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EDITORIAL

AWARENESS : THE MAJOR PREVENTIVE TOOLS AGAINST AIDS

AIDS might have started as a bush fire
but is now spreading across the world like a forest
conflagration that we are finding difficult to
extinguish. In a matter of decades the HIV has
reached a high level with about 40.3 million
affected globally. The year 2005 alone saw an
addition of 5 millions with over all estimated adult
population below one percent. According WHO
and UNAIDS estinates, dispite improved access
to anti-Retroviral treatment and the care in many
region of the world, the acquired immune
deficiency syndrome (AIDS) claimed 3.1 miliion
lives in the year 2005, more than a million of them
are children.

The AIDS epidemic in India is marked
by heterogenecity. The epidemie shift from high
risk population to bridge population (Clients of
Sex workers, STD patients and partners of
drug U'sers) and then to general population.
There is timelag of 2-3 years between the shift
from one group to another. Currently, the
estimated HIV INFECTION RATE among adult
population between 15-19 years of age is 0.7%

Although the levels of prevalence appear
to bhave estabilised in TAMIL NAIDU, Andhra
Pradesh, Karnatka and Maharastra, it is stiil

inereasing among high risk population groups -

in several other states. This is on account of
poor awareness, unsafe behaviour and lackness
in health care system.

The WHOMANAID reported features of
the AIDS epidemics in few region of the country.
The prevalence of HIV observed over one (1)
persent in pregnant women in favour of the
industrilised western and southern states, as
Maharashtra, Karnatka, Andhra Pradesh and

Tamil Nadu along with Manipur and Nagaland,
transmitted mainly through unprotected Sex in
the South and Maharastra. in the Northen States
transmission reported through the use of
infected needles used druing drugs induction.
The prevalense of the injecting drug useres in
Manipur State increased rapidly from 2-3 percent
in 1989 to over 50 percent in 19891 and has
been estimated to be above 75% at present.
They are primarily young males, using drugs
for five years. A study among women also done
in Manipur in 1897 revealed a high HIV
prevalence of 57% percent among drug Useres
compared to 20 percent among non-drug users.

The commercial Sex is important
causative factors in the spread of HIV, is
certainly a matter of worry for those related of
the national AIDs control programme.
Commercial sex (along with drug abuse in
Nagaland and Tamil Nadu) serve as a Major
driver of the epidemic in nost parts of the
Country. Surveillance in 2003 found that 14
percent of commercial Sex workers in Karnataka
and 19 percent in Andhra Pradesh were infected
with the HIV.

A recent estimates indicate that 26
percent of Sex workers in Mysore (Karnatka)
were HIV positive is not surprising give the fact,
that just 14% of the women used condoms with
clients and 91 percent never used Condoms
with their regular partners.

in Kalkatas Sonagachhi red light Area
has curbed the spread of HIV, the use of
protective masaures by the Sex Workers. The
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study reported the condome Use of 85% at
Sconagachhi reduced the prevalence of HIV
infection below 4 percent. But in contrast in
Mumbai (Maharastra) the use of Condom was
not effective. The National AIDS control
Organisation data suggest that in Mumbai the
HIV prevelence rate among sex waorkers eould
be as high as 52 percent.

During the beginning of the African
epidemic, Uganda faced a severe crisis in the
almost 30 percent of the adult Population
infected with HIV/AIDS in 1950 and 1890,
Uganda responded through a mix of rationalist
and creative policy approaches and after a
decade of intervention a decline in HiVv
prevalence was noted. Similarly with limited
resources the national programme for
preventing mother to child HIV transmission in
Thailand was successful due to focusing
attention on counselling, communication, training
and monitoring in the programme and
behavioural intervention comprising of consistent
condom use, reducing alcohol consumption and
brothel patronage improving sexual negotiation
and condom skills among conscripts in the
Royal thai Army for 15 months substantially
reduced the risk of incident STT and HIV.

The undermining factor HIV stigma and
the resulting actual or feared discrimnation have
proven to be perheaps the most difficult
obstacles to effective HIV prevention, Stigma
and discrimination simultaneously reduce the
effectiveness of efforts to control the global
epidemic and create an ideal climate for its
further growth.

HIV Stigma stems from fear as weil as
association of AIDS with Sex, disease and death

and with behaviours that may be illegal, forbidden
or taboo such as pre and extramarital Sex, Sex
Work, Sex between men and injecting drug
use, Stigma also. stems from lack of awareness
and knowledge about HIV. Such Stigma can fuel
the urge to make scapegoats and blame and
punish, certain people and groups. Fear of
Stigma can also dissuade people living with HIV
from playing a vital front role in HIV prevention.
Stigma prompts people to act in ways that
directly harm others. Stigma prevents many
people from negotiating safer sex, taking on
HIV test, disclosing their status to their partners
or seeking treatment even when prevention
services are made available.

A large number of women in India are
affected with no risk behavour of their own.
Community gender norms have a sanction for
domeslic violence that interferes while adopting
and negotiating HIV preventive behaviour by
women that may increase their risk of HIV
acquisition. It is therefore important to be senstive
about the gender related issues while designing
strategies and intervention for AIDS prevention.
Young women are often detected as HIV infected
during their first pregnancy, majority of them
within the first two years of marriage. Due to
social and family pressures girls agree to early
and timely marriages, because delayed wedding
among girls carries social stigma and young
males often aware of their risk behaviour and
possibly also of their HIV related counseliing
services are still not readily available. Systematic
efforts to eliminate stigma should be continued
through awareness and establishment of
voluntry counselling and testing (VCTC) centeres
at district level are expected to play a major
role in this direction.
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The National AIDS contrel Programme
{(NACP) | and Il have not taken as any where.
The NACP 1 was launched in 1992, a control
programme founded by the world Bank. The
Programme ended in 1997, NACP Il began in
1899 is in the last leg, and NACP Il would be
lanched in June 2006 and would focus on the
rural areas where the incidence of HIV reported
about 59 percent against 41 percent in the
urban area. In NACP ll would be more
centralised and district level programmes would
be organised to strenghten HIV prevention,
control and care activities.

Though like many other developing
countries, the main barrier to effective control
of AIDS are reported to be insufficient
resourcess, illiteracy and Stigma, there is a
need to assess if the prevention and control
efforts are directed to the right populations and
if appropriate programmes are in place are
working optimally. AIDS is less of Medical
problem but more of Social cultural, and
developmental problem. Short term strategies
like aggressive case detection and mangement
of STD's, condom promotion, blood safety and
drug deaddiction programmes might yield quick
results. However they should be effectively
complemented by multi disciplinary approach
and long term strategies for HIV prevention and
control.

The world have served for HIV/AIDS
had mankind invented vaccine that could save,
humanity from the scourage of AIDS. White
speaking Christian Medical College, (CMC),
Vellore in Tamil Nadu on 1st December of 2005,
the AIDS Day, Hon'ble President Dr. A.P.J. Abdul
Kalam asked the CMC to develop a Vaccine for
HIV/AIDS. in the absence of vaccine, education

and awareness are the only weapons available
with us to prevent AIDS. To Prevent AIDS is to
spread awareness about safe Sex, abstinence,
sticking to one partner or the use of Condoms
for the other partners.

There is increasing political will and
commitment to HIV prevention and control efforts
in india. A recently constituted National
parliamentarian Forum has stressed support
for additional HIV prevention Programmes
including a large School based adolescent
education programme and a national compaign
to raise awareness about STD's and treatmentss.

1. Godbole Sheela and Sanjay Mehendale,
"HIV/AIDS epidemic in India, risk factors,
risk behaviour and strategies for
prevention and control" Indian J. Med.
Res., 121, April 2005,

2 Sarkar S., Das N., Panda's, Naik TN.
Sarkant K., Singh B.C. etal Rapid spread
of HIV and injective drug use in north-
easterm states of India. Bull, Narc 1993;
45:91-105,

3. Mohammed S.K. the ugandan response
of HIV/AIDS:Some lessons for India. Noti.
Med. J India 2003;16:262-9,

4. Prasada Rao JVR; gangully N.K.
Mehendala S.M. bollinger R.C. India
response to HIV epidemic Lancet
2004264, 1296-7.
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A STUDY ON MATERNAL FACTORS AND PREGNANCY
OUTCOME IN MEDICAL COLLEGE

HOSPITAL OF JHANSI CITY

Sandip kumar*, M. Dabral**, Kirti Jaiswal***& C.M,Singh****
Consultant Unicef*, Professor & Head**, Resident***, Senior Resident****
Department of community medicine, '
M.L.B. Medical College & Hospital, Jhansi (U.P.)

Abstret :

Research Question : What are the matemal factors which affect the pregnancy outcome.
Objectives : To study the effects of maternal factors on the outcome of pregnancy in terms of pregnancy wastage
as abortions or stillbirths and fo assess the magnitude of low birth babies.

Study Design: Cross-sectional study

Study Area: maternity wards of department of obsietrics & Gynecology of M.L.B. Medical college.Jhansi (U.P)
Participants : 1350 pregnant women, who were admitted in the maternity wards & their new born babies

Study variables : Age. parity, education, per capita income, inter pregnancy interval

Statistical analysis:Chi-square test

Resuits : Live born babies were 81.48% while pregnancy wastage was 18.52% Among the live born babies 44.36%
had normal weight at birth & 55.64% were low birth weight. Out of total pregnancy wastage, 58.80% were terminated

as abortions and 41.20% as still births.

Introduction :

Pregnancy and child birth are physiological
phenomena yet pregnancy predisposes a
wornen to several health hazards. Globally, some
585000 maternal deaths oceur every year. About
99% of these deaths occour in develooping
countries'. India is among those countries which
have a very high maternal mortality. A population
based survey carried out in India which used
longitudinal surveillance and complete coverage
of vital events, showed a MMR of 5.8 per
thousand live births in rural areas?. The estimated
maternal mortalilty ratio is 4.07 per thousand

live birth®. Child health is closely related to

maternal health. A healthy mother brings forth
a healthy baby. Overall, risk of death to the
mother and baby increases in the following
situation i.e. low socio-economic status, high
and low maternal age (35 years or more and
below 16 years), high parity (5" and éubsequent
pregnancies), maternal short stature,
malnutrition, muiltiple preégnancy and severe
anemia. These factors may lead to unfavourable
outcome of pregnancy such as high incidence
of abortions, intra-uterine deaths, pre and post
term deliveries and low birth weight babies.
Similar study on fow birth weight and associated |

maternal factors in urban area concluded that
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the maternal factors significantly associated with
low birth weight were, anemia, low socio-
economic status, short birth interval, maternal
age and body mass index*. Keeping in this view,
present study was carried out on pregnant
mothers to know the outcome in the form of
pregnancy wastage (abortion or still birth) and

five birth normal birth weight or low birth weight

Material and Methods :

Present study was carried out at the department
of community medicine, M.L.B. Medicat college
& Hospital, Jhansi (U.P.) during a period
extending from August 2001 to July 2002. It
was a hospital based cross sectional study.

Pregnant women who were admitted in the

maternity wards of the department of Obs. &
Gynae. of these hospital and their newbomn
babies were taken as subjects of study. Various
informations gathered and observations made
were recorded on a pretested schedule.The
schedule consisted of 2 sections. Section 1
included data on family along with socio
demographic variables. Section 2 consisted of
mothers schedule and included questions
pertaining to mother's age, parity, education,
period of gestation, bed rest, intake of IFA
tablets, inter birth spacing and antenatal check
ups. the pregnancy out come were assessed in
the form of wastage (abortions or still births )
and live births (normal birth weight or low birth

(weight).

TABLE-1

Pregnancy outcome according to per capita income

Percapita Pregnancy Live births Grand Total
income Wastage Low Birth Normai Birth Total
{Rs.) Weight Weight

No. % No. % No. % No. % No. %
>1000 31 13.60 72 36.55 125 63.45 197 86.40 228 16.89
500-999 18 8.82 86 46.26 100 53.76 186 81.18 204 15.11
300-499 58 21.42 119 56.13 93 43.87 212 78.52 270 20.00
150-299 45 16.01 148 62.71 88 37.29 236 88.99 281 20.82
<150 98 26.70 187 69.52 82 30.48 269 73.30 367 27.18

Pregnancy wastage and live births-X?=21,p<0.001

LBW & Normal birth weight- X?=55.59,d.f.=2 p<0.001
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TABLE-2
Pregnancy outcome according to maternal age
Maternal Pregnancy Live births Grand Total
- age ' Wastage Low Birth Normal Birth Total
Weight Weight

{Years) No. % No. Yo No. % No. %o No. Yo

<=18 98  45.37 87 73.72 31 26.28 118 54.63 216  16.00

19-35 133 13.75 421 50.48 413  49.52 834 86.25 967 71.63

>35 19 11.38 104 70.27 44  29.73 148 88.62 167 12.37

Pregnancy wastage and live births- X*=123.52.d.f.=2, p<0.001

LBW & Normal birth weight- X2 37. 5,d.=2, p<0.001

TABLE-3
Pregnancy outcome according to Parity
Parity Pregnancy Live births Grand Total
" Wastage Low Birth Normal Birth Total
Weight Weight -
No. Yo No. % No. % No. % No. %

1 11 24.40 191 55.52 153 4448 344 75.60 455 33.70

2-4 71 15.92 148 39.47 227  66.53 375 84.08 446 33.04
- >4 : - 68 15.15 273 71.65 108  28.35 381 B4.85 449 33.28

Pregnancy wastage and live births-X2=15.81,d.f=2, p<0.001
LBW & Normal birth weight-X2=79.41,d.f=2, p<0.001

= [JCH ) Vol. 17 No.1& 2 Jan.- Dec. 2005




Indian Journal of Community Health =

8
TABLE-4
Pregnancy outcome according to inter-pregnancy interval
Inter- Pregnancy Live births Grand Total
pregnancy Wastage Low Birth Normal Birth Total
) Weight Weight
(Years) No. % No. % No. % No. % Na. %
<2 56 16.67 185 66.07 85  33.93 280 83.33 336 37.54
2-3 51 13.70 173 53.90 148  46.10 321 86.30 372 41.57
>3 32 17.11 63 40.65 92 59.35 155 82.89 187 20.89

Pregnancy wastage and live births-X*=1.62,d.f=2, p>0.05
LBW & Normal birth weight-X?=26.73,d.f=, p<0.001

) Results :

QOut of 1350 women studied live born
babies were 1100 (81.48%) while pregnancy
wastage was 250 (18.52%). Among the live born,
488 (44.36%) had normal weight at birth and
612 (55.64%) were fow birth weight babies.
Among pregnancy wastage, 147 (58.80%)
terminated as abortions and 103 (41.20%) as
still births.

Tables-1 shows that maximum number
t.e. 367 (27.18%) of mothers belonged to socio-
economic classes V with per capita income of
fess than Rs. 150 per months. It was seen that
with the increase in per capita income, there was
an increase in the percent of babies born with
normal weight. '

Table-2 shows that maximum number i.e.
967 (71.63%) of mothers belonged to the age
group between 19 & 35 years. Frequency of Low
birth weight babies was 73.72% in the age group

of <= 18 years. Most favourable age for pregnancy
outcome came out to be 19-35 years.

Table-3 shows the association between
pregnancy out come and parity. it was found that
455 (33.70%) mothers were having para 1,
followed by para 4 or more i.e. 449 (33.26%).
Pregnancy wastage and frequency of LBW bhabies
were 24.40% and 55.52% respectively in para 1

. mothers. Wastage being highest in mothers of

~para 1 and LBW being highest in the mothers
of para 4or more. This table also shows that

" there were 455 mothers as primipara. Out of
remaining 895 mothers. 372 (41.57%) had an
inter pregancy interval of 2-3 years. It was
observed that mothers having an inter pregnancy
interval of less than 2 years had more number
of LBW babies {Table-4}.

Discussion :.

In the present study. the prevalence of
LBW babies was 55.63%. It was more than the
prevalence of the LBW babies in our
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country(26%). Perhaps, it is because of most of
" the mothers were of low socio-economic status
ultimately reflecting their poor antenatal care,
nutrition and lack of rest during the day hours.

Socio-economic status showed a highly
significant association with preghancy wastage
and LBW babies. It was seen that with an
increased in per capita income, pregnancy out
come inproved. Gawande UH et al (1994)5
Deshmukh Js et al (1998)* and Anand K et al
(2000)% also revealed same results. Young age
(«<=18 years) of mothers was found to be
significantly associated with pregnancy wastage
.and increased incidence of LBW babies. Similar
results were also observed by Gawande UH et
al (1984)*. Poorest outcome of pregnancy was
cbserved in primi and mothers who had parity

of more than 4 were associated with more-

number of LBW babies. Gawande UH et al®* and
Maitra N et al (1995)7 found 'a statistically
significant association between primiparity and
low birth weight. Mothers having an inter
pregnancy interval of less than 2 years had more
number of low birth weight babies as compared
to those having an inter pregancy interval of >=2
years.

increase in the incidence of low birth
weight babies with grand multipara can be due
to the fact that a large number of children are

E X X

born with out adequate spacing, leading to
depletion in the woman's nutritional status and
health, leaving her incapable of giving a healthy
baby.

References:

(1Y WHO/UNICEF Revised 1990 estimates of
maternal mortality, April 1996.

(2) Dutta K K et al : Health and Population;
perspective and Issues, (1980),3; 282,

(3) Government of india (1997) : health
Information of india 1996, DGHS, New Dethi.

{4) deshmukh JS, Motghara DD, Zodpey SP,
Wadhwa SK: Low birth weight and
associated maternal factors in an urban
area. Ind Pedia, 1998, 35 (1); 33-36.

(5) Gawande UH, Pinpalgoankar MS, Bethriya
SH: Biosocial determainants of birth weight
in rural urban Nagpur: Ind J Comm. Med,
Apr-Dec. 1994,19;64-67.

{6) Anand K, Garg BS: A study of factors
affecting LBW: Ind J Comm. Med, Apr-June,
2000,25 (2);57-62.

(7} Maitra N, Patel B, Hazra M: Birth outcomes
by birth order and maternal nutritional
status. Ind J Maternal and Child health:
1995, 6 (2) 43-45.

{ IWCH ) Vol. 17 No.1& 2 Jan.-Dec. 2005



Indian Journal of Community Health

10.
11.

12.

13.
14.

15.

INFORMATION TO CONTRIBUTORS

Indian Journal of Community Health is devoted to research in Medical Science and
welcomes original contribution in the journal.

All manusripts sent to Indian Journal of Community Health must be submitted solely
to this Journal, should not have been published in any form anywhere.

Article should be sent in triplicate and typed in double space thesis size 22 cm. x
28 cm.) on one side of white paper with 1.5" margin on left side and sufficient margin
on the rest of the sides.

Title page should contain the title of the manuscript, name of all author’s institutions
where the work has been carried and address for all correspondance.

The script must have introduction to explain the background of the topic. The article
should be discribed under material and methods, results, discussion and references.

Every article must be accompanied with an abstract page not exceeding 200 words.

References should be in order made in the text numbered accordingly. These

‘number should be inserted above the line on each occasion,a reference is cited.

Numbered references should appear at the end of the article and should consist of
the surnames and initials of all authors and title of articie. Name of Journal
abbreviated, according index medicus style: year, volume number, Ist & last page

" Number.

For books, name and initials of ali authors, the full title, place of publication,
publisher, year of publication and page number shouid be given.

Photographs should be submitted on the glossy paper. The top of the microphotograph
should be marked. '

All enquiries Should be accompanied with a self addressed Inland Cover for reply

‘Every article must be accompanied with two envelops (4" x 7" size) with postage

stamps of twenty rupees each affixed on it for sending the article to referees.

The life membership of the Journal is Rs. 1000/- (Rs. one thousand only.) and will
be given preference in publication of articles.

The decision of publishing the article lies with the Editorial Board.

All remitance should be made by Bank Draft account payee in the name “ Indian
Journal Of Community Health.”

You are requested to limit your article to 4-5 pages as per prevalent norms.

— { IJCH ) Vol.17 No.1&2 Jan. - Dec. 2005




Indian Journal of Community Health == =

11

"DOES CHEST CIRCUMFERENCE AFFECT PULMONARY
FUNCTION TESTS? A COMPARATIVE STUDY OF
MALE AND FEMALE SUBJECTS"

Jalaj Saxena*, Parag Rastogi**, Sushma Gupta***, Saurabh Saha****,
Virendra Kumar*****, Sonali Saxena******

Assistant Professor®, Resident**, Professor*, Resident****, Assislant Professor (Anatomy)™***,

Senior Resident Cardiologiét“““
Department of Physiology, G.S.V.M. Medical College, Kanpur and
' Escorts Heart Centre, Kanpur
Abstract :
Objective :

The values of Pulmonary Function Tests PETs help in the diagnosis of restrictive and obstructive diseases.

There are various studies on various physical parameters evalualting PFTs. The present study had been planned to
correlate the chest circumference in adulis with PFTs, as this lype of study are lesser in number.

Methods : The young subjects comprised of 119 males (18-27 years} and 49 females (18-23 years) of first professional
M.B.B.S. of G.S.V\M. medical College, Kanpur. The Parameters recorded were Tidal volume (T.V.),Forced Expiratory
volume in first second (FEV'1), Forced vital capacity (FV.C.), Forced Expiratory Ratio (FE.R.) and Peak Expiratory Flow
Rate (RE.F.R.). The chest circumference of all the subjects was measured and subjects were divided in to 3 groups
according to it. The stalistical evaluation was done by 'Students’s 'f-test and p < 0.05 was taken as signifcant.
Resuits : The mean T.V., FEVI, F.V.C, FE.R. and PE.F.R were 437.56 +- 6583 mi, 3.26 +- 0.41L, 3.82 +- 0.48L, 85.09
+- 2.42% and 49542 +- 101.82 L/min respectively in North Indian male suibjects, between mean age of 18 - 27
years.

The average TV, FEV1, FV.C, FE.R, and PE.FR, were 386,12 +- 37.90 mi, 2.39 +- 0.38L, 2.79 +- 0.43L, 85.38 +-
2.57 % and 307.12 +-75.74 L/min respectively in North Indian Female subjects, between mean age of 18 - 23 years.

Conclusion :
The chest circumference in the same sex in all the three subgroups do not affect the values of PFTs after adulthood
i.e. more than 18 years of age. The Gender variation between males and females do affect the various values of PFTs.

Key words : Pulmonary fuction tests (PFT), Chest circumference

Introduction : There are various studies which give

The Pulmonary fuction tests substantiate pulmonary function tests with relation to Age,
the diagnosis of various diseases of restrictive Sex, Body mass index, Surface area etc. but
and obstructive nature producing abnormal there are lesser reports of changes in the values
changes or unchanged structure. of lung in of Pulmonary function tests with reiation to the
X-ray chest. circumference of the chest. Hence, the present
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study has been planned to evaluate the changes

in pulmonary function test values, if at all with

the change in chest circumference after
adulthood (>18 years).

The expected norms for the forced vital
capacity, maiimal Breathing Capacity and
Expiratory Peak fiow for Indians of various age
group are widely stpdied in Indians of both
sexes'. Mean Vital Capacity values were highe'r
in Western éubjects than the. Indian Subjects.
Maximum Values seem to have been aftained
by 19 years and after that they stay nearly
constant up to the age of 40 years® The mean
FEV1 and FV.C. of Affricans of both sex were
significantly greater than those of Indians?. Ethnic
variation in ventilatory lung fuction appear to be
due to differences in lung size of full inspiration
and normal standard for each measurement

must be obtained on the population concerned®.

The maximal viaues for FV.C. and FEV1 should -

be used for interpretation as standardization of
spirometry®. Women have much lower values
than men®. It is also opined that height and chest
circumference were the best_ predictor of FV.C.
and FEV17.

The difference in British and Indian data
was reportedly not due to change in thoracic
size but it was genetic factors-rather than
environmental which were responsible for the

ethnic differences in various comparative studies.

The indices representing airway caliber do not
differ between the ethnic groups®. The
comparison of caucasian, Chinese and Indian
subjects suggested thst Indians had lower total
lung capacity and vital capacity than the two
other groups. It was related to longer chests in
the other two groups but larger chest was not
the scle factor as such responsible for more
values. It may be due to increased number of
alveoli in the other two groups due to ethnic
variation.? The various Pulmonary fuction tests
amongst Chinese, Malay and Indians are studies
thoroughly and the ethnic difference with Chinese
having the largest lung volume and flow rate
and Indians the smallest, was reported.' Higher
values'inrMen than those of women except FEV1

are also reported."

‘Material and Methods :

In the present study, the Pulmonary
function tests were calculated on 119 male and

49 female students of First Professional M.B.B.S.

" at G.S.V.M. Medical College, Kanpur, U.P. (India).

The male students were 18-27 'yrs cld while
female students were 18-23 yrs respectively. All
the students had their home town in the
Northern State of India, Uttar Pradesh. The
students were fully heaithy and had no signs or
family history of Pulmonary disease were not

included at all in the study.

The Parameters recorded were Tidal
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Volume (T.V.) by Benedict Roth Spirometer,
forced Expirator Volume in First Second (FEV1)
and Peak Expiratory Flow Rate (PE.FR.) by

Digital Microspirometer in the sitting posture.

The chest circumference of all the

students was measured in Male and.Female .

students. Bothe the miale and female students
were then divided in tho 3 groups as C1, C2,
and C3. The C1 group had .chest circumference
of <-80 cms, C2 with 81-90 cms and C3 group

had >-'91 cms.
Statistical Analysis :

- The mean and standard deviation was

13

calculated in both male and female subjects and

-significance of difference was calculated by .

"Student ' test' and p<0.05 was taken as

significant.
Observation & Results :

The average age of male students was
20.74 +- 1.83 years while that of female students
was 19.15 +- 1.05 Years. The variation in the
various pulmonary function tests were as per
expectations between male and ferﬁale subjects.

The various values of T.V., FEV , FV.C, FE.R.

“and PE.FR. in group C,,C, and C, in male and

female subjects are depicted in Table 1 and

Table 2..

 TABLE-1

Mgah chest circumference _(C.C.)' and respiratory parameters in malé subjects

Chest ' Mean MeanTV(ml) Mean FEV (1) Mean FVC (1 .MeanH(%) Mean PEFR -
circumference C.C.{cms) (L/min}
Groups
C1{n 43) 77.064-232 42581+ - 6081 3.212-0.40 3.75+-049 85,091-2.-46 484.72+-100.10
(-80cms}
Range ‘ 72.80 - 250600 2.22.4.09 2.66.5.03 79.89 308.670
C2(n64} 85.68+-2.69 441.87+-6601 3.30+-0.43 3.84+-0.49 85.23+-2.37 500.82+-101.71
(81-90cms)
Range 81-90 250-600 2.12.4.36 2.57.490 81.90 230-670

© C1{n 12} 96.08+- 3.98 440.00+-58.15 3.30+-0.33 3.89+->45 84.33+-2.60 488.66+-128.75
(-Sicmsj ' .

300-500 2.99-4.59 81-89 296-406

Range 91-102
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In Table 1 of Male subjects, the average
chest circumference in C1 group was 77:061—
2.32 cms having mean values of T.V. as 425.81
+- 66.81 mi, FeV1 3.21 +- 0.4l, FV.C. 3.75¢-
0.49 L, FE.R. 85.09+- 2.46 and PE.FR. 484.72
+- 100.10 L/min. in C,, average chest
circumference was 85.68 +- 2.69 cms having
mean values of T.V. as 441.87 +- 66.01ml, FEV1

330 +- 043 L, FV.C. 3. 84 +- 049 L, FER.
85.23 +- 2.37% and PE.F.R 500.82 +- 101.71 L/
min. In C, group, the agerage chest
circumference was 96.08 +- 3.98 cms having
mean values of T.V. as 440.00 +- ml, FEV, 3.30
+-0.33L, FV.C. 3.89 +- 045 L, FER. 84.33 +-
2.60% and PE.FR. 488.66 +- 128.75 L/min.

TABLE-2

Mean chest circumference (C.C.) and respiratory parameters in females subjects

Chest Mean MeanTV{mf} Mean FEV {1) Mean FVC (1 Mean11(%} Mean PEFR
circumference C.C.(cms) {/min)
Groups

Ci(n 23) 77.26+-2.61 391.30+-38.88 2.43+-0.39 2.8240.39 85.65+-2.56 321.17+-75.27
(-80cms)

Range 72.80 350.450 1.87.2.97 1.98.3.50 79-89 202-449
C2(n-21} 84.76+-2.7% 379.52+-40.05 241+-0.43 2.81+-0.05 85.42+-2.69 289.57+-78.25
(81-90cms) '

Range 81-80 300-300 1.51-3.02 1.85-3.45 81-89 126-411

¢4 (n 5) 98.0+-7.34 390.0+-22.36 2.15+-0.20 2.554-0.22 84.0+-20 31624-64.92
(-91 cms)

Range 92-107 350-400 1.96-2.40 2.31-2.81 81.86 213-374

In table 2 of female subjects, the average
chest circumference in C1 group was 77.26 +-
2.61 cms having méan values of T.V. as 381. 30
+- 38.88 ml, FEV, 2.43 +- 0.35 L, FV.C. 2. B2 -
0.39 L, FE.R. 8565 +- 2.56 % and PE.FR
32117 +- 75.27 Umin.

In C, group, the average chest
circumference was 85.76 +- 2.79 cms having
mean values of T.V. as 379.52 +- 40.05 ml, FEV,
241 +- 043 L, FV.C. 2. 81 +- 0.05 L, FE.R.

85.42 +- 2.69% and PE.FR 289.57 +- 78.25 L/

min. In C, group, the average chest
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circumference was 88.0 +- 7.34 cms. having
mean values of T.V. as 390.0 +-22.36 ml, FEV,
215 +-0201L, FV.C. 255 +- 0.22 L, FE.R, 84.0
+- 2.0% and PE.FR. 316.2 +- 64.92 L/min.

The above values suggest that
Pulmonary Function Tests do not show any-
appreciable di_fference between the 3 subgroups
of C, C, and C, in both Males and Females. The
p value was insignificant. The comparison of
different values of Pulmonary Function tests of
males and females showed significant difference

(p < 0.05) in all the 3 subgroups of C,, C,, or C,.
Discussion :

The observation and results show
insignificant difference with changing chest
circumference values of Pulmonary function tests
after adulthood i.e. >18 years of age when the
chest size is fully developed There were
significant differences in the values when
compared between Males and Females. All the
values in the same chest size subgroup showed
increased values in Males and decreased values

in females.

Thus, it is evident that chest size in the
same gender does not affect the values of
various Pulmonary function tests after adulthood,
whi'le at the same time, it is noted that gender
variation between male or female can change

the values of Pulmonary Function Tests.

Conclusion :

1. The mean TV.,, FEV,, FV.C,, FE.R. and
PE.FR. were 437.56 +- 65.83 ml, 3.26+-
0.41L, 3.82 +- 0.48L, 85.09 +- 2.42%
and 495.42 +- 101.82 |/ min respectively
in North Indian male subjects, between

mean age of 18 - 27 years.

2. The average T.V., FEV,, FV.C, FE.R and
PE.F.R. were 386.12 +- 37.90 ml. 2.39
+- O.SBL, 279 +- 0.43L, B5.38 +- 2.57%
and 307.12 +- 75.74 L/min, respectively
in North Indian Female between mean

age of 18 - 23 years.

3. The chest circumference in the same sex
of males or females do not affect the
values of Pulmonary Function Tests after
the adulthood i.e. more than 18 years of

age.

4, The Gender variation between males and
females do affect the various pulmonary

function tests.
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Objective :- To assess the prevalence of AT among ever married women by using Syndromic approach.

Study design :- Cross- Sectional study.
Setting :- Cross- Sectional study.

Setting :- urban slum, Rajeev Nagar, Dehra Dun.

Participants :- Ever married women in 15 - 49 years age group.

. Study period :- January- April 2003.
Study variables :- RTI, Occupation, 5.E.S.

Statistical analysis :- Percentage.

Result ;- Prevalence of RTIs was found lo be 7%. It was found to be maximum (57.14%) in laborer's and in women
belonging to the lower middle class (65.7%). Commonest symptoms of RTls were pain lower abdomen (74.2%), burning

micturition (17.14%} and vulval itching (17.14%).

Introduction :

RTI is considered to be a major global
public health problem with more than 330 million
new cases- being reported every year. Of these
more than 80% are believed to occur in
developing countries. They primarily affect
reproductive section of the societry (20-40 Years
of age), thus causing loss of productive life,
measured as, DALY'S lost. In India, very little
data is available regarding pattern of RTI. This
is primarily because of lack of comprehensive
rational registry, inefficient reporting and data

collection system and the fact that the patients

seek more help from the private sector, from
where reporting  is abysmal. Problem is
compouded by the fact that the women are
fargely asymptomatic and even if symptomatic,
refrain from visiting the health clinics for the

same,

The undertaken study was carried out to identify.
the prevalence of RTl among the women of

unban health center, Rajeev Nagar, Uttaranchal.
Material and Methods :

The major segments of the population

served by the Urban Health Center, Rajeev

A
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MNagar, Were slum dwellers with a total population
of 1521. The total population {males and
females) within the age group 15-49 years was
899. In the present study the women within
reproductive age group of 25-49 years were
screened amounting to a total of 445 women.
(49.6% of total population in the state of
Uttaranchal as per 2001 census). |t was a cross
sectional study. A pre tested and pre designed
questionnaire was given to all the screened
women during a house-to-house survey and the
accompanying female health worker made them
understand the queries and noted their

responses.

The diagnosis of RTI was made as per
the "syndromic approach” including following

criteria/symptoms:-

Pain lower abdomen, Foul smelling,
vaginal discharge, purulent urethral discharge,
Genital sore, swelling around genitalia, burning
micturination and vulval itching. The socio-
economic status was assigned as per modified

prasad'd classification.
Observations :-

Total, 35 cases of RTI were observed

according to syndromic approach.

TABLE -1
Distribution of respondents according to

their Husband's occupation.

OCCUPATION NO. OF WOMEND PERCENTAGE
WITH RTI
Laborer 20 57.1
Shopkeeper 3 8.6
Army 2 5.7
Driver 2 5.7
Others 8 22.9

The occupation of the husband in the
women RTI was found to be as shown in above
table. The Reproductive Tract Infection was
reported maximum (57.1%) in the wives of
laborers, followed by 22.9% in the wives of those
whose husbands are categorized in other
occupation (Chaat wala, Pheri Wala, or those
working in pvt. Offices).

TABLE-Z
Distribution of respondents according to

socio-economioc status

CRITARIA INCOME/MONTH  RTICASES %
Upper SES >2200 _ 0 0
Upper middle 1100-2199 Q 0
Lower middle  660-1099 23 65.7
Upper lower 330-660 8 229
Lowest <330 4 11.4

The Reproductive Tract Infection was
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reported maximum (65.7%) in women belonging
to lower middle class and was found to be
minimum (11.4%) in the women belonging to.

iowest class category.
TABLE -3

Distribution of respondents according to

Syndromic case definition

Complaint No. of women Percentage
. Pain lower abdomen 26 74.2
Foul smelling vaginal discharge 1 2.85
Purulent urethral discharge T 2.85
Genital sore ’ ' 1 2.85
Swelling around genitalia 2 571
Burning micturination 6 174
Vulval itching 6 17.14

The most common complaint was found
to be Lower abdominal pain in 74.2% of women,
followed by burning micturination and vulvai
scabies in 17.14% women in each category. All

women were having two or more complaints at

the time of examination.
Discussion :

Women in India face constraints not only
in obtaining services but also in expreésing their
reproductive health needs. Lack of awareness,
cultural barriers and economic factors prevent
them from eliciting timely care. They are unlikely
to consult for advice as there is a tendency to
view morbidities such as 'white discharge' as

normal and alsc because this condition is
associated wtih shame and guilt owing to it's
perceived link promiscuity.

Further, most women with RTI are
asymptomatic hence neglected. Pelvic
examinations are strongly resisted by all women,
but more so if they are asymptomatic and
especially if they are to be performed by a heaith
service provider who is insensitive to their needs.

Their limited mobility and inability to take
decision, unnecessarily delay their initiative in
obtaining medical care for themselves.

In present study the incidence of RTi was
reported maximum in laborers and that may be
because these women were chiefly engaged in
river side works and other menial jobs for daily

wages.

Women with RTI are at an increased risk
for chronic pelvic pain as reported by Holmes et
al: STD case management, New York'. In present
study, Lower abdominal pain was found to be the
commonest complaint (74.2%}, in women
suffering of RTls, although it may also include
some psychosomatic causes leading to lower
abdominal pain.

Till recently littte data is available about
the extent of RTIs among Indian women, The
available data was limited to clinic based
population or to high risk population like
commercial sex workers.

In a community based study from Mumbai
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slum, Parikh et al? observed a 15% prevalence of
Clamydia infection and 17% prevalence of
Candida infection in symptomatic women.
Present study reported a prevalence of 17.14%
in vulval Scabies and 5.71% in Genital sore. The
difference in data could be due to rampant
practice of prostitution in the Mumbai slums and
also the indiscriminate use of antibiotics leading
to increased susceptibiligty to such infections.

Gogate® in a study conducted among
women of reproductive age group from a slum
colony at Mumbai, reported that 43.2% women
attended hospital for vaginitis and 1/3 women for
cervicitis. In present study only 2.85% women
were reported for the complaints of vaginitis and
cervicitis. This difference in data might be due to
lack of clinical examination in our study. Moreover
this study was largely in illiterate women those
may not be aware of presenting these complaints
to health provider.

Prevalence of RTI was studied in 302
women of low risk group attending family welfare
clinic at Mumbai, using cytological, culture and
serological test, An overall positivity was reported
to be 29%, accounting 21.20% for BV and 18%
for clamydia.

Thus in today's perspective, the reported
cases of RTI in Indian women is only the tip of

* ¥ %

iceberg; the actual depth still ramains to be
uncovered. If actual prevalence is known, it might
emerge as a big challenge for healthcare system®.
So, for the present day and future, it sincerely
calls for :-

Improving awareness of RTI in family and
society.

Improved, accessible and dedicated health
system.

- Improving performance of health workers
by improved management skills and by
adapting local guidelines related to
'Integrated management of RTI".
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Abstract :

Research Question :

(1) What is level of knowledge about condom amongst marginalized women.

Objectives : To assess the Knowledge of marginalized women.

- Whether they have just heard about condom or have seen it

- Whether used by male/female.
Proper use prevents HIV/AIDS/STI.
- Free govt. supply of condom.
Design :-
Study period : Sept 2003 to Feb 2004.
Setting : Slums of Kanpur city. '

Cross sectional communily based study.

Material amd method : 10% of all the slums of Kanpur city having populfation less than 3000. (i.e. 160) were selected.

All available females of 13-25 years age group were interviewed by house to house survey using predesigned and

pretested questionaire.

Results : Knowledge is poor in younger age group than in older age group. only 52.4% married women have seen
condom and know that it is used by males. Except illiterate and primary educated women, other groups have good
knowledge about condom. Overall knowledge about its free govt. supply was just 24.5%.

Conclusion : Over all knowledge about condom is poor among marginalized women and need further education.

Introduction :

HIV/AIDS/STI is the major pandemic
affecting Indian population as well and about
5.1 million people are estimated to be infected
with it till the end of year 2004. There is no
treatment as well as vaccine for HIV/AIDS/STI.
Awareness about the disease and preventive
measures is the only way to reduce the
transmission. Hetero-sexual route is the major
mode of transmission and condom is the major
preventive measure.

Women of age group 13-25 yrs. age
group are primary stake hoider and that too
living in slums are realty marginalized They have
very less access to health services and
awareness campaigns. Thus this study is done,
taking the marginalized women as respondents.

Material and Method :

The sample population .was selected
according to the feasibility and hence 10% of all
the slums of Kanpur city having population less
than -3000 (i.e. 160} were selected. Out of 160

— ={ lJCH ) Vol.17 No.1& 2 Jan.- Dec. 2005




Indian Journal of Community Health

22
slums 10% slums(i.e.16) slums were selected pretested questionaire. Therefore total of 1284
by systematic sampling. All available females of . marginalized women of 13-25 yrs. age group

13-25 years age group were interviewed by residing in slums were interviewed.

house to house survey using predesigned and Observations

TABLE-1
Condom related responses according to age of the respondents

(Multiple Responses)

S.No. Responses 13-18 Yrs. 19-25 Yrs. Total
n=722 n=562 n=1284
1. Heard about cendom 556 402 958
(77.0) (71.5) (74.6)
2. Have seen - : 103 294 397
{14.3) (52.3) . (30.9)
3. Know that used by males 188 302 490
{26.0) {63.7) (38.2)
4. Know that proper use 198 271 469 _
Prevents HIV/AIDS/STI {27.4) (48.2) (36.5) i
5. Know about free Govt. 181 134 315 ‘
supply ' (25.0) (23.8) (24.5)
TABLE-2
Condom related responses according to marital status of the respondents
S. No. Responses Unmarried Married Widow Separated  Total
n=607 n=524 n=49 n=104 n=1284
1. Heard about condom 502 378 36 42 958
(82.7) (72.1) (73.4) (40.3) (74.6)
2. Have seen : - B1 275 . 30 31 397
(10.0) (52.4) (61.2) (29.8) (30.9)
3. Know that used by males 157 275 -29 29 490
(25.8) (52.4) {59.1) (27.8) (38.2)
4, Know that proper use Prevents 269 172 24 13 469
HIV/AIDS/STI : (44.3) (32.8) (48.9) (12.5) {36.5)
5, Know about free Govt. supply 184 1-05 17 9 315
{30.3) (20.0) (34.6) (8.6) (24.5)
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Condom Related responses According to Literacy status of the respondents

TABLE-3
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(Multiple Responses)

S.No. Responses : Nitate Prima'ry Jr. High High Interme Graduate Total
n=401 n=298 School School diate &above n=1284
n=196 n=180 n=128 n=81

1. Heard about condom 21 216 181 139 110 81 958
{52.6} {72.4) {92.3) (88.3) (85.9) (100.0)  (74.6)

2. Have seen 72 51 71 71 61 71 397
(17.9) {17.1) (36.2) (33.4) (47.6) (87.6} (30.9)

3. Know that used by males 77 59 a3 93 81 gt 480
(19.2) (19.7) (47.4) (55.0} (63.2) (160.0) (382

4. Know  that ﬁroper use prevents 41 32 84 123 121 68 469
HIV/AIDS/ST! (10.2) {10.7y = (42.9) 68.3) 94.5) (83.9) {36.5)

5. Know about free Govt. supply 51 30 36 52 67 79 315
(12.7) (10.0) (18.3) (28.8) {52.3) (97.5) (24.5)

Percentage in parenthesis

Result & Discussion :

Condom related responses and

knowledge observations show 74.6%
respondents have heard about condom while
only 30.9% have seen it. 38.2% knew that it is
used by males and only 24.5% knew the supply

is available from Gowi. agencies free of cost!.

Comparatively 52.3% old age groups of
respondents have seen the condom where as

only 14.3% in younger age group of 13 - 18 yrs.

had knowledge that condoms are used by males.
ts protective valve against AIDS and free
availability from Govt.. institution was almost

equally known to all the groups (Table-1)

Fairly large no. of unmarried respondents
i.e. 82.7% have heard about the condom but
mearly 10% have seen it, which is explainable
due to their unmarried status. They also knew
that condoms protects from HIV / AIDS / STI
and is freely available Govt. supply in better

proportion than married group?. Free availability
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of condoms and its protective value against HiV
was poorly known to separated group of women
(8.6% & 12.5% respectively). This calls for better
dissemination of condem related knowledge

among slum women?®. *(Table2)

Except illiterate in whom only 52.6% had
heard about condom, all other respondents of
varying literacy level have heard about condom
in better proportion®. its protective value against.
AIDS is fairly known to junior high school level
and above educated level ranging from 42.9%
to 94.5% Only 52.3% intermediate level 97.5%
graduate and above respondents knew about
provision of free Govt. supply®. This indicates
poor level of condom related awareness among
illiterate or less educated females and call for

action accordingly (Table-3}.

Conctusion - Over all knowledge about condom
is very poor and needs to be increased by
awareness campaign. Publicity of free govt.

supply of condom: should be done extensively.
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Abstract :

‘Ageing is a natural process. India has
77 million elderly people and is expected to
have 177 million by 2025. By the year 2050,
one fifth of total population will be graying.
Ninety percent of the elderly are from
unorganized sector with no social security. Over
73 percent of 80 plus are illiterate and dependent
on physical. labour. Forty percent people live
below the povertyline. Recent studies have
shown that 89.62 percent of elderly population
has multiple morbidities. The leading symptoms
or group of symptoms in both males and females
pertain to visual impairment / diminished vision
(65% & 56.2% respectively). Other problems
include heart diseases, respiratory diseases,
joints pains, hearing problems etc.Many
innovative experimental studies have been done
to reverse the biochemical and pathological
changes that occur during ageing by using

chemicals and drugs. In various studies it has

been established that the use of Ca? (+)
antagonists leads to reversal of atherosclerotic
process, similarly 2 - mercapto propionly glycine
(MPG) and oxidized MPG improve heart
functioning. Centrophenoxine considered as an
ageing reversal drug is regarded as
neuroenergeticum in human therapy. Ginkgo
biloba extract can improve the cerebral function.
Topically applied all-trans retionic acid can repair

and probably prevent photo ageing.

Geriatric Challenges- Tackling with
Innovative Measures Ageing is a natural process.
In the words of Seneca: old age is an incurable
disease." Old age should be regarded as a
normal, inevitable biological phenomenon.
Currently there are over 580 million persons
aged 60 years and above in the world, which is
estimated to reach a figure of over one biliion
by the year 2020. Over 700 million will be living
in the developing countries.? India has 77 million

elderly and is expected to have 177 million by

>
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2025. By the year 2050, one fifth of the total
population will be graying. That means the
number of aged persons will grow to the size of
India's population at the time of independence ®
Ninety percent of the elderly are from the
unorganized sector with no social security. Over
73 percent of the 60 - plus are illiterate and
dependent on physical labour. Forty percent
persons live below the poverty line. A sizable
number of the elderly people suffer from physical,
mental and social problems. Recent studies

have shown that 89.62 percent of elderly

populations have multiple morbidities. The -

leading symptoms or group of symtoms in both
males and females pertain to visual impairment/
diminished: vision (65% & 56.2% respectively).
Other problems inciude heart disease,

respiratory disease, locomotors disabilities,

hearing problem, skin disease, neurological |

disease etc®. Prevalence of mental morbidity
among the population aged 60 years and above
was estimated to be 89 per 1000 population,
Affective disorders in later age, particularly
depression and dementia, form the mental
morbidity®. Irrespective of all these, there is a
major challenge to develop innovative ways of
tackling special health and social problems and
to improve quality of life so called Healthy
ageing. Many innovative experimental studies

have been done to reverse the biochemical and

pathological cﬁanges that occur during ageing
by using chemicals and drugs. The basic
changes occur in ageing are atherosclerotic
changes, mitochondrial dysfunction leading to
deteriorated heart function, decreased activity
of acetyl cholinesterase enzyme & decreased
cerebral 5-HTIA receptors (5-hydroxy-tryptamine
IA). This has been experimentally proved that
these changes can be reversed. !t has been
established that the use of Ca? (+) antagonists
leads to reversal of atherosclerotic process.6 2-
mercapto propionyl glycine (MPG) and oxidize
MPG partly reverse mitochondrial uncoupling
and improve deteriorated heart function.” Centro
phenoxine, causes reversal of the age related

decline of cholinergic system® Ginkgo biloba

extract reverses the decreased cerebral 5-

hydroxytramine |A (5-HT JA) receptors during

ageing®.

Living longer offers unpredicted

opportunities for personally and social fulfilling

lives, but it also presents individual and social
challenges related to quality of life in old age
inciuding indipgndence., social interaction, health
care and community envolvement to respond to
these challenges we must develop sound and
affordable policies that perceive ageing as a
natural process, which continues throughout

the life span. so the great challenge
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for geriatric population is to rehabilitate. The
important thrust is to create old age homes, day
care centres, mobile medical units. Travel
refaated and Income Tax concession must be
available to the elderly citizens. Elderly people
are a reservoir of experience. Let us give them

love, care, respect and attention.

Dr. Horlem Brundtland (former President,
W.H.O.) correctly said that twentieth century
was a century of 'Survival'. but the greatest
challenge of the 21* Century will be to improve
quality of life. Health is the most imprtant
prerequisite for people to enjoy life especially in

their older years.

Percentage of elderly reporting

various ailments

Ailment Reported%
Visual impairement/compiaint 88.0
Locomotive disorder, joints, muscles 40.0
Neurological complaints ' 18.7
Cardiovascular disease 17.4
Respiratory disorder 16.1
Skin conditions 13.3
Gastro intestinallabdominal disorder 9.0
Psychiatric problém 8.5
-Hearing loss 8.2
Genitourinary disorder 3.5

Source : VAHI (1997)%

Distribution of elderly as per diagnostic

Group

Systems Reported%
Eye 70
HTN 48
Psychosociai problems 42
Resp 36
Musculo skeletal 14.6
Nervous system 8.67
Ear 8.0
GIT 4.7
Endocrine 3.33
Genitourinary 2
Skin | 0.66
Hernia 0.66

Source : Prakash R.et. al;(2004)"

»
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Abstract :

Research question : What is the level of knowledge about vitamin A among health and ICDS staff? ‘

Objectives :
1. To assess the knowledge of respondent staff.

2. to. suggesl need for strengthening, reorienting training and motivation of staff for the success of the programme.

Study design - cross sectional
Setting - the study was performed in district Banda (UP)

Resuilt ; total respondents interviewed were 125 with male female ratio of 55:70..
75% of the total respondents were in the age group 20 to 45 years. Regarding knowledge 91.2% responded blindness

and 15.4% Bitot's spots as symptom of vitamin A deficiency.

Introduction :

Mainutrition as recognized by WHO is asso-
ciated with over half of all child deaths that occur in
the developing countries. Micronutrient, vitamin A de-
ficiency increases severity and duration of measles
and contributes to under five children mortality., Vita-
min A deficiency continues to be a serious public
heaith problem concluded by a district wise survey
under taken by state government, Incidence of con-
junctiva xerosis and Bitot's spot is reported to be 1-8
to 8.9%, while public health cut off is only 5%. De-
spite of this only 10% of children are reported to have
received at least one dose of vitamin A supplement
through the routine programme activities, Observing
severity of the problem and quality of the services
provided by health and ICDS departments, a study
was carried out at Banda district of UP in may 2005

with following objectives:
1. To assess the knowledge of ICDS and Heaith staff

2. To suggest need for strengthening reorientation
training and mdtivation of staff for the success of the
programme.

Material and Method :

The present study was carried out using
prestructured and pretested guestionnaires for
interviewing health and ICDS functionaries. Qut
of the total area visited, only 125 respondents
from both the sectors could be approached and
interviewed with confidentiality as needed.

Results ;

Among respondents about majority were in the

age of 20 to 45 years age. And majority (68.0%)
belonged to residing at distant places from the
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(68.0%) place of posting. Regarding knowledge
about Vit A deficiency symptoms (multiple an-
swers) 91.2% answered blindness followed by
watering of eye (64.8%}), pain in the eye (58.2%)
at least others (18.4%), night blindness (85.6%),
corneal xerosis (18.9%) and Bitot's spots 15.4%,
when asked about cause of vita A deficiency dis-
orders majority (67.2%) responded vita A defi-
ciency, followed by infection (13.6%) direct con-
tact (11.2%) and air borne (2.4%). Among meth-
ods of administration of Vit A, special spoon used
was 56.8%, cap of bottle 19.2%, ordinary spoon
11.2% and dropper used 9.6%. Consumption of
green leafy vegetable and yellow fruits were hi
hlyig, {84.8%) considered preventive measure fol-
lowed by consumption of pulses in large amount
(25.6%) and least consumption of vegetable oils
(16.8%) Necessity of 5 doses of Vit A to be ad-

ministered in three years, was responded (56.8%)
followed by 4 doses (7.3%) and 2 doses (3.2%)
Conclusion :

In the present study it was observed that though
most of the ICDS and health field staff have work-
able knowledge about Vit A deficiency symptoms
but this is not sufficient for success of the
programme objectives and early case detection,
Hence regular recrientation and training of field
staff reqgarding ultimate and immediate objectives
of the VitA prophylaxis programme is very essen-
tial. No doubt administrative and political hurdies
are being faced by field workers but they should

be motivated so strongly that they can put their

maximum efforts within currently existing and lim-

ited resources made available by the govt.

TABLE - 1
Knowledge about Vit A deficiency symptoms (multiple answers)
Symptoms (n =125) Number Pereentage
Swelling the eye 48
Pain in the eye 74 59.2
Watering of the eye . 81 64.8
Blindness 114 91.2
Others 23 18.4
TABLE - 2
Knowledge about causes of night blindness
S.No. Causes 'Number Percentage
1. infection 17 13.6
2. Direct contact 14 11.2
4, Air borne route 3 2.4
5, Vit A deficiency 84 67.2
Other ’ 7 5.8
Total 125 100%
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TABLE - 3
Knowledge about Mode of Administration

S.No. Modes Number Percentage
1. Ordinary spoon 14 11.2
2. Cap of bottle 24 19.2
3. Dropper 12 9.6
4. Special spoon for Vit A 71 56.8
5. Others 4 32
Total 125 100%
TABLE - 4
Knowledge about Prevention of Night Blindness (multiple answers)
S.No. Prevention (n=125) Number Percentage
1. Consumption of pulses in large amount 32 : 25.6
2. Consumption of G.l.. vegetable and
yellow fruits 106 84.8
3. Consumption of vegetable oils 21 16.9
TABLE - 5
Knowledge about total number of doses of Vit A administered to <3year children.
No. T‘otal doses Number Percentage
1. Two 4 3.2
2. Three 28 : ' 22.4
3. Four 9 7.3
4, Five 71 - 56.8
5. More than 5 7 5.6
Others 6 4.8
Total 125 ‘ 100
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OBITUARY
5.8.1940 - 16.4.2005

Dr. Surendra Nath Sharma Joined department of SPM GSVM Medical College
Kanpur In the year 1972 and retired from the same deparfmehr in 1998. Before joining in
Medical College,; he had served as head of department of physics in SMV College and
Head of Deptt. of Statistics in PPN College, Kanpur. He was devoted teacher, highly
respected by both his Colleages as well as students. He was closely, associated in
teaching statistics in very simple manner to undergraduate and post graduate students. He
was actively envolved in supervising MD/MS Thesis work of postgraduate students of
department of SPM as well as of other departments of medical college kanpur. He had
published many research papers in National & Inter National journals. He was also elected
as president of G.S.V.M. Medical College Teachers Association.

Even after retirement, he worked as Guest Faculty in department of SPM for about
2 years. He was excellent player of Lawn Tennis, Table Tennis and Chess. A total Health

break morning walk and meditation was part of his daily routine.

We all members of Indian Journal of community Health and Faculty of Departrﬁent
of Community medicne, all medical colleges of UP, mourn his death and pray to god, may

his soul rest in peace.
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