. Some of the like-minded -

Associations, during this year, dlso reacted
favourably, and at one time we expected to
hold a joint meeting in OQtctober, 1978, to
" discuss a few common problems,” A set of
modalities were also worked out and it was

made abundantly clear that each Association

will maintain its individual character and
objectives as heretofore, “The joint session
will, howc‘\%er,'providc opportunities for cross-
fertilisation of ideas to evolve balanced and
well integrated health schemes from all
_aspects. I hope and pray we shall soon
: su_cc_:eed in this projéct; '

- 'Adniinistrafion

Friends, as we know, our representations

and resolutions often are overlooked by the
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--authorities, -Qur very reasonable and modest

request that omne of the D, G, H.S, and

‘Additional D. G. H. S. should be with a

public health background, has not besn

. serfously. considered. At the present time,

when gigantic health schemes are being initia-
ted, this suggestion assumes still greater
relevance. No less than 84 of the total
allocations under the centrally sponsored and
Plan Bchemes of the Ministry. of
Health for the year 1978-79 relate to prevens
tion of discase and promotion of health. 1,
therefore, wish to re-iterate the previous reso-
lutfon on the subject to ensure a sound public
We
also place the special expertise of this Asso-
ciation at the disposal of the authorities and
would request that we may be associated with
all the health schemes during their formative
stages, so as to enable us to present our views
from public health point of view. I tiust
with your blessings and active support, we
shall succeed in our legitimate representations.

Conc!usiohs :
Ladies and Gentlemen, I must apologise

for taking so much of your precious time and
am very grateful to you for your kind indul-

gence,

I trust and hope you will have very useful
discussiens on the various health problems as
scheduled in the programme and wili find the
sessions stimulating and fruitful.
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ENVIRONMENTAL CHANGE AND HUMAN HEALTH.
(Late Dr. B, G, Dasgupta Memorial Oration— 1978)

M. C. Mistai*

Chairman Sir, Colleagues—Ladies and
Gentlemen :

To start with, 1 express my sincere thanks
to the Geueralbody of the Association for the
great honour done to ‘me by -asking me this
year to-deliver the  Oration which has been
instituted to commemorate the memory of
late Dr. B.C. Dasgupta, an oiitstanding peiso-
nality in the field of Public Health in our .
country

When I was informed by our Secretary,
Dr. Khanna, of my election to this horour, I
started thinking as to on-which subject should
I speak before a. -learned audience’ like ‘this,
Acknowledging. his communication, ! reques-
ted him if he could suggest to me a subject,
which will be apt for this occasion., As
expected he wrote me back, that I had to
choose the topic. I could smell at this time
of growing interest amongst our people in
problem of Eunvironment from SOIE reports
in Press, and so started pondering over the
feasibility of writing.on this topic. Just then

The concept of envitorment i complex
“and-all embracing. It is not merely fhc air
water and soil that forms our énvirénHient
bt alsethe soeial - and‘econoniic’ ¢onditions
conder”which  we lives The interwdl ‘und
- externalenviroiments comiprise total éhiviFos-

about the same sort of topic and this solved :
e

the dilemnma, and here 1 am before you with
a brief resume on “‘Envxronmental Changc
and Human Health.” s

nv:ronmcnts, are mﬂucmed both

*Profcssor and Hezd, Department df?rcvenuv&& Soclal Med:cme Medical College, Jabalpox—'e aridk E@an
Faculty of Medicine, University of Jabalpur: :
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by major events (war, famine and pestilence)
and by minors. Strikes and related disputes
thay disrups communication sanitary services
can also affect our environment.

Health workers were long preoccupied
with main vulnerability to obviously harm-
ful contaminants. Though' Vector Control,
Waste disposal and water and food questions
are still major concerns in some areas of the
world, In affluent countries attention now
centres on more sophisticated contaminants
and the quality of air and topics like recrea-
tional facilities, working conditions etc. The
rear of outboard engines scaring the last birds
from a formerly tranquil lake, the reck of
exhausts during a traffic jam and the disfigu-
ring presence of crude on a favourite beach
are important gradients in health related
environmental change.

Through such things ‘change’ has become
an emotionally charged word. But change
may be for better as well as for the worse,
Adverse environmental change may range
from violens to imperceptible and have short
range to very long range cffeots,

Environmental change in the world since
World War II, has been radical, rapid and
comprehensive, The physicians have reached
new heights in their endeavours to adapt man
to the environment, The Enginecers on a
scale hitherto undreamed of, are busily adap-
ting environment to the man. But these
conscious cfforts towards improvement . conti-
nue to produce unlooked for side effects.
Therefore, when plans are made, certain
environmensal values have to be critically
weighed against others, Value judgements
do not necessarily mean an all or nothing
approach.

xxm, 4,

OCT.—DEG.,, 1979

As in developing countries, and under-
developed regions of developed ones, air
pollution and noise are overshadowed by
locally more urgent environmental problems,
I have, therefore, planoed to include in my
talk all those facets of environment which are
of important to us today,

Physical Environmaent
1. dir Pollution

Truly speaking there has never been pure
air, foreign substances have been present in
air at all times, and at all places. The term air
pollution is applied when there is excessive
concentration of foreign matter in atmosphere
which is harmful to man in his environment.
It is mostly a man made change that adversely
affects his patural surroundings and is a

"menace to health throughout the world.

Problem of air pollution was first brought to
sharp notice or focus when air pollution
epidemie took place in Los Angeles (1948)
and London (1952) when many people
-became ill and 4000 men died in 12 hours.
Epidemic of asthma in Tokyo Yokobama
region has been also due to air pollution.

Air Pollution in India

. . . 'i

With rapid growth of industrialisation and
rapid urbanisation India has' started experi-
encing air pollution in big cities. Chakrabarty
and Rao (1962) carried out a three years
survey of alr pollution in Calcutta. The
results have been shown in Table I.

In 1968.69 the National Environmental
Engineering Research Institute, Nagpur carried

out air quality surveys in Bombay, Delhi
Calcunta and Kanpur, - The survey revealed
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TABLE 1 :
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Atmospheric pollutants in Calcutta,

Atmonspheric pollutants

Range

‘Soot Fall

50,

Oxides of Nitrogen
NH, ‘
Aldehydes
Respirable dust

existence of high poilution level in certain
places in these cities even more than some of
the big cities of the West. The dust concen~
tration is shown in Table 1, ’

TABLE II : Suspended Particulate matter
Qity . Suspended matterfug/m

Bombay 238

Caleutta 527

Delhi* 700

Kanpur 488

London 221

New York 134

*(Conservative estimate puts to fly ash deposited by

the Thermal Plant in the vicinity of Inderprastha
Estate 3 tons a day,

‘Sources

() Industrial process— Chemical Industries
metallurgical industries, oil refineries, fertilizer
factories, textile industries etc. -

‘(3i) Combustion—Industrial and domestic

.~ combustion of coal, oil and fueli is source of
P smoke, dust and sulphurdioxide.

(m)'Vehmles——In _urban areas  trucks,
afts, cause air pollutlon by emit-
) z‘ocarbons, carbonmonox;dc, lead

39.38-90-98 tons/Sq. mile/month
021—,058 PPM

.043—.122 PPM
.160—,205 PPM
.04 —,12 PPM

71 —.600 gsfeu.mi. of air

nitrogen oxide and particulate matters. In
strong sunlight they get converted into a
‘photochemical’ pollutant of oxidising nature,
Diesel engines emit black smoke and mala.

“dorous fuels.

(iv) Miscellaneous — Burning of refuse,
agricultural activities e.g. crop spraying, pest

‘control, andnuclear energy programmes aiso

contribute to air pollution.

{v) Bflzents from Brick ﬁé]dg when burnt
in open i, e, Klins yield pyroligenous matier
which are injurious to health,

{vi) Effluents from offensive trades like
paper making, oil mills, rice mills etc. also
poliute the environment,

(vii) Various dusty trades—give rise to

silicosis, anthracosis, bagasosis, sidefosis etc.
‘(viii) Industrial gases and fumes from

chemical and mettallurgical industries cause

respiratory hazards. '

(ix} The dispersal of radio active conta-
minants through war time use and subsequent
peacetime testing of nuclear bombs introduced
the threats of genetic Icsmns a&”cctmg future

' generations.

Generalised health affects of air puﬁution

(1) Immediate effects — Sudden mcrease,

.'th0ugh smal}, in air polluuon, is assocxated
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with immediate increase. in mortality . and
morbidity referable to respiratory system,

(ii) Delayed effects—are.chronic bronchi-
tis, and primary lung cancer.

(iii) Other effects—(a} On plants;and ani-
mals—Plants are sensitive t0.5@,,; flourine
compounds and smog. Spotting and burning
of leaves, destruction of - crops;: retarted
growth of plants have been. observed. Flou-
rides are toxic to amimals as to men.

{b) Soeial and economic effects are due’

to impairment of human, plant and animal
health, erosion of metals, building material
. which in turn affects cost of cleaning, repair-
ing removal of unpleasant odours etc.

(iv} Specific effects—or health hazards
are found in specific occupation with involve-

" ment of toxic chemicals e.g. (i) inhalation of

Arsine produces toxic jaundice, haemolysis,
- Haematuria, suppression . of urinej (ii). Co-
prolonged inhalation leads to-carboxy-haemo-
globin, weakness of limbs, heaviness in head,
giddiness, palpitations ete. (iil) HiS+—Prolon-
‘ged inhalatiomleads:to. convulsions; paralysis,
coma and death, (iv).Gl—leads  to lacryma-
tion, cough, dyspnoea, anaemia, .decay in
health and emaciation, (v) NH, Irritation. of
URT and conjunctivitis (vi) GS; —leads to
headache, nausea, cramps, haemolysis and
numbriess.

2. Noise Hazards

Todays jets have subjected many people
living near busy air ports to severe noise.
Tomorrow’s Supersonic Aircrafts will aggra-
vate.;this issue; .particularly for -the:people
living along flight paths, in Island or Coastal

‘areas remote from major Air ports, The

- elatter. and hum: of office machinery may

impair working efficiency. Industrial noises
are more serious.: Thelevel of 90 db is not
too far for the - level which-has to-be regarded
as a threat to hearing (Broadheént 1964)., This
levelis not at all unusual in industry and
impaired efficiency of hearing may . also
result from certain types of low level sounds
that do not annoy the hearer.
question of street noise is one clearly deman-
ding critical monitoring and evaluation by
environmental-health scientists:

3. Witer -Pollut_ion‘ '

Sources of water pollution are many e.g,

() Municipal waste water if not properly
chanalised.

" (ii) Iudustrial waste water... -
(iii) Agricultural waste water.

(iv} Unguarded sources and reservoiis of
water.

(v) Underground water and drainage: pipe
~ lineif gets broken and there is leakage.
(vi) Insanitary wells. .
(vii). Physical pollutants— Pollution of; water
supplies by radio active material repre-
sents an increasing hazard with regard
to water quality. In radiological
examinations, radio-activity is expressed
in piocuries per litre:(peifl.). Interna-
tionalstandard proposed the following
limits of radio-activity as acceptable.
Gross-alphactivity 3 peifiitre.
Gross  betaactivity 3 peiflitre.
Below these limits water is potable.
{viii) Miscellaneous : Petroleum products and
refinery wastes are generally listed

The whole -




among possible mutagenic and carci-
nogenic substances. There has been
recovery of various polyeylic aromatic
hydrocarbons including the bnown
carcinogens, 3.4 benzpyrene and 1-2
benazathralene from sewage sludge,
Effluents from' gas work, atmospheric

soot, washed from air by rain are
suspected of introducing  these
chemicals into sewage, as azZodyes.

Similarly, we get dissolved and suspen-
ded inpurities in ground water,

The obliging Yamuna according to
published reports carries from Delhi
everyday. 200 millions and odd Limes of
human wastes and 20 millions and odd
litros of industrial efﬁuems.

Solid Wastes

Health issues are linked with men’s total
environment. The accumulation of solid
- wastes in man’s eavironment constitutes a
positive health hazards because -of (a) The
organic.pollution of solid states ferments and
-favours fly breeding. :(b) The garbage in
refuse attracts rats. ¥c) Pathogens are con-
veyed to man :through flies and dust.
(d) Leads. to ‘water poliution if rain water
passes through deposits of fermenting refuse
{e) There is.visk of air polution if there is
accidental or
refuse. (f) Files of refuse are dlso.a nuisance
from .an acsthetic point of view. .Social deve-

lopment of community is reflected in collecn

tion and disposal of its refuse.

Excreta Disposal

. . Improper exereta disposal is an smporint.

ENVIRONMENTAL CSANGE AND HUMAN HEALTH

spontaneous combustion .of
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" cause of environmental pollution. The varicus
“'health hazards are —

(i} Soil pollution.
Jits) lWatc-r‘pollu{-ian.
- {iii} Food contamination.
(iv) Propagation of Hlies.

The resulting diseases are typhoid, para-
‘typhoid fever, dysenteries, diarrhoeas, cholera

" 'hookworm infection and parasitic infesta-
tions. These dliseases are’ baswa}ly detriment to

social and economic progress, ‘Statistics indi-

cate that about 50 million people suffer from
imrtestinalinfections, out of that 5 m&]hnn die

every year. In rural India, 45 million are
infested with hookworm and about 2114 per
1 lac population suffer from Enterzc group of
fever, -

Biological‘Environmrent

Insects, animals wnd plants are constantly
working for their survival andin ‘this process
some of them smay act as disease. producing
agents, reserviour of infection, ‘intermediary
hosts:and vectors of diseases for man. ‘Between
the smembers of ecological system which

‘includes man, there is constant ‘a8 justment

and readjustment. For the most part, the
parties managed %o eflect  a harmoneous
interrelationshipte achieve astate of peaceful’
co-existence. This ‘has however ot ‘been’
enduring and disturbed envirenmental change
has resulted which i3 not tothe advantage of
man in the long Tun. '

Sociat Environmerft

s

" Itincludes a complex interplay of factors
and.conditions viz. cultural wvalues, customs,
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habits, beliefs, attitudes, morals, religion,
education, occupation, standard of living,
community life, availability of health services
social and political organisation. Man is a
member of a soclal group, the member of a
family, a caste, a community and a nation.
Between groups there can be harmony or
disharmony depending on interests and polnts
of view that are shared or that are in. conflict.
The behaviour of one individual can affect
" others more or less directly. Conflicts and
tensions between the individual and the group
as a whole or between the individual and
other mcmﬁcrs can lead to various social
problems and increase in crimes of various
spﬁs.

‘ 'One of the great evilsis the irregularity
_ with which huts are built around a coming up
industrial complex without any provision of
basic sanitation facilities. This way slums are
being created In almost all cities and indus-
trial estates, and as is known slums are
responsible for 35%, of city fine, 45%, of major
crimes, 559% of Juvenile delinquency, 50%, of
arrests and 50%, of discases (609 of tubercu-
losis - cases originate here).  Food is made
unsafe in various ways, which again is a
-soclal problem.

w

Thus man today is rightly viewed as the
<agent’ of his own diseases. His state of health
is determined more by what he does to him
that from whas some outside germ agent does
to him. By poisoning with toxic chemicals,
she air he breathes, the water he drinks, and
the food he eats, man has been reduclng the
chances of his own survival. :

~

In a Seminar recently, the Archbishop of -

Trivandrum rightly observed that moder-

nisation, urbanisation and industrialisation
have created crisis in our values, destroyed
our ideal traditions and thrown our lives out
of joiny. This social disorganisation is mainly

-responsible for all sorts of corruption and ills.

What ig the Remedy ?

The central task of environmental health
planning is to formulate a strategy that will
assure the maintenance of that combination
of environmental qualities that allow all
free living organisms to give their potentials
the fullest developmeént and most harmonious
expression. This strategy cannot focus on
environment alone for environment per se

is not the real issue—The real issue is organism
~in environment. '

Man emerged into terrestial habitat some
two to five million years ago. For most of
that long span of time, his impact on his
habitat was relatively inconsequential. - His

capacity to effect change was limited to living -

in caves, erecting simple huts and establishing
rudimensary social organisation. After the
stages of gathering, hunting and fishing, the
stage of herding started. This stage was
signified by domestication of cattles harnessing
of fire (50 000 years ago). The next stage
was domestication of plants: and -start of
agriculiure. To start with there was an active
and symbiotic paftnership between man,
animal and plants. Bus with the advent of
potters wheel, which led to.wheel of industry
—industrialisation and latter to urbanization,
the disturbance in ecosystem started.-

Ay first man adapted his .methods of
managing wastes to natural processes. As the
scale and tempo of waste production inéreased,

e




ENVIRONMENTAL CHANCE AND HUMAN HBALTH 203

it soon exceeded the capacity of. natural feed
back and the toxic nature of human detritus
began .to disturb the orderly functioning of
natural systems. So man has to.now devise
innovating processes to manage the rapidly
accumulating detritus in the emerging human
eco-system. It is certain that man by some
control over physical environment controlled
major communicablé diseases. This in turn
along with staving of major wars had led to
increased populations, leading to crowding—
over crowding and its deleterious effects—
food shortage again, alr and water pollution
and various types of diseases, So it is a vicious
cycle and until and unless broken and at a
proper stage, there will be no permanent
solution.

. Some of the countries that were late to
industrialize have largely bridged the techno-
logical gap and now alse hoast of efficient
educational social health services—Japan has
demonstrated how i'apidly and effectively
human pbpulations can be - scientifically
managed. But what about the poverty
smitten majority 7 These show no more thzn

the small beginning of technological advances

ment. They are racked by internal dissen-

tions, lack of sound educational infrastructure -

and have Public Health Services- that can do
little more than furnish theé bare necessities
of medical care, Where these conditions
prevail, meaningful limitation of population
will not be achieved by handing out bead
frames, condoms or intra uterine contracep-
tive devices.

Vast population in inany countries exist
in the most rudimentary and temporary
shelters with less than elémentary f acilities for
healthful living. Problems of sanftation,

therefore must be considered against the
background of social structure of the commu-
ity in relation to urban, village, scattered
rural specified industrial: new colonies of
migrants, refugees and labour forces. engaged
in public work.

Inmany village communities, where the
basic elements of sanitation are missing,
priority will have to be for water and soil
sanitation, while in industrial communities,
in addition to these, and taking care of slums,
control and monitoring of air pollution wali
be as important, :

Till now the progress obtained in environ-
mentosd sanitation has been confined to a few
advanced countries and only a* ‘small part of
world population. Causes for slow “and
unsatisfactory development in environimental
sanitation in other regions are lack - of public
conciousness and knowledge, lack of adequate
sanitary organisation, lack of adequate trajned
staff, lack of finances and inadequate distri-
bution of technical information,

Before any programme is' taken in hand,
man environment relationship must be
thoroughly understood. Growing waste loads
have already begun to have an obvious impact
upon econemic development of even some of
the hlghly dcveiopcd countr:es.

Options for improving environmental
management are to improve technological
process by increasing efficiency, using cleaner
inputs and reducing wastes. Another set of_
options includes the recycling of rcs1dua1 such
as municipal trash, Other options meiude,
treating  wastes - which  are currently
untreated and to improve pattern of waste .
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disposal through ‘time and ' space-—~Examples
are restricting emissions daring period of

temperature inversion and -other adversé

meteriological .condition ;and avoiding exce-

ssive cencentration of waste geographically.

An increased sense of public urgency
concerning the pollution-problem is essential.
It is also imperative that -govermmental
agencies:should-be well:equipped and ‘staffed
to-take:care of the same, Public -is..generally
ignorand.of the warious acts sthe -government
has. made to protect .air and -water from
pollution. Then the laws against causing
pollution have proved ineffective In some
couniries so far, possibly because the respon-
sible official machinery is inefficient. The
industries-large, medium. and .small have no
incentive to develop. and operate .pollution,
control. The defaulting compenies caunsing
. pollution’ are able to :present a variety of
expert witnesses to.support.their poing of view
while the poorly financed citizens’ organi~
sations generally lack expertise end some-
times are even made to-work.at cross reads.

Then to quantify the effect - of .actions :on
the environment and achieve agreement
among many parties involved, is difficult if
not impossible. ‘To .recognise the potential
effects upon the environment and .attempt to
quantlfy them is, essential if we are to minj-
maise ecological imbalances and the resulting
health problems created. .

Some of the general environmental impact

questions to be consldered before, we take up .

an industry or projeot could be as under,
Similar questions could be designed for
community water supply. projects and sewerage
and sewage treatment projects. |

HLTH, X£ni,

‘Environmental Impact’ Questions

4,

settlement of people and:industries displa-

10.

11.

environment ?

‘likely arise from the construction of the
‘project 7
‘Which construetion and plant operatxons

‘What clean.up contingency plans exist’

4, oar.--DEO., 1979

‘What new public health problems will

are likely to open up new pathways fox_'
carriers of disease, affecting humans, .
plants or ammals ?

What chemicals or toxic substances w:ll
be used during construction operation
which may have a long: term effect on the,
environment ?

What actions will be taken to .avoid
creating a more favourable envirohment
for disease-bearing organisms ?

What is the extent and impact of the

environmental degradation which  could

be expected in-case of catastro phic failure’
or-accidental'spill of toxic material ? -

for catastrophic failure or an accidenta}
spill of toxic material ¥

What will be the ecological consequences
of change in land pattemps and popula-
tion distribution ?

What provisions have. been made for.re-

ced by or.attracted to the project area.?; -

Which alternate site and forms: of action -
have been considered in.an effort; to miti-
gate environmental degradation 7.

To what -exient is the environmentil
impact reversible 7.  In what tinte period
and at what cost ?

'How does.the . design of the project allow .
for future expansmn bt still protect the




ENVIRONMBNTAL CHANGE AND HUMAN HEALTIL. .

So it seems, the most important long run
option for improvement

of environment

management will be changing, the size and

composition of economic activity and shifting

the nature of growth away from pollution in- . -
tengive towards those activities which are less.

waste intensive, as well as optimisation of the
world population if ecologic balance has to be

maintained.
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PRESIDENTIAL ADDRESS
Namdeorao Gadekar*

Ladies and Gentlemen,

I am indeed thankful to you all, for inviting
me to preside over the XXIII Annual Con-
ference of Public Health Association at

Aurangabad.

I really appreciate the foresight of organisers
of this Clonference in selecting a very appro-
priate theme for the scientific session “Fara
medicals in Health Care’’.

809 of population in India lives in
villages. For a meaningfull progress, health
of the people will have to be uplifted, A
retrospeciive glance at the health facilities
provided, will reveal that prior to indepen-
dance, the Infrasiructure of health services
was %0 meagre, that it could not make sligh-
test dent on health conditions of people. On
recommendation of Bhore Committee (in
1946), Primary Health Centres were estab-
hlised In Rural areas, at the rate of one centre
for each community devslopment block.
This was & new approach to meet the preven-
tlve, promotive and curative needs of the
rural cemmmunity, shrough a basic health team
conslsting of Medical Officer and Paramedical
Workers and Nursing personnel.

In latter years, various National Pro-
grammes were under-taken for the control of
important Communicable Diseases. Most of
these programmes were vertical. With years
of struggle, we are successful in taking some
of the diseases, in other instances, we have
eradicated some diseases.

It may be the scheme of opening Primary
Health Centres, in Rural Areas, Eastablish-
ment of a big Hospiials in Urban area or it
may be an execution of Natlonal Programmes
for control of Communicable Diseases, one
thing is common in" all and that s the parti-
cipation by Para-medicals along with the
Medical profession. In a poor developing
country, like ours, where we don't have
enough of medical personnel, many of the
functions of Health Services, where much of
the professional skill
necessary
Medicals,

and expertize iy not
can be undertaken by Para

We have seen the eradication of Smallpox
from cur Country. In bringing this dream
to reality, the rele played by Vaccinators and
other Para-medicals was as important ag
that of a Medical Officer of the Primary

Health Centres. In'many other programmes,

also we have to atiribute our successes to

*Hon. Minister of State, Public Health & Family Welfare, Mabarashtra,

hoy
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hard working and untiring efforts of
Para Medicals. Even in this decade, we
experience the reluctance of Medical per-
sonnel to work in Leprosy, whatever, small
achievements, we are able to make in this
field are very much due to the dedicated work
of Para Medicals,

It is a fact that Maharashira has done a

 commandable work in Family Planning. For

years, this State had done pioneering work
in this field. I will not hesitate in stating
that, role of Para medicals in the success of
Family Planing work was not in any way
less than the medical profession.

In rural and urban areas, backbone of our
hospitals, and Primary [Health Centres are
nursing staff. In rural areas,
nursing staff has been the liasion between
the community and medical officer. Achieve-
ments in Maternity Child Health Services
are mostly due to the active participation of
nursing staff. They played a great role in
imparting health and nutrition education to
mothers, They have performed these tasks
againt many odds. Even now, there are no
residential facilities to nursing staff, no
security of female staff. There Is difficulty
of communications, even then nursing staff
has helped medical profession in improving
Maternity Child Health Services. Though
there are some spectacular achievements in
field of Health Services, if cirtical review is

. taken, some of the gaps, failures will become

PRESIDENTIAL ADDRESS
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obvious. Our Para medicals have failed to
penetrate in  the community and also to
work as re-inforcement to the medical officers.
They have remained isolated from the
community, resulting in lack of emotienal
rapport. I think to some extent, blame of
this failure will have to be taken by adminis-
tzation. We have failed in training the Para
medicals staff to the desired level and for
the purpose for which, they are employed.
Here I feel Indian Public Health Associatidn,
through its learned and scientifically skilted
members can train the pard-medical staff.
Let the community get the benefit of your .
valued experience in the field. I would request
the Indian Public Health Association to give
a serious thought in the deliberation of next
2-3 days in finding out viable methods in
what way Indian Public Health Association,
can help Government in training the Para
Medicals. I would also request that each
Branch should adopt one primary Health
Centre, initially and show the light to others,

I am happy to be with you, on this
occassion, Ladies and gentelmen, 1 am
keely interested in the deliberation of this
Conference. I am confident, some important
and useful resolutious will be passed in this
Conference.

I wish you a very happy stay in this ancient
and beautiful city of Aurangabad, and wish
all the success to the Conference.

Thank you very much.
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SESSION-—Ii
PARAMEDICALS IN HEALTH CARE

KEY-MOTE ADDRESS
Role of Multipurpose Health Workers
and Medical and Heaith Assistants in the
Delivery of Health Care in Rural areas

B. C, Ghosal*

My Chairman Sir, dear Colleagues—Ladies
and Gentlemen ;

I am extremely grateful to the General
Body of the Agsociation for the great honour
done to me by asking me to deliver the key-
note address for the Scientific Session
“Paramedicals in Health Care”. My only
quatification is, perhaps that I am handling
the Rural Health Scheme from the Govern-
ment of India side. I see before me, senior
health administrators, learned educationists,
experienced public health workers and young
scientists. I trust and hope that they will
pardon me for making any observation which
may not be acceptable to them. I will be glad
to iry to answer any question or acceptany
suggestion, if they are made after completion
of presentation.

As you all know that our aim is to intro-
duce and help in extending the conceptof
integrated health care in the country with
preference to the rural masses, which form
80 p.c. of India’s population. We need health
organisation to develop a comprehensive
health care programme to try and improve
the health condition of the people. The
present day medicine is not for individual

only but for whole community. It is not
enough to be free from disease, but be healthy
and enjoy life through work, creation as wel
as recreation. This is why handicapped,is
taken care of im rehabilitation and gainful
employment is also the responsibility of the
which he lives. Fortunately
she trend of health care in the developing
countries like India is towards integration. 1t
is mow increasingly appreciated that preven-
tiom is not only better than cure but also
economical.

saciety in

Remarkable advances are taking
place in various fields of medical science and
procedures of treatment which can in the
early stages bring about early cure and pre-
vents spread of the disease in the community.
It isvather difficult to draw 'a line between
curative and preventive medicine.

In India, the probiem of providing medical
and health care to its vast population has
always been a matter-of serious consideration
of planners and policy makers in the formula-
tion of health and medical devclopment
programmes during the five year plans, As a
result much has been achieved during the past
30 years. There are now 1,54,000 doctors in
the conntry ascompared to 60,000 in 1951,
The number has risen mainly due to rapid
expansion of training facilities during the
different plan perfods. As against 30 medical
colleges with an admission capacity of abouj
2,600 per year in 1851, we have now 103
medical colleges with an admission capacity
of about 13,000, The facilities for training of

* Asst, Director General, Directorate General of Health Sexvices, New Delhl,
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paramedical personnel have also increased
substantially. Now we are not far from the
norms recommended by the Bhore Committee
{1948), A huge infrastructure .of hospitals,
primary health centres and their subcentres
and dispensavies has also been built up.
There has also been a remarkable progressino
the control of communicable diseases, water
supply, sanitation  and research activities.
Health status of the people has also been con-
siderably improved as indicated by a steady
decline in infant mortality and the increase
in lif> expectancy over the last three decades.

Despite impressive progress during the
past three decades, the position  in rural areas
is still far from satistactory. Vast segments
of rural population have little or no access to
to Government Health Services. The health
centre in the rural areas is a basic health
organisation for providing integrated health
services both curative and preventive to the
people with family as a unit§ of care. The
health centre concept is- a positive step

towards comprehensive health care. We

_ have today 5400 Primary Health Centres and

about 39,000 subcentres. These, however,
have not made significant impact on the
health status of the rural population. P.H.C,
on an average covers 100,000 population,
Qut of this population the P ¥, G, can con-
venieutly provide medical care to the 20 p.c,

of the population over a radius of 3 kms. In

the rest of the areas, there is hardly any
coverage by the P.H.C, Thus, a large unmet
felt needs for health service exist in the rural
areas. It is now being incrcaéingly realised
that the health needs of the rural people are

unlikely to be met by our present health

care system which is hospital based and
relics on.a jarge number of doctors,. with

_have been mostly directly

emphasis on curative rather than preventive
care, and depending upon'sophisticated faci-
litics and equipments. The health services
on this pattern were developed with the hope
of expanding them progressively, as resources
until the entire population is
covered. The outcome has been quite
different, unfortunately, the major outputs
towards wrban
areas to the relative disadvantage of rural
population. The magnitude of the task for
providing basic minimum health care o the
entire rural population is so great and the
financial resources so limited that one loses
almost all bopes for meeting health needs on
the basis of existing pattern. This makes
one start thinking as what strategy to be
adopted to meet the challenge,

increase

4 Imrecent years-there-has heen a considera~
ble thinking in
approaches.

India . in-search: of new
Various experiments have been

~conducted:by various individuls and agencies

vy different -countries-including international
ocganisations.. Tt has been realized that an
adequate -approach  to “meeting: basic: health
needs must begin with: the community itsejf -
and then link of these basic services with the
infrastructure of dispensaries: and hospitals
through :a: sound and well organized:referral
systeqn,

The Kartar Singh Committee which has
examined the problem in detail, and after
reviewing the entire health care delivery
systern, has provided some broad guidelines
for the development of a comprehensive
nationwide network of health :rervices, to
provide a basis for the immediate action
programmes, The most important recommen-
dation of the Commitee was. that “the multi-
purpose. worker would be entrusted with the
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carrying out integrated functions, and
would have greater rapport with the people
in rural areas.” It observed that the integra-
tion of Health with family planning and
nutrition programmes is highly desirable as
it would be more economical and effective.
The recommendations for the committee of
introducing the multipurposé workers in the
rural areas in place of unipurpese workers
wers accepted by the Government. Under
this scheme health workers both male and
female are responsible for carrying out basic
medical care, M. C, H, and Family Planning,
nutrition education, health education besides
preventive and promotive health services.
Thus the present strategy of providing health
services to the rural community is distinct
from that of unipurpose workers scheme in
which different health workers are responsible
for different programmes.

The health assistant, as he is called in
India is also a supervisor of the various health
workers working in the area. The health
assistant can get very little guidance and for
practical purposes, he is to make decisions
and organise activities, which normally would
be taken care of by a doctor. A health assis-
tant in the rural community. combines the

duties of a health administrator, clinician,

nurse and a saaitarian, furthermore he has.

been trained to undertake the responsibility
of supervisor.

In India the health assistant i.e. initially
drawn from the existing cadre of malaria
inspectors, sanitary inspectors, smailpox
supervisors, pub ic health nurses, lady health
visitors, etc. The new entrants will be
required to have ten years of schooling
and will then he made to undergo a pro-

xxm, 4,
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gramme of training which will extend over
two or three years to qualify them for the job.

The health assistant will continue to exist
and play a vital role in rural community
for several years to come, particularly as the
speed of development in rural areas lag
behind. Even in those countries where
doctors abound e.g. the U.S8.8. R, the
feldscher cadre is not being abolished but is
being reshaped to meet the current needs of
health services. ' ‘

While the health assistanis do have -super-

visory role, they should also function as

health workers in their own area, carrying
out the same duties and responsibilities, but
at higher level of a technical competence.
They will be specially responsible for the
promotive and preventive health measures
and all the pational health programmes.
The female health assistant should take
particular care of children and expectant
and lactatiug mothers.

Health assistants really fall in two phases.
The first phase is qualitative in the sense that
it is not proposed to increase the total number
of persons at the supervisory level, but to
replace the existing varieties of unifunctiona-
ries by a broad based single cadre of mulu-
purpose,
the subdoctorate and sub-professional groups.
Persons in the existing categories of health
supervisors, after suitable screening should
be given intensive training for varying periods
so as to fit them for the job expected of them
as health assistants.
assistants should also be increased gradually.

middle level workers, comprising

The cadre of heaith assistants is regarded

The number of health-
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as an incentive to promotional cadre of health
workers. In future the recruitment to the
category of health assistants should ordinarily
be restricted to health workers who are duly
qualified to shoulder the higher responsi-

-bilities involved. However, where such
qualified workers are not available for promo- =

tion, an aliernative channel of lateral recruit-
ment from . the open market should be

provided,

Both health workers and the health
assistants will function as important llnks in
the referral services, They will deal freely
with cases within their sphere of competence ;
but their training would have to emphasise
that they should refer cases beyond their
competence to appropriate agency without
delay or hesitation, o

While attempts to induce doctors to settle |

down in rural areas should continue, and
the services of all available doctors in rural
areas should be fully utilized, there is no
doubt that the category of health assistants

will still be needed for years to come to .

supplement .the available pool of medical
manpower in rural areas. It is necessary to
emphasise that the health assistant isnota
functional substitute for a doctor, but he will

be providing useful health services in the

subcentres and thus will increase effectively
the out-reach of the primary health centres
themselves.

Though the multipurpose workers scheme
has got a general acceptunce by the people
and is an important step in the direction of
providing basic medical care to the rural
population, yet there exists some deficiency
and limitations in its implementation which

are essentially attributable to lack of adequate
preparation and the great speed with which
it has been implemented. The deficier.ces
have to be corrected for making the scheme-

a success,

As a person who has been working as a
public health worker for more than 20 years

- in the field, I am convinced that with the

introduction of multipurpose workers and
health assistants, the rural community will
be able to derive the benefits of total health ~
care. The rural community and the medical
profession alike ~still need the services of -
health assistanits and health workers. I feel
it is our duty, as a member ‘of medical pro-
fession to help the Government to organise
the huge training of health assistants and

_health workers so that they are able to serve

the community not only as an efficiens health
workers but also as community worker who
should contribute fully to the overall develop-'
ment of the people in rural areas.

ABSTRACTS OF PAPERS

Do We Really Need Paramedics in Health
Care? A Demand--Function Analysis

Rathindra Nath Roy*

Since independence the government has
pursued health policies which ‘have given
priority to the training of medical personnel,
construction of hospitals, and extension of :
medical services to the countryside through

'PHCs. The number of physicians has in-

creased, There has been a similar, though
less pronounced, increase in the number of
nurses, midwives and ¢iher medical persennel.

#*3enior Technologist] Planner, Mumgappa Chettiar Research Centre, Tharamani, Madras 600 (42
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The institutional network has expanded to
more or less every block of the country. The

community health workers scheme, started

in 1977, hopes to involve the community
through trained workers drawn from the
villages to take health care to the very door-
steps of the population.

However, all this cannot counteract on¢
inconvenient facy : the peopls are growing wmore
and mors disease ridden. Bven if this is  difficult
to prove statistically, It is the only possible
consequence of another trend that has been
well documented : the people are growing poorer.
More people eat less, have fewer clothes and
less houses, and live in increasingly ~polluted

environments, . As a consequence their pro-
clivi._ﬁy.tq digease Increases.
ik u';»‘ R s
Thls papcr hopes to devclop a rational

;. planning methodology to improve the health
of the people. It begins with the analysis of
the health problem, studies its etiology,
develops interventions to eliminate the causes
of diseasec and finally synthesizes institutions,
functions and work profiles to sult the inter-
vention demands. Lo this is will be different
from the solution-in-search-of-a-problem-
approach that is popular.

The paper begins by analysing the existing
mortalisy/morbidity .profile in rural areas.
Having classified the discase profile it looks
into its etiology. The next stage is specifying
the medical ‘and non-medical interventions
and ljfestyles necessary to prevent preven-
table diseases and to cure the non-preven-
sable. The intervention profiles are then
used to derive the work profiles, functions
and institutions needed in a trueiy rcsponsive

xxm, 4,
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health system, The functional profile thus
derived of the community health worker in
particular iz dramatically different from the
so called barefoot doctor that has caused
considerable confusion and dissentin health
care circles. :

The exercise emphasizes.a rational “plann-
ing approach wherein solutions are derived

‘$o suit the problem rather than the usual

force-fitting of problems to suit existing

. “supposed” solutions.

Para Medicals m Health Care
K. K. Daua*

According to W, H. O. all those in the
professions allied to medicine which together
makeup the team of health personnel i.e.,
nursing and midwifery, dertistry, veterinaty
health, phdrmacy, statistics, microbiology ete.
should'be called paramedicals. To achieve
health for all particularly in the developing
countries, we require to evolve a low cost
healsth technology involving suitably the
paramedicals. When we talk about health
man power shortage we know that the short-

.age of paramedical man power is more acute

than that of medical man-power. Realisation
of the importance of the -paramedicals in
health care delivery is of recent origin, In
India we are still far short of achieving the
recommended target of medical and -para- .
medical ratioof 1: 20, So it is meanning-
less to think of having more paramedicals at
the moment. But with the increasing utilisa«
tion of health care by the people while
planmng health man power for the country
we should kccp adequate provislon so that
we may be able to have medical and para

*Agst. Director, Nationa} Institute of Gommumcahlc Dueaul, Flcld Practice Center, Alwar,
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medical ratisof 1.; 25.in future.. Almost ajl
the committees appointed by the Govi. felt
the importance of having. increasing number
of para medicals in health team to achieve
our target. The role of paramedicals are to
be clearly defined, their curriculum are to
be modified and adequate number of para-
medicals are to be deployed to achieve our
health target.
medicals in giving proper health care has
been well demonstrated in USSR (Feldsher)
and in China (Barefoot doctors), In thc
country like India where the task of health
care delivery is gigantic, formidable and
challenging, increasing deployment of para-
medicals is imperative and a necessity,

Salient Characteristics ofiCommunity.
HealthWorkers.
B.J. Coyaji* and M, P. Dandare**

K. E. M. Hospital, Pune, launched a
Community Health Workers Project at Vadu
Budruk and’its surrounding areas in January,
1977, Its aim in the first phase is 10 provide
comprehensive health care to the rural masses
with maximum participation of the benefi-
ciaries themselves, and’ in the second phase
towards the total development of the area.
The project covers a population of about
30,000 spread over in 19 villages around the
K.E.M. Hospital Health Centre at Vadu
Budruk, 30 Kms, from Pune.

Forty five persons, 23. men and 22 women
were initially chosen. This was. deliberately
done as it was felt that if in spite of the
careful selection some were found unsuitable
or for any reason did not complete the course

a minimum of 38 people would be available -

to start the scheme.

Functional cficacy of para-
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Age is' not found an important factor.:
Nise Community Health Workers, 5 male
and 4 female were between 20-24 years, and
have shown good work. Their drive and
enthusiasm more than compensated. for their
lack of maturity. Criteria. of formal school-
ing need not be asimportant- as- was-thought.
originally. Three women community health
workers have done very well in spite of being
illiterate. One needs to be cautious when
selecting. GCHWs with . higher. qualifications.
Though maximum constructive suggestions. -
and work come from them with superior
documentation they are not satisfied with the
payment and facilities, Marital status and
number o! children did not have much bear-
ing on the work. Absence of economic stress
and strain in.one’s daily life in some cases has.
_helped the individual 10 work with dedication.
Itis observed that those Community Health
Workers who are not solely dependent upon
the honorarium can mobilise the masses more.
easily than others.

Some of the good com uunity health
workers belong to the Malkari Sampradaya
a popular: spiritual group in Maharashira.
Members of this group are known for their

“detachment from' normal worldly pléasures

and interest, for their honesty, simplicity and
freedom from addictions. These chiaracter-
istics are- appreciated and’ respected by all’
comemunities. Such workers are found to be’
working with dedication” with encouraging’
resulty-and have great respect of the-villagers.

During the last two yesrs four community .
health-wozkers resigned- from the job. One
fémale Gommumty Hcalth Worker had to
res;gn sittce’ ber husband startcd doubting

*Chief Mcdical Officer, *¥*Project Officer in Gommumty Health K.EM. Hosp:tal Pune.
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her fidelity because of absence from the home

due to homevisits.

A young male Community Health Worker
left the job for better prospects outside.
Remaining two left on their own since they
were unable to spare time for the work.

An Experience with Field & Multipur ose
Work Distribution among Paramedical
Personne] of RHTC Naila, Jaipur

I. U, Dudani* and Shiv Chandra**

The present study is an attempt to evaluate
the work done by paramedical workers of the
healsh team of Rural Health Training Centre,
Naila when they were discharging duties of
unipurpose work during the year 1971 and
is compared with the work output in the years
1975 and 1976 after reassigning them area
and multipurpose work in 1974,

After redistribution of area and population
to be covered by the paramedical workers,
changes were noticed in the outputfoutcome,
Registration of antenatal,
" infants

postnatal cases,
and toddlers showed improvement
during 1975 and 1976. Percentage output of
domestic deliveries by ANM and LHYV also
improved varying from 14.51 (ANM) to 61.11
(LHV) during 1976,  Vaccination against
smallpox improved by all
workers and supervisors.

categories of

xxn, 4,
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A ganwadi Workers of ICDS Projects as
an Agent of Primary Health Care
Delivery

S. Bhatnagar & Dharam Shakhiu*

The integrated child development services
scheme has lunched a nutrition and health -
programme for children under 6 years, preg-
nant and lactating mothers with emphasis on
supplementary nutrition and health education
through non-formal education for pre-schools
and functional literacy. The All India Ins-
titute of Medical Sciences has introduced
primary health care to the role of Anganwadi
worker, who is a young woman from the
village with 1000 population to ook after.

Present study is done on 150 Anganwadi
workers in the urban ICDS project at Dethi,
to assegs the knowledge, attitude and practices
of the Anganwadi workers in  health care
delivery by a questionaire method. The out.
come of work is indicated by the coverage of
the target population, for immunisation, Vit,
A supplement and supplementary nutrition
and reduction in severe degree of malnutri
tion. This data has been collected through
bi-monthly monitoring, and independent
surveys conducted at yearly intervals,

The results indicate that Anganwadi
workers are able to manage the common ail-
ments adequately and are able to createa
link between the peripheral health worker
and the community. Further those workers

prove to be extremely useful in collection of
vital statistics, '

*Professor of Prev. & Sacial Medicine SMS Medical College, Jaipur.

LS

**Zanior ngonstra tor, Prev, & Social Medicine, SMS Medical College Jaipur, (India).
“'eAll India Institute of Medical Sciences, Centre for Community Medicine.
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PaPara<Medicals in.Health Care {Choice- ;. health of the nation and will .prove- economis
Trained Dai) - cal in the long run by bringing down morbi-
» M, L..Chugh* ¢ +dity. and mortality, ‘Therefore, selection of
- : such workers has to be. earefully undertaken
- Para-medicals in the form of Lady: Health: and in. phases, learning. from: our ipitial
Visitors, .Auxiliary .Nurse: Midwives, Family - mistakes through pilot projects in different
" Planning Field Workers, Pharmacists, Health Pparts of the country so that, the scheme brings
t Inspectors, Nursesetc, have .been -always an- desired results. - '
essential part of the medical . teams. extending
health services to the rural-community. These  The Department of Socialand Preventive ‘
+ -workers: ‘had a compartmental : approach Medicine-cum-Community Health of Christian
- earlier, :but. with: ‘better achievements in* Medical College, Ludhiana after. a good deal
various Nationat Health: Brogrammes, - mul- - of deliberations has .come to . the belief that
-tiphicity of .work: has- been assigned. to. such; local trained dai is possibly the best suited
workers and are -de&ig—na—ted as. .Muthurpose; Jndividual for the said, purpose;, Her employ-
i+ Health Workers. ‘ i ment as Gommunity Health Worker (GHW)
v would obviate problem: of residence as well
*. Sinte-October, 1977, the- Uentrél Govern-  ,q .acceptability. by . the ~community-—being
1+ ment. has. put forward the scheme of employ- i, already an. established .person. : The . service
- ment: of a Cemmunity: . Health - Werker./. o be .derived: of this individual, as js jn.prac; - )
((CHWs).for. .each ;1,000 : rural. . population., , tice in the area.cavered, by ,this department
"' The. criteria for selection have.been laid down,, , are : —
t-. by the Qentral and State Governments. These
criteria in shost -are: that. workers should: be: 1,./ Modical Services :
docal  residents,.. middle .aged;: . physically
-acceptable-to the community and woderately Reporting: of . antenal, cases . for clinics
t . literate.. Male.and female workers have.been,. attendance and . immunization against teta-
selected. for these services by the Block. Health ., nus; making domiciliary, natal arrangements
¢+ Ofcers. . and ..the concerned  Panchayets., -and .attending. to posinatal services.; issue of
" 'These. workers are.given training for 3 months - iron and folic acid - tablets under guidanee of
and employed av an . honorarium: of Rs..50f- , supervisors - and .advice. on .. nuirition .parti-
P-m. with expenses for daily. use of medicines. , cularly in. the third semester. :
- It is well nigh . impossible. to ‘have a -worker
from the local community. at -each' place or: 2: . Survice to children : -
area of work: . This schemeé of .course has. to _
cover about 6,5 lakhs of villages in India in - Motivating parents of all ‘healthy children
+ the coming 5.yrs or so.and.the number of . 0-3 yrs of-age group - for cotnplete immuniza.
< workers needed .will be.about 4-5 «lakhs, a  tion against tetanus, diphtheria, whooping
VEry: expensive proposition. though but has . cough, polio, tuberculosis; senteric gtoup of
‘%0 be Updcrtaken in the best interest of the . fevers, atc. Reparting all mal.nutrition cases

&

% Professpr & Heﬁd ofSocialand Breventive Madicine Departmep; C;h_n'stian‘Medica.l‘(}olgegc, Ludhiana, Ph,
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for proper advice and treatment by the super-
visors including medical officers ; health
education on personal hygiene and prevention
and conirol of communicable diseases.

3. Family Planning :

Motivating all target couples for adoption
of small family norm and inducing cases for
permanent and semi-permanent methods like
sterilization, insertion of IUCD etc. She also
helps in distribution of conventional contras

_ceptives.
4, Reporting morbidities :

She. is best fitted to know about various
morbidities in the total community under
coverage. Therefore, she can persuade all
such cases for medical services through fully
qualified hands i.e. our rural health centres,
'sub-centres and subsidiary health centres,
acting as a watch dog for the community for
all basic health problems, a liason between
tne commuanity and the heth institution.

She has not been given the concession of
carrying any type of medicines or injections

with her to avoid development of pseudo-doctor’

and quackery. Also it will avoid any clash
with local registered medical practitioners.

She will also be helpful in extending
desired health education in environmental
sanitation in the form of installation of
“sanitary hand pumps, sanitary latrines, dispo-
sal of dry refuse, popularization of kitchen
gardens etc.

She is employed on a .monthly - remu-

xxni, 4,
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peration of Rs. 75/- p.m. which is acceptable
by our such workers and is economical too.
Being a female worker she can normally enter
every house.

As trained dais are available in most of the
villages of many States particularly in Punjab
State, it is our strong view point and reco-
miendation that this type of worker should
be Community Health Worker
instead of imposing an unknown worker on a
Unpder
our scheme through this institution, provisions
have been made for in-service training as well

taken as

as for new female entrants.

A high percentage of such workers will be

drawn from under-privileged classes, who

have taken the profession of trained dai in

rural areas and thus it will act as a welfare

. step also. . -

Integration of Paramedical and Peripheral
r1ealth Care

S. M. Marwah & K.'P. Shukla*

Au exploratory study of the personal and

- professional aspects of healers without recog-

nised/institutionalized training in allopathic
or indigenous medicine in a - ten - percent
random sample of the OChiraigaon Biock
{Varanasi) indicated the healer: population
ratioof 71 : 1000, with a male : female ratio
of 1000 : 250. The healers had higher general
literacy i.c. 46.2%, literate against block figure
of 27.5% and rural U.P. figure of 18.1%.
About 65.69, healers were farmers as com-
pared to the block figure of 42.7%. About

82.89, of bealers had their respective training

#*D=partment of Preventive & Social- Medicing Institute of Medical Scicnces Banaras Hindu University,

Varanasi-2210005.
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as part of the family tradition on through
fellow healers, About 52.8%, healers had an
experience of more than 10 years,  84.79
healers had practice only within respective
villages. 78.89) healers used magico-religious
and/or herbal therapies, 85.59] healers treat-
ing one to three diseases,
rewards in terms of cash even on credit, kind
andfor merely social recognitionfspiritual
satisfaction.  43,4% healers expressed their
willingness to undergo further training.

In the Varanasi slum areas we found that
the untrained practitioners of a wide variety
i.e. in terms of untrained dais (ti.ntrained mid-
wives), bone setters, practitioners for piles,
epilepsy, leprosy, marasmus, dysentery, men-~’
tal diseases etc. etc. were nearly 1 per hundred
population,

In the Varanasi Corporation studies, we
found that the modern practitioners (i. e.
university qualified medical graduates)
population ratio in the corporation was 0.262
per thousand and indigenous practitioners
(qualified in Indian systems) ratio was 0.576
per thousand population. The total popula-
tion of the Varanasi at the time of study was
600 thousand {round figure).

In this paper an attempt has been made
to illustrate through action models, how
commuuity health at the periphery can be

cultivated beyond multipurpose 'on commu-’

nity level workers through intercultural inter-

actions by incorporating the available

resources in the sociological settings of any -

community,

The healers sought
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Social Waorkers as Paramedicais for
Primary Health care in Rural India- -

Vijay Kochar*

The paper starts by identifying a number
of non-clinical skills that are involved in ex-
tending medical services and health care in
rural areas. It is being recognized the world -
over that appropriate social technologies must
be developed and applied for transferring
medical technology to rural setting, The
paper suggest three alternative solutions : . .

(i) train medical students more intensively
in social and community oriented, and -
programme organization cum imanage-
ment oriented skills.

(ii) train paramedicals in rural health care
infrastructure for such simple social
techniques, organizational skills, and
educational methods that they can use in
their field activities.

(iil) include public health social workers in
the health team to provide on the spot
expertise and services at the various,

levels. The paper elaborates the third
alternative,

" Use of social workers in rural feld
practice areas of the P.S.M. departments has
become a well established practice in a num-
ber of leading institutions. The recent ex-
perience in three- tier programme as well as
the community orientation in different
departments and specialities points out clearly
that such programmes can be greatly facilita-
ted by some one who can do the necessary
leg work and initial spade work in the field,
Both miédicals as well as paramedicals pers
form much better if the stage ‘has been set for
them. ‘

*Senior Fellow, [@3SR Dept, of P.8, M., Medical Institute B.‘H.U., Varanasi 221005
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The role of social workers in the field
practice areas is undefined and unstructured.
They are used as multi purpose field assis-
tants. The functions and image of non-
teaching social workers working in the field
practice area is similar to thatdof paramedicals.
In fact, in some departments they are referred
by the faculty and post-gtaduates as para-
medicals,

The paper lists the great variety of assign-
ments, activities, and functions the social
workers perform at she department of P.S.M.,
B.H.U. The paper emphasizes need for
optimum utilization of social wokers in specific
 situations and for specific tasks for which
peither medicals nor paramedicals are
trained. It is pointed out that the social
workers also need proper orientation before
they can be effective.

An Estimate of Work Load -for a Multi-
purpose Worker

N.S.N. Rao and S8.M. Marwah*

The planning of primary health care to
the rural masses is under continuous revision.
Various commistees have recommended diffe-
rent approaches., Kartar Singh Commitiee
(1973) recommended that there should be a
paid male and a female multipurpose worker
for a population of 8,000 which should be
gradually brought down to 5,000 for a male
worker.

In the light of the above recommendation
it is worth assessing what would be the total

work load for a worker in terms of different
activities suggested by the committee.

A longitudinal survey was conducted in a
randomly selected population in a C.D. Block
over a period of one year. A continuous
surveillance was kept over the morbidities ete.
in the community. Based on the data collec-

‘ted a statistical estimation of the total work

load for a multipurpose worker is attempted.
The results obtained will be presented.

Medical Social Workers As “Para Medi-
cals in Health Care” -

Bandana Roy*®

Medical Social Work may be defined as
the science of dealing with social components
of human relation, which directly affects
health- of individual and community. To
achieve health according to defination of
W.H.O., world wide Medical Social Work
has been established, England and America
started to appoint Lady Almoners in the year
1895, Afterwards it became scientific pro-
fession. According to Bhore Committee
recommendation India  also appointed
trained Medical Social Worker in the year
1946 though West Bengal appointed untrained
4 Social Workers in the year 1944. West
Bengal now has got 610 Medical Social
Workers upto P.H C. level.

Principle of social work is to help to the
to help himself. Techniques used are case
work, group work, community organisation
and research. Medical Social Worker is
working on the following —

*Department of Preventive & Social Medlclne, Institute of Medical Sciences, Banaras Hindu University,

Varanasi-221005.

*Social Welfare Organiser, Directorate of Health Services, Govt. of West Bengal.
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i) Help
nlanning by supplying the Social data
to physician.

in diagnosis and treatment

ii) Treatment supervision which means the
arrangement of treatment available to
the patient by tapping
sources.

existing re«

iii) In case of treatment refusal—Medical
Social Worker to convince the patient
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through the Clinics of Maternity and
Child Weifare, Family Welfare, Nutri-
tional Clinic, Schoo! Health Pro-
grammes etc.

Comparison of Efficacy in Rash with Fever
Surveillance of Multipurpose Worker and
Unipurpose Health Workers

or relations to accept the advised Baride J. P, and Sathe P, V.*
treatment.
y iv) {}f)ntact check up should be arranged In the final phase of National Smailpox
Y ?"‘th‘)“t harming the sentiment of the Rradication Programme, rash with fever (RF)
involved party. surveillance was the main activity. The
v} Home visit may be done in case of efficiency of detection of RF cases of the
necessity  for  demiciliary treatment, multipurpose workers (MPW) and unipurpose
isolation and immunisation, workers (non MPW) like vaccinators at two
vi) Arrangement for recreational facilities primary health centres was compared, Some
as diversional therapy. other data on chickenpox and measles
vii) Arrangement of financial help in need, ~ collected during this activity are also pre-
. . . ted in this paper.
viii} Acting as liason between the family and sente pap
patient, administration and community.
. . Primary Health Gentre (PHC) Fulambri
xi) After care i.e. case work after comple- . . '
. with multipurpose worker pattern and an
tion of treatment. . . . .
o ) ) adjacent PHC, Sillod, with the previous
x X Rehablhtauo.n—Socml, Mental, Physu-:al unipurpose pattern were studied, for the
- and Econf)x-n:c.le, thc.scop.e ?f cconoml-  yeriod from February 1977 through April
cal rehabilitation being limited. 1977 as State Surveillance Team Leader., The
xi) Prevention of Diseases—Medical Social datewise onset, the day of detection and age
Worker acting as Health Educator, distribution of chickenpox and measles have
xii} Promotion of Health Worker’s work been studied.
Worker Population Ratio and RF Cases in the PHGs
PHC Workers  Ratio Chickenpox Measles  Total Cases
MPW 31 I ;2755 722 729 1451
Nen MPW 29 1: 9794 623 639 1262
*Department of Preventive & Social Medicine, Medical College, Aurangabad
J‘;(’ {
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The MPW PHC had much better worker
population ratio and it detected 1451 R¥
cases as compared to 1262 detected by non
MPW PHQ. These two PHCs geographically
are adjacent to each other without any
geographical or communication barriers.
Hence, they were expected to have notified
comparable incidence rates for RF cases.
The cases expected to have occurred by
assuming null hypotheses in MPW and non
MPW PHC were 627 and 2085 but they had
detected 1451 and 1262 RF cases respectively.

Tha difference found was statistically highly -

significant (X2 =1418). It can therefore be
said that taking the incidence rates as an
indicator, MPW PHC had done better work
‘than non MPW PHC.

A similar difference is found in the inci-
dence of chickenpox and measles cases in this
period, when analysed sepearately.

Incidence Rate of RF Cases per 1000
Population February—April 1977

XX,

PHC Chickenpox Measles Total
MPW 8.45 8.54 16.99
Non MPW 2,19 2.25 4.44

in MPW and non MPW PHC 569, and
529 chickenpox cases respectively occurred
in children below five years of age.  Similarly
659, and 689, measles cases were in under.
fives in MPW and non MPW PHCs. This
shows that the epidemiological behaviour of
both these diseases was similar in these
adjacent PHCs, if age distribution of RF cases
is considered. However the incidence rates
notified differed a lot, Thus the difference in
the incidence rate probably was due to

4, ocT.—DEC., 1979

varying efficacy of detection rather than
difference in the epidemiological behaviour of
the two diseases.

The average period between the onset of

RF case and its detection was 6.64 days for

chickenpox and 6.15 days for measles in

MPW PHG. As compared to this the average
period between onset of case and its detection

in non MPW PHQC was 10.34 days and 10.17

days respectively for chickenpox and measles,
indicating better efficiency of MPW PHQ.

Thus the better efficacy in the surveillance
activity shown by PHC, Fulambri with MPW
patiern can be attributed to a anumber of
factors, inter alia, better worker population
ratio, the training of MPWsin all aspecis of
their duties, the well trained supervisory staff,
the better supervisor worker ratio of 1: 4 as
compared to supervisor worker ratio of 1:6
in non MPW PHC and the overail supervision
by Health " and Family Welfare Training
Centre, Aurangabad.

Paramedical in Health Care

Sunti Bose*®

Health problem isa primary problem of
mankind. In course of growth of the socicty
World has become perplexed with many odd
things, health is perhaps the major one.

Unhealthy dwelling house, filthy environ-
ment, growth of industry, contribute mainly
to health hazards. It is difficult for a dector
to cover all aspects related to recovery of a
patient. '

An well planned, well organised team work

is necessary for besterment of work.

*Senior Social Welfare Osganiser Calcutta,
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There is no denying that the role and
contributions of Paramedical staff in various
streams of total Health Gare are indispensable,
‘They arc directly concerned with the people

.and community upto the grass rootlevel in the

event of all practicalities and technicalities.

14 is obvious that the nature of duties are
categorically different in respect of the para-
medical staff when they are engaged in the
vast field of Health welfare. However if the
arena of Health is de¢med a triangle each side
respectively consisting of a) Preventive aspect
b) Curative Rehabilitation aspeet ¢) Train-
ing aspect, the role of paramedical staff can
be well assessed in each of the above fields.

a) Preventive aspect: Since this is con-
cerned with Heaith Education, vaccination,
sanitation, antenatal care etc. the role of
certain category of Paramedical staff is highly
important and effective.  Actually their strice
vigilence stops the disease to enter in a body
or in a community. They make the pcople
aware of it. The responsibility is entrusted in
a net work comprising Health Educator,
Sanitary Inspector,
Health Visitor, Health Worker, Vaccinator,
field assistant, and such other paramedical
staff. Each of them is equally involved in the
entire process cxtended upto the remote
corner,

b) Curative Rehabilitation : Curative as-

pect deals with acceptance and maintenance
“of treatment, Socio-economic components of
illness, emotional factor and Psyco-somatic

_approach in the field of medicine. The
Rchablhtauon comes when restoratxon of a

“established factor

Public Health Nurse, -
who carry every plans and
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patient to his former social, ecOnoOmic Or
menta! position is needed. Here the role of
Medical Social Worker as a paramedical staff
-js indispensable, Also the' role of Physio-
therapists and occupational therapists are no

less importaut.

In the process of treatment the contribu-
sion of other Paramedical staff like Dietician,
Pharmacists and Laboratory Technicians are
highly appreciated.

¢) Training Aspect: The Paramedical
staff are involved to impart training to the
Health Staff and to conduct Research. Health
Education, Medical Social Work, Physio-
therapy, Family Welfare and so on may be
the subjects in which qualified Paramedical
staff may be the trainer and conduct Research

Work.

In view of the above it is perhaps an
that the Paramedical staff
are the keynote of success of the total Health
care in a state. No fruitful achievements
would have béen possible without their co-
operation and they are the Paramedical staff
schemes on
Health care upto the Pcr;phery of the socicty
to make those a success.

An evaluation of training programme
for community health workers
R. Chandra, S.L, Bagga, V.K. Srivastava,
B.C. Srivastava*

When community health worker scheme
was started there was doubt in minds of

* Upgraded Departmenty of Social and Preventive Medicine, K.G.’s Medical College, Lucknow.
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many that 3 months period of iraining of
community health worker is inadequate.

This study was undertaken to assess the impact .

. of training on the knowledge of community
health workers. One hundred and sixty
eight community health workers were trained
at Primary Health Centre, Sarcjini Nagar,
Lucknow during the period of one year
extending October, 1977 to Septemer, 1979,
Of these 153 (91.0%) could be evaluatced both
prior and after their training was completed
through a written questionnaire in Hindi.

Each question was assigned a score depending .

upon its importance for the working of

community health workers. The post-train- .

ing evaluation revealed that the gain in
knowledge in a majority of them was satis-

xxuL 4,
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factory as far as subjects of communicable
diseases, maternal and child healith, family
planning, immunization, health education,
vital statistics, first aid during emergencies
and treatment of ailments was concerned.
But the scoring was not upto the mark in
Nutrition awnd Environmental Sanitation ;
which are important components of commu-
nity health care. This was probably due to
lack of proper orientation of those who were
entrusted with the training of community
health workers. For proper training of
CHWs it is essential that trainers should first
be given reorientation in community health
work at Rural Health Training Centre of
the department of Social and Preventive
Medicine,

SESSION —Iii

SQudieé-on Salmonella Enterotoxins
Y. K. Kaura and V. K, Sharma*

In the past, attempts to isolate enterotoxin
from 'Salmoneila cultures in order to under-

stand role in pathogenesis of salmonellosis,

have failed. Probably lack of suitable assay
model has hampered many workers to demon-
strate enterotoxin.

Very recently some investigators have
succeeded in isolation of enterotoxin from
Salmonella cultures, In our laboratory we
have attempted to elucidate the mechanism
of diarrhoea caused by common sero types of
Salmonella.

The main findings of our study are as
follows : ‘

1. There is wide prevalence of enterotoxin
producing Salmonella culiures. About
809, of 50 Salmonella cultures belonging
to 10 serotypes gave ligated ileal loop
response in rabbits and
permeability in rabbits,

skin vascular

2. Curde enterotoxin (sonicated preparation)
' containing 200—400/pg protein/ml gave
ileal loop response. = '

3. The enterotoxin is heat labile.

4. The enterotoxigenic Salomonelia strain
were sereney test positive
epithelial penetration.

indicating
Our preliminary

findings tend to conclude that Salmonelia ™

produces diarrhoea both by epithelial
penetration and elaboration of toxin.

*Department of Veterinary Bacteriology and Hygiene, HAU, Hissar,
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A MNote on an Qutbreak of Pseudomonas
Gastro-Enteritis in Alwar, Rajasthan

R.5. Sharma*, K, K. Datta*, A. Sankaran*,
5. Santhanam** and R.R. Arora**

An outbreak of Gastro-enteritis in Kasha
Bansur and three other adjoining villages of
Alwar District, was investigated in May.June,
1976, Pseudomonas acruginosa was isolated
from 6 out of 10 cases of Gastro-enteritis.
Aeruginocin typing revealed “F”’ type in
three ~and the other three were found
unclassifiable. '

The correlation between coagulase pro-
duction and otker biochemical characteris-
tic of Staphylococci of bovine mammary
origin -
M.P. Kapur, O.P. Gautam and
R. K. Kaushik***

Staphylococei are ubiquitous in  diseri-
bution and makes the normal bacterial fora
of the skin and mucous membranes of man
and animals. They are frequently encoun-
tered as causative agents from suppurative
lesions or toxic food poisoning in human
beings. Variable percentage of coagulase
positive Staphylococci (14.7 to 96.29) from
milk foods associated with food poisoning
have been reported to be enterotoxigenic. "In
the field of dairy farming, the Staphylococci
are well recognized as mastitis pathogens.
The coagulase production by these organisms
is generally accepted as a maker of their
pathogenicity. OfF late, attention has been
paid to some other biochemical reactions
closely related to coagulase production, such
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as DNase production, phosphatase production
or tellurite reduction. The present study was
designed to study the correlation between
coagulase production and other biochemical
properties of Staphylococci originating from

mastitic/apparently healthy bovine mamimary
glands, '

Organisms employed in this work were 304
strains of Staphylococci (103 coagulase-positive,
S aureus and 201 coagulase-negative, . epider-
midis}, which were isolated from mastitic/
apparently healthy bovine mammary glands,

| Of the coagulasc-‘positiv:: strains examined,
73.59, (apparently healthy animals) and
56.25%, ( clinical cases } were found to be
chromegenic, Whereas, these figures for
coagu'lase,—negati{ve strains  were 22.64 and
41.40%. respectively. There was good corre-
Iation hetween coagulase production and
haemqiytic activity. 86.20 and 73,75% of the
coagulase-positive strains from apparently
healthy animals and clinical cases of mastitis
showed haemolytic activity, On the -otherr
hand many strains of cbagu]ase-ncgative
Staphylococci were non-haemolytic with the
exception of 6.‘400 (apparently healthy animals)
and 8.509%, (clinical cases) of the strains.

It was found that all the coagulase-positive
strains (16} from clinical cases were positive
to DNase activity, phosphatase production,
tellurite reduction and 93.75%, were mannitol
positive and that 65.50, 62.07, 96.56 and
58.609%, of the coagulase-negative strains (29)
a.lsq showed positive reaction to these tests.

*Field Practice Unit, National Institute ofCummﬁ_nicabIe Discases, Alwar, Rajasthan.

#*National Institute of Communicable Diseases, Delhi-54,

***Departatent of Veterinary Medicine, Haryana Agricultural University, Hissar-125004,
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Amongss coagulase-positive straing (87) from
apparently healthy animals 83.91, 91.95, 96,56
66,27 and 5,769, also showed positive reaction

to these tests.

Rats and Common Bacterial Aerobic Food
Poisoning Organisms

S.N. Saha and P.N. Khanna*

Due to rapid urbanization and industria-
lization our food habits have changed and a
number of concerns are producing processed
ready to eat food products. There is a fair
amount of centralization of food production,
distribution and consumption on mass scale.
Foods, if not properly prepared or preserved,
are likely to undergo spoilage due to conta-
mination with aerobic (Staphyloccus, Salmo-
nella, Shigella, B. cereus, V. parahaemolyticus)
or anaerobic (Clostridial) organism and con-
sumption of such foods may lead to bacterial
food poisoning. Available information indi-
cates that Salmonella and Staphylococcus are
the most common organismi involved.

The problem of food hygiene has not
received adequate attention in India and
experience elsewhere indicates that food
poisoning through processed food products
forms bulk of the health problem. The food
poisoning cases are neither reported nor
investigated in our country. A study was

LRI,
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undertaken to study the presence of common .
aerobic becterial infection in domiciliary rats
which are go common in and around our food

establishments.

Out of 220 specimens from 55 rats, 9
strains of Salmonella, 33 strains of E. coli, 25
strains of Staphylococci and 19 . strains of
Streptococci were isolated.  The isolated
Salmonella straing were S. amsierdam (4) S.
typhimurium (3) -8 paratyphi B. (1, § paratypha
B var Odense (1), § amsterdam and § paratyphi B
var Odense have been isolated for the first time
from this continent.

The potential hazards of the above isolates
in causing food borne infections will be
discussed.

Control of Tuberculosis in Animals

D.S. Kalra**

The status of tuberculosis in cattle and
buffaloes in Indiais discussed The control
of tuberculosis in dairy herds on the ¢ Test ard
Segregation’ policy, as adopted earlier at the
Government Livestock Farm, Hissar, with
minor modifications, is suggested. The need
for vets participation in the programme of
tubercalosis in India is emphasized. The
problem of proper disposal of tuberculin
reactors in animals .needs to be resolved

- urgently.

*All India Enstitnte of Hygiene & Public Health, Caleutta,
**Senior Professof and Head, Department of Veterinary Patholosy, Haryana Agri. Umvemty Hissar.
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Isolation of Toxoplasma from sheep
S.L. Gupta, O.P. Gautam & R M, Bhardwaj*

The positive role of meat animals as a
source of Toxaplasma infection to human beings
has been well established since Jacobs and
Melton ( 1957 ) and Jacobs et af. ( 1960 )
developed a peptic digestion technique to
recover the parasite from meat samples. In
India, although serological evidence of
Toxoplasma infection in differeny species of
animals including sheep has been reported
but there appears to be no published repart
of actual isolation of the parasite by mouse
Therefore, the present study
was undertaken to isolate the
gondii from meat samples of apparently healthy
sheep’ in order to evaluate its importance in.
the epidemiology of toxoplasmosis. |

inoculation.

A total of 514 serum sainp!.es of apparently

healthy sheep were screened for the presence
of Toxoplasma antibodies by employing indirect -

haemagglutination { 1 H A ) test. The Toxo-
plasma haemagglutinating antibodies were
detected in 44 out of 514 sheep, thus giving
prevalence of 8.36 percent. A higher pre-
valence rate of 9.85 pexr cent (27 out of 274)
was found in females a compared to males
in which it was ouly 7.08 per cent (17 out of
240).

Diaphragm, heart and brain specimens of
44 serological positive sheep from Haryana
Veterinary Vaccine Institute, Hissar and 28
apparently healty sheep (selected'at random
without serological testing)

Toxoplasma -

from local”

. staughter house were coll cted. The tissues

were digested by peptic digestion technique
and the digested material was inoculated
intraperitoneally into 32 batches of corti-
sonised. mice. The isolation of Toxoplasme
could only be made from. two batehes of mice
inoculated with tissues of serepositive animals.
Thus, Toxoplasma was isolated from 4.56 per

- cent of 44 serolagical positive sheep but none

from 23 apparensly healthy sheep.

In one group of mice, Toxoplasma tachyzoi-
tes were isolated from peritonezl fluid of the
inoculated mice by paracentesis. The .
virulence of the ‘sheep isolate” was compared
with standard RH strain of Tassplasma gendii, -
The equal number of Toxeplasma organisms of -
each strain in graded doses (10, 100, 1009,
10890 per mouse) when incculated into -
different groups of mice: ; gave a mean survival .

 time of 12,4, }1.0, 9.7 and 8.3 days respectively:

with ‘sheep iselate’ and 4.6, 2.9, 6.9 and 5.6 .
days respectively with RH strain. Thus, the -
sheep iselate was eomparatively less virulent
than RH steain although it eould kill all.the
inoculated mice,

In anether group of mice, the Toxoplasma

cysts were demonstrated in the brain of mice-

only on histopathological examination. * Foxo-
plasma antibodies were also detected in the
sera’of mice six weeks postinoculation,

The studies have confirmed the presence
of Toxoplasma infection in sheep im our

country.

m.Dcpsrtm-ent of Veterinary Medicine, Haryana Ag‘ri‘cu[m:at%i_versity.
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SESSION—iV

An Approch towards Cost-Benefit Evalua-
tion of Health Education Programme

S. P. Mukhopadhyay*

In view of the presesnt e&donomic climate
and far greater de¢mand for medical and
nursing treatment, perhaps it is now desirable
to devote more time and money to educate
people in the principles of healthy living and
legitimate utilisation of health services. But
to some people the value of health education

is still controversial: It is for this reason of .

doubts and conflicting attitude towards the
value of health education the present paper .
is written tosenvisage the justification of
further and adequate resource allocation’ to
encourage and extend its activities. So the
primary : objective here is to mieasure the
cifects as well as resources of Health Educa-
tion Programme by a method which will be
able to genérate an.outcome of such ecxercise
in realistic terms e.g. monetory terms. The
- other objectives will be to assist to compare
the value of different types as well as alter-
native forms of health education programme
and also to identify the appropriate factor or’
factors for optimum result: In estimating
such economic evaluation, two methods are
applied ; one is to find cost-benefit. ratio of
a programme and the other is to find out cost-
benefit index of a programme. Method one
is applied where the programme is new to
the community and it is expected that at
least 50% motivation change with result from
such a programme. Based on this range of

motivation cost-benefit analysis is made.
On the other hand, method two is applied 10

those programmes of which the community is

already familar. In such procedure moti-
vation change due o a programme is deter-
mined by measuring the difference of level
of positive motivation before the programme
and after the programme, C B.I. indicates
per capita value of the programme

Models of health education programmecs
are made and then their outcomes are pro-
jected through the help of these metheds.
These models were -prcparcd in U, K. and
U.S.A. and accordingly their outcomes were
projected in dollars and sterlings. The models
like “Anti-hypertensive”, “Anti S'fnoking”
“Genetic counsclling”, “Road  accidents,”
have all projected the benefit- against the
money spent for such programmes. - -But
“screening programme” indicated’ a loss in
such a community programme,

From the results obtained from such cost- -

benefit éxercise, it is reasonable to think that

a case is made now for further and adequate.

resource allocation to
programme, Nevertheless it must be” empha-
sised that all programmes may not prove cost-
beneficial as this not only depends on moti-
vation change of a community but also the
cost of the programme (vide screening pro-
gramme), The issue this brings into considera-
tion as a forerunner to future
programme is the need of a pilot trial before

preventive health

*Lecturer, Preventive and Social Medicine; All India Institute of Hygiene & Public Healith, Calcutta,

preventive -
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the Master Programme is launched. The
Pilot trial would generate the net outcome of
the programme through cost benefit analysis

and depending on the nature of the: outcome -

resources to the programme can be allocated
accordingly,

Although these models were prepared and

projected according to the estimates relevant
to UK. and U.8.A. standard, nevertheless
it is principles and technigues of such evalua-
tion which are considered to be important
as they will guide the health professional to
distribute the resources reasonably and
optimally. It may be stressed here that
whatever may be he outcome of a programme
resulted through such cost-benefit cxercises,
the value of such approach is that it will
generate some outcome in pure economic
sense, so that one is justified of allocating or
not allocating resources to a particular health
education programme.

Role of Para-medicals in Leprosy Control
P. Kapoor and M. V. Yellapurkar*

The Leprosy Coentrol Programme all over
the world is mainly carried out by.trained
paramedicals because of paucity of doctors
in this field. However experience gained so
far shows that the paramedicals are quite
good at sus-pccting and . detecting leprosy
cases in general, But they are not good at
suspecting early leproma which is very
difficult yet very essential for control of the
disease.

The paramedicals can diagnose early
leprosy patches with fairly good aceuracy and

can even initiate treatment with Dapsone,

very few can do any justice to it. . Only suchi -
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since the drug is simple and safe to admi-

nister, [However the management of compli-

cations iy very difficult in the bands of the

paramedicals. The follow-up of patients is done
by the paramedicals in such a mechanical and
routine fashion that the leprosy patient who
has to take (reatment for years together loses
faith in the treatment, resulting in a high

drop-out rate. ‘

The paramedicals can be utilised for
screening old leprosy patients who have been
registered for more than 3 to 5 years, with a
view to find out whether they have become
“‘inactlve’” but they cannot be relied upon for
declaring patients as “Cured” or disease-
arrested,

More often than not, the paramedicals are
burdened with maintenance of too many.
records and that teo in such great details, that.:

records need to be prescribed for mainte-
nance, a8 would be essential for momtormg
the programme.

Propcr superv:smn is absoiutely essential
whenever paramedical workers are entrusted .
with responsible jobs. The category of para- .

medical supervisors is drawn from amongst

senior paramedxcak workcra themselves. Often-
times such promotmns arc ciiccted routinely

‘on the basis of scmomy as it is difficult to

apply any yardstick for merit. Naturally
such supervisors fail to fulfil expeetations in
terms of effective superv:smn which includes
guidance.

Thanks to biomedical research, costly
potent, yet toxic new drugs are now available

*Directorate of Health Services, Maharashtra,




228 INDIAN J, PUB, HLTH, - XX,

for field usage. The distributing function for
these drugs will perforce fall on the .shoulders
of the paramedicals who .are still our sheet
anchor in any programme. _ But -.there is
every room for apprehension that if the distri-
bution of such drugs..is not handled properly
with adequacy and regularity, not only will -it
be harmful: to the .patient, but it will - also
result in wastage of money, loss of potent
drugs and above all an invitation to the bug-
bear . of drug,.resist}ance. The .paramedicals
must therefore be trained . .properly :regarding

the correct way of administration of  the. drugs

to identify the.possible side-effects of the
drugs and to learn when to refer to. the ‘doctor
for expert advice.

The modern “Health Team concept envi-
sages:division of ‘the responsibilities: amongst
different kind of: paramedieals' and training
them:to, work:together as a team so - that'their
collective - efforts meet the health needs of the
comimunity.

The Multipurpose workers scheme: ‘can be
properly and easily developed if the above
principles: are féllowed and ‘the uni-purpose
workers become ‘multipurpose ‘workers in due
course.

Training of Para-Medical Workers and
"Integration of Health Services

A. Dyal Chand and M, M, Karkaria*

This paper is based on the experienee of
implementing the Comprehensive Health &
Development Project at Pachod, District
Aurangabad. The Project was started with
the object of developing a methodology which
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aimed at providing health care through village
based semisliterate-women-trained as commu-

~nity -health workers. and :maternal - care
- through training of traditional - dais, ‘through
- professional staff reoriented ag multispurpose
-workers to provide, support and supervisory
:services for these resource personne} from the

-villages. )

Dai Programme

‘The training: programme was designed. so
that only those practices.which were harmful
and needed change could be emphasised. -A

‘few examples of the beliefs and. practices that

existed prior to their training : 1. .The con-

“cept of ante-natal care or post-natal care .was
“something quite new, the Daismerely assisted

in the actua! delivery, f

2, Deliveries were conducted ‘in -a dark
room:with the ‘mothers ‘squatting on ‘bricks.

The need to witness the actual ‘progress “of

labour was considered unnecessary,

3; Implements “such as sickles, knives,

‘broken glass; stonexand-blades were .used to

cut the cord, and ash spplied to the stump.

4. The concept of fever of pueperal sepsis
was never related to'the entry of germs into
the :body. “Its. cause was attributcd to the
entry ofair'into’the empty uterus. ' A few Dais

“had'they practice‘to prevent this eventuality

to insert their heel - into “the mothcr s vagina
soon after delivery. -

3, The child was put to ‘the breast only

three days after the delivery, for fear that the _

intestines would get adherent because of colo-
strum which was sticky, further the child was
given castor .0il .to flush out .any: ligor.or
meconium the child might have ingested.

*Comprehensive Rural Health Project, Pachod, Atrangabad.
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The Dais are conducting 2% of the deli-
veries in their village after their formal
training, as compared to 69, coverage that
existed ' prior to their trairing. . They are
providing ante-natal care to 789% of the
pregnant mothers. ‘The average month of
detection of preonancies has come. down from
the 8th to the 5th, month. o

CTommunity Health Workers

We very strongly fecl that community
health workers without exception be middle-
-aged women, because the larper section of
-the population consists of women and children
who would prefer a female health worker.

The training of these women has to be
completely task: oriented as completely . far
removed from format class-room teaching as
"possible,

Finally we come to the most important
aspeet of the programme : The Multi-purpose
Workers Programme.

To avold compartmentalisation of the
three major aspects of this programme, i, e.
the Dai programme, the Commurity health
~workers’ programme and the Multi-purpose
'éworkcrs programme, we have found it
necessary to estubhsh integration of thesc
services during the trammg programme itself.
. The multi- -purpose worker must be re-oriented
: 'J'not merc}y in perf‘ormance of their own  tasks,
-'-;'but to see their role’ in relation to the work
‘being ‘done by the Dais and the community
health workere, in'a supportzve and super-
‘visory ¢apaciiy. ‘

'In a sub-centre area, with the population

‘remaining

post.
the Dais,
worker

229

of 7500 the sub-centre. is usually shuoated in
a village with an average population of 2500,
thisis the intensive area of poepulation for
the female multi-purpose worker. She is
fully responsible for rendering all services to
this population and is expected to visit each
house once a month. In spite of her lmited
mobility, this is feasible at the rate of 45
houses a day for 12 days of a month. The
12 days she spends in visiting
neighbouring villages around her sub-eentre.
Each village s visited fort-nightly. In these
villages she provides- maternal care services
only through the trained Dais of that village.
Her role is limited to providing .support and
supervision to the Dais of these villages,
This brings us to the concept of a health post
for each village. As Dais and _community
health workers become more and Inore. esta-
blished as regular parts of the health delivery
system, .it becomes apparant . that :regular

house to house visiting by the female multi.
- purpose  worker in the earlier _pattern - of

planued and unplanned visits is quite un-

necessary. Our experience ha,s. been, that if

a female multi- -purpose worker visits the
health posts once every fort- night, the Dai
will bring all the ante-natal cases to the health
All normal deliveries are conducted by
and the female multi-purpose
supervmcs the Dals services where
necessary, L

" The male multi-purpose workér has a
population of 5000 under his control with no
responsibility in the sub-centre village where
theé “female. multj- -purpose worker ‘is located,
On' an average this amounts to 42 louse
visits per day ' with 23 workifig day a ‘month.
The male multipurpose worker provides ali

, technical services -in :this .area -and provides
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supportive and: supervisory services to the
community health workers of the villages
under his area.

These three categories of peripheral staff
now form an: integrated infrasstructure - for
delivering: health, each service well: co-ordi-
nated with the: other. :

integration: of Functional -Literacy and
Development: Services: with the: Health
Services

A. Dyal: Chand¥®

The comprehensive Health and Develop-
ment: Project, Pachod, proposes the use' of
health services as -a-vehicle: for initiating'a
mass - ‘adult literacy programme - and’ otber
economic development services.

By introducing - the- present : health policy
the government has- placed in our handssui-
‘table dnstructors or change agents and excellent
catalysts -who can be used for demonstrations,
and the financial resources to bring  about
rapid’ advasnces in adult literacy and socio-
economic development,

This project proposesto use Dais and
Community Health Workers for developing a
methodology which envisages integration of
functional literacy and  socio-economic
development services with the existing pattern
of health services. '

Majority of the Dais are from the most
economically backward strata of the rural
society, They are all illiterate, apart from a
few exceptions. They provide an excellent

XX,

4, oeT.—DEG., 1979

maedium to propagate a. desire in: their
commaunity. for these services.

Education with:no-purpose achievediisrnot
attractive to these: women who- rejected: the

- ideh -of learning how to read and write: unless

it-was relevant to their needs.. It wassugges-
ted to them to open-bank accounts so that the
nominal cash stipends received bv them
would accumulate-in their account:instead. of
being wasted away. This would permit them
to.request the bank for a.loan for starting a
cottage industry or.dairy.development or. for
any.other immediate need:they- felt: After
the. necessary awareness: the. expected: hesita-
tion:withdrew gradually:and-all the: Pais- who
who have been trained by us agreed to open
ank accounts. The Dais: without exception
are now undergoing-adult literacy; a service
ghat theyare now demanding:. What'would’
the impact of this women be in her village
when she is finally able to read the daily
news: to her neighbours and friends in the
village.

The next requirement is suitable instruc-
tors who can take the responsibility of disse.
mination of knowledge in their villages.
Community Health Workers are village baged
semizliterate women trained for providing
basic health care and minor ailment treat-
ment to her village community.

The aim of this Project is to train Gommu-
nity Health Workers as. instructors in adult
literacy. It is assumed that since they will be
from the village community itself, their impact
will be greater than instructors“planted in
the village from outside’.

*Comprehensive Rural Health-Projéct Pachod, Aurangabiad,
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With the ‘help of resource persons from
Marathwa - University at Aurangabad, the

Project also aims to: train 24 students of the

University selected through the Employment
Bureaus, to‘initiate -mass literacy programmes

by supervising Community Health Workers in

their efforts to start non-formal education
programmes. '

Experience has indicated that attempts at
functional literacy are not acceptable to rural

"illiterates unless it can be linked to socio-

cconomic change, . It is, for this reason that
the: Project proposes to initiate dairy develop-
ment. . with the :intention . of: basing aduit
literacy - and. non-formal education. on . the
various.aspects-of dairy farming..

The principal philosophy on which the
methodology of this Project is based, is to
function as a resource centre with the primary
purpose of dissemirating knowledge and
information to .the landless.poor. and the
marginal farmers in the area.. The knowledge
disseminated will pertain to dairy farming,
health and hygiene, and an overall better Jlife
styls for those who are economically and
socially down-trodden:

Having constituted an infra-structure to

start the programme its implementation may
look simple, but practically is wrought with
problems.

The. basic. and more  profound difficulty
lies developing the right media for - communi.
cating with the rural population.

Planning,,Monitoring ‘and -Evaluation of
Community Health Programmes

M. Ibrahim Sdni*

No society is so rich .that..it: can..consider
its. health facilities: and services :to.be. free
goods. But:.still, in. many developing coun-
tries .the. practice. of decision. making, with
regard.ito. the. community ;health, . is.largely
based upen conjecture. and - hitwor-mlss. notions,
As a resuly.of which planning of priorities.and ‘
allocation of eesources usually ,fail -to-achieve
the desired objectives::in. the field of ‘health
and the socicty does not benefis in proportion
to the amount of resources spent.

_ The.experience. of.the developed and deve-
loping, .countries.. as:.well . over:.the. last: tweo

decades-have made it:«clear that: inthe area

of . the. community. ) health an:appropriate
allocation < of::scarce -resources:calls for:move
rational.planning. . The umost: important pre-
requisite - for. the latterds:an-accurate, timely
and: relevant. system. for the collection, inter-
pretation. and maintenance of demographic
data, medical. statistics and - health ~intelli-
gence,.

After efficient plenning of the health
programmes, continuous monitoring of them
is of importance, It can be carried ‘out "with
the help of specially -designed some simple
demographic and statistical tools.

Finally, if'the two'stages of -a. programame
~-planning -and - ‘monitoring—-are foelproof,
the task of evaluation becomes easy.

*Comprescaaive Health and Development Preject, Pachod, Maharashtra.




232 INDIAN J. PUB. HLTH,

Interns, as Part of Health—Team in Rural
. Community, Health Work

5.W. Kulkarni, N.N. Shaikh, N. D, Jejurikar
and M.R. Jape*

It is in the fitness of things that increa-
sing stress is being given to rural orientation
in medical education. A proper motivation
on ‘one hand and suitable training on the
other will be the right approach to effective
delivery of health care to the multitudes of
~our rural - compatriots. = Degpite tens of
thousands of medical graduates, coming out
each year, our rural masses continue to be
deprived in this aspect also.

In Maharashtra, in Government Medical
Colleges interns are compulsorily posted in
Primary Health Centres for a period of six
months,” The interns were interviewed
depth-as regards their attitudes and reactions,
expectations..and realities, scope and effec.
tiveness  and complaints and suggestions in
-order:to evaluate the worth of their posting
-as a part of Health -Team. Many interesting
varied and extremists® answers about village

in

life, rural -medical work, utility of training
difficulties, and suggestions in the wordsof
interns prompted us to present them as food
for your thought and possibly to evolve a

S XX, -4, .

0CT.—DEG., 1979

cogent policy for meaningful investment in
terms of teaching; training and - motivation in
a medico for rural medicine,

Rural Health Survey : Report—I
P.G. Deotale, P.V. Sathe and N.E, Nimale**

The Rural Health Survey was undertaken
with the aim of involving the Medical
Students to and apply theoretical
knowledge in the field and practice of public
health.

learn

The students were givenr the experience of
Survey, coilection of data and its analysis.

‘"The students themselves realised the need of

better environmental sanitation. They did
the chlorination of well, gave the -health
educalion and conducted the ante natal and
post natal clinic. They were also involved in
carryingrout the school healt’hw examination

and set upsmall laboratory for carrying out
‘the investigation in required cases.

The students found out the rate of morbi-
dity ‘in the population and run the small

dxspcnsary

The students appreciated this
curriculum of teaching,

practical

_SESSION -V

Treatment Defaulters Among Tuberculosis
Patients— A Study in an Urban Area

Vimala Charles***

This study was done to find out whether
there was any difference in. the number of
defaulters among the Tuberculosis -patients

who came under the intensive care of
Community Health Urban Unit and the rest
of the urban gopulace. An attempt was also
made to find out whether there was any
significant difference in the reasons given,

for defaulting among the two groups

*Departmem of Preventive & Social Medicine Grant, Medical College, Bombay,
**Department of Preventive and Social Medicine Medical College, Aurangabad

*¥*Christian Medical College & Hospital, Vellore!
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Though: there was. no: difference~in. the

- reasons given by the two groups ofidefaulters

the intensive:drive and. the health team work
seem to have.its effect in. motivating those
who came under them for regular treatment,

* A Study ‘of. Convalescent and Contact
- Carrierin the Spread of Cholera Epidemic

of 1978 in Twin Cities of Hyderabad and
~‘Secunderabad
M. Subba Rao, V. Santa Kumari, K. Ratna,
' Shamshamuddin and
* R. Rajyalakshmi*

The rvole of carriers in the spread of
cholera, seems to have been considered long
before the discovery of the causitive organism
Griesinger in 1857 hinted
at the possibility of - persons recovering from

 an attack of cholera “becoming convalescent

carriers, Pacini in 1854 considered it possible
that apparently -healthy -persons ‘coming
from an' infected' zome' could - transmit the
disease to others,

The present study was carried out with a
view to understand certain unexplored .

features of the maintenance. of cholera. epide-

mic in the twin cities of Secunderabad and E

Hyderabad. The. following epidemiological
observations were studied in detail to establish
the nature of infection,
control measures by energetic antibiotic
treatment.

I. To establish the existance of relative
frequency of cholera carriers,

2. The relation between convalescent
carriers, contact carriers and admissions

carrier status and. ..

-made inithe Fever hospital, Hyderabad
with special reference to intrafamilial.
spread.cither. through the medium of
‘watex or lapses in the personal hygenic
- measures,
3. The value of energetic: and: active. .anti-
- biotic treatment by para ¢linical staff
at the very first meeting of a.cholera
positive case.

‘The results are tabulated and observations
are made for further guidance in the control
measures adopted.

Guide Filmstrip for an Integrated Approacﬁ

to Health and Family Planning
B. Swarajyalaxmi, M.V, Bapi Raju Sarma**

Health industry is essentially labour.
intensive and :so- man power .constitutes a
critical component. This man power has to
be managed in a way that would make it less

. costly. but more fully capable of evolving -an

accessible and: effective.-health. care delivery
system. The main . failure. of the health
systems in many countries is their inability to
provide the basic. types of. health services
needed by the population as a .whole., Thus,
while.a few segments of the population may
be well-served, the majority are served poorly
or not at all. While this situation is the result
ofeperation of many factors, the major draw-
back so far has been in the system itself in
many. instances. The components of the
system often function in isolation from each
other resulting in fragmentary approach and

- activities overlapping each other wastefully,

The quality and quantity of care can be much
enhanced by an integrated approach wherein

*Institute of Preventive Medicine, Narayanguda, Hyderabad500029.
#*Department of Social & Preventive Medicine, Andhia Medical College, Visakhapatnam.
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a single worker is able handle several allied
functions in a smaller area. For example
instead of 2 health assistant for immunisation
of children, an auxiliary nurse midwife for
maternal and child health, and a health
inspector for family planning, say, covering a
population of ten to fifteen thousand, an
auxiliary nurse midwife can: function as a
Family Welfare Worker carrying out family
planning, maternal and child healsh and
immunisation activities for the mothers and
children covering 2 population of five to eight
thousand.

An effort was made to put this into prac-
tice in Visakhapatnam district long before the
present multipurpose workers scheme was
envisaged by the Government, In 1967-68,
the first author of this filmstrip worked as
District Family Planning Officer and was al-o
in charge of the Regional Family Planning
Training Centre at Visakhapatnam. The
“second author worked as Health Education
" Instrictor in the Regional Family Planning
" Training Centre and later as Mass Education
QOfficer in the District at about the same time.
The integrated approach was planned and
implemented successfully iu one of the Primary

health centres of the district and the work

done was the basis of the filmstrip.

XXTH,

_percent),

_extramotivated group showed
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A Study of Motivational Barriers in Drug
Compliance in Anti Tubercular Therapy

Agarwal R.G., Singh G., Banerji 8.G.,
Jain 8.K. and Shukla' R.*

A Cohort of 130 patients of Pulmonary
tuberculosis was studied prospectively for one
year to observe the treatmemi compliance
pattern, specially the rele of motivational
efforts in ensuring proper compliance. The
study revealed lack of knowledge about
disease (38.00 percent), treatment (56.67 per

cent}, sputum as infective (65.33 percent)

and the disease as inlective to others (64.00
Average compliance rate was 32
percent, which was dominated by them with
extramotivational efforts (42.25 percent), as
compared to ordinary motivation (23.28 per-
cent). Other demographic and socioeconomic
factors (caste System,family system, age, sex,
income) showed no difference in compliance,
but after considering motivational aspects, the
significantly
better compliance.

The study reveals that effect of personal,
social characteristics on drug compliance
were variable, but compliance was significant-
ly better with extramotivational efforts, which
should be emphasised through out the treat-

‘ment schedule, to ensure regular comphiance,

SESSION—VI

Problem of Cancer Control in India
T.B. Patel**

Inspite of the expenditure of large sum of
money spent on many Cancer campaigns,
cancer research has been found to be disap-

pointing when judged from the success in
reducing mortality of cancer at various sites
though it has increased our understanding of
the nature of cancer and led to improved form
of treatment.
cancer continus to remain very high, It has

The overall death rate from

*Department of Secial and Preveative Maedicine, M.L.N. Medical College, Allahabad.
**Director, The Gujarat Cancer & Research Institute, Ahmedabad, Gujarat State, India,
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been the opinion of many cancer workers
(John Pembertone, The Milroy Lecture, 1976)
in the field that the results might have been
better if more weight was given to cancer
research in its epidemiological and environ-
mental studies. .

While the death rate from cancer has
fallen in certain cancers like cervical cancer,
it has not fallen more generally despite im-
provements in treatments, and the fact
remains that cancer is now a major cause of
ill health in the western countries. In this
country, the highest prevalence of cancer is
found in the age group of 46 to 50 years.
Until recently and even now stress has been
given in teaching people to recognise the first
signs of the cancer disease in the people and
that earlier treatment would lead to improved
results, Too many cancers however are
incurable by the time they draw attention to
their presence for it to be possible to make
any major impact by this means. The weight
of the effort is therefore now being shifted 1o
the development of programmes for examin-
ing the healthy persons in the hope that can-
cer can be detected belore they have produced
symptoms or better still that premalignant
states can be detected and treated so that
invasive cancer does not have a chance to
appear. The examination of vaginal smears
by ‘pap’ test, which costs very little, is one
such method in controlling and treating cervi-
cal cancer in its earliest stage, i.e. at the
premalignant stage. Intensive cfforts are
continued in this direction so that a similar
programme could be taken up for other types
of cancer, In addition, our aim should also
be to prevent cancer by eliminating the
factors that cause it.

ATeas.
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In India, while the communicable
diseases are still playing a major rolé in
causing heavy morbidity and mortality, in
recent iime cancer has been attracting in-
creased attention among the public. Itis also
a fact that treatmeut of cancer is very costly
requiring costly supportive treatment and
anti-cancer drugs and sophisticated diagnostic
equipment. At the same time it is pertinent
to note that the commonest cancers prevailing
in men in most parts of our country are those
of oropharyngeal region und lung, and in
women these are mainly cervical (uteri)can-
cer and next to that the cancer of the breast.
[t is also now a well recognised fact that the
oropharyngeal cancer and cancer of the lung
could be eliminated to a large extent by
appropriate preventive measures. A large
number of studies have proved that smoking
of tobacco in the form of cigarettes is a prin-
cipal cause of cancer of the lung. **This is
our country also where country
cigarette ‘Biddi’ is amoked in place of ciga~
rettes by many people in the rural and urban
In addition, as our figures suggest
smoking is also closely associated with the
cancers of mouth, pharynx, oesophagus and
There is also close association of
oral cancer with the chéwing of tobacco *pan’

true in

laryox.

quid which habitis common in many parts
of our country. Thus, elimination of con-
sumption df tobacco in any form can reduce
the cancer incidence in our country to nearly
half of the present figure. In women, cervical
cancer which is highest among total cancers
in women is the one which could be brought
under control by early detection through
taking cervical ‘pap’ smear in all women over
the age of 30 years and particularly in “the
risk groups like those women who have started
carly sex life, or having many partners, bave
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many children as also those  practising poor
sex " hygiene or having “higtory of irregular-

. intermenstrual: - bleeding.:* Similarly,™ breast

- cancer is the second highess inwomen ‘in-
~this country, * Here by the “habit:-of training -

-women in- regular ‘monthly self-examination
of the breast and consulting their -physician
in case of feeling local firmness ~of breast or
a small nodule or discharge from the *nipple,
the- breast cancer could be detected early

and treated successfully with chances of cure

ina majorihy of cages. It is, therefore, obvious
“that in a country like ours where there are
diffculties of matching ‘available resources
to Society’s needs in the cancer field the
constraing of cost have to ‘be ~geriously consis
deréd. ~ Hence, the goal “eliminating the

cause of cancer in certain types of cancer and:

~ghe early detection in-other” matched with

. effective treatment would result “in - copgi="
Costs” increase steeply for

derable saving.

patients with advanced disease and are

és{pif:cial'}y"high when the course of the ~disease
s prolonged and the - disease proves fatal. It
has been well observed that lung caficer and-

qmpharyhgéal cancer are mostly self-inflicted
disecase. Better public education and serious
acceptance of what we know about cancer
prevention can be a potent factor in reducing
overall cancer incidence and death rate.

. Rurak Health Through ‘Mobile Hospitals..
.- M.B. Fulare* and B.M: Basole**

- - India is a-nation of villages, the 80% of
~Indian population is staying in the villages

- which - are scattered sthrough -out, with all.

xxni, 4,
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inadequate facilities in-the form of -health,
transports, roads; drinking water: ~Ignorance

~ about dieting articles ‘and “Healthy ‘habits,
-gickness and-its treatment. - There are “inade-

quate curative, - Promotive - and Preventive

services.

The Government has started district
Hospitals, Civil dispensaries and Primary
Health . Centres which  provides curative
promotive and preventive services which are
static, but most of the population . remain at

enterior unattended and any sorts of specia-.

lists services are not at all provided to them.

~The people of villages:can not got-to the
‘Hospital -due to:various-reasons.. The Hos-
pital should go:tothem onthis basisthe idea

 of mobile Hospitals:originated and Govt. of

India started 23 sueh Hospitals,

The  ‘Mobile Hospital provides medical
‘facilities as well as a training institution to
medical * students * Internees and Nursing
students. o

All facilities are provided in tents like

' X-ray Pathological laboratory room, Opera-
tion theatre,. labour room etc, each. camp

remain for 3 months and  cover. 20,000 to
25,000 population . follow up is .done by

_ Medical Officer of Primary Health: Centre,

nereby.

It is concluded that - the sscheme  is

-extremely useful to the rural population.

*Readerin Frev
Wi Gyperintendent, Mobile Hospital, Aurangabad,

entive & Soeial Medicine, I/é Health Uniy, Paithan.
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Growth & Nutrition Patterns in a Slum-

~-An Anthropometric Survey

“A. B, Chaudhuri*, M., M, Kckre? and
T, T, Patil®

- An anthropometric survey of 60 children.

between the years 1.5 was catried out in
Bombay. The study was cross— sectional.
The children showed significantly affected
physical growth due to environmental factors
and a high degree of undernutrition affecting
them at the sengitive period of
maximum brain— growth. The cross-over
skuil circumference, was at
30-36 mouths as compared to 24 months
for poor Indian children. The weight and
height of the children showed a high degree
of correlation The skeletal parameters
of growth skull circumference head
circumference and height showed. correlation
However the growth curves when plotted:
against the Harvard and All India Standards
ran parallel to them. upto 2} years after
which they flattened. out.
to midarm was found but height showed. no
correlation to midarm,

most

1.e.

note that a majority of the children were still
being breast-fed upto 24 years of age,

The slum chosen was Matunga Labour
Camp—a part of the biggest urban slum in
Asia—DHARAVI. The low values of all
parameters of growth suggest that protein—
the
Further the causative factors
were active for sometime,

calorie malnatrition was
community.

rampant in

The purpose of the present study is to

asgess the extent of variations from the

Weight correlation.

It is significant to.
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Harvard:and All India Standards, and also to
find out the age group where irreversible
changes in growth parameters have not yet
occurred and would therefore bc receptive to-
nutritional additives.

A semilongitudinal study is also being

*carried outto find out if the introduction of a

comprehensive low priced diet would bring
about a rectification of protein—calorie status
in the community.

Itis a fact that unless. wrban slum infants.
are covered by better MCH services, the
physical. and physiological growth . of these
children:are likely to be permanently retar-
ded.. 'I'he magnitude of the problem needs
no stressing, The solution is not mere medi-
cal aid. The priority is. to. start nutritional
services.and. free.balanc: d meals on an emer-
gency footing if a dent is.to be made at all in
combating rampant undernutrition, depressed
immune response and subnormal mental
growth.

Toxaemia and Seasonal Variation
8. X. Charles?

A study was done for a period of six years
to find. out whether there was any significant.
difference in the incidence of Texaemia in
different seasons.

there is a lot of
difference in opinion regarding the associa-
tion between texamia and season all over the

world.

This was done because

This study reveals no signiﬁcam variation
in the incidence of TOXdcmla in d;ﬁ'crcnt“
seasons. '

1. Demonstrator 2, Professor & Head of the Dcpartment 3. onstahstlcxan"
.T.M Mcdical Coilege, Sxon, Bo

Preventive & Social Medicine: Dcppt

R R
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SESSION-—Vii

Prevalence of Worm Infestation Among
School Children in a Rural Field area

P.V. Chablani, 8.D, Halde and C.G. Mali*

Undergraduate medical students of Swami
Ramanand Teerth Rural Medical Gollege,
Ambajogai are posted at Chanai, a rural
field practice area.’ Prevalence of worm
infestation in school children of this village
of 2000 population was studied. The school

children belonged to Primary and Middle -

school in the age group of 7-16 years. Of
196 school
obtained for examination. Omnly 27 stools
showed presence of worms giving prevalence
of 179,. Prevalence of worm infestations
at Chanai is much lower when compared
with other studies.. As this Community has
been visited rcgularly by the students and
symptomatic worm infestations treated, pre-
valence of worm infestation is lower. Asymp-
tomatic worm infestation is not associated
with subjective or -objective morbidity in
this group.

Health Needs of School Children
Kuikarni A.P., S8athe P.V. and Kamble S.A**

To achieve betgter Co-ordinated and
organized health services for school going’

. smallpox

children, 159 -stools 'could be:

children in Aurangabad city a pilot study

was carried out at Urban Health Centre

attached to Medical College, Aurangabad.
Three hundred and seventy three primary
school children of a municipal primary school
were examined. Vaccination status against
small pox prior to examination was found to
be satisfactory (97% showed scar of primary
immunization). However, poor
status against diphtheria,
tetanus and tuberculosis was revealed. '

immunization

Ophthalmic problems with a prevalance

of 12,899, were among the most prevalent
disorders followed by E.N.T., gastrointestinal

(worm infestations), dental and’ skin disorder
in that sequence. Franksigns of vitamin A

defieiency were noted in 31 (8.579,) cases

showing the need for prevention by adminis-
tration of concentrated vitamin A solution,
High myopia requiring correction by glasses
was seen in 9 (2.68%) students. Contrary
to expectations prevalence of trachoma wag
very low i. . 69 only, Chronic suppurative
otitis media and enlarged tonsils were thé
main ENT disorders. Prevalence of dental
disorders was 4.52%,, caries being the most
prevalent. No case of leprosy was detected.
Prevalence of worm infestations (round worm
& thread worm) was 8.31% showing the need
for periodic mass deworming.

*Department of Preventive and Social Medicine, SRT Rural Medical College, Amba;ogal. :
**Department of Preventive and Social Mcdmmc, Mcdxca} College, Aurangabad,
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Prevalence of Parasitism in Children-—
Study at Raoli Hospital, A Static Heaith
Centre

Suraja A. Prabhu*

We have selected this topic because para-
sitism is very common cause of morbidity in
children,

This study was carried out to find out the
prevalence of parasitic infestation in Raolj
Child Welfare Centre, so that, the magni-
tude of problem is assessed. Since the study

is still not complete we have not got enough

of positive cases, [t js still continued,

The community comprises of about 300
children, all below 5 years of age, with low
Socio-econemic back-ground, staying in chawls
Or zopdas, using common community taps for
their water supply. There is no sanitary
latrine facility and most of them squat in open.
‘Hygienc of these children was poor. We study
these children coming to our child welarg
Centre, irrespective of any symptom.

Only (40 children were undergone these
1nvestigations, so dropout rate was 36/160
patieats.

Haemoglobin determinations were carried
Out with Sahli equipment which had been
Calibrated againss a photometric method.

For stool examination, fresh specimens
were obtained and examined wiihin one-two
hours of collection. Stools were examined in

Pormal saline and by floatation method in
SUpersaturated saline.

!

Upto 3 years most of the children were
foind anaemic, there was no marked difference -
between male & female children. Ascaris.
Lumbricoides was the most common infesta- -
tion amongst positive cases more so in male

‘children. In our static Health Centre there

was practically no case down with parasitic
infectation in 3-5 yrs. age group. All the
possitive cases were in 0-3 yrs. To find ont the
correlation between positive parasite cases and
underweight we found most of them not really -
underweight, ' k

Results (1) Total parasitism was found to’
be 169, with the sex ratioof 1 11 :

(2) Rate of differentail parasitismy was -
noted to be :—

Ascaris lumbricoids=45%  Trichuris tri- -

chura=189,, E. hystolytica=279,
"B, coli=109, -

(3) Positive parasitic infestation in relation -
to haemoglobin shows the following rate ;— - _
Children with haemoglobin less ‘than 8gm9,
=3.25%, Children with haemoglobin betweer
8-10gm9, =13.80%, Children with haemo-
globin more than 10gm%, =16.009,

Study of Helminthic Infestations Among
Defence Personnel and Their Families

P.K. Mukherjee?, S.C. Banerji2, R, Shukla3
and G. Singh*

An epidemiological study of helminthic.
infestations in a randomly selected cohort
from army garrison of Allahabad cantoament
was carried out. In the initial examination
201 (18.27 percent) individuals were found to
be infested, by Ankylostoma Duodenale(42%),"
Ascaris Lumbricoides (359%,), Enterobius

/

* L.T.M. Medical College, Bombay.,

1. Lt. Col, AM.C. Post graduate 2, Professor 3. Statistician cum-Lecturer 4., Reader
Department of Social and Preventive Medicine M.L.N, Medical Collage, Allahabad.
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Vermicularis (16%), H. Nana :(18%) and
others (3%) with single or.multiple infestations.
Maximum persons: (67.71 %;) infested belonged
to eastern region .of the country. Nearly
88.0 .per cent population exposed belonged
to rural background .and :95 :percent of in-
festations were .ameong -them. Maximum
infested persons (-7.5%)-.=gavcﬂhiésor.y of having
moved out of station <to their ‘homes -in the
last 3.6 months. Therate of .infestation for
various ;helminths ranged :between 150-300
ova per gram. of stool. Average haemeoglo-
bin percentage was 14 gm percent with very
few (79,) below 10 gm percent. In the
second examination there were 57 fresh
infestations :detected -and 14 -among -those
dewormed on initial infestation, this giving
an incidence -rate of 5545 :per :thousand
population and .overall prevalence rate for
the year 147.20/10.0 of the freshly infested

persons, 92.86 per cent had given the history

- of having moved out to :their mative places

within six months .of investigation. Most .of
such freshly infested .individuals .(629;) were
from eastern regions.of the country., The
regression equations calculated for the .dura-
tion of movement outside aud quantum of
infestation was :found to be very ‘highly
significanit (P<.08), This highlights the
effect of movemeni:outside on the infestation.

Filariasis and.High Total Eosinophil
Count

S.:‘Russel and ‘0. K, Rao*

There are various speculations regarding
the etiology of tropical -eosinophilia, Several
workers have attributed it -to filaria infection,
some to human and others to animal. The

X%k, -4,

“non=endemic states

oar.—DEc., 1979

National Lustitute.of Communicable Discases
-while undertaking -human filaria -surveys in

-ithe filarial endemic state wof Kerala and in

the non-endemic-states of Jammu and Kash-
-mir, Himachal Pradesh, Rajasthan, Punjab,
Haryapa and Manipur carried out total
-eosinophil counts by the standatd Randolphs

smethod on some of the people examined for

Ailaria parasite. The results of the same are

. given :

Altogether 195 persons in Kerala and 600
persons in the non-endemic staies  were
examined. Persons with High total eosinophil
¢ount were observed both in endemic and
non-endemic areas. But the incidence was
anore in the endemic areas. The percentage
of persons with eosinophil count of 2000 and
above per cmm was 3.6 in endemic state
whereas it was only 1.2 in non-endermic states,
The next group of 1001 to 2000 and 450 to
1000 were also higher in the endemic state

than in the nonendemic states,

In the endemic state two persons with a
total eosinophil count of 5106 and 3907 per
cmm harboured microfilariae whereas.in the
none of the persons

showed microfilaraemia.

‘The higher rate .of .persens with high
eosinophil .count .in the filarial endemic.area
in comparison:with ‘non-endemic states:indi-
cate association of the two conditions.
However presence of high cosinophil count
persons in non-endemic areas suggests'that
human filariasis is not the only causative
factor. All persons with eosinophil count of
over 2000 cmm could not be confirmed to
have had tropical-eosinophilia.

*National Institute of Communicable Diseases, Delhi-110054,
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GENERAL SECRETARY'S ANNUAL REPORT FOR—1978

Mr, President and the memb\ers of -the

Agsociation,

I have the honour to present before you
the Annual Report on the activities of the
Indian Public Health Association and its
branches for the period ]anuary to December
1978. :

The 22nd Annual
{Haryana):

Conference— Hissar

-The 22nd annual conference of the Indian
Public Health Association and Symposium
on Veterinary Public Health and Zoonoses
(under the auspices of ICAR) was held from
February 24 to 96, 1978 in the College of
Veterinary Science, Haryana Agricultural
University, Hissar. A large number of mem-
bers and delegates from all parts of India’
attended - the conference. Dr. O.P. Gautam,
President of the IPHA, Hissar Branch and
College” of Veterinary  Science,
Haryana Agricultural’ University, Hissar
delivered Welcome Address. Welcoming the
members and delegates, Dr. Gautam empha~

Dean,

sxsed thc ‘important role of animals in Indian

'cultuzc and socicty and the need of.creating

A nucleu_s of Vctermary Public Health Services
Miinistry of Health, He hoped that the-
ce weuid heip in the exchange of

etzween the two._ sister profess
Se_.';mpn:;compr;sed of 8 (eighty Sub-Scientific

1d ,VQ“?‘ inary ,Serv;,ccs :

‘Health, W H O, Geneva.

A

After the Address of welcome the Con-
ference was inaugurated by Dr. M. Abdussa-
lam, Director, International and Scientific
‘Cooperation, FAO/WHO and was presided
by Dr. Z. Matyas, Chief Veterinary Public
Inaugurating the

conference, Prof. Abdussalam said that more

‘than 80 percent human beings- particularly in

developing countries lived in close contact
with animals and they were more at riskto
major diseases transmitted from animal to
Every year more than a million people
took Anti-rabies treatment in India, which
caused heavy .economic losses.  He called
upon the medical and veterinary - Scientists
for eradication of rabies which had been
dope by some countries of this region.

man.

Dr. Z. Matyas in his presiding ‘address
discussed the new socio-economic changes
coming in the society and to the appearance
of new or earlier uncommon problems, -
most of which are animal related. He urged’
the Veterinariang along with other experts to -

" be fully involved in the surveillance, préven-

tion and contrel of Zoonoses including food

horne infection. -
Scientiﬁr’: Sessio.n :'

The subject for thc Scientific Session was—
“Veterinary Public Health Zoonoses”, The
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Sessions and a total of 52 papers were presen=
ted and discussed. The 8th Session was a
Panel Discussion on Integration of Veterinary
Public Health activities in Public Health
Services.
the Panel were Dr. O, P. Gautam and Dr. C.
Schwabe respectively. The Initiators were
Prof. 5 C. Seal (Calcutta), Prof. P. N. Khanna
(Calcutta) and Dr. G P. Sen (Calcutta). The
scientists who took part in the discussion were
Dr. 8. S. Verma ( New Delhi), Dr. G. W,
Schwabe (California University, Davis USA},
Col. Barkat Narain (New Delhi), Brig. S. L.

. Chadha (Simla), Dr. 8.C. Adlakha {Delhi}. A
bookslet on the Panel Discussion was published
by the IPHA Hissar branch for circulation to
members and delegates, The proceedings of
the Scientific Sessioms have been published in
the IPHA Journal (Conference Number Issue),
Volume 22, No. 4, October-December, 1978
issue, which had already been sent to all the
members of the Association,

Recommendations of the 22nd Annual
Conference

A Sub-Committee was formed consisting
of Dr. O. P. Gautam (Hissar), Dr K, G.
Narayan (Hissar), Prof. P. N.Khanna and
Dr. G. P, Sen (Galcusta) for draft Recommen-
dations of the 22nd annual conference.: The
drafs Resolutions were prepared and were
sent to the D.G.H.S., D.G.AF.MS, D.G.
Indian Railways, all the Directors of Health
“and Veterlnary Services—States & Union
Teritorries, Agricultural and Medical Univer-
sities, Governmental and semi-Governmental
Institutions ete. for their implementation,

Presidental Address

Dr. G. J. Ambwani, President of the

‘HLTH. XX,

The Chairman and Moderator of

4, .oaT.~DEC., 1979

Association could not attend the conference
as he was indisposed. He also could not send
his Presidential Address. Under the cireumns-
tances, Prof. 5.C. Seal, the Past-President of
the Association, was requested to deliver the
Presidential Address on behalf of Dr.
Ambwani. Dr. Seal dealt with the changed
concept of medical practice laying more
emphasis on preventive and social medicine.
He urged that training of practitioners should
therefore include different aspects particularly
sociology, psychology and behavioural science
with stress on preventive aspects. He also
discussed the different aspects of medical and
public health education and pleaded for
democratic decentralization of rural health
services.

Late Dr. B.C. Dasgupta Memo. ial Oration
Address

The nominee for the Oration of ‘late
Dr. B.C. Dasgupta Memorial Oration Address’
was Dr, P.R. Dutt, Consultant to the Gandhi-
gram Institute of Rural Health and Family
Planning, Madural (Tamilnadu). The topic
dealt was Rural Heakth Care in India at Cross
Road, He discussed about the structure and
function of Health Services in India, since
independence.

Award of Fellowship of the Association
for 1977

Nominations were invited from the existing
Fellows, Life members and the Presidents of
all the State and Local Branches of the Asso-
ciation for the Award of Fellowship of the
Indian Public Health Assodiation. A total”
of I3 (thirteen) nominations were received.
The Credential Committee under Chairmen-
ship of Lt. General D. N.Chakraborty, the

y

»
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Past-President of the Association, held its
meecting on 15 th November, 1973 and recom-
mended 6(six) names for the Award of Fellow-
ship. As per Rule 7.D, of the Rules &
Regulations & Memorandum of the Associa-
tion, the ballot was issued for approved 6
nominees by the Credential Committee, along
with their brief Biodata, to all the existing
Tellows of the Association for obtaining their
votes for the final selection. The votes will
be counted at the next (23rd) annual meeting
of the Ceuntral Council.
than fifty percent of the votes polled would be
approved and then ratified by the General
Body at its 23rd annual meeting scheduled to
be held at the time of the 23rd annual confer-
ence during January last week of 1979 at
Aurangabad. The names of the 6 (six) reco-
mmended members, according to the alpha-

" betical order, are as follows :—

1. Dr. 8. G, Banerjee, Prof. & Head, Dept.
of Prev- & Social Medicine M. L.N. Medi-
cal College, Allahabad (UP).

2. Dr. R.N. Basu, Asstt, Director General of
Health Services, Ministry of Health &
Family Welfare, Govt. of India, New
Deihi.

3. Dr. A, Contractor, Asstt, Director of
Public Health, Govt. of Guijrat, New Civil
Hospital, Ahmedabad.

4, Dr. B.C. Ghoshal, Asstt. Director General
of Health Services, Ministry of Health &
Family Welfare, Govt. of India, New
Delhi.

5. Dr. V.L. Pandir, Asstt, Director of Health
Services (Retd.), Govt. of Karnataka,
Bangalors, :

6. Dr. N. K. Sinha, Deputy Director of
Health and Family Welfare, Ministry of

Those scoring more
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Railways, Govt. of India, Rail Bhavan,
New Delhi.

Association Award for the years 1976 and

977

The Central Council at its 2lst annual
meeting held during February, 1978 at Hissar,
constituted 3 Sub-committee consisting of the
following judges for the scrutiny of the best
Scientific paper for the Association Award
for volume 20, 1976 and volume 21, 1977 issues
of the Journal, to be given at the time of the
next (23rd) annual conference scheduled to
Be held at Aurangabad. The Judges of the
Panel were as follows ;

1. Dr. S, 8. Verma, .Director General,
( Health }—Railway Board, Ministry of
Rlys. Govt. of India, New Delhi.

2. Dr. W. Mathur, President of the Indian
Public Health Association New Delhi.

3. Prof. S.C. Seal, Editor of the IPHA
Journal, Calcutta.

The sealed recommendations for the best
Scientific papers have been received from
the above Judges. These will be opened and
finalised at the 23rd annual meeting of the
Central Council schduled to be held during
January, 1979 at Aurangabad. -

World Federation of Public Health Asso-
ciations, Geneva.

(a) In the light of the recommendatiors
of the previeus meetings of the Central
Council, the Association approached the
World Federation of Publich Health Associa-
tions, Geneva with a suggestion that the
Indian Public Health Association would like
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o host the 3rd International Congress of the
World Federation in Calcutta to be held
during 1981, No reply has been received,
but from the proceedings of the World Fede-
ration—‘Record of 1978, Annual Report’ it
appears that among the two requests received
to host the next International Congress were
Indian and Isracli Public Health Associations.
The final decision will be made at the 1979
Annual meeting of the World Federation of
Public Health Associations scheduled pro-
visionally in Geneva, during the week begin-

ning 7 May.

- I may, however, inform the House that
the formal invitation to host the 3rd Inter-
national Congress to the Worid Federation
was sent subject to the approval of the Govt.
of India. The Central Council at its 2Znd
annual meeting constituated a Sub-Committee
consisting of the following personnel with
_ the power of coopting additional members
for taking further action, if required :—

1. Director, School of Tropical Medicine,
Calcutta

2. Director, All India Institute of Hygiene
& Public Health, Calcutta

3. Director of Health Services, Govt. of West
Bengal, Calcutta

4, Dr. J. M. Ghosh, Chief Medical Officer,
Eastern Railway, Calcutta

5. Dr. 8. 5. Verma, Director General
(Health), Indian Railways, Govt, of India
New Delhi,

6. Col. Barkat Narain, Past-President of the
1PHA, New Dethi.

{b) Dr. B. Sankaran, Director General of

Health Secrvices, Ministry of Health and

HLTH, XXy, 4,

oQT.~=pBc., 1979

Family Welfare, Govt. of India, New Delhi
represented the Indian Public Health Asso-
ciation as an official delegate in the World
Federation of Public Health Associations,’
Annual meeting held at Geneva on May 11,
1978.

(¢} A sum of Rs, 2270/ (approximate) is

outstanding to the World Federation towards

membership fee due for the years 1970, 1971
and 1975, 1976, The subscription for the
year 1977 has already been paid, while the
subscription for the years 1978 and 1979 are

being processed for paymenat,

Editorial Board of the IPHA Journal &
publication.

The office bearers of the Editorial Board
were selected and ratified by the General
Body at its 22nd annual meeting for a term of
3 (three) years i.e. 1978-80. During the years,
three meetings of the Board were held on 4th
February, 3rd June and 6th December, 1978
respectively, and discussed about the adminis-
tration and procedure for finalisation of the
manuscripts for publication in the Journal.
All the four issues for the year 1978 (Volume
22) were brought out and sent to members
and subscribers in India and Abroad as well.
The Ist issue viz. Jauuary-—March, 1978 was
dedicated to the ‘Eradication of Smallpex’ as
a Special issue, and the WHO, South-East
Asia Region, New Delhi, had purchased 1009

(one thousand) copies of this special issue.

The Board at its meeting discussed the
poor position of the advertisements in the
Journal. Some advts. were procured through
the efforts of Dr. N. XK. Sinba and Dr.S. 5.

Verma of New Delhi, and Dr. K. K. Modak -

}‘,’.,
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of Calcutta, A strong drive is required to be
made in procuring. advis, for the Journal.
The help. from the members, in this regard,
will be greatly appreciated.

Central Council Meetings

During the year, three ordinary meetings,
i.e. 55th, 56th and 57th, were held on February
4, May 6 and December 30, 1978 respectively.
The 56th Ordinary meeting was held at the
residence of the President of the Assocn,
Dr. W. Mathur at New Delhi. The 22nd
annual meeting of the Council was held
on 24th February, 1978 at the College of
Veterinary Science, Haryana Agricultural
University, Hissar, at the time of the 23rd
annual conference of the Association. At the
annual meecting, new Office bearers for the
H/Q office were
along with other office bearers for the Editos
rial Board, Credential Committee, Sub-Commi_
ttee for the Association Award ete. The
other official transactions were also carried
out. The Annual Council meeting was
presided over by Col, Barkat Narain, the Past
President of the Association, in the absence of
the President of the Association, Dr. G. J.
Ambwani, since he was indispo. ed.

The Council at its meeting accepted the
invitation offered by the Maharastra States
Branch to play host for the 23rd annual con-
ference to be held at Aurangabad during
January, 1979, At the annual meeting, the
Council also nominated Prof. M. C. Mittal
Prof. & Dean, Medical College, Jabalpur
( MP), for the flate Dr. B. C. Dasgupta
The proceedings,
after approval and ratification by the General
Body, had been published in the . Conference

recomended and selected
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No. of the Journal, Vol 22, No, 4 (October—
December 1978) issue. The CGentral Council
at its 56th and 57th Ordinary meetings, also
discussed about formation of ‘Building Fund’
of the Agsociation which was strongly desired
by the members,

Financial position and Accounts

The audited Statement of Accounts of the
Association for the year ending 31st December,
1978 is being placed along with the report,
and also the Statements of (i) Liabilities and
Assets and ,ii) Budget estimate- for the period
of January—December, 1979. The anticipa-.
ted SURPLUS of Rs. 20,254.46 in the budget
estimate takes into account the realisation
of outstanding advts. bills for a sum of
Rs. 2185/,

On the recommendation of the Central
Council, the General Body approved and
ratified to write off a sum of Rs. 541.50,
which were outstanding with the State Bank
of India, Park street Branch, Calcutta, since
1971-72. The amount includes a susbeription
of Fellowship fee of Rs. 300/-.

The Association made with the Indian
Bank, Central Avenue Branch, Galcutta, three
Fixed Deposit Accounts—2 for Rs. 5000/-,
each for one year and one Rs. 3000/- for a
period of 6 (six) months. The F. D, R. for
Rs. 3000/ matured in December, 1978 and
fetched to the Assciation a sum of Rs .67.50 as
interess, The Association also received a sum
of Rs. 134.25 as interest on Savings Account™
with the above Bank. The other two F.D.R.
each of Rs. 5000/~ would ature in  June,
1979,
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Membership Position and Membership
Drive S

5

There are 788 members on roll which
mcludes 103 fellows (six honorary}, 188 life
members, 476 ordinary members and 21 Asso-
ciate members. During the year 97 members
have not renewed their membership. The
individual reminders were sent to them with
a request to renew their membership. After
the Ind reminder sent, the name of members
not paying subscription for 1978, have been
dropped from the membership list. -~ A’ total
. of 197 new members (including life and
ordinary) were enrolled during the year 1978,
A membership drive was again launched

with the help of Dr. 5.8, Verma and Br. N.K.

Sinha of Indian Railways to enrol more
members and $o revitalize some State and
Local Branches of the Association, which had
ceased to function, Although the response

was, not very encourageous, Bihar, West

_ Bengal and ‘Madhya Pradesh State Branches

intimated the B/Q, office of the Association
about revitalization of their Branches, I
have great pleasure to inform you that with
the efforts of Prof S.C.Seal, Dr, J. Nath,
Dr. G. C. Roy and Dr. B. C. Basak, the West
Bengal State Br. organised its annual meeting

during October, 1978 and new office bearers’

were selected. The Ex-secretary of M.P.
‘State Branch, Prof. M, G. Mittal has also
informed that he would look into thée master
to re-organise the Madhya Pradesh State
Branch. Attempts are alse being m'ad'e to
start a Andhra Pradesh State Branch at
Hydecrabad.

Activitias of State/Loca! Branches of the
sssociotion

- There are 10 State and 5 Local Branches
of the Association mentioned below :

HILTH. . XXII,

. (6) Bihar,

4, . OCT.~~DEC., 1979

- State. Branches : (1)-Delhi, (2)° Maharastra,
(3) Tamilnadu, (4) Gujrat, (5) West Bengal,
{7) Goa, Daman & Diu, (8)
Karnataka, (3) Madhya Pradesh and (10)
General Branch (members not residing within
the jurisdiction of existing Branches).

‘Locgl Branches : (1) Allahabad, (2)-Vara-
nasi, (3) Hissar, (4) Jamshedpur and (5)
Poona.

Out of 15 State/Local Branches, only 5
(five) Branches namely, (1) Delhi, (2) Hissar,
(3) Gujrat, (¢) Tamilnadu and (5) Allahabad
have sent the information about their main

*activities during 1978 along with the list of
'Office

bearers. No intimation bas been
received from other Branches till the time of
preparation of this roport, although reminders

“have been sent to those branches.

During the year 1978, the Wesf Bengal
State Branch resumed its function and held
its' annual meeting in October, 1978. "The
report and the list of office bearers are still
awaited, Four branches viz, (1) Bihar, " (2)
Madhya Pradesh, (3) God, Daman & Diu
and (4) Karnataka appear to have ceased
function, The Joint SBecretary Dr. N K.. Sinha
tried to contaet and met in person with the
Secretaries of Goa, Damabn & Diuand Bihar
State branches to revitalize and start function-
ing of the branches, '

Activities of the Branchas of the iPHA

(AY Delhi State Branch : This branch orga-
nised the World Health Day and the function -
was organised in collaboration with the
Central Health Educsation Bureau and
Delhi Munijoipal Corporation. The function
was inaugurated by the Mayor

of Delhi.. =
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An  exhibition was set up on the WH Q.
theme of the year ‘Down with High Blood
Pressure’, Arrangement was made to check
the blood pressure:of the visitors coming to
the exhibition, '

A Scientific symposium was held on High
Blood Pressure at the Lady Hardinge Medical
College and a Seminar for Senior medjcal
students and internees at the Maulana Azad
Medical College along with a question hour by

the Public at Lajpat Bhavan. Members of the .

Delhi branch of the Association participated

in the programmes for rendering medical aid .

and carrying out mass immunization of flood
victims and wholeome drinking water supply.

(B) Hissar Local Branch : The
annual conference of the Indian Public
Health Association and Symposium on ‘Vete-
rinary Publjc Health Zoonoses’ from Febru-
ary 24 to 26, 1978. A new department of
Veterinary Public Health and. Epi. in. the
College of Veterinary Science, Hissar has
started functioning including the study of
tood borne infections'and intoxications. The
atteropts are being made by the Hissar
branch to arrange a symposium/seminar on
Public Health discase/discases. '

This branch held its annual general body
meeting during November, 1978. The office
bearers were elected at the meeting and other
agenda were transacted.

{C) Gujrat State Branch : The Gujrat
branch took an intensive enrolment
and could make 194 members during the
year,  With  active involvement of the
members  of the Association for the first

time in the immunisation programme the

drive

state  has achieved highest percentage of
immunisation during 1979, With the active
involvement of all members of the Asgsociation
the State was able to secure first rank in the
family planning programme in the whole
country.

(D) Allahabad Local Branch: During the
year, a General Body meeting, two special
meetings and seven Scientific meetings were
held by the Branch in the MLL.N. Medical
College. During the meeting, Dr, S.C.
Banerjee delivered a lively talk on the scope
of community health workers scheme, its
implementation for: the benefit of rural
community, . The Branch also organised a

, + -weeklong activities to mark the WHO Day
Hissar

branch of the Association hosted the 22nd

—~the theme being <Down - with Blood Pre-
ssure’. Dr, G, Singh, . the Secretary of this

- Branch have a series of lLecture at various

organisations and- imstifitions on Epide-
miology of Hypertension, including Rotary
Club, Regional Health and ‘Family Welfare
Institute, Allahabad Medical Association and
Rural areas. ' QOther eminent speakers were
Dr.8.P.8. Chauhan, Dr.S.B. Dixit, Dr. J.N.
Harkauli, the Joint Health Services, summed
up the meeting with an enlightening speech.
Ia the Scientific mectings various current
topics were covered such as, Medjcal Termi.
nation of Pregnanecy, latest strategy  in
Malaria Control, return of Kalazar and viral
encephalities.  Besides this, the branch arran-
ged for Seminars on Malaria and Kalazar at
the U.P. State IMA Conference held at
Allahabad. The membership position re.
mained more or less stationary with a few
new arrivals and some transfers. It was decis
ded in the mesting to step up the membership
drive and adopt village for model Commu-
nity Health Work,
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(B) Tamilnads Branch : This branch has
sent only the list of office bearers for the year
1979 and intimated that the report would be
gent in due course. '

Miscellaneous

(A) Federation of Public Health Associations in

India : As per the recommendations of the

Sub-committee of the Federation of Public
Health, the different Associations viz., Indian
Association for Communicable Diseases,
Bombay Indian Society for Malaria and otlLer
Communicable Diseases, Delhi Association
of Preventive and Social Medicine etc. were
approached for merger under the Federation.
A meeting of the “Qentral Council was,

sherefore, called by the Presidentof the
IPHA, Dr. W Mathur- on 6th May,
1978 at New Dethi. The. Council,

at meeting, felt. that preliminary = arrange-
ments for holding sich a conference in Delhi
be made by December, 1978. Dr. 5. K.
Sengupta, Asstt. Director Gen. of Bealth
Services had been requested to function as a
Convenor. The proposed meeting for the
formation of Federation to he held in Delhi
during December 1978 did not materialise
as some of the Associations had announced
earlier about their annual conferences with
Since the venut was other
than Delhi and due to the lack of timely
communications, the offer of Maharastra
State Branch of the IPHA for holding the
93rd annual conference at Aurangabad
during January 1979 was agreed upon. It
may be mentioned here that during the « th
National Annual Conference of the Comimu-
" nicable Diseases of Bombay held at Calcutta

date and venue.

xxu, 4,

oar.—DEGC., 1979

during December, 1978, the General Secres
tary, Prof. Khanna of the IFHA had a
detailed discussions with the General Secre-
tary, Dr. Kamath and the President, Dr.
(Mrs.) Sushila Nair of Communicable Dis-
eases Association regarding the formation of
Federation of Public Health Associations.
Prof. Khanna was informed by Dr. Sushila
Nair that she is interested in the lst instance

to merge the two Communicable Diseases

Associations of Delhi and Bombay. She
further told that after cffective merger of the
above 2 Associations, we would think of
formation of Federation. On the advice of
Dr. Nair, the President Dr. W. Mathur was
informed to be in touch with NI1CD officials .
and to attend the proposed merger meeting 50
that further action in formation of Federation
is effected.

(B) Organising Projects by the members of
the IPHA : As a follow up to the Central
Council meeting for organising definite pro-
jects by the members of the IPHA to activate
the Association, Dr. W, Mathur, President . of
the Association preparcd a brief note in the
faxm of a letter which was cyclostyled and
sent to all the members was not encouraging
as no comments were received,

C) Association’s Building Fund : The Central
Clouncil at its 56th and 57th ordinary meeting
discussed about raising a Building Fund of
the Association’s B[Q office at Calcutta, The
ways and means for the fund should be
worked out at the annua) meetings of the
Central Council and General Body scheduled™
to be held during January last week of 1979
at Aurangabad. :




" H/Q office,

" GENHERAL SHCRETARY'S

(D) Award of special leave to the staff : The
Central Council at its 56th and 57th ordinary
meeting considered -the application of Sri

K. K. Banerjee, the staff of the IPHA H/Q

office regarding the special leave for 30

(thirty) days during the month of September
and October, 1978, since he,‘-could not come

and attend for duty as all the links from his

residence ( Kolaghat, Dist. Midnapur) to

Calcutta were disrupted due to flood. The

Clouncil considered sympathetically his appli-

cation and granted 30 days leave as a special

case, - '

(BN Next scale to Sri K. K, Banerjes :

A petition was submitted by Sri K.X.
Banerjee that he may be granted a
scale since he was satisfactorily doing his
duties as a peon or the last 15 years,
The application was carefully considered but
the Council regretted to meet the request.

(F) Medical grant to Sri R, N. Thokur :

A petition was received from Sri R. N,
Thakur, Accounts-cum.Clerk, the staff of
for a grant of Rs. 1000/- to meet
a part of his expenses incurred by him in
the treatment of his mother. The medical
certificate and bills were put up to the Coun-
After giving a careful theught,
regretted that there was no

cil members.
the Council
scope for such a grant.

The General Secretary informed she
members of the Council that the stafl of the
Association were not being provided with
medical allowance/medical reimbursment or
free medical service facilities. Keeping in
view of the low pay and limited allowances,

" ciation.
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the Central Council recommended Rs, 8/-
per month each to both the staff members. -
This facility will coine in force from January =
1, 1979, subject to the ratification of the
General Body. ‘ : o

Administration

The administration at the Headquarters
Office met all the needs of the members of the
Association satisfactorily. “The office of the
Association continues to function at the pre-
mises of the All India Institute onyglcne
and Public Health, Calcutta.

" Concluding Remarks :

I shall be failing in my dut:es if T do not
acknowledge my sincere and déep sense of
gratitude to the President Dr. W. Mathur, all
my colleagues of the Central Gouncil for their

" constant’ cooperatmn, gmdance and’ encou-

ragement throughout thc year in various
matters concerning the welfare of the Asso-
My thanks are also due to Vice-
Presidents, Joint Secretaries, Treasurer and
members of the Editorial Board for their
advice and valuable help in the management
of the affairs of the Association.

Thanks are also due to all the Presidents,
Secretaries of the State/Local Branches of the
Association for their active cooperation, 1
also thank Dr.D. (. Badade, Secretary a2nd
Dr. G. A. Panse, President of the IPHA
Maharastra State Branch and Prof. P. V.
Sathe, the Organising Secretary of the 23rd
Arnual Conference of the Association for
playing host for the conference.

My thanks are also due to Prof. 5.C. Seal
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Past-President, Col. Barkat Narain, Past
President and President of the IPHA Delhi
State Branch, Dr. $.8. Verma, Past-President,
Dr. J. Nath, Vice-President of the Association
for their active and untiring interest in the
Association’s affairs.

5d/- P. N. Khanna
General Secretary
Indian Public Health Association:
H/Q Office, Calcutta

- COPY OF THE AUDITOR’S REPORT
FOR 1978

We have audited the attachod Statement
of Receipts and Payments of INDIAN
PUBLIC HEALTH ASSOCIATION for the
year ended 31st December, 1978.

L. Aecount: An Income and Expcnditurc
Account and a Balance Sheet should have
been drawn up by the Association as provided

‘XX, 4,

OCT.—DEG., 1979

under the Rules of the

Association.

& Regulations

2. A cheque for Rs. 300/- deposited with
State Bank of India, 1972 and the same not
being credited by the Bank till the date of
Audit has been written off by the Association.

3. (a) Postage Budgeted Rs, 4,060.00

Expences Spent » 2,270.05
(b) Printing & Budgeted ,, 10,000.00
Stationary  Spent s 15,165 84

Subject to the foregoing observation, we
report that we have found the attached
Statement of Receipts and Payments to be
correct and be in accordance with the books
of account maintained by the Indian Public
Health Association.

Calcutta, 5d/- G. Basu & Co.,
22 January, 1978 Chartered Accounts
Basu House

3 Chowranghee Approach
Calcutta->00 072
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Proceedings of the 23rd Annual General Body Meeting of
INDIAN PUBLIC HEALTH ASSOCIATION

Proceedings of the 23rd annual General
Body Meeting of the Indian Public Health
Association held on Sunday, the 28th January,
1979 at the premises of Medical College,
Aurangabad, Maharastra State.

In all 44 members attended the meeting.

Dr. W, Mathur, President of the Associa-
tion, thanked all the members present and
took the chair to conduct the business of the
meeting.

At the outset, the members stood up and
observed a two minutes silence to pay homage
te late Dr. 8. 8. Verma, the Past-president of
the Association and Director General, Health,
Railway Board, Ministry of Railways, Govt.
of India, New De:hi,

Agenda No, |. Confirmation of the
proceedings of the 22nd annual General Body
meeiing of the Association held on February
25, 1978 at the premises of the College of
Veterinary Sciences, Haryana Agricultural
University, Hissar.

The proceedings of the 22nd Annual
General Body meeting were read by Prof. P.
N. Khanna, General Secretary of the Associa-
tion and were confirmed. These proceedings
were printed in the Conference Number
(October-December, 1978), Volume 22, No. 4
issue of the Association Journal — Indian
Journal of Public Health, which had already
been circulated to the members of the
Association, l

Agenda No. 2. To discuss matters ari-
sing out of Agenda No. 1. of the above.

No point was raised for discussion out of
agenda No. 1 of the above,

Agenda No. 3. To approve and adopt

the Annual Report of the General Secretary
for 1978, '

Prof. Khanna, General Secretary of the
Association, read out the annual report on the
activities of the Association and its branches
during the year 1978-79. Since the report was
placed to the members only at the time of the
meeting, members had not got the opportunity
to go through the report thoroughly. It was
further decided that the annual report of the
General Secretary along with the Stalements
of the Liabilities & Assets and Budget estimate
and the Statement of Accounts, duly audited
by the Chartered Accounts, should be circula-

“ted to them at least one day in advance at the

venue of the conference. 1t was, therefore,
decided that in future, the report should be
given to all the members at the time of the

registration,

- The Geueral Body recorded its appreciation
of the services of the General Secretary and
approved the annunal report,

Agenda MNo. 4. To approve and adopt
the audited Statement of Accounts for the
year ending 31st December 1978.

The audited Statement of Accounts for the
year ending 3lst December, 1978 was taken
up for consideration, It was observed by the
members that the postage expenditure as well
as expenditure towards printing of the journal
were in excess as provided in the budget




for the period January to December, 1978,
The General Secretary explained to the
members: that the excess of expenditure for
the above two heads of expenditure were due
to increase in postal rate with effect from
June, 1978 and use of higher posta.e for
mailing - the Special on ‘Smallpox
Eradication’ ( January-March, 1978 issue )
4 which was about three times more voluminous
than the usual issues,
diture towards printing was also due to ins
creased requirement of copies. of the journal
for the Special issue as 1,000 (one thousand)
copies were to be supplied to the Regional
Office of the World Health Organization,
South-East Asia. Region, New Delhi/ The
General Body approved and. ratified the
Statement of Accounts, R e

Essue

Agenda No. 5. .To approve and adopt
the (i) Assets & Liabilities as on 31st Decem-
ber, 1978 and (ii) budget estimate for January
to December, 1979.

The Assets & Liabilities for the year ending
3lst December, 1978 and budget estimate for
the period January to December, 1979 were
considered and approved by the General
Body. The members noted with apprecia-
tion a donation of a part amount on account
of late Dr. B. C. Dasgupta Memorial Oration
Award’ for asum of Rs, 575/- to the Indian
Pubhc Health As:.ocnano'a, by Dr. P. R. Dutt,
-Ncw Delhi.  The budget estimate reflected
a surplus of Rs. 20,234.46, which takcs into
_account the realisation of outstanding
ade tlscment bills of Rs, 2185/ also.

Agenda No.6 To approve and raufy
-the results of electiou of {(a) Prcs:dent-clcct,
.and two Vice-Presidents. and other office
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bearers of the H/Q office viz. (1 General
Secretary (2) Two Joint Sccretarms, (3) ’I‘rea-
surer for the year 1979-80.

As per Rule 19C (a) of the Rules &
Regulations and Memorandum of the Asso-
ciation, the nominations were invited from
the members of the Association for election of
President Elect and two Vice-Presidents. One
valid nomination each for: the office of the
President-elect and two for the offices of the
Vice-Presidents, were received. Hence, no
ballot contest was made. : ‘

.- The .nomination for the
was in favour of :

Dr. N, 8. Deodhar, Director
All "ndia Instt, of I—Iyg & Pub Hith. Cal

and two v;ce-presldcnts wcrc ;n {avour of

(i) Dr. B, G. Ghosal, :Asstt.: D1rector
General of Health Services, Ministry of
Health & Family We]fare, Govt of
- India, New Dethi.

(i) Dr. P.C. Samantaray, Medical "Mana-
ger, Indian Drugs and Pharma Ltd
New Dethi, '

President-elect

The General Body o the recommendahon
of the Central Count¢il, approved and ratified
the above names for the | offices "of "the
Prc.mdcnt-e!cct and two vice- prcmdems

The Generdl Body also approved ‘the
nomination of election of the office bearers
for the Headquarfers Office’ at Calcutta for
the year 1979-80; asfollows:

General Seeretary : Dr. P. N. Khanna (re-

elected) Prof. of Veterinury Public. Health, Al
India Instt. of Hyg, & Pub. Hith., Calcutta.
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Foint Secretaries : (1) Dr. 1.C. Tiwari,. Prof.
& Head, Dept. of Prev. and Social Medicine,
Institute of Medical Sciences, Banaras Hindu
University, Varanasi,

(I1) Dr. G, CG. Roy (re-elected), Senior
Epidemic Control Officer, Govt. of
West Bengal, Calcutta.

Treasurer ¢ Dr, A, Kiran Kunmar (re-
elected), Liecturer, Dept. of Epidemiology,
Al India Institute of Hygiene & Public
Health, Galcutta, :

Agenda No. 7 To approve and ratify
the election of 10 (ten) members (vide Rule

154, c) to sepresent in the Central Gouncil of-

the Association for 1979-80.

' On the recommendation of the Central
‘Clouncil, the General Body approved and
ratified the election of the following members
to-. represent in the’ Central Gouncil as
follows ¢ '

1. Prof. G, Anjanejfsuiu, Hydérabad.

9. Prof, M.M. Ganguly, Galcutta.

5. Prof. .P. Méhta, New Delhi.

4. Prof. M.C. Mittal, Jabalpur,

5. Prof. (Mrs.) L. Philip, Calcutta.

6. Dr. G. K. Rao, New Delhi.

7. Prof, P.V, Sethi, Aurangabad.

. Air Vice Marshal J.K. Schgal, _

' New D.lhi.

9. Prof. Rameswar Sharma, Jodhpur.

10. br. NK. Sinha, New Delni.

8

Agenda No. 8. To approve and ratify
the Award of Fellowship of the _Association
for 1978,

Nominations were invited from the Presi-
dents . of - ali- State and Local Branches,

HLTH., XXIII,

4, .oCT.~DEGC., 1979

existing Fellows and life megobers of the
Association for the Award of Fellowship of the
Indian Public Health Association. & total of
13 (thirteen) nominations were received. The
Credential Committee under the chairman-
ship of Lt. General D.N. Chakraborty,
Calcutta, considered the nominations: and
recommended 6 (six) candidates for election
of the Award of Fellowship. The ballot for
the six candidates along with their brief
bio-data were sent to-all the existing Yellows
for obtaining their opinion and selection (vide
Raule 7, D of the Constitution). In. order of
the votes polled, the following were declared
for the Award of Fellowship of the Indian
Public Health- Association. The General
" Body approved and ratificd the Awards of
Fellowship for the following members :

1. Dr. R. N, Basu, Asstt. Director General
of ‘Health Services {small pox) Ministry
of Health. and Family Wclfar%f(}ovt; of
1ndia, New Delhi : " Co

2. Dr. 8. C. Banerjee, Prof. and Head, Dept.

Y of Prev. & Social Medicine M. L. N,

Medical College, Allahabad, Up. -

‘3. Dr, B.C. Ghoshal, Asstt, Director (General

of Health Services Ministry of Health &

Family Welfare, Govi. of India, New
Delhi. . .

Dr.N. K. 8inha, Dy. Director {Hca'i‘t'h‘)
Railway Board Ministry of Railways,

" ‘Board Ministry of Railways, Govt. of
India, Rail Bhavan, New Delhi

5. Dr. A. A. Contractor, Asstt. Director of

Health Services Govt. of Gujrat, New

Civil Haspital, Ahmedabad.

‘Agenda No 9. Consideration and rati-
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fication of.the resolution. put forward by the
individual member.

A resolution was received from the Presi-
dent, IPHA West Bengal State Branch regard-
ing the backlog payment of membership
subscription from the defaulter members who
could not pay their membership subscription
as the Branch had virtually ceased 1o
fanction, This point was discussed and it
was desired that defaulter members may
start paying their smembership subseription
from the current year i,e. from 1979, since
there is no admission fee, so no extra charges
are required to be paid by them, It wasalso

made clear that such members wouldnot get .

the IPHA Journal .of the previous years for
which they have not paid membership fee,

-Agenda No. 10 To consider the progress
about the formation .of Fed®ration of Public
Health Associations.in India,.

The General Secretary informed the house
that as pér the recommendations of the Sub-
committee of the Federation of ' Public
Health Associations, the different Associations
viz, Indian Society for Malaria and other
Cowmmrunicable Diseases, New Delhi ; Indian

Association for Communicable Diseases, Bor-

bay ; Indian Association of Preventive and

Social Medicine, Varanasi ; Indian Asse-:

ciation of Occupational Health etc were
approached for merger under the Federation

Thefollowing two Associationshad expressed

their willingness to join the Federation.,

1. Indian Association for Communicabie.

. Diseases, Bombay.

2. - Indian ‘Soceity for Malaria ‘and -other

Communicable Diseases, New'Delthi

. The premises of the National Institute of-
Comm., -D;is'eases, Dethi-was offered for holding
the confurence. A meeting of the Central
Council was, therefore, called by the
President Dr. W, Mathur :of. the Indian
Public Health Association on 6th May, 1978 .
at New Delhi. The Council at its meeting
felt that preliminary arrangements for holding -
such a conference in Delbi be made in
December, 1978. - Dr. 8. K. Sen Gupta, Asstt.
Director General of Health Services, . New -
Delhi was requested to function as a
Convenor. The proposed meeting for the .
formation of 2 Federation to be held in Delhi
during December, 1978 could not be material» .
ised as some of the Associations had already
announced the -date and venue of their-con-
ferences. As the venue was other than Delhi
and due to the lack of tlmely commumcatlons,
the offer of the ‘Maharastra Statc Branch of
the IPHA for holding the 23rd annual con-
ference at Aurangabad, durmg]anudry, 1979
was agreed upon, .

The General Secretary also informed that
during the Conference Indian Associdtion
for Communicable Diseases (Bombay) held at
Calcutta in the month ‘of ‘December, 1978,
he had a detailed ‘discussfon ‘with the Gereral
Secretary, Dr. 8.A. Kamat and the President,
Dr, Sushila Neyar of the above Assocriation
regarding the formation of the Federaticn,
He was informed by Dr. Nayar that she was
interested in the first instanceto merge the two
Commuuicable Diseases Associations of Bomb ay
and New Delhi. She further told that after
effective merger of the above two Associations
they would think of formation of Federation,
On the advice of Dr. Niyar, thie President of
the IPHA, Dr..W: Mathur was informed to
be in touch with the NIUD officials and to

e "
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attend the proposed merger meeting 80 that

further action in formation of the Tederation

is taken.

Agenda No. I1. To announce the office
bearers and 2 members representing in the
Central Council from various stateflocal
Branches of the Association for 1979-80.

Thc General Secretary informed the hcuse
that out of 15 state/local branches, only five
branches had forwarded the list of the office
bearers and names of 2 members representing
in the Central Council of the Headquarters
office. They are as follows i —

I. DELHISTATE BRANCH

President—Col. Barkat Narain
Secretary—Dr. (Mrs.) Prabha Malhotra
Jt. Secretary—Dr. M, Dutta

) _",Treasurer—Dr RN. Basu

Members representing in the Central Council

1. Dr. R. N. Basu
2, Dr..A, C. Basu

2. TAMILNADU STATE BRANCH

_ President—Dr. V. Kapali
Vice-president—Dr. (Mrs.) R. ‘Visalakshi

 Secretary— Dr. B, Padmanabhan

_Jt. Secretary—Dr. K. Veera Raghvan
Treasurer --Dr. W.D. Chelladural

Mambers representing in the C'entral! Council

'Dr. K.R. Jaggdnathan
Dr. B, R. Deshikachari

3, HISSAR LOCAL BRANCH
President—Dr. O, P, Gautam
Vice-president—Dr. D, 8 Kalra

S xxirn, 4,

00T, —DRG., 1979
Secretary—Dr. R. C. Kulshrestha
Treasurer—Dr, D, N, Bhargava

Members representing in-the Gentral Gouneil -

i, Dr, D, S. Kalra
2. Dr. N, K. Chandiramani

4. ALLAHABAD LOCAL BRANCH _

President—Dr. (Mrs) G. Thapa
Vice-president—Dr. 8 K, Jain
Secretary—Dr. G. Singh

Treasurer— Dr. R.C., Pandey
Jt.' Secretary—Dr. D.B. Ghosh

Members representing in the Central Council

I. Dr, D.B. Ghosh
2, Major A.K. Saxena:

5. GUJRAT STATE BRANCH

President{Acting)—Dr, (Mrs) P. Varma
Vice-president—Dr, G. K. Trivedi '
Secretary—Dr. R.D. Kachhia
Treasurer— Dr. P.C, Shah

Memb ﬂ..representi'ng in the Central Council

1. Dr. A.A, Contractor
2, Dr, P.C. 8hah

Agemda No. 12. To approve and xaufy
the nomination for “the Oration of flate Dr. B.
C. Dasgupta Memorial Oration Address’
for 1979,

The General Body approved and ratified
the recommendation of the Central Council
for the following two names for the ‘lale
Dr. B. ¢, Dasgupta Memorial
Address’ for the year 1979, In case, the first

Oration

nominee expresses hee inability to give the’

~ Oration Address, the second nomince may be
requestcd for the same. They are as follows:
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L. Dr. (Mrs) Sushila Nayar, M.P,
President, Kasturba Health Society,
Sevagram, Wardha, Maharastra State.

2, Dr. 8.C. Bagchi, Prof. of Preventive and
Social Medicine, Magadh Medical
Clollege, Gaya, Bihar State,

the formation of Panel of Judges for scrutiny

of the best paper (scientific) published in the

IPHA Journal, Volume 22, 1478,

The General Body approved - and ratified
the recommendation of the Central Council

for the panel consisting of the following judges -

for the scrutiny of the best Scientific paper
for the Association Award, to be given at

" the time of the next i.é. 24th annual confe-

rence of the Association.

1. Dr. N.S. Deodhar, Director,  All India

Insti. of Hyg. & Public Health Calcutta. - -
2. D, 8. M. Marwah, ‘Prof. & Head, Dept,

of Prov. & Social Medicine, Institute of

Medical Sciences, Banaras Hindu Univer-

_sity, Varanasi
3. Prof. 8. C. Seal, 2 Fern Place, Calcutta.

Agenda No. 14, To approve and ratify. .
the recommendations of the 23rd annual con-' ‘

ference.

The General Body approved and ratified the
recommendation of the Central Council for the
formation of Sub-committee, consisting of the
following two members, for preparation of
draft recommendations of the 23rd annual
conference of the Association. - These recoe
mmendations after finalization,

girculated to all the Directors of Health

Agenda No. 13. To approve and ratify. .. 1. Dr. G. A, JFanse, Dy, D:rector of Hcalth &

'the appomtmcnt ‘of Audltors for the year 1979;?:'_"" ‘

"Ethe recommcndatlons of the CUentral Gounml‘
- for' the appointment of audxtors, M/e G Basu
& Co,, Chartered Accountants, Gaicutta, for

year: endmo 3!st Decembcr, 979

_ tific Session for the next (24th) annual confer-

has to be -

1979

[l
=]
—

Services State and Union Territories, Director
General of i) Health Services, (ii) Armed
Forces Medical Services, (iii) Health Railway
Board, Govt. of India, New Delhi; etc. for
implementation. The members of the commi.
ttee are as follows :— - .

- Services (Tubercu!ons) Govt of Maha-
- rastra, Bombay, : -‘

2 Dr. PV, Satne Prof & Head Dept. of

Aurangabad Maharastra

Agén‘da No. 15, To approve and ratlfy;..:f.

The General Body approved and ratlﬁed‘:

aud:tmg thé Association’s accounts for :hc:;

Agenda No. 16. To approva and ratlfy':if
the date and venue, and subject for the scien-

ence of the Association.

"The General ‘Body approved and. ratified .
the recommendation of the Gentral Council
for the next annual conference (24th)to be
hosted either one of the fo]lowmg three bran-
ches by of the Association :- :

l. Allahabad Local Branch
2, Gujrat State Branch

3. Andbra Pradesh Staté Branch ( this
branch is under formation having 1is
office at Hyderabad ).
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The General Body also approved and rati-
fied the recommendation for the theme of the
Scientific Session entitled — ¢Child Health
Care — Through Sub-Centres”.

‘Agenda No. 17. To consider any other
item brought forth by the members with the
permission of the chairman.

The ‘General -Secretary;, with the permi-
ssion of the chairman, put the following matt-
ers for approval and ratification, already reco-

mmended by the | Gentral Council, regardmg ‘

the membership fee in overseas countries and
enhancement of annual subscnptlon rate of
1PHA Journal The General Secretary, Prof,
Khanna mf’ormed the house that the member

ship fee for overseas members is at par with

the membership in India. Since the postage

‘mcurred m mallmg thc Joumal and other_‘

commumcatmn to them is more cxpcns:ve and
the costi of paper “and prmtmg charges have

gone up conslderably and’ with the mcreassed_
postal charges eﬁ'ectxve from }une 1978, the

General Body approved the following revised
membcrsh:p fee in overseas couniries and
rate of annua] subcr:pt:on of journal with
effect from Ist January, 1980 peg_sp_ect:ve_!y.

Membership fee in overseas couiitrigs—
Ordinary from Rs. 20/- to 50/- per year
Life membership fee: from Rs, 200/- to 500/~
(cffective from January, 1979)

Subscription to journal (effective from
January, 1980, Volume 24)

HLTH. XX, 4,

Headguarters  Office,
tioned .a medical. allowance of Rs. 8- per..

0CT,—DEC,, 1979

INDIA : from Rs, 25/- to Rs. 30/- per.copy
per year (single copy-Rs, 7.50).

OVERSEAS : from Rs. 50/- to Rs.-60/« per
.copy per.year. (From US $ 7.00 to:$ 10.00)

It was also decided:that the enhanced rate
would not be applicable to those subscribers
who purchases » minimum of. 100 copies -.and
they.would continue :to . be supplied: at: the
existing rate i.e. at the rate of Rs. 25/« per
cOpY per year. -

“The General Secretary also sinformed that

the Central Council .at :its. 57th. ordinary .-

meeting held on; 30th December, 1978 at the
Calcutta, had sanc-

month for Headguarters Office staff, Mr.. R
N. Thakur, Accountant=cum-Glerk and. Sri
K.K, Banerjee, Peon to be given from the

month-of January, 1979 subject-tg he .appro-.

val of the General Body. The General Body

_considered the recommendation of the Gentral
"‘Council regardmg the medical allowam:e to

the IPHA staff gnd approved the same. _

The meeting, then, terminated with a vote
of thanks to the chair.

Sd/ - W, Mathur
Chairman
{President)

'8d/- P.N. Kharina

Indian Public Health Association
Headquarters Office, Calcutta,

General Secretary
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RESOLUTIONS PASSED

Recommendations of the 23rd Annual Conference of the

Indian Public Health Association; held :at Medical

College,

Aurangabad (Maharastra State} from January 27 to 29, 1979.
The subject for the Scientific Sessions was — ‘Para Medicals

. in Health Care’,

1" It hia comé to the noticé of the Indian’
Public Health Association that 'a few State’
“¢ Governments have rcCently modified  ‘their'"
rules regulating promotions of dodtors alréady
Hitherto, a medical gradudte or

in service.
onc with a Diploma in Public Health, after
graduation, was considered eligible for higher
posts, such as Joint Director, Director, with
reference to his length of service and the
cumulative experience gained by such Officer
in the field, The modified proceedure adop-
ted by a few State Governments demand that
the Officer aspiring promotions as Deputy
Director, joint Director and Director should
possess a Post-graduate degree. Post-graduate
. diploma is not considered as an adequate
qualification, This entails a practical hardi-
cap in respect of those doctors possessing a
Medical degree and a Diploma in Public

‘Health:" ‘The’ Indiati’ Public Heilth Adsocia-
‘tion redolved’ ‘that ‘a ‘uniformy pohcy ‘be

adopted both by the Ccntral and the State’

""" “'flgxible “for
regulating such promouons 6 "higher Cadreés
in the hierarchy giving due weightage ndivis’ -
dual cases with reference to the fotal' number
of years in service without dogmatically
insisting upon the acquisition of a Post-
graduate degree,

2, The Indian Public Health Association
endorses the efforts made during the year
for setting up a common platform with other
like minded Associations in the field of
Community Health and recommends that the
same. be pursued in the interest attaining a
high standard of health and quality of life for
the entire population of the country.
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NOTES & NEWS

IMA College of Gcneral Practitioners is

publishing a Journal under the title ‘Continuing education bulletin is Rs.
Education’ which is nearing the completion -

of its. second year of existence,. This journal

catcrs I'or thc need of generai practmcncrs in

gcneral and tries to.cover as wide a field as
posmblc and mcludes ,among "its contents.
Summaues, Gommcnts, Q_mz, Extracts,
Problem solvmg, Vlews, News as well as
spcciﬁc problems.

_tage of 8 issues in every year.
bi-monthly 1ssues and two specnal 1ssues, one -

The annual subscription of the continuing
t5/- payable in
advance and it includes the supply plus pos-
Bix regular

in. August asa m:d year acadcmm seminar

number and one m Dccembcr as the annual .
'nu)nfxber

S
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