Indian Journal of Community Health

10.
11.
12.
13.

14.
15.

16.

——————

CONTENTS

Editorial - Antimicrobial Resistance and its Global Spread

Dr.R. P.Sharma
Role of Lactation in Family Planning

Surekha Kishore, B. S. Garg, P. R. Deshmukh, Pradeep Aggarwal

A Study of Social Stigma by The Neighbours Among Leprosy Patients of Agra and Kanpur Districts of U.P.

D. K. Verma, V. M. Katoch, Kiran Katoch, S. C. Gupta, PoornimaJain, S. Tomar, A. K. Yaduvanshi
Factors Influencing The Nutritional Status of Under Five (1-5 Years)
Children in Urban-slum Area of Varanasi

Kavita Baranwal, V. M. Gupta, R. N. Mishra, Shiv Prakash, O. N. Pandey
Epidemiology of Under-nutrition in Children Between 0-5 Years From Rural Areas of Dehradun
Megha Luthra, Surekha Kishor, Kajal Jain

AComparative Study of Pulmonary Function Tests in Smokers and Non-sm okers in Rural Maharashtra

Nadeem Ahmad, Rubeena Bano, A.M. Mahagaonkar, B.N. Mishra

Screening or Aggressive Case Finding For Hypothyroid Patients. What is the Evidence?
Anand Rawat, Ritu Karoli, Ashok Chandra, T.H. Faruqi, Sachin Khanduri, Sugandha Saxena

KAP Study on Contraéeptive Methods in Kanpur District of U.P.
S.K. Kaushal, S. C. Saxena, V. K. Srivastava, S. Nigam, S. C. Gupta

A Study of Health Risk Behaviour Amongst 14-19 Year
Adolescent Students in Urban Areas of District Jhansi

Peeyush Kariwal, Shalini Srivastav, Atul Kumar Singh, B. P. Mathur
An Assessment of The Status of Hiv Counseling and Testing
Facilities in Government Hospitals of District Jhansi, Uttar Pradesh

Atul Kumar Singh, Shalini Srivastav, Peeyush Kariwal, B. P. Mathur

Evaluation of Biomedical Waste Management Practices in Multi-Speciality Tertiary Hospital ...

Shalini Srivastav, PeeyushKariwal, Atul Kumar Singh, V. P Shrotriya
Morbidity Profile of Elderly a Cross Sectional Study of UrbanAgra

Kajal Srivastava, S. C. Gupta, S. K. Kaushal, Mridul Chaturvedi
Comparative Study of Nutritional Status of Primary School Children in an Urban Area of Jhansi
Ranjana Singh, M. Bhatnagar, B. P. Mathur, Hemant Singh, Yogesh Kr.

AStudy on Prevalence of Obesity Among College Going Girls in Agra Districtof U.P. ...

H. K. Thakkar, S. K. Misra, S.C. Gupta, S. K. Kaushal
Awareness Regarding Modes of Transmission and Related Misconceptions
About HIV/AIDS Among Secondary School Going Females of Public and Govt. Schools

Chhabi Mohan, Jayshree Chachra, Seema Nigam
A Study of Epidemiological Correlates of Physical Disability Among
Students of an Educational Institute of Kanpur

Sandeep Singh, R.P.sharma, Suresh Chandra, Seema Nigam, Punit Varma, PoojaGoel, S. K. Barman
AStudy of Behavioural Attitude of Ashas in Primary
Health Centres of a Community Development Block of Kanpur Nagar

Abhay Singh, S. C. Saxena, V. K. Srivastava, D. S. Martolia, Punit Varma, R P, Sharma, Tanu Midha

39

43

46

51

56

6l

65

68

71

, Vbl. 21 No. 2, Vol. 22 No. 1, July 2009 - June 2010




Indian Journal of Communlty Health m—‘_—____—__m

SUBSCRIPTION FORM

Please, find herewith my subscription for 'INDIAN JOURNAL OF COMMUNITY

HEALTH'. I enclose my remittance for life membership / publication charges, an amount of

RS by Cash/Draft/Cheque No. .......ccccecevvenne Dated .......cooovvvinirenncnnnn. of
e e Bank: - :

Name : o

AQAT@SS & oo mmsmsssmsssssss s s iR s

City / Pin Code S S— -
Phone & Mobile NO. oo S,

e-mail address ' s eesessessssesers s

Signature

Please return to :

Dr. R. P. Sharma

Chief Editor
Indian Journal of Community Health

_Deptt. of Community Medicine, G.S.V.M. Medical College, Kanpur (U.P.) - 208002.

Note :- (1) Account payee Cheque / Draft should be sent in favour of
"INDIAN JOURNAL OF COMMUNITY HEALTH"
payable at KANPUR.

(2) Please Tick (') into the appropriate box.

Life Membership Rs. 1000/-
- Publication Charges Per Article Rs. 1000/-

—_———————=Vol. 21 No. 2, Vol. 22 No. 1, July 2009 - June 2010

A




Indian Journal of Community Health

[EDITORIAL]

ANTIMICROBIAL RESISTANCE AND ITS GLOBAL SPREAD

Since their discovery during the 20th century,
antimicrobial agents (antibiotics and related medicinal drugs)
have substantially reduced the threat posed by infectious
diseases. The use of these "wonder drugs", combined with
improvements in sanitation, housing, and nutrition, and the
advent of widespread immunization programmes, has led to a
dramatic drop in deaths from diseases that were previously
widespread, untreatable, and frequently fatal. Over the years,
antimicrobials have saved the lives and eased the suffering of
millions of people. By helping to bring many serious
infectious diseases under control, these drugs have. also
contributed to the major gains in life expectancy experienced
during the latter part of the last century.

These gains are now seriously jeopardized by another
recent development: the emergence and spread of microbes
that are resistant to cheap and effective first-choice, or "first-
line" drugs. The bacterial infections which contribute most to
human disease are also those in which emerging microbial
resistance is most evident: diarrhoeal diseases, respiratory
tract infections, meningitis, sexually transmitted infections,
and hospital-acquired infections. Some important examples
include penicillin-resistant Streptococcus pneumoniae,
vancomycin-resistant enterococci, methicillin-resistant
Staphylococcus aureus, multi-resistant salmonellae, and
multi-resistant Mycobacterium tuberculosis. The
development of resistance to drugs commonly used to treat
malaria is of particular concern, as is the emerging resistance
to anti-HIV drugs.

~ Treatment, resulting in prolonged illness and greater risk
of death. Treatment failures also lead to longer periods of
infectivity, which increase the numbers of infected people
moving in the community and thus expose the general
population to the risk of contracting a resistant strain of
infection.

When infections become resistant to first-line
antimicrobials, treatment has to be switched to second- or
third-line drugs, which are nearly always much more
expensive and sometimes more toxic as well, e.g. the drugs
needed to treat multidrug-resistant forms of tuberculosis are
over 100 times more expensive than the first-line drugs used
to treat non-resistant forms. In many countries, the high cost
of such replacement drugs is prohibitive, with the result that
some diseases can no longer be treated in areas where
resistance to first-line drugs is widespread. Most alarming of
all are diseases where resistance is developing for virtually all
currently available drugs, thus raising the spectre of a post-
antibiotic era. Even if the pharmaceutical industry were to

step up efforts to develop new replacement drugs
immediately, current trends suggest that some diseases will
have no effective therapies within the next ten years.

For World Health Day 2011, WHO will launch a
worldwide campaign to safeguard these medicines for future
generations. Antimicrobial resistance - the theme of World
Health Day 2011 - and its global spread, threatens the
continued effectiveness of many medicines used today to treat
the sick, while at the same time it risks jeopardizing important
advances being made against major infectious killers.

To underline this, the WHO public awareness campaign
will include a special focus on the HIV/AIDS, tuberculosis
and malaria pandemics. WHO will call on governments and
stakeholders to implement the policies and practices needed
to prevent and counter the emergence of highly resistant
superbugs, and to also provide appropriate care to those
seriously affected by these microbes.

In just the past few decades, the development of resistant
microbes has been greatly accelerated by several concurrent
trends. These have worked to increase the number of
infections and thus expand both the need for antimicrobials
and the opportunities for their misuse. Such trends include:

e urbanization with its associated overcrowding and
poor sanitation, which greatly facilitate the spread of
such diseases as typhoid, tuberculosis, respiratory
infections, and pneumonia;

® pollution, environmental degradation, and changing
weather patterns, which can affect the incidence and
distribution of infectious diseases, especially those,
such as malaria, that are spread by insects and other
vectors;

® demographic changes, which have resulted in a
growing proportion of elderly people needing
hospital-based interventions and thus at risk of
exposure to highly resistant pathogens found in
hospital settings;

® the AIDS epidemic, which has greatly enlarged the
population of immunocompromised patients at risk
of numerous infections, many of which were
previously rare;

¢ the resurgence of old foes, such as malaria and
tuberculosis, which are now responsible for many
millions of infections each year;
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o the enormous growth of global trade and travel

' Wthh have increased the speed and facility with

which both infectious diseases -and resistant
m1croorgamsms can spread between continents.

Factors that encourage the spread of resistance

The emergence and spread of antimicrobial resistance are
complex problems driven by numerous interconnected
factors, many of which are linked to the misuse of
antimicrobials and thus amenable to change. In turn,
antimicrobial use is influenced by an interplay of the
knowledge, expectations, and interactions of prescribers and
patients, economic incentives, characteristics of a country's
health system, and the regulatory environment.

Patient-related factors are major drivers of inappropriate
antimicrobial use. For example, many patients believe that
new and expensive medications are more efficacious than
older agents. In addition to causing unnecessary health care

expenditure, this perception encourages the selection of -

resistance to these newer agents as well as to older agents in
their class.

Self-medication with antimicrobials is another major
factor contributing to resistance. Self-medicated
antimicrobials may be unnecessary, are often inadequately
dosed, or may not contain adequate amounts of active drug,
especially if they are counterfeit drugs. In many developing
countries, antimicrobials are purchased in single doses and
taken only until the patient feels better, which may occur
before the pathogen has been eliminated. Inappropriate
demand can also be stimulated by marketing practices.
Direct-to-consumer advertising allows pharmaceutical
manufacturers to market medicines directly to the public via
television, radio, print media, and the Internet. In particular,
advertising on the Internet is gaining market penetration, yet it
is difficult to control with legislation due to poor
enforceability.

Prescribers' perceptions regarding patient expectations
and demands substantially influence prescribing practice.
Physicians can be pressured by patient expectations to
prescribe antimicrobials even in the absence of appropriate
indications. In some cultural settings, antimicrobials given by
injection are considered more efficacious than oral

" - formulations. Such perceptions tend to be associated with the

over-prescribing of broad-spectrum injectable agents when a
narrow-spectrum oral agent would be more appropriate.
Prescribing “just to be on the safe side" increases when there
is diagnostic uncertainty, lack of prescriber knowledge
regarding optimal diagnostic approaches, lack of opportunity
for patient follow-up, or fear of possible litigation. In many
countries, antimicrobials can be easily obtained in
pharmacies and markets without a prescription.

Patient compliance with recommended treatment is
another major problem. Patients forget to take medication,
interrupt their treatment when they begin to feel better, or may
be unable to afford a full course, thereby creating an ideal
environment for microbes to adapt rather than be killed. In

et e
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some countries, low quality antibiotics (poorly formulated or
manufactured, counterfeited or expired) are still sold and used
for self-medication or prophylaxis.

Hospitals are a critical component of the antimicrobial
resistance problem worldwide. The combination of highly
susceptible patients, intensive and prolonged antimicrobial
use, and cross-infection has resulted in nosocomial infections
with highly resistant bacterial pathogens. Resistant hospital-
acquired infections are expensive to control and extremely
difficult to eradicate. Failure to implement simple infection
control practices, such as handwashing and changing gloves
before and after contact with patients, is a common cause of
infection spread in hospitals throughout the world. Hospitals
are also the eventual site of treatment for many patients with
severe infections due to resistant pathogens acquired in the
community. In the wake of the AIDS epidemic, the prevalence
of such infections can be expected to increase.

The need for a global response

In September 2001, WHO launched the first global
strategy for combating the serious problems caused by the
emergence and spread of antimicrobial resistance. Known as
the WHO Global Strategy for Containment of Antimicrobial
Resistance, the strategy recognizes that antimicrobial
resistance is a global problem that must be addressed in all
countries. No single nation, however effective it is at
containing resistance within. its borders, can protect itself
from the importation of resxstant pathogens through travel and
trade. Poor prescribing practlces in any country now threaten
to undermine the potency of vital antimicrobials everywhere.

The strategy recommends interventions that can be used
to slow the emergence and reduce the spread of resistance in a
diverse range of settings.  The interventions are organized
according to groups of people whose practices and behaviours
contribute to resistance and where changes are judged likely
to have a significant impact at both national and international
levels. These include consumers, prescribers and dispensers,
veterinarians, and managers of hospitals and diagnostic
laboratories ,as well as national governments, the
pharmaceutlcal mdustry, professional societies, and
international agencies. Global principles for the containment
of antimicrobial resistance in food-producing animals were
issued by WHO in June 2000.

As-much of the responsibility for containing resistance

Tests with national governments, the strategy gives particular

attention to interventions involving the introduction of
legislation and policies governing the development,
licehéing, distribution, and sale of antimicrobial agents. The
strategy is sufficiently flexible to be applied in poor and
wealthy nations alike. The process for selecting the necessary
interventions to limit emerging antimicrobial resistance can
be based on the diseases most prevalent in a given country. In
advocating widespread adoption of this strategy, WHO aims
to encourage the urgent actions needed to reverse or at least
curtail trends which have major economic as well as health
implications. Moreover, in view of the global nature of the
antimicrobial resistance problem, the efforts of any nation to
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implement the WHO Global Strategy are likely to be felt
worldwide.

The strategy builds on a number of WHO activities aimed
at both monitoring the global emergence and spread of
antimicrobial resistance and extending direct support to
countries, WHO helps countries establish laboratory-based
networks for the surveillance of resistance. Specific activities
include staff training, support in methods for the quality
assurance of laboratory tests, and provision of laboratory
reagents. In addition, WHO distributes a computer software
program, WHONET. Microbiologists, clinicians, and
infection control workers may use this software to improve
the systematic monitoring of drug resistance in their hospitals
and communities and to share their data in a common format
among national networks.

. Since 1977, WHO has produced Model Lists of Essential
Drugs in order to help governments select the most effective
and appropriate drugs in line with priority needs. The lists,
which are regularly revised, also contribute to the rational

0’0
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purchasing and use of drugs. At present over 120 countries
have implemented an essential drugs list. With the first global
strategy for containment of antimicrobial resistance now
available, WHO is also in a pésition to advise health policy-
makers and managers on the specific interventions needed to
safeguard the effectiveness of vital drugs and thus ensure that
their life-saving capacity remains available to future
generations.

Dr. R. P. Sharma

Chief Editor-1JCH

Professor & Head

Deptt. of Community Medicine,
G.S.V.M. Medical College,
Kanpur (U.P.) - 208002.
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ROLE OF LACTATION IN FAMILY PLANNING

Surekha Kishore*, B. S. Garg*, P. R. Deshmukh*, Pradeep Aggarwal**
Professor*, Assistant Professor®*
Department of Community Medicine, Himalayan Institute of Medical Sciences
and MGIMS Sewagram Wardha

ABSTRACT:

Objectives:
. Toevaluate the role of Lactational Amenorrhea Method (LAM) as a spacing method,
2. Toassess knowledge attitude and practices regarding breast feeding.

3. Tobring awareness regarding importance of breast feeding on child health and as a method of family planning so that exclusive breast
Jeeding is promoted. . :

Study Design : Cross sectional study ]

Setting : Inruralvillage of district Wardha

Study Universe : All the lactating mothers who had 2 children (one of which was <3 years)

Study Variables : Duration of Breast Fi eeding, LAM, Importance of Breast Feeding. Knowledge of Colostrum. Awareness of Breast Feeding, efc.
Statistical analysis used :Percentages and proportions

Result :A total 42 families were included in the survey of which 26 (61.9%) belongs to nuclear families with majority of the women 19 (45.2%) in
the age group of 20-25 yrs, 20 (47.6%) were illiterate and 18 (42.8%) families were of lower Socio Economic Status: A directly proportional
relationship was found between duration of breast feeding & LAM and period of LAM & age of youngest child when the mother delivered again.
Only 31% knew about the importance of breast feeding. 16.6 % of woman initiated Breast Feeding within ¥: hr. v

Introduction :

. The benefit of breast feeding for well being and total
development of baby is very well established. We know that
the breast fed babies are less prone to diarrhoea and ARI.

Besides this Breast feeding is important variable which’

protect from pregnancy through post partum amenorrhea and
prolonged birth interval.

Lactational Amenorrhea Method (LAM) as an effective
introductory family planning method that was presented at
Bellgio consensus conference data from 13 studies done in 8
countries found that “Breast feeding provides about 98%
protection from pregnancy during the 1" six months of post
partum if mother is fully or nearly breast feeding and has not
yetexperienced vaginal bleeding after 56" day post partum”.

Normally without Breast feeding the average period of
Amenorrhea is only 11/2 to 2 months and in mothers who
practice exclusive Breast feeding are less likely to resume
menstruation than if weaning foods are started.

Breast feeding period varies from one culture to another
also use of other contraceptives methods has effect on birth
rate.

The exact mechanism of how breast feeding act as
method of contraception is well known -- hormonal action
initiated by lactation “contraceptive effect remains till the
Breast feeding continues but weakness over period of time””.

In condition where other family planning methods are not

available or not desired LAM can be introduced as an

appropriate alternative method of fertility control.
Material and Methods :

A cross-sectional study was carried out at Sawli village,
District Wardha among the mothers who had 2 children one of
which was <3 years. They were interviewed by predesigned,
pre tested proforma to assess the relation between period of
Breast feeding & LAM, LAM & duration between two
conceptions and lastly to assess knowledge attitude and
practice regarding breast feeding. Following the survey a
“focus group discussion” was done to share & address their
experiences, queries on knowledge, attitude and practices
about Breast feeding and LAM.

Results :

A-total of 42 families were surveyed in village Sawli
(Sastabad). One women of reproductive age group (15-45
years) from each family with at least 2 children one of which
was < 3 years were interviewed except 02 who had only one
child (<3 years).

Out of 42 families, 26 (61.9%) belongs to nuclear
families, majority of the women 19 (45.2%) were between age
group of 20-25 yrs followed by 26-30 yrs (38.0%). Most of the
women 20 (47.6%) were illiterate followed by primary level
in 11 (26.1%). It was found that 18 (42.8%) families were of
lower Socio Economic Status, 14 (33.3%) were of upper
lower SES.
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Table 1
RELATION BETWEEN PERIOD OF BREAST FEEDING AND LAM
Breast Feeding Average LAM No. of
(Months) (Months) Women
0-6th 4.5 2
7th-12th 6 4
13th-18th - 13.3 9
19th-24th : 16.3 ' 17
25th-30th 18.1 8
Table 2

RELATION BETWEEN PERIOD OF LAM & AGE OF YOUNGEST CHILD
WHEN SHE DELIVERED AGAIN

Duration of Average Average age of youngest No.
Lactational Amenorrhoea  child when she delivered
(Months) again
0-6" - - 18.2 5
7"-12" 22.5 6
13"-18" 27.5 23
19"-24" 29.6 6

A directly proportional relation was observed between the breast feeding vs LAM and LAM & Age of
youngest child when she delivered again. (Table [,2).

Table 3
KNOWLEDGE ABOUT BREAST FEEDING & COLOSTRUM

Know Don't Know
No. (%) No. (%)
Importance of Breast Feeding 13 309 29 69
Knowledge about Colostrum 6 14.2 36 85.5

Table 3 shows that only 31 % women knew about the importance of Breast Feeding and 14.2 %
knew the importance of colostrum.

Table 4
AWARENESS ABOUT BREAST FEEDING
% No.
Aware 21.4 9
Not Aware 78.6 33

(X'=27.4,df=1,p<0.05)
Table 4 shows that only 21 % females were aware about the importance of exclusive breast feeding,.
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Table § ‘
PRACTICES REGARDING BREAST FEEDING

Duration After Birth % No.
Immediately within 1/2 hr 16.6 7
1/2 - 3 hrs 214 9
1 - 3 days 47.6 20
>3 days 14.2 6
Total. 99.8 42

Table 5 shows that 16.6 % of woman initiated Breast Feeding within ' hr, 21.4 % within % - 3 hrs.

47.6% within 1-3 days and 14.2 % after 3 days.

Table 6
COLOSTRUM GIVEN OR NOT GIVEN
Colostrum % No.
Given 61.9 26
Not Given 38.1 16
Total 100 42

(X*=4.76,df=1,p<0.05)

Table 6 shows that about 62 % women gave colostrum to the new born.

Discussion :

It has been estimated that 50% of pregnancies are
unwanted and / or unplanned. For several reasons including
difficulty in obtaining contraceptives, no or ineffective
contraception is used to prevent these unwanted
pregnancies'’ Even though women have known for centuries
that breast feeding has a contraceptive effect, family planning
has only recently promoted it At a consensus conference in
Bellagio, Italy, it was agreed that breast feeding confers more
than 98% protection from pregnancy during the first 6 months
postpartum . The LAM is a highly efficient tool for the
women to utilise; physiology to space births as suckling
induces a reduction in gonadotropin releasing hormone,
luteinizing hormone and follicle stimulating hormone release,
resulting in amenorrhoea, through an intracerebral opioid
pathway “'. However the efficacy and effectiveness of LAM is
affected by its correct usage and there are certain criteria
which must be fulfilled.

In the present study the result of knowledge, attitude and
practices regarding Breast feeding was found to be low as
most of lactating women did not knew the use of colostrum.
Almost 69% gave exclusive breast feeding till 4-6 months of
age with a total duration of breast feeding of | 4 - 2 years that
was associated with inadequate weaning practices in most of
the cases.

On the other hand nobody knew the relation between

duration of breast feeding & lactational amenorrhea with
average duration of 13 months.

Further to state their status regarding awareness about
LAM as contraceptive cannot be very well established on the
basis of FGD as the participants of discussion was less than
1/3 rd of the total respondents, although it was clear that none
of them knew the role of breast feeding as a method of family
planning. Varul B and colleagues also reported in their study
on women of reproductive age group in India that almost 52%
of the women were not aware of the contraceptive effect of
breast feeding and that only 25.7% knew that lactation has a
contraceptive: effect. Lactation was accepted as a
contraceptive method by 48.2% of the women. ' Susu B and
others also reported that only 17% of women who used
traditional method relied on LAM. Women mainly asked
about what contraception method were available, when to
start use and where to obtain contraception®.

Conclusion :

A mass education campaign about advantages of breast
feeding can be initiated more so in developing countries like
India. This campaign should also include Urban setup
including Urban Slums, where due to increased birth rate and
changing attitudes had led to bottle feeding practices. Breast
feeding has strong fertility inhibiting effect and so lactational
amenorrhea method can be taken as an available, reliable and
introductory family planning method that simultaneously
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contributes to increased family planning practices which in
turn improvers maternal and child health.
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A STUDY OF SOCIAL STIGMA BY THE NEIGHBOURS AMONG LEPROSY
PATIENTS OF AGRA AND KANPUR DISTRICTS OF U.P.

D. K. Verma*, V. M. Katoch**, Kiran Katoch***, S. C. Gupta****, Poornima Jéin*****
8. Tomar***** A, K. Yaduvanshi***%*
Research Associate®, Secretary**, Director***, Professor & Head**** S R.F Pejptt, *##**
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ABSTRACT

In the present studvsoczal stigma & discrimination was assessed among the leprosy patients by the neighbors using an interview schedule
Objectives : To study the social stigma & discrimination by the nelghbors with the leprosy patients. :

Study Design : Cross-sectional.

Setting and Participants :Male leprosy Patients attending the Government OPDs, of S. N. Medical College, Agra. GS.V.M. Medial Collegé.
Kanpur, N.J.I.L. & OMDs (ICMR). Agra, District Hospitals and 2 CHCs & 4 PHCs of the Districts of Agra and Kanpur.

" Sample Size : 200 registered & confirmed male /eprosj/ patients aged 18-60years (100 each from A gra and Kanpur Districts).

Results : It was observed that 43% (86) of the respondents became anxious after knowing about their disease and 29% became hopeless. It was

also seen that 52% (104) patients could not sit freely with their neighbors and 50.5% (101) of the patients were made fun by neighbors once or

twice, It was seen that 58.5% of the patients do not visit at their neighbors home after diagnosis of the disease and when they were asked the

reason, 71% (83) were found self stigmatized followed by rude behavior of the neighbors (19%) while 5% of the patients were restricted by the
~ family. Itwas also observed that most of the patients feel ashamed due to their disease.

Conclusion : The patients feel ashamed and self-stigmatized due to disease it is also concluded that respondents avoid to visit at their

neighbour's home & their family functions due to bad behaviour of the neighbours.

Kewwords : Male leprosy patients, Social stigmd & discrimination.

Introduction :

Leprosy is often called a "social disease”. There are
numerous social factors which favour the spread of leprosy in
the community such as poverty and poverty related
circumstances. (e.g., overcrowding, poor housing, lack of
education, lack of personal hygiene) and above all, fear, guilt
and unfounded prejudices regarding the disease. (Park. K.,
2007.) '

As soon as people come to know that a certain individual
is suffering from leprosy, the process of casting out starts.
Building of a social distance starts between the patient and
people. This not only affects the individual patient, his family
and neighbors but also who come in contact with the patient.
This social distance is expressed in many ways. Some of the
patients are not invited for occasions like religious functions,
social ceremonies, & other community gatherings etc. Some
are refused participation in educational institutions, means of
transport and communications, places of employment and
also avoided for marriage. Therefore, patient is outcast first
socially and later economically.

Methodology :

Two Districts Agra and Kanpur were covered in the
study. Distt. Hospitals of both the Distts., SN Medical
College, Agra, GSVM Medical College, Kanpur, NJIL &
OMD Agra and four P.H.Cs. and two C.H.Cs were selected
from both the Districts.

200 confirmed & registered -male leprosy patients
between the age group of 18-60 years who were getting
treatment from Govt. Health Care Centers were selected by
using purposive sampling technique. The data was collected
through an interview schedule by face to face mterwew by the
author.

Results :

In the present study it was observed that in the current
scenario the social stigma is reduced but the self stigma is still
developed in the patients.

et —r e et e A ——————
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' . Table 1
FIRST REACTION OF THE PATIENTS AFTER KNOWING ABOUT THEIR DISEASE
District Total Statistical Values
First Reaction -
Agra | Kanpur No. % X df P

Will be Cured ~ 16 4 | 30 15.0
Became Hopeless _ . 24 34 58 29.0 v
Became Anxious 43 43 86 43.0 4473 4 >0.05
Felt End of Life , 9 4 13 6.5
Fear of Boycott from the family & community 8 5 13 6.5
Total 100 100 | 200 100.0

Table: | reveals that the most common reaction after knowing about their diseases was anxiety (43%) followed by 29% (12% from
Agra & 17% from Kanpur ) became hopeless, while 6.5% felt that it is the end of life. The another 6.5% had fear of boycott from
the family and community, Only 15% patient's reaction was that the disease will be cured completely ( equal in both the Districts ).
Statistically insignificant different was found regarding first reaction of the patients after knowing about their disease in the two

Distts. (x2=4.473, df=4, p>0.05).

Table -2
NEIGHBOR'S BEHAVIOR REGARDING FREELY SITTING WITH THEM"
District Total Statistical Values
Neighbors sit with patient freely -
. Agra | Kanpur No. % X df P

Yes : 28 27 55 27.5 _

No 60 44 104 52.0 9.843 2 >(.05

Uncertain ' 12 29 41 20.5
| Totat 100 100 200 100.0

Table 2: shows that most of the patients 52% do not sit with their neighbours (60% from Agra and 44% from Kanpur ) however
27.5% (55) patients informed that their neighbours had no problem to sit with them while 20.5% (44) did not respond about it as
they were uncertain. In-Agra District, 60% patients were not allowed sit with them by neighbours as com pared to 44% in Kanpur
District. Statistically significant different was found regarding sitting freely by the neighbours among the patients of the two

Distts. (2 =9.843, df =2, p <0.05). _ »

" Table3
SUFFERING WITH UNTOUCHABILITY BY THE NEIGHBORS
District Total Statistical Values
Untouchability
- Agra | Kanpur | No. % X L df P

Yes 14 5 19 9.5

No 40 49 80 | 445 5.173 2 1>0.05

Can't say 46 46 92 46.0
1 Total ' 100 100 200 | 100.0
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Table: 3 indicates that in the present study, there was the lesser degree of untouchability. It was observed that in Agra District,
untouchability was 14% while it was as 5% in Kanpur District, the total being 9.5% only while 46% (92) did not respond about it

as they were uncertain about it. Statistically insignificant difference was observed regarding the untouchability between the
patients of Agra & Kanpur Districts. (x2=5.173,df=2, p>0.05)

Table 4
MAKING FUN OF THE PATIENTS BY THE NEIGHBORS
District Total Statistical Values
Making Fun
Agra | Kanpur | No. % X df P

Yes S 42 59 101 50.5
No 17 9 26 13.0 6.433 2 |>0.05
Can't Say 41 32 73 36.5
Total ' 100 100 200 100.0

It was observed that most of the patients were made fun once or twice by the neighbors, table: 4 reveals that 50.5% of the patients
(42% from Agra & 59% from Kanpur) were made fun by neighbors once or twice, directly or indirectly however 13.0% responded
that they were not made fun of them by neighbors while 36.5% (41% from Agra & 31% from Kanpur) did not respond about it. Fun
making of leprosy patients was more common in District Kanpur than Agra (59% & 42% respectively). Statistically significant
difference was observed regarding fun making of the patients by the neighbors among the two Distt. (x2 =6.433, df=2, p<0.05).

Table 5
PATIENTS VISITING NEIGHBOR'S HOME

, District Total Statistical Values
Patients Visiting Neighbor's Home -
Agra | Kanpur No. %o X df P

Yes 44 39 83 41.5

No 56 61 7| sss | °° b0

Total - 100 100 200 100.0

If yes, the behavior of neighbors :

As before ' 29 12 41 49.0

Bad than before 9 5 4 18.0 17.095 2 >0.05
| Normal 6 22 28 33.0

Total 44 39 83 100.0

If no, the reason :

Self Stigmatized ‘ 31 52 83 71.0

Rude behavior of the neighbors 15 7 22 19.0

Restricted by the patient's family 6 0 6 5.0 12.386 2 >0.05

Other 4 2 6 5.0

Total 56 61 117 100.0
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In the present study it was observed that patients were self stigmatized, as the patients did not use to go at their neighbor's
home due to their disease because they feel guilty and feel as being past sinner. Table: 5 indicates that 58.5% (117) of the patients
do not visit at their neighbor's home but rest4 1.5% (83) used to visit after the diagnosis of the disease.

Out of 83 patients who used to visit at their neighbors, 49% told about same behavior followed by 33% informed about
normal/so so behavior, rest 18% (9 from Agra & 5 from Kanpur) responded about bad behavior by the neighbors. Statistically
significant difference was observed regarding the behavior of neighbors between the patients of both the Districts. (32 = 17.095,

df=2, p<0.05).

Out of 117 patients who did not go to their neighbor's home after diagnosis of the disease when asked about the reason, it was
found that 71% (83) were self stigmatized followed by 19% who responded about rude behavior of the neighbors while 5% (6) of
the patients were restricted by their family members. Statistically significant difference was observed regarding the reason of not
to visitat neighbor's home between the patients of both the Distt. ( x2=12.386, df=2, p <0.05).

Table 6
FEEL ASHAMED DUE TO HAVING THE DISEASE
District Total Statistical Values
Feeling of Ashamed - -

Agra | Kanpur No. % X df P

Yes 79 71 150 75.0 :
’ 1.707 1 >0.05

No 21 29 50 25.0 . »
Total 100 100 200 100.0

Most of the patients 75% (150) informed that they feel ashamed due to disease while 25% (50) do not feel so about it. Statistically
insignificant difference was observed (32=1.707, df =1, P>0.05) among the patients of two Districts in this regard.

Discussion :

Carcianiga (2006) and Coveying - Kwong Kam H.C.
et.al. (2001) observed in their studies "Stigma is a major social
complication from leprosy." Leprosy is considered to cause
more social than medial problems. Ogden JA, et.al. (1999)
observed in their study that "leprosy is now a disease that can
be treated and cured, but it is stigmatized." Carol Shieh (2006)
agreed that it is surrounded by myth, fear, and by isolation.
The present study focused on this aspect in order to
investigate the level of social stigma. Lesser degree of
untouchability was observed in the present study. The study
shows that out of total patients only 9.5% (19) were suffering
with untouchability. Kushwah S S. et. al. (1981) conducted a
study and estimated that 57 (62.64%) cases told that they have
social stigma on touch while minimum i.e. 9 (9.89%) cases
were having social stigma of speech. But in the present study
it was observed that neighbors do not sit with the patients as
freely as before the diagnosis/disclosure of the disease, 52%
of the patients told that the neighbors do not sit with them
_ freely, while about 50% of the patients informed that they are
made fun by the neighbors once or twice, directly or
indirectly. However a high level of self - stigmatization
among the patients was observed, most patients (58.5%) don't
visit at their neighbor's home after diagnosis of the disease
because 71% (83) of them were self-stigmatized & 19% don't
go to the neighbors home due to rude behavior of the
neighbors. In similar studies conducted by Myint T, Ulrich M
& Kumaresan JA. they concluded that many leprosy patients

also experience rejection from the societies and are not able to
find complement.

In other studies of Bakirtzief Z. & Bijleveld I. it was
observed that the health- care seeking behavior of people is
affected by leprosy which is influenced by many factors,
including the patients and the society's beliefs and perceptions
about leprosy, the availability, accessibility acceptability and
affordability of health services quality of the health care
provider - patient relationship and the patient's socio-
demographic characteristics. In a society which discriminates
against leprosy sufferers, the patients would conceal their
condition and will not seek or adhere to the treatment for fear
of oras aresult of social rejection.

Myint T., Ulrich M & Kant V. P. observed in their study
that Persons affected by leprosy experience enzymatic
reactions, insults and rejection from society. The
stigmatization in leprosy is frequently extended to the

* families having suffering from leprasy. Kopparty SN. in their

study revealed that the families with a patients who had
deformities faced 10 times higher society problems than those
having patients with no deformities.

Beliefabout the causation of leprosy :

Beliefs about the causation of leprosy have differed over
time and between places. These beliefs affect how the disease
and those who have it are perceived. Some groups believe that
leprosy is caused by bad blood, contact with leprosy patient &
the God's or the Goddess discretion for wrongdoing either in
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this or a previous life; there is a complex mix of reasons why
leprosy is a feared and shameful disease. Those affected with
leprosy are avoided as they are seen sinful, and those around
them do not themselves want to incur that wrath.

Conclusion :

The behaviour of the neighbours is not good with the
leprosy patients, the patients avoid to attend the family
functions of their neighbours, do not go to their homes
because the neighbours do not feel comfort with the patients,
they avoid to sit with them so the patients feel ashamed and
they were self stigmatized. Self-stigmatization is a very real
issue. People with leprosy may become ashamed, possibly
because of local attitudes and deformity, and may isolate
themselves from society thus perpetuating the idea that
leprosy is something shameful to be hidden away. The self-
loathing associated with leprosy can be permanent; persisting
even after the disease is cured.

The status of stigma has been changed in the present
scenario. The social stigma is reduced but the high level of
self-stigmatization was observed in the study.

There is an urgent need for better education and more
effective Health Education of the patients as well as the
community regarding all aspects of leprosy.
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ABSTRACT
Research Question : To study some of the ecological factors in relation to the existing nutritional status of under five (1-Syears) children in
urban-slum area of varanasi. This included the following determinants inparticular.

Objective : To assess the biological, soczo economic, maternal and dietary factors with nutritional status of under fives children among urban-
slumpopulation.

Study design : A cross-sectional study

Study settings : Deptt. Of PSM, IM.S., B.H.U., Varanasi

Study subject : 400 children of under fives age group (1 -5yedrs) of urban field practice area (Sunderpur community)
Study period : July1999 to July 2000

Study variable : Age, sex, birth:order,-birth mterval caste of the family, type of family, literacy status of mother.: dzetary habit, Colostrum,
Exclusive Breast Feeding,

Result : A cross-sectional epidemiological study was carried out in field practice area of the department of Prevennve &Social Medicine, IMS,
BHU. Among the pre-school children aged 1-5 years the prevalence of PEM as screened out by 'weight for age' criteria using “IAP
classification” was 63.3% .The prevalence was higher in3rdyear age periods as compared to 4th and 5th year. During 2nd year of life PEM
prevalence was observed to be lowest . Prevalence of PEM in male children was58.3% as compared to female children (68.6%), the difference
was significant. Among the Socio-economic factors mother's literacy, and caste, were significantly associated with PEM. Children deprived of

- colostrum and exclusive breast feeding also showed significant difference in prevalence of PEM.

Introduction :

The period of childhood, specially the under five children
who constitute about 12% of country's total population, forms
the vulnerable group of community. The prevalence of
malnutrition varies from country to country and from place to
place in the same country. Child malnutrition is the end result

of multiple overlapping and interacting factors in the

community's physical, biological and socio-cultural

environments.

In a vast country like ours with regional diversities and
ethnic variations, it becomes important to map out the
nutritional pattern of children in different areas taking into
consideration the ecological and diagnosis of various
causative or co-existing factors which are overlapping and
interacting in the community's physical, biological and socio-
cultural environment and are responsible for malnutrition in
the area This is necessary, so that a locally suited appropriate
action intended to improve the nutrition and health may be
initiated to fight the scourge of malnutrition. The present
study, a cross- sectional, field study was undertaken in the
urban practice field of PSM Department. Institute of Medical

sciences. BHU, to explore some of the epidemiological

. factors in relation to the PEM

Material And Methods :

The population of the study area is about 5,000.Thus the
estimated number of under fives (1-5yrs) in this area was
estimated to be around 600. In view of the cross-sectional
study design choosen, an attempt was made to enumerate all
the under five children in the study area. No sampling was
done, as the intention was to cover the entire study universe.

However, inspite of best efforts the coverage of under
five children in the study was 400 out of 600 children (67.0%).
This sample size estimate is based on the assumption that
approximate extent of the problem is around 50% with
permissible error in the estimate equal to 10%.

The studied children were screened for PEM by weight
for age criterion using IAP classification >80% of expected
weight for age is considered normal nutrition. Criterion were
choosen for standard reference weights at different ages of
NCHS standards (50" percentile values) were uséd. The
information about the following variables were elicited and
recorded on a pre-designed and pretested proforma
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Table 1
PREVALENCE OF PEM ACCORDING TO “AGE AND SEX” GROUP
Age Group (Months) Sex of Children

12-24 24-36 36-48 48-60 Total Male Female Total

PEM 58 75 58 62 253 120 133 253
(58.6%) (66.4) (63.7) (63.7) (63.3) (58.3) (68.6) (63.3)

NonPEM 41 38 33 35 147 C86 61 147
(41.4) (33.6) (36.3) (36.3) (36.7) 4L7 314) | (36.7)

Total 99 113 91 97 400 206 194 400

X*2df= 1.40019;P>0.50 X’1df =4.5637;P<0.05

Table-1 shows that, prevalence of PEM was found highest among the age group of 24-36 months and females. This may be due to
the fact that dietary requirement of this age group is more, however the differences between prevalence of PEM was not found to
be significant (X'2df=1.40019:P>0.50) Prevalence of PEM was statistically significant among two sex group
(X*1df=4.5637;P<0.05), this is because of our cultural setup of gender discrimination besides environmental influences.

Table 2
PREVALENCE OF PEM ACCORDING TO “TYPE AND SIZE OF FAMILY”
Type of Family Size of Family

Single Joint 1-5 6-10 >10 Total

PEM 1S 138 253 60 132 61 253
(63.9%) (62.7%) (63.3%) (58.8%) | (68.0%) | (58.7%) | (63.3)

NonPEM 65 82 147 42 62 43 147
(36.1) - (37.3) (36.7) (41.2) (32.0%) | (41.3%) | (36.7)

Total 180 220 400 102 194 104 400

X’ 1df=0.0574;p>0.80 X*2df=3.7208;p>0.10
Table-2 shows that prevalence of PEM for different type and size of family. Prevalence of PEM in single type of family was more

Table 3
PREVALENCE OF PEM ACCORDING TO “LITERACY STATUS OF MOTHER
AND CASTE OF THE FAMILY” GROUP

“literacy Status” of Mother Caste of the family
Nlitereate Literate Total Upper Middle Lower Total
PEM 130 123 253 79 124 50 255
(69.9%) (57.5%) {63.3%) (54.9%) | (67.4%) | (69.4%) | (63.3%)
NonPEM 56 91 v‘ 147 65 60 22 147
(30.1%) (42.5%) (36.7%) (45.1%) | (32.6%) 30.6%) | (36.7%)
Total 186 214 400 144 184 72 400
X’ 1df=6.59;P<0.02 X*2df=6.9058;p<0.05
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Table-3 shows that prevalmce of PEM according to literacy status of mother and according to upper. middle and lower caste.
Children of illiterate mothers were most affected. . The differences in prevalence of PEM were significant among ifliterate mother
and lower caste group (X' 1df=6.59; P<0.02, X 2df=6.9038; P<0.05)

Table 4
PREVALENCE OF PEM ACCORDING TO “BIRTH ORDER AND BIRTH INTERVAL®
Birth order Birth interval
1-2 3-4 =5 Total <2 34 5-6 27 Total
PEM 105 99 49 253 159 8l 11 02 253
(58.9% | (65.6%) | (69.0%) (63.3%) | (63.3%) | (63.8%) | (73.3%) | (50.0%) | (63.3%)
NonPEM 73 52 22 147 95 46 04 02 147
(41.1% | (34.4%) | (31.0%) (36.7%) | (36.7%) | (36.2%) | (26.7%) | (50.0%) | (36.7)
Total 178 151 71 400 254 127 15 04 400
X’ 2df=2.758; p>0.20 X’2df=0.28028;p>0.80

Table-4 shows the distribution of PEM according to birth order and birth interval . The higher birth order had higher prevalence of
PEM and the lowest birth order, had lowest prcvalunce of PEM, however the 1-5 years birth interval were found to have highest
prevalence of PEM, this may be due to smallsize of denommdtor

. Table 5 ‘
PREVALENCE OF PEM ACCORDING TO “DIETARY HABIT, COLOSTRUM AND
STATUS OF EXCLUSIVE BREAST FEEDING UP TO 6 MONTHS” GROUP

Dietary Hait Colostrum Exc:gs;\l;zoli.g;sU.P.
Veg Non-Veg | Non-Veg| Total | Rejected] Given Total Present | Absent | Total
(Occasional){ (Regular)

PEM 190 62 01 253 218 35 253 55 198 253
(61.5%) ] (70.5%) ] (33.3%)[(63.3%) | (68.3%) | (43.2%) | (63.3%) | (52.9%)| (66.%9) (63.3%)

NonPEM 119 26 02 147 101 46 147 49 98 147
(38.5%) | (29.5%) | (66.7%) | (36.7%) | 31.7%)| (56.8%) | (36.7%) | (47.1%)| (33.1%) (36.7%)

Total 309 88 03 400 319 | 8l 400 104 296 400

X, 1df =1.8127,P>0.10 X*, 1df=17.548,P<0.001 X, ldf=6.38,P<0.02

Table-5 shows the impact of colostrum, exclusive breast-feeding up to 6 months and dietary habit. The effect of colostrum, and
exclusive breast-feeding up to 6 months on PEM was found statistically significant (X°,,=17.548; P<0.001 X*1df=6.38 P<0. 02).
The Prevalence of PEM was found highest among non-veg. occasional children; this may be due to children like non-veg instead
of milk product but unable to use it on regular basis.

Discussion :

The biological factor of age of the child was studied, to
examine if a particular age period was more vulnerable for
PEM. Age-wise data on prevalence of PEM showed that
overall PEM prevalence in the study children was 63.3%.
During second year of life (12-24 months) PEM prevalence
was observed to be lowest (58.6%). but in 3rd, 4th and 5th

year it was almost same ranging between 63.7 to 66.4%). A
region wise survey in a total of 9,206 households covering 17
districts of Uttar Pradesh carried out by Vir and Nigam
(2001), showed that the highest prevalence of PEM was
between 12-24 months (62.0%)and 55.0% in the age group
24-36 months.  The differences in this study and present
“study could be due to area specific variation in the factors that
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play role in causation of PEM. In another study from urban
slum children-of Calcutta, Sen e/ at. (1994) reported overall
prevalence of PEM to be 51.8%. They also observed the
lowest prevalence in 12-24 month age period and it increased
over subsequent age groups .Prevalence of PEM in male
children was 58.3% as compared female children (68.6%).
Study by Chaudhuri et al. (1975) in urban slum area of
Calcutta also reported higher prevalence of PEM in female
child. Kapil and Bali (1989) in their study of urban slum pre-
school children reported that nearly 34.0% male children and
48.0% female children suffered from PEM. This is ascribed
by the authors due to the neglect of female children,
particularly with respect to intra familial food distribution.
On the other hand, Ray etal (2000) in their study in a
municipal area of West Bengal reported 64.7% males
and61.6% females were malnourished In our study the
prevalence of PEM was slightly higher in single families
(63,9%) as compared to joint families (62.7%). The expected
lower prevalence of PEM in joint families could be due to
better care of children, which on the other hand are neglected
in single or nuclear type of family. Further, since majority of
joint families belonged to upper caste and better income
groups. This may be additional contributory factor. Cutting
(1972) commented that with urbanization, joint family
system is in process of disintegration and in these broken
families nutritional status of children was adversely affected
Inthis study no relationship could be seen between the family
size and prevalence of PEM. In fact the prevalence of PEM
was almost same in the small family size (1-5 members) and
large size family (more then 10 members). However, in the
families with 6-10 members, the prevalence of PEM was
higher by about 10 percent (68.0%). Antony e/ al. (1980)
reported that number of family member does not affect the
nutritional status. These findings are in consonance with the
observation of the present study.

Prevalence of PEM in the study area was observed to be
lower in children belonging to upper caste (54.9%) whereas,
in the middle and lower caste groups, prevalence of PEM was
higher 67.4% and 69.4% respectively. In 1976, Shukla in his
study in urban slum area reported 36.9% prevalence of PEM
in upper caste group and 69.7% and 72.9% in middle and
lower caste groups respectively, showing a very significant
difference between caste. In our study the prevalence of
'PEM was found to be 69.9% in children whose mothers were
illiterate, as compared to children whose mothers were
literate (57.5%).Prasad (1976) observed that illiterate
mothers were ignorant of the basic knowledge of child
nutrition and hygiene. They also observed delayed weaning
among illiterate group. According to NFHS - 1T (1998-99)
prevalence of under nutrition was 54% among children
(under - 3 year group) of illiterate mothers. Similarly Ray
etal, (2000) in his study in municipal area of West Bengal
reported that the prevalence of PEM among the children of
literate mothers was lower (54.9%) than the illiterate mothers
(69.6%).

In the present study the prevalence of PEM increased
with the increase in birth order. Prevalence of PEM was

16

higher after 2nd birth order i.e. 65.6% in 3-4 and 69.0% in >4
birth order as compared to prevalence of 59.0% in children of
-2 birth order. Prevalence of PEM increased with the
increasing birth order. Ray ef af. (1985} in his study in peri-
urban area of Goda also reported higher prevalence of PEM in
families having more than 3 siblings. Almost similar results
were also reported by Ray et ar. (2000) in municipal area of
West Bengal. Birth interval considered in this study was the
gap in years between the birth of study child and birth of
immediate previous child. The rational of considering. this
variable was that larger the interval between the births,
greater are the chances of better maternal nutrition, which in
turn should contribute in better nutrition of child. In our study
however, no clear cut relationship could be seen between
birth interval and prevalence of PEM. For Birth Interval =2
year and 3-4 years preévalence of PEM was more or less same
62.6% and 63.8% respectively, and it was lowest 50.0% with
interval of =7 years (though too small for drawing any
inferences). However children with Birth Interval of 5-6
years, the prevalence of PEM was observed to be
unexpectedly high (73.3%), which again can not be taken
seriously owing to small size of denominator in this

. group(only 15 children). NFHS (1998-99) data have shown a

clear relationship between these two variables.  Prevalence
of PEM was 52.2% in children with smaller birth interval (<2
years), 50.0% in children with birth interval of 2-4 years.

It was observed that prevalence of PEM was 33.3% in
children with regular non-vegetarian food habit in the family.
However, the number of regular non-vegetarian families were
only three in this study thus no inferences could really be
drawn. Similarly 62 out of 88 children (70.5%) with
occasional non-vegetarian diet had PEM. In our study area
majority of mothers did not give colostrum to her baby
because of the belief that lactation gets established only
around third day and that colostrum is heavy for the baby. The
observation was that 319 out of 400 (79.75%) mothers

. discarded the colostrum and children were deprived of this

highly nutritious and protective gift of nature. During the
critical period of infancy breast-feeding play an important
role in determining the growth of an infant. In this study 104
children (26 0%) were on exclusive breastfeeding up to 6
months, and prevalence of PEM was also low in these
children (52.9%), as compared to those who did not receive
exclusive breast feeds up to the age of 6 months (66.9%).
These differences were found to be significant (p<0.02). Rao
et al. (1992), in his study among rural children of Pune also
observed significant difference in nutritional status of
children who were exclusively breast fed up to 6 months as
compared to those who were not exclusively breast fed up to
the age of 6 months.

Conclusion & Recommendations :

It was observed that prevalence of PEM was
significantly higher among under five children of lower caste
group and also among children who did not received
colostrum and exclusive breast feeding up to 6 months of
age. Maternal literacy status also play important role.
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There should be a deliberate attempt at each and every
level to understand the specific needs of the area to be
intervened and a policy decision and programme planning to
achieve excellence in public health . The minimum child care
package should include-(1)primary & booster immunization
coverage(2)administration of Vitamin A doses commencing

between 9 to 12 months along with measles vaccine and

subsequent six monthly doses to complete nine doses by the
age of five years(3)regular monitoring of growth by “weight
for age™ criteria using growth charts(4)Administration of iron
and folic acid(5)Mass deworming programme in under fives
in the study area and(6)IEC programme on child health with
peoples participation through Mahila Mandal and Health
Committee of the area In order to promote the child health
,coordination with the [CDS Centre should also be attempted
specially in the area of supplementary feeding programme.
(7) Political commitment needed to improve literacy status of
female.
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Not enjoyment & not sorrow
Is our destined end or way,
But to act that each tomorrow
Finds us further than to day.
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ABSTRACT:

Background : Under nutrition is a major problem in India. This is a study conducted in rural catchment areas of Department of Community

Medicine, SGRRMC, Dehradun to asses the same.

Objectives : To find out prevalence of under nutritionin children in the age group of 0-5 years and also to study its epidemiological correlates.

Methods : All registered children of RHTC Mothrowala during October to December 2009 were studied. Detailed histories were taken & growth
charting was done using growth charts provided by government of India (as recommended by Indian Academy of Pediatricians).

Reésults : 41.2% children suffeved from under nutrition. Under nutrition was significantly correlated with age, socio-economic status, nuclear

Jamilies, mother's education, immunization & feeding practices.

Conclusions : Solution to the problem lies in economic upliftment, women's education. good health services and preservation of joint family

system.

3-8 keywords: under nutrition, colostrum. exclusive breast feeding, weaning, immunization.

Introduction :

Under nutrition is an important cause of childhood
morbidity and mortality and leads to growth impairment. The
current concept of under nutrition has been mentioned as
Protein Energy Malnutrition (1) and is widely prevalent in
India. Half of the world's malnourished children reside in
three South Asian Countries: India, Bangladesh and Pakistan
(2). With above background, this study was undertaken in
catchment areas of newly established SGRRMC, Dehradun to
obtain baseline data for further intervention.Material &

“ methods.

This cross sectional study was carried out in rural field
practice areas of Department of Community Medicine,
SGRRMC, Dehradun from Oct to Dec 2009. All 294 children
between 0-5 years in catchment area of Rural Health Centre,
Mothrowala were included in the study except those not
available/ away from home due to any reason. Detailed
histories were taken on a predesigned structured
questionnaire, anthropometric measurements were taken and
weight for age recorded in standard growth charts. The data
was analyzed using SPSS 10.0 software. Statistical methods
used were percentages and Chi Square Test. Significance
level was fixed at 95% confidence interval (p=0.05).

Results :

1. 41.2% children suffered from under nutrition of varying
degrees.

2. Epidemiological factors related to under nutrition:

a. 47.6% undernourished children were in age group of
37-60 months, 40.5% in 13-36 months and only 11.9% in
0-12 months.

b. 38.3% males had under nutrition as compared to
44.9% females. ’

¢c.  55.0% mothers were educated below matriculation
had underweight children as compared to 28.2% mothers
educated till matriculation and above.

d.  47.9% children from nuclear families were under
nourished as compared to 31.4% from joint families.-

e. 61.5% children from low socio-economic classes
were under nourished as compared to 37.2% and 29.4%
from middle and upper classes respectively.

f. Home deliveries were associated with higher
percentage of subsequent under nutrition in children
(50.8%) as compared to institutional deliveries (36.5%)
as were interventional deliveries in hospitals (62.1%) as
compared to normal deliveries (37.7%).

Prevalence of various child feeding practices in the
community:

a. Practiceofgivingcolostrum-71.1%

b. Practice of giving pre lacteal feeds (PLF) 28.4%
¢. Practice of Exclusive breast feéding (EBF) 28.9%
d.  Weaningat 6 months 28.9%

e. Initiation of breast feeding within 1 hour of birth

. 41.0%

f. Initiation of breast feeding within 24 hours of birth
65.7%

Epidemiologic correlations with child feeding practices:
a. 73.3% children between 0-5 years who did not
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receive colostrum were under nourished as compared to
37.9% ofthose who received colostrum.

b. 46.6% children who were given PLF after birth were
. under nourished as compared to 38.7% children who
werenot given PLF.

¢.  44.8% children who did not receive EBF were under
nourished as compared to 32.2% of those who received
EBF. :

d. No significant correlation was observed between
under nutrition and age of weaning in current study.

€. 64.7% children who were breast fed after 24 hours of
birth were under nourished as compared to 34.3%
children whose breast feeding was started within 24
hours of birth.

5. 39.4% of completely immunized children were under
nourished as compared to 62.5% of incompletely
immunized children under study.Discussion2

Prevalence of low weight for age in Dehradun is less than
national average of 45.9% (3) and 89.7% reported from
neighboring Garhwal Himalayas (4).

Age correlation conforms to findings of Mittal, Singh &
Ahluwalia (5) where peak prevalence of under nutrition was
in 36-47 month age group indicating renewed focus on
toddler nutrition.

No gender bias in the prevalence of under nutrition in
children was also noticed in a NNMB survey and a rapid
nutritional status assessment carried out by SK Ray &
colleagues (6).

Likewise, other authors have also noticed a significant
correlation of under nutrition in children with mother's
education (5, 6).

Unlike present findings, a significant positive relation
with increasing family size is reported (6), particularly in
relation to birth order of the child. This can be explained as
majority of families were joint families in the study area
where large family does not mean high birth order of child.

A positive correlation of under nutrition with nuclear’
family type and low socio economic class has also been
reported by other authors (7).

Low birth weight is associated with growth failure in
later ages (8, 9). Contrary findings in this study can be
suggestive of the fact that catch up growth is occurring with
the help good health care services. Further studies can be
planned to assess the same.

Good ante natal care and subsequent institutional
delivery decrease incidence of low birth weight. Decision
about place of delivery is influenced by socio economic
factors. Hospital deliveries increase sharply with socio-
economic status of the family. Home deliveries are assisted by

“untrained personnel. These facts justify the finding of the

current work that place and type of delivery significantly
affect nutritional status of children between 0-5 years of age.

Prevalence of recommended infant feeding practices in
India varies in different regions. As per Ramji, EBF rate in
India at 6 months is about 46%. Contrarily, EBF was not done
in as many as 84.1% infants of well to do families of Uttar
Pradesh while 47.3% infants of poor families were not
weaned off breast milk even beyond 6 months of age. Delayed
initiation of breast feeding, deprivation from colostrum and
improper weaning are significant risk factors for under
nutrition. Adequate complementary feeding practices go a
long way in prevention of under nutrition (10).

There is a significant correlation between incomplete
immunization and under nutrition in children (6). Conclusion
Low weight for age is still widespread in the study area.
Although social and economic reform is widely occurring we
can focus our efforts on women's education and improving
child feeding practices of the community. Interventions on
increasing awareness about benefits of giving colostrum,
exclusive breast feeding and adequate weaning foods are’
being planned. Children in age group of 3-5 years have come
up as a vulnerable subgroup, so mothers need to focus on
toddler nutrition as well. Maintenance of good health care
services is the must to help mothers with low birth weight
children cope without letting the child's growth falter.

Table 1
Variable Groups Normal Under Chi D.E. P Value
Children Nourished Square
Children
Age (in months) 0-12 42 (35.0%) 10 (11.9%) 7.4 4 <0.05
13-24 20 (16.7%) 17 (20.2%)
25-36 27(22.5%) 17 (20.2%)
37-48 22 (18.3%) 24 (28.6%)
49-60 9(7.5%) 16 (19.0%)
Total 120(100.0%) 84(100.0%)
' g Table Cond
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Sex Male 71(61.7%) 44(38.3%) 0.9 >0.05
Female 49(55.1%) 40(44.9%)
Total 120(100.0%) 84(100.0%)
Social Class Lower 3 (2.5%) 0 8.63 <0.01
Upper lower 12 (10.0%) 24 (28.6)
Lower Middle 46 (39.3%) 31 (36.9)
Upper Middle 47 (79.7%) 24 (28.6)
Upper 12 (20.3%) 5(5.9)
Total 120 (100.0%) 84 (100.0)
Family Size 3to5 72 (54.5%) 60 (45.5%) 0.5 >0.05
6109 42(66.7%) | 21 (33.3%) '
10 and Above 6 (66.7%) 3(33.3%)
Total 120 (100.0%) | 84 (100.0%)
Mother's Iiliterate 24 (40.0%) 36 (60;0%) 7.85 <0.01
Education Below matric 22 (53.7%) 19 (46.3%)
Matric and Above 74 (71.8%) 29 (28.1%)
Total 120 (100.0%) | 84 (100.0%)
Initiation of Within | hour 50 (59.5%) 34 (40.5%) 6.3 <0.05
breast feeding Within 24 hours 38 (76.0%) 12 (24.0%) '
> 24 hours 12 (35.3%) 22 (64.7%)
Not known 20 (55.6%) 16 (44.4%)
Total 120 (100.0%) | 84 (100.0%)
Colostrum Yes 90 (62.1%) 55 (37.9%) 5.9 <0.05
No 8 (26.7%) 22 (73.3%)
Not Known 22 (56.4) 17 (43.6%)
Total 120 (100.0%) | 84 (100.0%)
EBF Yes - 40 (67.8%) 19 (32.2%) | 2.8 <0.01
No 80 (55.2%) 65 (44.8%)
Total 120 (100.0%) | 84 (100.0%)
Age of Weaning 6 months 51 (86.4%) 8 (13.6%) 26.1 >(0.05
| Not 6 months 69 (47.2%) | 76 (52.4%)
Total 120 (100.0%) | 84 (100.0%)
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Table 2 .
Variable Groups Normal. Under Chi D.F. P Value
. Children Nourished Square
Children
Religion Hindu 113 (94.2%) 78 (92.8%) 0.34 | >0.05
Others 7 (5.8%) 6 (7.2%)
Total 120(100.0%) 84(100.0%)
Family Type Nuclear 61(50.8%) 52 (61.9%) 5.87 -1 <0.01
Joint 59 (49.2%) 32 (38.1%)
Total 120(100.0%) 84(100.0%)
Delivery Place Home 33 (27.5%) 34 (40.5%) 3.77 1 <0.05
Institutional 87 (72.5%) ' 50 (59.5%)
Total 120(100.0%) 84(100.0%)
Delivery Type Normal 109 (90.8%) 18 (21.4%) 6.09 1 <0.01
Interventional 11 (9.2%) 66 (78.6%)
Total 120(100.0%) 84(100.0%)
Birth Weight Not Known 54 (45.0%) 59 (70.2%) 22.16 » 2 >0.05
<2.5kg 13 (10.8%) 14 (16.7%)
>2.5kg 53 (44.2%) 11 (13.1%)
Total 120(100.0%) 84(100.0%)
PLF Not Known 7 (5.5%) 6 (7.1%) 1.08 2 <0.01
Not given 31 (25.8%) 27 (32.1%)
Given 82 (68.3%) 51 (60.7%)
Total 120(100.0%) 84(100.0%) '
Immunization Complete 114 (95.0%) 74 (88.1%) 3.26 1 <0.05
Status Not Complete 6 (5.0%) 10 (11.9%)
Total 120(100.0%) 84(100.0%) .
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ABSTRACT:

Background : In India smoking is a common habit prevalent in both urban and rural areas. Cigarette and bidi smoking has extensive effects on
respiratory function andis clearly implicated in the etiology of a number of respiratory diseases. |

Objectives :

1. To study and compare the pulmonary function tests among smokers and noni—sn;_o_kers inarurul area.
2. Tostudy the role of possible associated factors and relation of type, quantity and duration of smoking on the pulmonary function tests.
Setting : Pravara Rural Hospital, Loni, District Ahmednagar, Maharashtra.

Study design : Cross sectional study.

Materials & Methods : The pulmonary function tests were assessed on computerized spirometer in 400 male subjects comprising of 200

smokers and 200 non smokers and results were compared.
Statistical analysis : SPSS Statistical Software.

Results & Conclusion : Almost all the pulmonary function parameters were significantly reduced in smokers and obstructive pulmonary
impairment was commonest. Thus by spirometry a spectrum of lung disorders may be detected at an early stage and subsequent morbidity can be

minimized.

Keywords : Smoker, Spirometry, Pulmonary functions

Introduction :

Cigarettes kill an estimated 5 million people annually
world wide'. The World Health Organization reported that
tobacco smoking killed 100 million people worldwide in the
20th century and warned that it could kill one billion people
around the world in the 21st century’. By the early 2030,
tobacco related death would increase to about 10 millions a
year'. Tobacco smoking rates have decreased in industrialized
countries since 1975, but there has been a corresponding 50%
increase in smoking rates in low- income countries’.

In India smoking is a common habit prevalent in both
urban and rural areas irrespective of mode of smoking i.e.
cigarettes, bidis, pipes, cigar, hookah etc. In India, tobacco is
consumed mainly in the form of bidis (54%), followed by
smokeless tobacco (27%) and cigarettes (9%)".

Bidi smoke may be more injurious because bidi contains
unrefined form of tobacco as compared to cigarettes”.
Cigarette smoking has extensive effects on respiratory
function and is clearly implicated in the etiology of a number
of respiratory diseases, particularly chronic bronchitis,

emphysema, and bronchial carcinoma’.
Materials and Methods :

The present cross sectional study was conducted in
Pravara Rural Hospital of Rural Medical College, PIMS,
Loni, in district Ahmednagar, Maharashtra from January 2007

to August 2008. The study population included 400 male
subjects comprising of 200 smokers and 200 non smoker
controls aged between 30-60 years. Individuals with history
of smoking cigarettes / bidis daily for at least one year were
considered as smokers’. Ex-smokers or past smokers were
excluded from the study. For the control group, 100 healthy
non smokers of almost same age and matching other
characteristics were selected. The materials used in the study
were a computerized RMS Med-spirometer, weighing
machine, measuring tape and Blood Pressure set. To evaluate
dose and duration response relationship, quantification of
tobacco -smoking was performed by calculating smoking
index for smokers.

Smoking Index :

It is equal to multiplication of the average number of
cigarettes/bidis smoked per day and duration (in years) of
tobacco smoking™ "',

Habit Smoking Index
(Frequency x duration)
Non-smokers 0
Light smokers 1-100
Moderate smokers 101-200
Heavy smokers more than 200
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The observations of the study were analyzed by
statistical methods like percentages, chi square test and t-test
of'significance.

Observations :

In the present study it was observed that there was no
significant difference in the mean physical parameters like
age, height, wem;ht ‘body mass index and body surface area by
. calculating mean and standard deviation in smokers and non-

- smokers (Table 1). Most of the smokers smoked only bidi
(62.0%) followed by both cigarette and bidi mixed (24.0%)
and only cigarettes (14.0%) (Table 2). Most smokers were
light smokers (42.0%) followed by moderate smokers
(32.0%) and heavy smokers (26.0%) based on the criteria of
smoking index (Table3). Majority of the light smokers were in
the age group of 41-50 years (51.85%), moderate smokers in
51-60 years (46.66%) and heavy smokers, 51-60 years
(75.0%)(Table 4).

All Pulmonary function parameters like FVC, FEVI,
FEV /FVC, PEFR, FEF,,, and MVV showed statistically
highly significant association between smokers and non-
smokers by applying unpaired t-test of significance
(p <0.001) (Table 5). The association between smoking and
impaired PFT was statistically highly significant. The
smokers had 17.3 times more risk of having impaired
pulmonary functions as compared to non-smokers (Table 6).
The obstructive lung changes were most common and were
observed predominantly in bidi smokers (72.22%) (Table 7).

Discussion :

In the present study it was observed that there was no
significant difference in the mean physical parameters like
age, height, weight, body mass index and body surface area
thereby showing proper matching of smokers and non-
smokers (Table 1). None of individuals smoked tobacco in
any form other than bidis or cigarettes. Most smokers were
bidi smokers (62.0%) (Table 2). Also the cigarette smokers
usually smoked non-filter cigarettes since they are cheap and
easily available in rural areas. In the present study most
smokers were light smokers (Table 3) in the age group of

41-50 years (51.85%). Similarly, Burrows et al” reported that .

there is quantitative significant relationship between impaired
ventilatory function and duration and frequency of smoking
(Table 4)." All Pulmonary function parameters showed
statistically highly significant association between smokers
and non-smokers by applying unpaired t-test of significance
(p < 0.001). Similar, observations showing lung function
impairment in smokers were reported by Burrows et al”
Pandyaetal”,and Guptaetal".

However, several researchers like Angelo and Mahajan
et al” observed no change in FVC in smokers and non-
smokers (Table 5). The association between smoking and
impaired PFT was statistically highly significant. The
smokers had 17.3 times more risk of having impaired
pulmonary functions as compared to non-smokers (Table 6).
The fall in FEV,, PEFR and other flow rates indicate

obstructive fung changes and fall in FVC indicates restrictive

lung changes. Padmavathy'” in a study concluded that the
pulmonary function tests are more affected in bidi smokers
than in cigarette smokers (Table 7).

Conclusion:

The pulmonary function tests were assessed on a
computerized spirometer in 400 male subjects comprising,
200 smokers and 200 non smoker controls. The present study
reveals the effect of type, duration and pattern of smoking on
the pulmonary functions in smokers. Bidi smoking was most
common as the study setting was in rural India. Almost all the
pulmonary function parameters were significantly reduced in
smokers and obstructive pulmonary impairment was
commonest in smokers. By screening smokers, by
computerized pulmonary function testing, the early changes
in airflow obstruction may be detected and special emphasis’
shall be made on smoking cessation.
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PHYSICAL CHARACTERISTIC?(TE éMOK_ERS AND NON-SMOKERS
Variables- Smokers Non-smokers
Mean £ 2 S.D Mean £ 2 S.D
Age (years) 48.26 + 10.09 48.10 = 10.54
Height (m) .66 +0.11 1.67 + 0.12
Weight (Kg) 65.4 = 8.8 644 = 11.5
Body Mass Index (BMI) 23.52 + ‘3.20 23.80 = 3.37
Body surface area (m°) 171 + 0.06 1.74 + 0.14
S.D. = Standard Deviation
Table 2
TYPE OF TOBACCO SMOKING IN SMOKERS
Type of smoking No. %
) Only Bidi 124 62.0
Both cigarette/ bidi 48 24.0
Only Cigarette 28 14.0
Total 1200 100.0
Table 3

DISTRIBUTION OF GRADE OF SMOKING IN SMOKERS

Grade of smoker Number of smokers (%)

Light smoker - 108 54.0 .

Moderate smoker 60 30.0

Heavy smoker 32 ' 16.0

Total 200 100.0

Table 4
AGE WISE DISTRIBUTION OF GRADE OF SMOKING
Age group (years) Light Smoker No. (%) | Moderate smoker No. (%) | Heavy smoker No. (%) Total No. (%)

31-40 28 (25.92) 8(13.33) 0(0.0) 36 (18.0)
41-50 56 (51.85) 24 (40.0) 8 (25.0) 88 (44.0)
51-60 24 (22.22) 28(46.66) 24(75.0) 76 (38.0)
Total 108 (100.0) 60 (100.0) 32 (100.0) 200 (100.0)
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‘Table 5
PULMONARY FUNCTION TESTS AMONG SMOKERS AND NON-SMOKERS

Variables Smokers Non-smokers Significance’
Mean +2 S.D Mean +2 S.D p value
FVC 298+ 1.06 3.13+0.98 0.03242 (S)
FEV, 2.48 + 1.02 2.81+0.86 0.000692 ( HS)
FEV/FVC 83.93 £ 23.98 - 89.49 + 10.54 -0.003808 (HS)
PEFR 530+3.46 6.80+3.44 0.000034 (HS)
FEF,, ... 2.99+2.02 3.59+1.74 .0.00196 (HS)
MVV 86.1 £44.22 103.6 £ 33.66 0.00002 (HS)

Significance has been calculated by unpaired t test (p < 0.001)

Table 6
INTERPRETATION OF PFT RESULTS IN SMOKERS AND NON-SMOKERS

PFT Smokers Non-smokers Total
Results No. (%) No. (%) No. (%)
Obstructive 72 (36.0) 8 (4.0) 80 (20.0)
Restrictive 4 (2.0) 0(0.0) 4 (1.0)
Mixed 8 4.0 0(0.0) 8§ (2.0)
Normal 116 (58.0) 192 (96.0) 308 (77.0)
Total 200 (100.0) 200 (100.0) 400 (100.0)

Chi square value = 20.84, p < 0.001, highly significant. (Odds' ratio = 17.3)

Table 7
RELATION OF TYPE OF SMOKING WITH PULMONARY FUNCTION TESTS

25

Type of smoking Pulmonary Function Test lnterpretatidn Total
Obstructive | Restrictive Mixed Normal _
Only Bidi 52(72.22) 0(0.09) 8 (100.0) | 64(55.17) 124 (62.0)
Both cigarette/ bidi | 16(22.22) - | 4(100.0) 0 (0.0) 28 (24.13) 48 (24.0)
Only Cigarette 4 (5.55) 00.0) 0(0.0) 24(20.68) 28 (14.0)
Total 72 (100.0) 4 (100.0) 8 (100.0) 116 (100.0) 200 (100.0)
XX
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ABSTRACT :

Backgound : Hypothyroidism enhances atherosclerosis in multiple ways. Carotid intima media thickness(CIMT) as measured by B-Mode
ultrasound and color Doppler. is a risk determinant of atherosclerosis. hsCRP is a marker of inflammation and has been incriminated as a risk
factor for future cardiovascular events. Our study aims at generating evidence for increased risk of cardiovascular risk factors in hypothyroid
patients and thus need for population- based screening for hypothyroidism. ’

Methods : We included 25 consecutive patients in to each of two groups of our study. (n=50) Hypothyroid group had patients with Thyroid
stimulating hormone (TSH) > 10miu/l, subclinical hypothyroid(SCH) group patients with TSH 6-10miu/l. We compared CIMT and hsCRP in 2
groups along with other atherosclerotic risk factors.

Results : We found that in the subclinical hypothyroid patients the mean value of total cholesterol(TC)(208.8.84+6.14), LDL-C
levels(157.88+33.51), total cholesterol/ LDL -cholesterol ratio(5.29£1.31), LDL cholesterol ratio/ HDL cholesterol ratio(3.93x1.25) and
plasma hsCRP(2.13£0.69) levels were higher than the normal values. In hypothyroid patients we found that these values and the CIMT values
were statistically significantly higher than the subclinical hypothyroid patients, in addition diastolic hypertension (95.84+11.06 ) and higher
than normal waist-hip ratio (1.03%0.19) was also seen in hypothyroid group. CIMT and hsCRP also showed positive correlation with other
atherosclerotic riskfactors. (Waist-hip ratio, diastolic hypertensionand LDL cholesterol)

Conclusion : Cardiovascular risk factors were increased in sub clinical as well as in clinical hypothyroidism so efforts should be made to detect

and treat hypothyroidism at an early stage by aggressive case finding in high risk popukation.

Introduction :

Cardiovascular disease is the leading cause of death and
disability in developed nations and is increasing rapidly in the
developing world .The role of hypothyroidism in increasing
the risk of cardiovascular diseases has been well established
via increase in circulating levels of highly atherogenic low-
density lipoprotein (LDL), induction of diastolic
hypertension , altered coagulability , and direct effects on
vascular smooth muscle."

Furthermore in recent years in addition to the classical
risk factors several novel risk factors for cardiovascular
diseases have been identified, including, elevated
hsCRP(highly sensitive c-reactive protein) levels, elevated
fibrinogen levels and endothelial dysfunction as seen by
CIMT measured by B-Mode ultrasound and color Doppler
and many researchers have related these new risk factors to
hypothyroidism.”

In regard to the hypothyroidism induced risk in
cardiovascular (CV) system, cardiac dysfunction and heart
damage may be induced via an increment of highly
atherogenic low-density lipoproteincholesterol (LDL-C)
particles, induction of diastolic hypertension, stiffening of
central arteries with endothelial dysfunction, and altered
coagulation parameters” . Thus association of
hypothyroidism in its overt form (TSH > 10 miwL) with the

cardiovascular risk factors by inducing atherosclerosis is
incontrovertible , but does the risk starts when the disease is
subclinical is yet to be established. Some studies have
associated the subclinical disease (TSH values between 5 - 10
miw/L) with the cardiovascular risk factors " ”. In landmark
studies the first case-control study by Vanhaelst et al. ©
compared autopsy findings in 25 patients with
hypothyroidism with 50 age-matched controls and found a
greater prevalence and severity of coronary atherosclerosis in
the hypothyroid group. Similar results were found in autopsy
finding in another study by Steinberg AD though in
hypothyroid patients with hypertension.

Two studies have shown that LDL is more susceptible to
oxidation in patients with hypothyroidism, with
normalization after restoration of the euthyroid state “”.
Several studies have shown decreases in the Lp(a)
concentration after T4 treatment of hypothyroid patients“*'”.
A study by Walsh J P, O'Leary P et al "*, found a significant
10% decrease in mean intima-media thickness after 6 months
of thyroxine replacement, with a decrease of similar
magnitude in the 18 participants with TSH less than 10 mU/ L.

Various studies all over the world have suggested that
abnormal levels of serum thyrotropin (TSH) may represent a
novel cardiovascular risk factor. It has also been seen that
restoration of euthyroid state reduces the cardiovascular risk.
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Thus we undertook this study with the objective to study the
association of conventional(waist-hip ratio, diastolic
hypertension, lipid profile) and novel risk factors(Carotid
intima media thickness i. e CIMT, high sensitivity c-reactive
protein i.e hsCRP and fibrinogen) in young patients of
hypothyroidism and their correlation with the severity and
duration of hypothyroidism, so as to gather evidence for
increased risk of cardiovascular risk factors in hypothyroid
patients and thus need for population- based screening for
hypothyroidism and it's treatment to prevent atherosclerosis
and cardiovascularevents .

Materials and Methods :

The present cross-section observational study was
carried out in the Department of Medicine, Era's Lucknow
Medical College and Hospital, Lucknow.

Patients with symptoms or signs suggestive of
hypothyroidism were advised to get their TSH done. All
patients newly diagnosed to have hypothyroidism with TSH
> 5.0 miwL irrespective of the etiology (like chronic
hashimoto's thyroiditis, atrophic thyroiditis, hypothyroidism
due to treatment with radioactive lithium or surgery or
postpartum thyroiditis)or patients who were known to have
hypothyroidism but had inadequate treatment due to either
irregularity or insufficient dose of levothyroxine replacement
and were aged between 18 - 40 years, were included in the
study.

The patients who were smokers, with history of diabetes
mellitus, obese (BMI>30 kg/m?), inflammatory or infectious
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diseases, with a previous cardio-vascular event, on drugs (like
estrogen, oral contraceptives and hypolipidemic drugs) and
pregnant women were not included in the present study.

Each patient in the study group was examined and
investigated according to a predesigned examination
Performa. Consecutive twenty five patients with TSH values
between 5 10 miu/L, normal thyroxine and triiodothyronine
levels were included in sub-clinical hypothyroidism group
and consecutive twenty five patients with TSH values =10
were in hypothyroidism group. A total of 50 patients were
included in the present study.

Results :

Baseline demographic characteristics of the patients:
The baseline demographic characteristics of the S0 patients
enrolled in two study groups are shown in table- 1. There was
no statistically significant difference in them except in
duration of symptoms which can be explained by their
increased TSH values indicating more severe values. The
mean age of sub-clinical hypothyroidism patients was
31.88 (£8.57) years and it was 31.36 (5.57) years in
hypothyroidism patients, there was no statistical
difference between them. Majority in both sub-clinical
hypothyroidism (76%) and hypothyroidism patients
(64%) groups were females (Fig.1). The waist-hip ration
of sub-clinical hypothyroidism patients was 0.93 (+0.09)
and it was 1.03 (x0.19) in hypothyroidism patients. The
mean duration of symptoms of sub-clinical
hypothyroidism patients was 53.5 (+21.1) days and it was
781.5 (£51.6) days in hypothyroidism patients.

Table 1
Sub-clinical Hypothyroidism P—valu;e
hypothyroidism (n=25) (n=25) :
Age-years 31.88+8.57 31.36+5.57 0.80
Female sex% 76.0 ' 64.0 0.36
Average duration of symptoms-Days 53.5421.1 781.5£51.6 0.0001

Fig.1: Distribution of sex

OMale
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Clinical Profile of patients :

The clinical profile of sub-clinical hypothyroidism and
hypothyroidism patients is depicted in the Table-2. There was

statistically significant difference (p<0.05) in waist-hip ratio |

between sub-clinical hypothyroidism patients (0.93+0.09) as
compared to hypothyroidism patients (1.03+0.19). Systolic
blood pressure was higher in hypothyroid patients
(133.20+12.14) in comparison to hypothyroid patients
(133.20+12.14) though it was statistically insignificant
(p>0.05), but there was a statistically significant difference
(p<0.05) in diastolic blood pressure between sub-clinical
hypothyroidism patients (88.24+13.50) as compared to
hypothyroidism patients (95.84+11.06).The pulse rate was
almost equal in both sub-clinical hypothyroidism patients
(74.72+7.35) and hypothyroid patients (74.32+8.08).

The total cholesterol level was significantly (p= 0.001)
lower in sub-clinical hypothyroidism patients (208.84+6.14)
as compared to hypothyroid patients (246.80+54.32). The
LDL was significantly (p= 0.005) lower in sub-clinical
hypothyroidism patients (157.88+£33.51) as compared to
hypothyroid patients (197.20+58.35). There was statistically
significant difference (p<0.05) in Total cholesterol/HDL-C
ratio between sub-clinical hypothyroidism patients
(5.29+1.31) as compared to hypothyroidism patients
(7.90+£3.26) who had statistically significant (3.07, 0.001)
difference with higher ratio for hypothyroidism patients.
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Similar statistically significant (3.68, 0.001) higher values
were found for LDL-C/ HDL-C ratio in hypothyroidism
patients(6.44+3.18) as compared to subclinical hypothyroid
patients (3.93+1.25).

However, the HDL was insignificantly (p>0.05) higher in
sub-clinical hypothyroidism patients (36.85+£7.17) as
compared to hypothyroid patients (33.98+9.77). The level of
VLDL was almost similar (p>0.05) in both sub-clinical
hypothyroidism patients (13.16+2.95) and hypothyroid
patients (13.28+3.08). The triglycerides level was
insignificantly (p>0.05) lower in sub-clinical hypothyroidism
patients (68.40x16.5) as compared to hypothyroid patients
(75.40+17.61).

There was statistically significant difference (p <0.05) in
CIMT between sub-clinical hypothyroidism patients
(0.67+£0.10) as compared to hypothyroidism patients
(0.74+0.14) who had statistically significant (2.10,p= 0.04)
difference with higher values for hypothyroidism patients.
Similar statistically significant (5.75, 0.0001) higher values
were found for hsCRP in hypothyroidism patients
(3.4240.90) as compared to subclinical hypothyroid patients
(2.13+0.69).

The values of fibrinogen was insignificantly (p>0.05)
lower in sub-clinical hypothyroidism patients (3.68+0.50) as
compared to hypothyroid patients. (4.00+0.83).

Table 2
CLINICAL PROFILE OF PATIENTS (MEAN = SD)

Sub-clinical Hypothyroidism P-value

hypothyroidism (n=25) (n=25)
Waist-hip ratio 0.93+0.09 1.03+0.19 2.29,0.03*
Pulse rate 74.72+7.35 74.32+8.08 0.18,0.86
Blood pressure
Systolic 128.88+17.03 135.28+15.60 1.39,0.17
Diastolic 88.24+13.50 95.84+11.06 2.18,0.03
Total cholesterol 208.84+6.14 246.80+54.32 3.47,0.001%
HDL-C 36.85+7.17 33.98+9.77 1.18.0.24
LDL-C 157.88+33.51 197.20+58.35 2.92.0.005*
VLDL-C ’ 13.16+2.95 13.28+3.08 0.14,0.89
Total cholesterol/HDL-C 5.29+1.31 7.90+3.26 3.07,0.001*
LDL-C/ HDL-C 3.93£1.25 6.44+3.18 3.68,0.001*
Triglycerides 68.40£16.5 75.40+17.61 1.45,0.15
CIMT 0.67+0.10 0.74+0.15 2.10, 0.04*
Fibrinogen 3.6840.50 4.00+£0.83 1.66,0.11
hsCRP 2.13+0.69 3.42+0.90 5.75.0.0001*
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*Statistically significant
Quintiles and CIMT values :

For better data presentation of newer risk factors namely
CIMT, hsCRP and fibrinogen we made quintiles of all the
patients with 5 groups of 20% each according to their CIMT
values by arranging them in ascending order of CIMT values.
The thinnest CIMT patients were in " Quintile and the
thickest CIMT patients were in Vth Quintile, with serial
arrangement of patients in ascending order according to the
increasing CIMT from 1™ quintile to the Vth. If more than one

patient had same CIMT, than the patient with shorter duration’

of complaint was kept in low risk or thinner CIMT quintile
and patient with longer duration of complaints in high risk or
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thicker CIMT quintile. The quintile-wise values of CIMT is
given in the Table-3 and Fig.2. There was no significant
difference in the values of CIMT in each of the quintiles of
sub-clinical hypothyroidism patients as compared to
respective quintile of hypothyroid patients. However,
within sub-clinical hypothyroidism patients, the CIMT
values were significantly higher (p<0.0001) in quintile V
(0.80+0.001) as compared to IV (0.76x£0.02), 111
(0.71x0.02), I (0.64+0.02) and 1 (0.52+0.08). Similarly,
within clinical hypothyroidism patients; the CIMT values
were significantly higher (p<0.0001) in quintile V
(0.83+0.03) as compared to I'V (0.76+0.02), 111 (0.70+0.02),
H (0.65+0.01) and I (0.5240.05).

Table 3
QUINTILE-WISE DISTRIBUTION OF PATIENTS ACCORDING TO CIMT
Quintiles Sub-clinical Hypothyroidism Clinical Hypothyroidism T-Test, P-Value
N CIMT N CIMT
1 6 0.52+0.08 4 0.52+0.05 0.11,0.99
I 5 0.64+0.02 5 0.65+0.01 0.86, 0.43
111 7- 0.71£0.02 3 0.70+0.02 0.87,0.44
v 5 0.76+0.02 5 0.76x0.02 0.11,0.99
\Y% 2 0.80+0.001 8 0.90+0.02 2.48,0.03*
ANOVA-F and p-value 33.49, <0.0001* 109.01,
<0.0001*

Fig.2: Quintile-wise distribution of patients according to CIMT
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Quintilesand TSH : values were significantly higher (p<0.001) in quintile V

The quintile-wise values of TSH is given in the Table-4
and Fig.3. The values of TSH was significantly (p<0.01)
lower in sub-clinical hypothyroidism (5.98+0.65) patients as
compared to hypothyroid patients (15.79£4.68) in quintile 1.
Similar pattern was observed for higher quintiles.

Within sub-clinical hypothyroidism patients, the TSH

(9.75+0.21) as compared to IV (8.76+0.30), 111 (8.28+0.77), [
(7.20£0.36) and I (5.98+0.65). Similarly, within
hypothyroidism patients, the TSH values were significantly
higher (p<0.0001) in quintile V (70.38+2.58) as compared to
IV (55.56+4.37), NI (37.51+9.82), 11 (24.65+2.84) and I
(15.79+4.68).
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Table 4
QUINTILE-WISE DISTRIBUTION OF PATIENTS ACCORDING TO TSH

Quintiles Sub-clinical Hypothyroidism Clinical Hypothyroidism T-Test, P-Value
N CIMT N CIMT
I 6 5.98+0.65 4 15.79+4.68 5.23,0.001*
11 5 7.20+0.36 5 24.65+2.84 13.61,0.001*
I 7 8.28+0.77 3 37.51£9.82 12.77,0.001*
v 5 8.76+0.30 5 55.56+4.37 23.89,0.0001*
v 2 9.75+£0.21 8 70.38+2.58 31.77,0.0001*
ANOVA-F and p-value 26.89, 0.0001* 137.33, 0.0001*

Discussion :

In the present study we have demonstrated that there is a
increasing cardiovascular risk associated with rising TSH
value and that this risk starts with low TSH value i.e in
patients with subclinical hypothyroidism as well. We found
that in the subclinical hypothyroid patients the mean value of
total cholesterol(208.8,84+6.14), LDL-C
levels(157.88+33.51), total cholesterol/ LDL cholesterol
ratio(5.29+1.31), LDL cholesterol ratio/ HDL cholesterol
ratio(3.93=1.25) and plasma hsCRP(2.13+0.69) levels were
higher than the normal values. In hypothyroid patients we
found that these values and the CIMT values were statistically
significantly higher than the subclinical hypothyroid patients,
in addition diastolic hypertension ( 95.84+11.06 ) and higher
than normal waist-hip ratio (1.03+0.19) was also seen in
hypothyroid group.(p= <0.05)

Our patients mean total cholesterol value was
278.5446.14 for subclinical hypothyroid patients and
246.80+54.32 for hypothyroid patients (3.71,p= 0.001).
Similar results were seen in the Colorado thyroid disease
prevalence study of 25,862 subjects, 9.5% had SCH (defined
asa TSH>5.1mU=L) (15). In this survey, serum TC averaged
214,224, and 25 1mg=dL in euthyroid, SCH, and hypothyroid
patients, respectively, with these differences being
statistically significant (p < 0.001). Elevated levels of total
cholesterol and LDL cholesterol are well documented
features of overt hypothyroidism, but our study substantiates
the evidence regarding their raised levels in subclinical
hypothyroid patients.(16)

Average waist-hip ratio in our hypothyroid
patients(1.0320.19) was higher then normal and significantly
higher than subclinical hypothyroid patients. (p= 0.03) In 87
euthyroid obese patients with BMI >40 kg=m2, serum TSH
levels were found higher than in women with BMI <40
kg=m2 and were positively correlated with BMI, leptin,
leptin=BMI ratio, body surface area, and insulin sensitivity
(HOMA) (17). It was therefore suggested that TSH may
represent a marker of energy balance in markedly obese

euthyroid patients.

In quintile analysis it was observed that TSH & hsCRP of
the patients increased as we moved from 1™ quintile to the Vith
in both the subclinical and the hypothyroid patients thus
indicating that CIMT was directly proportional to TSH in both
the groups(Fig 3), and hsCRP was directly proportional to
TSH.(Fig.4)

In these patients percentage was determined for no. of
hypothyroid patients in each quintile, out of all hypothyroid
patients; similarly percentage was also determined for no. of

" subclinical hypothyroid patients in each quintile, out of alf

subclinical hypothyroid patients. (Fig. 5) In hypothyroid
group the risk increased from 16 % in |™ quintile to 32 % in
Vth quintile. In subclinical group of patients 8 % were in
highest risk group, thus supporting evidence for
cardiovascular risk in subclinical hypothyroid patients. Our
findings thus were consistent with previous studies indicating
presence of atherosclerosis in hypothyroid as well as
subclinical hypothyroid patients.(6,7)

Rossi et al in their study in 2006(18) found that |
Levothyroxine replacement therapy of sub-clinical
hypothyroidism was able to improve both the carotid IMT and
atherogenic lipid profile. In one study by Prats(19), Atotal of
100 patients with SHT treated with levothyroxine were
included in the study. No significant differences were
detected in TC or in LDL-c after treatment with
levothyroxine,this might have occurred as it was a
retrospective study and selection bias may have occured as
obesity was an exclusion criteria. Recently, Kim et al (2009)
determined Thyroid hormone replacement significantly
decreased the C-IMT (0.67+/- 0.11 to 0.60+/- 0.10 mm; P =
0.021) and improved the lipid profile. Thyroid hormone
replacement resulted in regression of the increased C-IMT,
which was attributed to the improvement in the lipid profile
(20). ’

In a review by Martin.I.Surks et al it was recommended
that aggressive case finding for subclinical and clinical
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hypothyroidism in high-risk groups should be taken up. (21)
Our study adds weight to their recommendations.

Conclusion :

The hypercholesterolemia and, more specifically, the
elevated TC/HDL-C and LDL-C/HDL-C ratios that are often
observed in SCH constitute risk factors for CVD that are
probably increased by the coexistence of hypertension, being
overweight, particularly in middle-aged women. Compelling
data show that plasma TC and LDL-C concentrations are
elevated in subclinical hypothyroid disease as well.
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significantly increased as demonstrated by high CIMT values
in clinical hypothyroid patients as well as in subclinical
hypothyroidism. In high risk population, like those with
previous radiation treatment of the thyroid gland (radioactive
iodine or therapeutic external beam radiation), those who
have had previous thyroid surgery or thyroid dysfunction, and
those who have type | diabetes mellitus, a personal history of
autoimmune disease, a family history of thyroid disease, or
atrial fibrillation, TSH in itself acts like a risk factor so efforts
should be made to detect and treat hypothyroidism at an early
stage (preferably subclinical hypothyroidism) by aggressive

Cardiovasculgr risk factors some 'of'wh.ich induce case finding in such high risk population.
atherosclerosis, and atherosclerosis in itself were
Fig.3: Quintile-wise distribution of patients according to TSH
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Fig.5: Quintile-wise distribution of patients according to CIMT
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ABSTRACT:

Research question- what is the status of knowledge, attitude and practices about family planning
Objectives : '

1. Tostudy the knowledge about various contraceptive,

2. Tostudy the prevalent attitude and practices regarding family planning,,

3. Tostudythe influence of social factors affecting contraceptive use &

4. Tofind out reasons for not adopting contraception.

Study design : Cross sectional study

Setting andparticipants : Rural block of Kanpur District and married women of reproductive age group i.e. 15-49yrs’
Study period : July to December 2005

Sample size : 280 Marriedwomen of reproductive age groupi.e. 15-49yrs.

Study variable : Knowledge status, attitude, practices, social factors, reasons for not using contraceptives

Results : Awareness about contraception was more than 90 percent for all available methods except vasectomy and injectables which was
31.5% and 8.6% respectively. Only 29.3% of women were currently practicing contraceptive and nearly half (46.42%) had never used. OCP
and Condoms are most commonly accepted methods. Most common reasons observed for contraceptive defaulter were unavailability (30.88%)
and adverse effect (26.47%) and for never user, need not felt (36.92%) and desire of more children (13.84%,). Educational status and joint

Jamily structure has positive impact on contraceptive acceptance.
Keywords : Contraceptive, family planning, reasons,

Introduction :

Uncontrolled population growth is the main hurdle for
speedy and positive development of the nation. The growth of
our resources to meet the needs is much behind the population
growth. Inadequate attention to alarmingly rising population
and its deleterious effect on developmental efforts and food
situation has led to us a disastrous situation. India is the first
country in the world to launch a national family planning
programme with the aim to reduce the birth rate and thus
stabilizing the population. Initially the approach was clinic
based; later on extension education approach was adopted to
motivate the people for the acceptance of small family norm.
Effect of population stabilization will be reflected only if an
integral package of essential services is directed to village and
household levels. Meeting his, programme was made an
integral part of MCH activities of PHCs and their sub
centers***"'From the initiation of the programme till date the
awareness regarding family planning reached to more than 90
percent but this is not converted into the practices which are
less than 50%.“ Among those who are aware but not using any
type of contraceptive method, they have the reasons which
can be removed /solved if they are convinced at individual
level through ANM, ASHA workers.

Materials and Methods :

A cross sectional study was done. Pre-designed and pre-
tested semi structured schedule were used for obtaining
information. First author himself filled the schedules. The
women of reproductive age groups i.e. 15-49 years were
considered as a respondent unit. Multistage random sampling
technique was adopted to reach the respondent unit. Study
was conducted in rural block of Kanpur district of Uttar
Pradesh. In first stage one PHC (Primary Health Center) i.c.
Bithoor PHC of Kalyanpur block was selected randomly.
Selected PHC caters about 38,000 populations through five-
sub centers and the populations were spread over 50 villages
and helmets. For the study, all sub centre villages of Bithoor
PHC were taken. In second stage the sub center area was
divided into four quadrants corresponding to four
geographical directions. One village/helmet (equivalent to
sub center quadrant) was selected randomly from each
quadrant. Thus 20 villages/helmets were selected from five
subcentres of the PHC. The sub center villages were
considered as intensive service village while other
villages/helmets were considered as twilight area villages.
Thus there were 5 intensive service area villages and 20
twilight area villages. In third stage one lane of the twilight
village or quadrant of intensive village was selected randomly
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by using currency note last digit number. Purposively, from
each quadrant, and from each village, seven respondent units
were interviewed. Thus making sample size to a total of 280
of which 140 respondents were from intensive and 140

respondents were from twilight area villages. From selected

KNOWLEDGE ABOUT FAMILY PLANNING METHODS (MULTIPLE RESPONSES)

Table 1

34

lane house-to-house visit were done in each selected village or
quadrant, till the required seven respondent units were
interviewed.

Results :

Contraceptive method Intensive (n=140) Twilight (n=140) Total (n=280)

n % n % n %
Spacing methods
1.Condom 128 91.4 125 89.3 253 90.4
2. OCp 138 98.6 134 95.7 272 97.1
3.1UDs 134 95.7 125 89.3 259 92.5
4 Injectables 12 8.6 12 8.6 24 8.6
Terminal

54 38.6 51 36.4 105 37.5
2. Tubectomy 138 98.6 138 98.6 276 98.6

Except for Inject able (8.6%), knowledge level about other spacing method was found to be good being 90.4% for cond_ofns,
92.5% for 1UDs, and 97.1% for OCP. About terminal methods, tubectomy was almost universally known method (98.6%) in
comparison to vasectomy (37.5%). Similar trend was observed in intensive and twilight areas for both spacing and terminal

methods.
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Figure depicts the attitudes towards family planning programme of the respondents. Almost half of them (42.9%) were in favour
of family planning programme and only 32.5% were against It. 24.6% showed indifferent attitude towards the programme.
Proportion of people having favorable and unfavorable attitude in Intensive area was found to be equal but favorable attitude was
more in twilight area 49.3% as of intensive 36.4%. .

Table 2
PROFILE OF FAMILY PLANNING PRACTICES AMONG RESPONDENTS
Profile Intensive (n=140) Twilight (n=140) ' Total (n=280)
n % n Y% n ‘ %
Practicing some or other methods 41 293 41 - 293 82 293
Had used in past 32 22.85 36 25.71 68 24 .88
Never used 67 47.85 . 63 45.00 130 4642 -~
Total . ‘ 140 100 140 | 100 280 100

Out 0f 280 eligible respondents 70.7% were not practicing any method of family planning currently and the observed pattern was
identical in both intensive and twilight areas. Only 29.3% respondents each in intensive and twilight areas were practicing some
orother method of family planning methods.

‘ Table 3
PATTERN OF FAMILY PLANNING METHOD USAGE

“Method Intensive Twilight Total
currently Used in past | currently used in past | currently used in past
Spacing
Condom 1 11 8 10 19 21
(26.8) (34.4) (19.5) (27.8) (23.2) (30.9)
ocp 23 18 18 19 41 37
(56.1) (56.2) (43.9) (52.8) (50.0) (54.4)
IUD | 3 3 7 7 10 10
(7.3) 9.4) (17.1) (19.9) | (12.2) (14.7)
Terminal
. Vasectomy 0 () 0 0 0 0
Tubectomy 4 0 8 0 12 0
_ _ 9.8) 32 (19.5) 36 - (14.6) 68
Total 41 41 i 82

Among all 82 eligible respondents currently in use of some of other family planning, methods only 14.6% had accepted
tubectomy with not a single care of vasectomy as terminal methods. Out of remaining 85.21% respondents, 50% were currently
using OCP followed by condom 23.2% by their partners and IUD by 12.2% respondents. Out of 68 respondents who are not
practicing any contraceptive at present but had used in past were 54.9% for OCP, 30.9% for condom and 14.7% for [UDs.
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Table 4
PATTERN OF FAMILY PLANNING METHOD USAGE
Intensive Twilight Total
Reasons (N-140) (N=140) (N=280)
Intensive Intensive Intensive Intensive Intensive Intensive
(N-140) (N-140) (N-140) (N-140) (N-140) (N-140)
No. (%) | No. (%) | No. (%) No. (%) | No. (%) " No. (%)
Needs a child at present 10 15.2 10 { 31.25 8 | 12.69 5 [13.88] 18 13.84 15 | 22.05
Wanting a male child 6 9.1 0 o | 3 | 476] o0 0 9 692 . o0 0
Undesired effect 9 13.6 8 25.0 6 952 10 |27.77] 15 11.53 18 | 2647
Un-sustained availability 6 9.1 7 21871 4 6.34 14 138.88] 10 7.69 1 ‘21 | 30.88
Inconvenience 5 7.46 5 15.62 4 6.34 6 |1666( 9 6.92 11 16.17
Too young for use 4 5.97 0 0 2 3.17 0 0 6 461 0 0
Need not felt 24 35.82 0 0 24 | 38.03 0 0 48 36.92 0 0
Family apposition 3 4.47 2 | 6.325 12 | 19.04 | 27741 15 11.53 3 441
Not aware 0 0| 0 0 0 0 0 0 0 0 0 0
Total 67 100 32 100 63 100 36 | 100 | 130 100 68 100

. Among those 68 women who discontinued the use of contraceptive after having used for sometime the most common
reason was un-sustained availability of contraceptive (30.88%) followed by undesired effect of use (26.47%) and need of more
children 22.05%. Among those 130 women who had never used contraceptive the most common reason was “need not feit”
(36.92%) followed by needed more children (13.84%) and undesired effect of use (11.52%) and family opposition (11.53%).
Almost similar pattern was observed in both areas.

Table 5
INFLUENCE OF EDUCATION OF RESPONDENT WOMEN ON CONTRACEPTIVE USE
Total
. Never used Used / Using Total
Education (N=130) (N=150) (N=280)
No. (%) No. (%) No. (%)
Illiterate ’ 69 50 69 50.00 138 100
Primary 40 55.56 32 44.44 72 100
Middle ' 19 38 31 62.00 50 100
| Secondary » 2 11.74 15 88.24 17 100
Graduate & above 0 0 3 100 3 100
Total 130 150 280
X=15.37 - d.f =4 p =0.05

- Among 138 illiterate respondents the proportion of those who have never used any contraceptive and those who
have either used or currently using contraceptive is equal, being 50% in each group. Otherwise with increase in literacy level
from middle to secondary to graduate and above the frequency of contraceptive use was also found to increase being 62% in
middle, 88.2% in secondary and 100% among graduate and above level respondents. Association between acceptance of
contraceptive and education of the respondents was found to be significant. ’
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Discussion :

Bithoor PHC is situated just 1Km from the right bank of
river Ganga. Most of the villages, catered by -PHC, were
lacking Basic facilities, and are difficult to access. Majority
belong to Schedule Caste & Other Backward Caste category
and labors or Agricultural by occupation. Awareness
regarding family planning method was good for most of the
spacing method ranging from 90 97% and minimal for
Injectable contraceptive (8.6%). Awareness regarding
terminal methods, it was as high as 98.6% for tubectomy and
as low as (37.5%) for vasectomy. Sharma and Sharma
(1991)°, Kumar et al (1999) “and Bhasin et al (2005)® also
found the highest awareness ranging from 75 - > 90
percentage regarding contraceptive methodswhich in
matching with our observation. Only 32.5% were not in favor
of family planning program Khar et a} (1999)” observed that
the limited number of women had a positive view regarding
family planning programme. In contrary to this in our study
about half of women had positive.view towards family
planning programme, which may be because of increased
awareness and change in attitude towards family planning
program. 29.3% of women were usmg contraceptive
currently, 24.28% ever used and 46.92% never used any
method. Among the currently using women, almost half of
them were using OCP followed by condom (23 2%), IUD
(12.2%) and 14.6% had used tubectomy and among everuser
most commonly accepted method were OCP (54 4%),
condom (30.9%) and TUD (14.7%). Das et al (2001) w
reported that contraceptive use rate was 28%, which is almost
similar to our observation. Bhasin et al (2005)‘"’ reported that

among women who were currently practicing contraceptivey,

method, most common method accepted ‘was condom \\

(33.4%) followed by tubectomy (27.3%), OCP (16.6%) and

IUD (15.7%). In our study, commonest method was OCP
" followed by condom, IUD and tubectomy. Thus, our
observation somewhat similar to above observation except
for OCP, which is more prevalent in our study area, may be
" because of increase availability and acceptance. Kumar et al
(1999) ” found somewhat higher percentage of defaulter for
ever user i.e. 59%. Contrary to this in our study, it was
24.28%. That may be because of increased awareness and
better understanding of benefit of contraceptive uses. They
also included the terminal method acceptor among the group
of ever user thus diluting our findings. They also found that
among ever user 33.6% accepted IUD followed by condom
17.9%, OCP 5% in contrary to this in our study the highest
accepted method was OCP (54.4%) followed by condom
(30.9%) and 1UD (14.7%). Khokhar and Gulati
(2000)"”,Khokhar and Mehra (2005) )*” observed that
61.36% of women were never practiced any method but in
our study it is only 46.47% which again reflect the changing
behaviors of community towards family planning
acceptance. The main reasons cited for never used
contraceptive were “need not felt” (36.92%) followed by
need of a child at present 13.84%, undesired effect of
contraceptive use and family opposition by 11.53% and
among those who ever used, the main reason found

\

37

“unsustained availability” (30.88%) followed by “need a
childat present (22.05%) and undesired eftect (26.47%) and
inconvenience to use (16.17%). Rama et al (2000)"” Das et
al (2001) found in their study, the main reason for not using
any contraceptive were “eagerness to have more children”
(39%), Opposition from family members (23%), lack of
information (26%), side effect and unsatisfactory services
(25%). These observations are in confirmatory to our
observation. Khokhar and Gulati (2000), Chandhick et al
(2003)“” and Bhasin et al (2005) " found the reason among
never user were mainly ignorant, fear side effect to use and
desire for more children. We also found these main reasons
behind not using any contraceptive. Among the women who
were not practicing any method at present or used in past or
never used, the proportion of illiterate were identical i.e. 50%
but as the literacy level increases, attitude towards accepting
contraceptive were increasing. Education level middle and
above, the proportion of contraceptive acceptor were more
than non-acceptor. Rama et al (2000) “” Khokhar and
Gulati (2000)"" Banerji (2004)"” and Kansal et al (2005)""
found in their studies that the low use of contraceptive were
associated with literacy.

Conclusions :

Family planning related knowledge was found
excellent; with 2/3rd respondents having positive attitude as
well. Main identified reason for contraceptive defaults were
unsustained availability, undesirable effects, need of a child
and also unfeltneed and family opposmon
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The heights by great men
Reached and kept
Were not attained in a single flight,
But they while their neighbours slept
Were toiling upward in the night.
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ABSTRACT:

Objectives: To study the prevalence of health risk behaviours amongst 14-19 year adolescent students in urban areas of District Jhansi (Uttar
Pradesh,). )

Study design : Cross-sectional study.

Units of study and Study area : 14-19year old adolescent students studying invarious Colleges of Jhansi.
Sampling technique : Two stage cluster sampling.

Participants : 366 students [263 (71.86%) male and 103 (28.14%) female].

Results : Main risk behaviour among students foz.md 10 be cigarette/bidi smoking, drinking alcohol and tobacco use.

15.30% students tried cigarette/bidi smoking at least once in lifetime while 5.46% smokers tried smoking at age less than 14 years. 0.82%
students were found doing heavy smoking. Among smokers 21.03% never tried to quit smoking inpast 6 months. All these behaviours were more
common among male than in female. Out of all students, 19.95% had ever drink alcohol and 4.64% had their first drink of alcohol at age <= 14
years. Drinking habits were also more common among male than in female. Favourite celebrity were the most common role models seen

smoking (38.79%) and drinking (16.94%) followed by father smoking (24.60%) and drinking (14.48%,).

Keyword : Adolescent.

Introduction:

The main health risk behaviour in adolescent is substance
abuse. The problem of substance abuse has become a global
public health concern and is fast assuming alarming

proportions not only in.developed countries but also in

developing countries. Seven million deaths have been
attributed to cancer in 2001, of these 35% were attributable to
nine potentially modifiable risk factors, including smoking
and excessive alcohol consumption. Alcoho! consumption is
a leading risk factor for cancer of the upper aerodigestive tract
(esophagus, pharynx, larynx and oral cavity), liver and colon,
while smoking increases the risk of mouth, oropharyngeal,
and esophageal cancers as well as cancer of the trachea,
bronchus, lung, liver, stomach and urinary bladder.

The trend of urbanization made adolescent age group
much vulnerable to substance abuse. ® The use of illicit
substances frequently starts among school children during
adolescence. ® The population groups at great risk are those
undergoing rapid socio-economic and cultural changes.
Their age and often sudden wide exposure to new
environments may render them extremely vulnerable for

substance abuse. ©

This study was carried out to find the main risk behaviours

and their magnitude among adolescent so that reformative
measures can be taken on time to prevent further
complications arising from health risk behaviour.

Material and Method:

The study was a cross sectional analysis of the subject
population. Units of study were 14-19 years students studying
in various schools and colleges of Urban Jhansi. Two stage
cluster sampling design was used. In 1" stage random
selection of schools and colleges was done. 2™ stage
comprised of random sampling of one class each from
standards IXth, Xth, XIth and XIIth & 1%, 2" Year of
graduation from the selected colleges. Principles of the
identified schools and colleges were contacted and informed
about the purpose of the study. They were apprised of the fact
that anonymity and confidentiality of the students will be
maintained in the study. Students within age group of 14-19
years and wishing to participate in the study were only
included. The data collection was done in selected class room
with no teacher or staff being present in the room. At the
beginning of the data collection students were informed not to
write their name or any identification mark on the paper.

Dataanalysis was done using Microsoft excel software.
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Results and Discussion :
Table 1
AGE AND GENDER WISE DISTRIBUTION OF STUDY POPULATION
Age (years) Male Female Total
) N (%) N (%) N (%)
14 30(66.7) 15(33.3) . 45
15 41(69.5) 18(30.5) . 59
16 58(72.5) » 22(27.5)' _ 80
17 49(77.7) 14(22.2) 63
18 47(73.4) 17(26.5) 64
19 - 38(69.1) 17(30.9) 55
Total 263(71.8) 103(28.1) 366

Out of total 366 participants 263(71.86%) were male and 103 (28.14%) female.

Table 2
HEALTH RISK BEHAVIOURS CONCERNING TOBACCO USE

Behaviour ' Male (N=263) Female (N=103) Total (N=366)
(%) (%) (%)

Ever tried cigarette/bidi 19.01 5.83 15.30

Ageatfirstsmoking a

whole cigarette/bidi =<14 years 6.84 1.94 5.46

Current cigarette/bidi use '

(>=1 time in past 30 days) 8.37 1.94 6.56

Currentheavy smoking

(>5/day on days of smoking) 1.14 0.0 0.82

Smokers not tried to

quit smoking in past 6 months 30.10 0.0 21.03
" Evertried smokeless tobacco

Forms 11.03 291 8.74

Currentsmokeless tobacco use '

(>=1time in past 30 days) 7.99 . 0.97 6.01

15.30% (n=56) students tried cigarette/bidi smoking at least once in lifetime. 5.46%

(n=20) smokers tried smoking at age less than 14 years.
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Table 3
HEALTH RISK BEHAVIOUR CONCERNING ALCOHOL USE

41

Behaviour _ Male (N=263) Female (N=103) Total (N=366)
(%) (%) (%)

Everhad a drink-ofalcohol 20.91 17.48 19.95

Ageatfirstdrinking

alcohol <= 14 years 4.94 3.88 4.64

Current alcohol use

(>=1 time in past 30 days) 5.70 3.88 5.19

Episodic heavy drinking

(binge drinking) >=1 time in life -7.60 0.0 5.74

The percentage of students who had ever drink alcohol is 19.95%. (20.91% boys and 17.48% girls). Inall 17
(4.64%) students have their first drink of alcohol at age <= 14 years. Their mean age for initiation of alcohol
drinking was 15.2 years (+- 2 years SD). While the youngest age reported was 9 years.

Table 4
BEHAVIOUR CONCERNED WITH SUICIDE

Behaviour Male (N=263) Female (N=103) Total(N=366)

(“o) (%) (o)
Seriously considered attempting v
suicidein past 12 months 3.42 4.85 3.82
Actually attempted suicide
>=1time in past 12 months 0.76 0.97 : 0.81

Suicidal thoughts and attempting suicides was more in females than males. 4.85 % female students seriously

_ considered suicide in comparison to 3.42% male. 0.97 % females went ahead and actually attempted suicide.

3 female (2.91%) and 2 male (0.76%) students reported having made multiple tries at committing suicide.

Table 5
ROLE MODELS SEEN SMOKING CIGARETTES AND / OR DRINKING ALCOHOL

Behaviour Male (N=263) Female (N=103) Total (N=366)
(o) (“o) ()
Smoking drinking smoking drinking smoking drinking
Father 25.86 15.59 20.39 6.63 24.60 14.48
Mother 1.14 0.76 0.55 0.0 1.09 0.55
Brother/sister 4.56 3.42 4.85 2.76 4.64 3.82
Best fried 17.11 6.46 1.10 0.0 12.84 4.64
Favourite teacher 10.27 1.14 11.65 1.14 10.66 1.37
Favourite celebrity 33.84 16.73 51.45 9.94 38.79 16.94
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Nearly 1/4" (24.60%) of the students have seen their father smoke, more boys than girls. 14.48% seen their father
drinking. A very small number of students had seen their mother smoking (1.09%) and drinking (0.55%). Sibling had been seen
smoking by 17(4.64%) and drinking by 14 (3.82%) and best friend by 12.84 & 4.64% respectively. Favourite teacher seen
smoking by 10.66% & drinking by 1.37% while Favourite celebrity by 38.79% and 16.94% respectively. .

Main risk behaviour among students found to be cigarette/bidi smoking, drinking alcohol, tobacco use and suicidal
attempts. Suicidal thoughts and reporting of attempted suicides was more in females than males. All the behaviours regarding
tobacco use were significantly higher among male than in female. Tobacco use was found to be significantly more among students
who had seen their brother/sister, best friend smoke. Alcohol use was found to be more among college students, with increasing
age and male gender. It was significantly more among students whose parents were graduates/post graduates, among children of
working mothers.

Conclusion : References:

Prevalence of smoking, drinking alcohol and tobacco use . Narayan KM, Chadha SL, Hanson RL, Tandon R,
is common among adolescent students and majority of them Shekhawat S, Fernandes RJ, et al . Prevalence and
do not try to quit. Alcohol and drug abuse cost society an patterns of smoking in Delhi: Cross sectional study. Br
estimated $86.1 billion from direct costs and losses in MedJ 1996;312:1976-9.
productivity related to crime, social welfare expenditures, 2. www.who.org : WHO: Young girls using tobacco almost

motor vehicle crashes, and fire destruction. Drugs are

) > as much as boys in many regions of the world.
responsible for about 25 to 30 percent of property damage and

4 to 5 percent of violent crime (the causal values are slightly 3. Alcohol, tobacco and cancer ; Chi Hin Cho Hong Kong,

different for the specific offenses within types). Alcohol is Vishnudutt Purohit Bethesda, Md.

responsible for about 25 to 30 percent of violent crime and 3 to 4. Park K. Park's textbook of preventive and social

4 percent of property crime. So there is a urgent need to medicine. 19 th ed. Jabalpur: Banarsidas Bhanot

educate the students about the harmful behaviour, their short Publishers; 2007.

:ﬁrm in(ti)'ltong term consequences and convince them to quit 5. Sinha DN, Gupta PC, Pednekar M. Tobacco use among
ese habits

students in Bihar (India). Indian J Public Hedlth 2004;
48:111-7 .

LA R J
0’0 0.0 0.0

..........................................................................................

SUCCESS IS NEVER ENDING,
FAILURE IS NEVER FINAL.

._.._.._l.—Il—-l_II_II—II_II_..—I-—.._I’

Vol. 21 No. 2, Vol. 22 No. 1, July 2009 - June 2010




Indian Journal of Community Health =

43

AN ASSESSMENT OF THE STATUS OF HIV COUNSELING AND TESTING
FACILITIES IN GOVERNMENT HOSPITALS OF DISTRICT JHANSI,
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ABSTRACT :

Background : Counseling is the face to face communication by which counselor can help the person/ client to make decisions and act on them.
Effective Counseling and Testing programs can help patients identify and limit- behaviors that increase the risk of HIV infection or

transmission.

Objective : To Assess the status of HIV Counseling and Testing facilities in Government Hospitals of District Jhansi.

Study design : Cross-sectional study

Settings : Four Government Hospitals namely Medical College, District Hospital, Railway Hospital and Militury Hospital of district Jhanst.

Study Period : Two months (15" August to 15" October 2008.)

Statistical Analysis : Percentages

Results: In most (87.5%) of the sessions of. all the centers only signature of the patients was taken instead of filling the full consent form
whereas rapport with the patients by the counselor was maintained only in 37.5% sessions. In 80% of the sessions the patients were not been told
about “window period” by the counselors. In 75% of the sessions counselors were not fully attentive towards patient's concerns. Only in 5%
sessions patients were correctly informed about HIV/ AIDS. In all the centers, there was no provision for group- session and usually the test
results of HIV infection (positive or negative) was not provided on the very same day , due to heavy patient load.

Key Words: HIV/AIDS, VCTC/ICTC, Counselor, Rapid test/ELISA.

Introduction :

The Human Immunodeficiency Virus (HIV) infection is a
global pandemic and has grown into a public health problem
of unprecedented magnitude. There .are more than 4,000
Counseling and Testing Centers (CTC) all over the country.
The Voluntary Counseling and Testing Centre (VCTC) now
known as the ICTC (Integrated Counseling and Testing
Centre) provides a key entry point for the 'continuum of care

in HIV/AIDS' for all segments of the population. Counseling

is a confidential dialogue between a client and counselor
aimed at enabling the client to cope with stress and make
personal decisions related to HIV/AIDS. It is the face to face
communication by which counselor can help the person/
client to make decisions and act on them.

Voluntary Counseling and Testing Centers (VCTC) focus
not only on prevention of HIV infection and HIV testing, but
also deals with social and emotional impact of a HIV positive
test. HIV counseling is the confidential dialogue between
individuals and their care providers that helps patients to
examine their risk of acquiring or transmitting HIV infection.
Effective Counseling and Testing programs can help patients
identify- and limit- behaviors that increase the risk of HIV
infection or transmission. The rationale of the study was the
assessment of the working status of these Counseling and
Testing Centers.

Objective :

To Assess the status of HIV counseling and testing
facilities like pre-test & post-test counseling basic counseling
skills, role and responsibilities of HI'V counselors and group
information sessions in Government Hospitals of District
Jhansi

Material And Methods:

The present study was conducted in government
hospitals of district Jhansi having facility of ICTC /VCTC
namely Medical College, District Hospital, Railway Hospital
and Military Hospital.

Study type : Observational type.

th

Duration of Study- The study was conducted from 15
Augustto 15" October 2008.

Methodology; Total 40 counseling & testing sessions were
observed in all the hospitals. In each hospital ten sessions
were observed separately. The -data was collected by
observation as per pre-designed proforma by Revised
Training Curriculum Participant Manual-Dec.-2004 by
NACO.

The data was tabulated and analyzed in percentages.
Results :
Total 40 sessions were observed 10 from each 4 hospitals.
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S.NO. Question YES (No.) Percentage (%)

Confidentiality maintained 40 100

Pt. kept private 40 100

Any private room/venue 40 100

Pt. assured for confidentiality and support 40 100
Consent taken properly /only signature of the pt. is taken 5/35 12.5/87.5
Rapport maintained by the counselor with the pt 15 37.5

Pt. been told about HIV/AIDS & modes of transmission 40 100
Approach is adopted for counseling (opt-in/ opt-out) 0/40 0/100
Type of the process of HIV testing- Rapid test/ELISA 40/0 100/0

For maintaining the confidentiality of the pt. there was a private room for counseling in all the hospitals. In most (87.5%) of'the
sessions in all the centers only signature of the pt. was taken on behalf of proper consent before starting the HIV counseling.
Rapport with the patients by the counselor was maintained only in 37.5% sessions. The approach adopted by the counselor for the
counseling of HIV status was opt-out approach in all the sessions and the method of HIV testing was adopted by Rapid Test
method in all the centers.

Table 2
POST-TEST COUNSELING
S.NO. Question YES (No.) Percentage (%)

Result of HIV testing been provided to the pt 40 100
Pt. been told about the meaning of the result (+ /-) & “window period” 8 20
Encouragement of pt. for risk reducing behavior 12 30
Pt. been told about partner testing 40 100
Pt. been told about the interventions for reducing the risk of Mother 15 37.5
to Child Transmission

Pt. been encouraged to keep all of her follow-up appointments 10 25
Confidentiality of HIV status been maintained 40 100
Partner testing & couple Counseling been encouraged 40 100

The results of HIV testing were provided to the patients in all the centers (but in most of the centers it was provided one day after
the testing because of heavy patient load). Tn most(80%) of the sessions the patients were not been told about “window period” by
the counselor. The patients were encouraged for risk reducing behavior from the HIV infection in only 30 % of the sessions and the
interventions for reducing the risk of Mother to Child Transmission is told in only 37.5 % sessions. In 75% of the sessions the
patients were neither been told about follow up nor been encouraged to keep all of her follow-up appointments.

TABLE -3
GROUP INFORMATION SESSIONS
S.NO. Question " YES Percentage
(No.) (%)
Group session provision 00 00
Teaching modality, such as Printed Charts, Videos or Role Play 5 12.5
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In all the centers, there was no provision for group- session though in some centers, printed charts and facilities for video

presentation were available but were not in use.

Table 4
BASIC COUNSELING SKILLS & ROLE AND RESPONSIBILITIES OF HIV COUNSELORS

S.NO. Question YES (No.) Percentage (%)

1. -] Rapport maintained by the counselor with the pt 10 25

2. Counselor allow his own personal values or prejudices to 00 00
influence his counseling

3. Counselor -judgmental 00 - 00

4. Pt. been encouraged by the counselor to ask the questions openly 5 12.5

5. Counselor listen actively to patient's concerns 10 25

6. Pt. been maintained stay focused on the goals of the 10 25
counseling sessions

7. Pt. getting correct information 2 5

In 75% of the sessions the rapport between counselor and patient was not maintained and counselors were not fully attentive
towards patient's concerns. Patients were been maintained stay focused on the goals of the counseling sessions only in 25 %
sessions. The patients were not been encouraged by the counselor to ask the questions openly in 87.5 % sessions. As for as the
correct information about HIV/ AIDS was concerned, only in 5% sessions patients were been told correct information about HIV/

AIDS.

Discussion and Conclusion :

In this study it was observed that in 87.5% of the sessions
of all the centers only signature of the patients was taken and
rapport with the patients by the counselor was maintained in

37.5% sessions. The method of HIV testing was adopted by

Rapid method inall the centers. In most (80%) of the sessions
the patients were not told about “window period” by the
counselor. In 75% of the sessions counselors were not fully
attentive towards patient's concerns. The patients were been
encouraged by the counselor to ask the questions openly, only
in 12.5 % sessions. The correct information about HIV/AIDS
is given only in 5% sessions. [n all the centers, there was no
provision for group- session though in some centers Printed
Charts and facility for Video Presentation was available but
not functioning.

In most of the centers it was observed that due to heavy
patient input Counselor was unable to give enough time to one
patient for counseling. Some of them cited that “MARIJ
BAHUT JYADA HAIN AUR MUJHE COUNSELING KI
KOl TRAINING ABHI NAHI DI GAY1” and they have only
8 to 10 minutes for one patient.

Thus for proper counseling and testing of HIV/ AIDS,
Counseling & Testing Centers should be increased both in
government and private sectors so that patient load in one
center could be decreased. Training about counseling and
testing of HIV/ AIDS should be provided to the Counselors so

_that patient can get correct information about HIV/ AIDS. As

in most of the centers there was no provision for group
information session, the facilities like Printed Charts and
facility for Video presentation should be provided and get
assured for proper functioning in each centers. it needs
periodic monitoring of these centers by approprlate
authorities.
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ABSTRACT:

Background : Biomedical Waste (BMW) collection and proper disposal has become a significant concern for both the medical and the general
community. The scientific * Hospital waste Management “ is of vital importance as its improper management poses risks to the health care
workers waste handlers , patients ,community in general and largely the environment.

Objectives :

(i} To assess current practices of Bio-medical Waste management including generation, collection, transportation storage, treatment and
disposal technologies in tertiary health care center.

(ii)To assess health and safety practices for the health care personnel involved in Bio-Medical waste Management.

Materials and Methods : Waste management practices in tertiary care-centre was studied during May 2010 June 2010.The information/ data
regarding Bio-Medical Waste Management practices and safety was collected by way of semi structured interview, proforma being the one
used for WASTE AUDITING QUESTIONNAIRE. The information collected was verified by personal observations of waste management
practices ineachward of hospital.

Results : SRMS-IMS generates 1.25Kgs waste per bed per day and maximum waste is generated in wards. The institute has got separate color
coded bins in each ward for collection of waste but segregation practices needs to be more refined. The safety measures taken by health care
workers was not satisfactory, it was not due to unavailability of Personal protective measures but because of un-awareness of health hazards
which may occur due to improper waste management practices. Thus it is concluded that there should be strict implementation of a waste
management policy set up in the institute, training and motivation must be given paramount importance to meet the current needs and standard

of bio-medical waste management.

Keywords : Biomedical waste management, Evaluation, Waste treatment facility.

Introduction :

During last few decades, the need for better health- care
has been felt globally and to cater the needs and demands of
the increasing population, a rapid mushrooming of hospitals,
both in private and Government sector has occurred.
Consequently there has been a proportionate increase in the
quantum of waste generated by these health care centers.
Ironically the hospitals hoped to bring relief to the sick are
themselves creating health hazards to the community due to
improper management of waste generated in the course of
health care activities.

Health care waste refers to all the waste generated by
health care establishments .It is estimated that 10-25% of
health care waste is hazardous, with the potential for creating
a variety of health problems also known as “Biomedical
Waste * According to “Biomedical Waste” (Management
and Handling) Rules, 1998 of India means “any waste which
is generated during the diagnosis, treatment or immunization
of human- beings or animals or in research activities
pertaining thereto or in the production or testing of biological
and including categories mentioned in schedule 1.7

Though 75-90% of the waste produced by health care
institutions is non-risk being generated from administrative
and housekeeping /maintenance of health care establishment
.the remaining 10-25% waste is regarded as 'hazardous' and
may create a variety of health risks . According to WHO 85%
of hospital waste is nonhazardous, 10% infective and
remaining 5% non infective but hazardous.”

Rationale Of Study :

The scientific “ Hospital waste Management “ is of vital
importance as its improper management poses risks to the
health care workers , waste handlers , patients, community in
general and largely the environment. Keeping this in view,
bio-medical waste management at this tertiary care was
studied.

Methodology:

The study was carried out in 650 bedded private medical
college Sri  Ram- Murti Institute of Medical Sciences
Bareilly.

Study type : Observational study
Duration of Study : | May to 15June2010
Data Collection ;

(i) The information / data regarding Bio-Medical Waste
Management practices and safety was collected by way of
semi structured interview, with the house-keeping in-charge
of the hospital , proforma being the one used for Waste
Auditing Questionnaire.

(i) Information derived from interview was verified by
personal observations of Biomedical waste management
practices in each ward of hospital, starting from source,
handling, collection, transportation, and final disposal.
Results are shown in terms of percentages.

RESULTS:

Bio-medical waste generation in SRMS-IMS Hospital
depends on different sites, which includes:
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Table 1
RECORD OF BIO-MEDICAL WASTE GENERATED / PER DAY IN KG.
S.NO. Dept. Black bag Yellow bag Red bag Blue bag
1. T.B chest 26 -- -- 3
2. Gynae ward 11 -- -- 10
3. Gynae OT/Labour room 6 8 20 4
4. Ortho ward 28 -- 9 18
5. Pediatric ward 23 -- 6 6
6. NICU/PICU 5 - 5 3
7. Cardiac / Cath. Lab 15 -- -- 6
8. Medical Ward 29 - 16 13
9. ICU 34 -- 13 13
10. oT 32 16 10 17
I8 Central Lab 13 - 5 7
12 OPDs 11 - 6 5
13, Blood bank 9 -- 9 5
| 14. Others 124 22 99 100
‘ 15. Total 820 Kg/day

Waste produced per bed per day =

Mean waste generated per day

No. of beds

This is in support of previous studies which suggests that most hospitals in India generate |-2kgs per day, except the tertiary care
hospital, which produce on higherside. In patient areas contribute to 71.6% of waste generated.

Table 2

OBSERVATION AT LEVEL OF SEGREGATION OF WASTE

S. No. Dept. Black Bag | Yellow Bag Red Bag Blue Bag
l. Located at right place Yes Yes Yes Yes
! 2. | Placed on stand No Yes No Yes
3. Contains waste as in schedule I ' No
| 4 Respgctive bins fitted with closed fitting cover No
% 5. | Labeling of Bags as in Schedule 111 Yes
6. | Daily disinfection of bins with 1% hypochlorite solution No
7. | Collected daily Yes

The color-coded bins were placed on stand in respective wards but closed fitting covers on them were missing. The bins
were labeled accordingly as in Schedule III. However bins are disinfected once in 3-4 days. The waste generated in each ward is
collected by in-service sanitation staff (sweepers) about 3-4 sweepers in each ward. The segregation practices of waste were not

satisfactory as it was primarily done by sweepers only.
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Table 3
OBSERVATION AT LEVEL OF TRANSPORTATION OF BAGS

1. Separate route for transportation of Waste No
2. Separate timings for transportation of BMW and general waste to avoid mixing of waste Yes
3 Covered wheeled trolleys used for transportation of bags : No
4. Trolley used for transportation of BMW is labeled ' Yes

The Bio-Medical Waste generated is transportedi introlleys, the waste is collected and transported twice daily. However there is no
separate route for transportation of waste and neither the trolleys are covered ones.

. Table 4
OBSERVATION AT LEVEL OF STORAGE FACILITIES OF WASTE

1. Separate room for storing waste after collection Yes

2. Storage area impermeable with supply of water : No

3. Storage room locked to prevent entry of unauthorized person No |
4. Weighing machine present in storage room . Yes I
5 Waste not stored for more than 48 hrs. : Yes'

Bio-Medical waste collected each day is stored at a single dumping site near incinerator in a open space, wherefrom it is taken to
pyrolytic incinerator. The yellow bag as well as red bag is incinerated and the incineration ash left behind is dumped in black bags ,
in the remote pit in the medical coliege itself.

Table 5
TYPE OF PERSONAL PROTECTIVE CLOTHING WORN BY WASTE HANDLERS /SWEEPERS DURING
COLLECTION, TRANSPORTATION, STORAGE AND TREATMENT OF BMW.

S. No. Personal protective clothing No. %
(N =100)
L. Gloves 50 50
Apron 0 0

{8

Long boot 0 0
Eye shield 0 0
Mask » ‘ 15 15

AN DA IRl B

Hepatitis B vaccination 2 2

The safety practices adopted by the sanitation staff for collection of Bio-Medical waste is rudimentary. Only 50%
sweepers were using gloves while managing wastes, whereas apron, long-boots, eye-shield and mask was worn by none. This was
not because of unavailability of Personal Protective equipments but because of unawareness ot health hazards to which they are
exposed to while handling such waste. Only two workers were immunized for Hepatitis B.
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) Table 6
TRAINING OF WASTE HANDLERS AND PARTICULARS REGARDING
RISK INVOLVED IN WASTE HANDLING

S. No. Training and other particulars No. 100 %
1. Received special training in bio-medical waste handling 30 30
2. Aware of risk involved in BMW handling 30 30 .
3. Any injury / infection in past 6 months 6 6
4. Accidents reported to higher authority 0 0

Regarding sensitization of Bio-Medical Waste management practices only 30% sweepers were trained for waste
management practices and were aware of risks involved in waste handling. Six workers reported of prick injury during

~ segregation of waste.

Waste Treatment Practices :
Regarding . treatment of waste the needles and sharps

- were buried in pits of dimension 4ft x 4ft. after disinfection.

The institute has incinerator plant for management of yellow

" bags and red bags. The black bag is dumped in the pit.

Discussion : .

SRMS-IMS generates 1.5Kgs waste per bed per day and
maximum waste is generated in wards, similar observations
were found in a study at “Sher- [- Kashmir” Institute of
Medical Sciences, Srinagar for a period of three months.
Study showed that quantity of, solid waste generated per bed
per day was found to be 2.02Kgs. Inpatient area generated
maximum solid waste (71.6%) followed by supportive
services. Other areas like Operation Theatre, Emergency and
O.P.D together produced lesser amounts (1 2.9%).”

Chauhan and Malviya (2002) analyzed solid waste
management practices in sixteen hospitals of Indore city and
found that hospital authorities think that their basic
responsibility is to take care of the health of the patients
whereas the waste disposal in an environmentally compatible
manner has been given a low priority.

A study at S.N Medical College Agra by S.V.S Chauhan
and S. Sharma found many garbage dumps, in and around the
health care facilities, which have been frequently visited by
rag pickers. These rag pickers collect used needles, disposed
drugs, syringes and PVC items from the garbage dumps. This
practice not only encourages disposables being repacked and
sold without proper disinfection but they also expose
themselves to injuries with sharps and other infections. '

These findings are in agreement with those of Nema and
Ganesh prasad (2002). They have observed that except for a
few Hospitals, waste is mostly dumped in the open space
enabling rag Pickers to collect syringes, cotton, plastics etc.
In many hospitals, medical waste is burnt at dumpsites in an
open environment.

Conclusion :

Though the waste management practices in the hospitals
is far better than other hospitals in state. The institute has

taken the authorization for waste treatment. Still the waste
management activities like collection, segregation,
transportation, needs to be done on more scientific basis.

In the waste management process, segregation practice
needs to be practiced more strictly and by the waste
generators itself. Day to day collection of waste was done but
there is no separate route for transportation of waste.
Regarding treatment of waste the institute has got its own
incinerator plant. .

The safety practices adopted by the sanitation staff for
collection of Bio-Medical waste is rudimentary. Only 50%
sweepers were using gloves while managing wastes, whereas
apron, long-boots, eye-shield and mask was worn by none.
This was not because of unavailability of Personal
Protective equipments but because of unawareness of
health hazards to which they are exposed to while
handling such waste. Only two workers were immunized for
Hepatitis B. Regarding sensitization of Bio-Medical Waste
management practices only 30% sweepers were trained for
waste management practices and were aware of risks
involved in waste handling.

Recommendations :

Following recommendations were made for improving
the waste management practices of the hospital

e Segregation should start at the source of generation and
by the generator itself

e Transportation of Black and Yellow bag should
preferably be done separately to avoid mixing of waste.

e Transportation should be done in closed trolleys and by
separate route.

s Sensitization of waste generators and health care
providers should be done more frequently , and separate
sensitization programs should be organized for sweepers
and fourth class health care workers , in local language
emphasizing the importance of using personal protective
measures and immunization for Hepatitis B
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e Last but not least is effective implementation of rules by
surprise visits and inspection by appropriate authorities
and fixing accountability of each and every person
involved in management of Bio-Medical waste.

References:

I. Biomedical Waste (Management and Handling) Rules
1998, 2000, Ministry of Environment and Forests
Notification, New Delhi
Pandit NA, Tabish SA, Qadri GJ, Ajaz
Mustafa.Biomedical waste management in a Large
teaching hospital. JK-Practitioner 2007;14(1):57-59

Chauhan, Maya Singh and Kishore Malviya: Existing
solid waste management in hospitals of Indore city.

/

0.0

Indian J. Environ. Sci., 6,43-49 (2002).

Sharma Shalini, Chauhan SVS. Assessment of bio-
medical waste management in three apex Government
hospitals of Agra. Journal of Environmental Biology
March 2008;29: 159-62

Nema, S.K. and K.S. Ganeshprasad: Plasma pyrolysis of
medical waste. Curr. Sci., 83,271-278 (2002).

Kedar Rijall and Ashok Deshpande. Critical
Evaluation of Biomedical Wastes Management Practices
in Kathmandu Valley. Proceedings of the International
Conference on Sustainable Solid Waste Management 5 -
7September2007, Chennai, India. pp.

Vol. 21 No. 2, Vol. 22 No. 1, July 2009 - June 2010




Indian Journal of Community Health

51

MORBIDITY PROFILE OF ELDERLY
A CROSS SECTIONAL STUDY OF URBAN AGRA

Kajal Srivastava*, S. C. Gupta**, S, K. Kaushal***, Mridul Chaturvedi****
IIrd Year Resident*, Professor and Head**, Lecturer***, Associate Professor****
Deptt. of Community Medicine and Deptt. of Medicine, S.N. Medical College, Agra

ABSTRACT:

Research Question : What is the morbidity profile of geriatric population in urban Agra?

Objectives : |. To assess the morbidity profile of geriatric population in Urban A gra.

2. To make comparison of above findings among urban slum and elite area.

Settings : Urban Agra. )
Study Subject : 500 people aged 60 years and above.

N,

Statistical Analysis : Percentages, chi- square and z test. \

Results : Morbidity load was found to be increased with increasing age. 89.2% population of elderly were having morbidities in urbun areas..
Most common cause of morbidity observed was anaemia (26.20%) followed by cataract (24.4%), hypertension and arthritis buth as 22.2%.
System wise musculoskeletal problems were most common (37.2%) and problems of nervous system were least (1.8%).

Key words : Geriatrics, morbidity profile, urban.

Introduction :

The elderly are a precious asset for any country. With rich
experience and wisdom, they contribute their might for
sustenance and progress of the nation. Their special health
and economic issues differ from those of the general
population'. The increasing number of older people in Indian
society has been well perceived. While population ageing is a
success story of socioeconomic development and good public

health practice, it has also lead to economic and social crisis -

due to crumbling support system, with increased demand for
health and welfare services’. Goel PK et al' reported that
46.3% elderly were not aware of any geriatric welfare
services and 96.0% of them had never utilized any of the
geriatric welfare services. The SRS estimates for the year

. 2003 were that 7.2% of total population were 60 plus in India’.

India has thus acquired the label of an ageing nation, with
presently 7.7% of its population being more than 60 years
old’. The old age people suffer from health problems which
are of mainly two types i.e. medical and psychosocial.
Common medical problems are cardiovascular, visual,
musculoskeletal and gastrointestinal diseases etc. The
common psychosocial problems are reported to be impaired
memory and intelligence, rigidity of outlook, anxiety,
depression, dependency & unsatisfaction with family
members, occupation and earning. In light of above facts, the
present study was conducted with the objective to assess the
morbidity pattern of elderly and to make comparisons among
urban slum and elite of Agra district.

Material and Methods :

A cross sectional study was conducted in the department
of Social & preventive medicine, S.N.Medical College, Agra

on the persons aged 60 years and above living in the urban
areas of Agra district. Study was conducted from July 2009 to
June 2010. Many studies have been conducted.on elderly in
different parts of our country, which report different
prevalence of morbidities in their field practice area.SPS
Bhatia et al’ found 86.1% morbidity load, likewise Parray SH’
etal reported 89% prevalence rate. In Uttar Pradesh Gupta SC
etal” observed 79%, Ravishankar et al * found 88.8% and
Goel PK et al” reported 74.2% morbidity load during their
study period. Psychosocial problems studied by Rahul
Prakash et al''observed 42% prevalence. The prevalence of
psychosocial problem which was lower was taken as the basis
for sample size calculation. Sample size was calculated by
using the prevalence as 42%, with a relative precision (d) as
15% and a confidence level of 95%, using the formula': z (1-
[/2)’ pg/d’. So sample size obtained was 245. As we compared
the results in urban mohallas & urban slums a minimum
sample of 245 aged persons from both areas was taken to draw
the valid conclusions. Since urban slums constitute 51% and
urban mohallas 49% population, therefore 245 aged persons
from urban mohallas & 255 from urban slums were taken.
Thus total sample size came out to be 500. Multistage simple
random sampling technique was adopted. In first stage list of
wards were obtained from Agra Municipal Corporation. In
next stage out of total 15 wards, 6 were selected randomly,
from those 6 wards 3slum and 3 elite localities were selected
randomly. In the last stage household were visited in selected
locality and from each locality we took 80-90 aged persons
assuming the average population of each locality to be 1000-
1500 and population of elderly to be 7.5%.Each individual
above the age of 60 was interviewed. Information regarding
history of current and past illness were taken and general
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examination was performed. Prescription of doctor regarding
illness was also checked and was taken in to consideration for
classifying illnesses. The information was collected on
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DISTRIBUTION OF STUDY POPULATION AS PER NUMBER OF MORBIDITIES

predesigned and pretested schedule. The data collected were
compiled and analyzed with the help of MS- excel software
and following observations were made.

Age Number of Morbid Persons
(Years)
Urban Slum Urban Elite Total
N Single Multiple N Single Multiple N Single Multiple
Morbidity | Morbidities Morbidity | Morbidities Morbidity | Morbidities
No. | % | No. | % No. | % | No. | % No. | % |No. | %
60-64 109 45 |41.28| 57 [52.29] 108 39 [36.11| 42 138.89] 217 | 84 |38.71| 99 |45.62
65-69 71 30 (4225 40 |56.34| 50 17 34 | 29 58 | 121 47 3884 69 |57.02
70-74 39 9 123.07| 27 |69.23( 50 5 10 | 34 68 89 14 1573 61 [68.54
75-79 20 3 15 16 80 7 2 12857 S5 (7142} 27 5 18.52 21 {77.78
80+ 16 | 6.25 15 |93.75| 30 6 20 | 24 80 46 7 1522 39 - |84.78
Total 255 88 |34.51| 155 [60.78] 245 69 |28.161 134 154.69| 500 | 157 | 31.4 |289 | 57.8 ]

For Single morbidity: x’=52.81 p<0.05
For multiple morbidities: x’= 13.58 p<0.05

Table 1 depicts the distribution of study population as per no. of morbidities and it was observed that 95.29% elderly were morbid
in slum area and 82.85% in elite area. The ioad of single morbidity was more in 60-69 years age group and multiple morbidities
were more among 70 plus population, this trend was common in both slum and elite area. With increasing age the number of
morbidities were found to be increasing and this association with age was found to be statistically significant. H ighest load of
morbidity was found in 80+ population in both slum (93.75%) and elite area (80%). Least load of morbidities were observed in
60-64 years age group (45.62%).
Table 2
DISTRIBUTION OF LEADING CAUSES OF MORBIDITY

S. No. Morbidity Urban Slum Urban Elite Total Z Test
N=255 N=245 N=500
No. Y% No. % No. Yo
1. Anemia 98 38.43 33 13.47 131 26.20 5.08
2. Cataract 76 29.80 46 18.04 122 24.40 1.52
3. Hypertension 44 . 17.96 67 27.35 111 22.20 1.62
4. Arthritis 62 2431 49 20.0 111 22.20 0.79
5. Hearing Impairments 55 21.57 28 11.43 83 16.60 1.83
6. Dental caries 61 23.92 14 5.71 75 15.00 3.33°
7. Chronic pain 41 16.07 13 5.31 72 14.40 1.87
8. COPD 45 17.65 26 10.61 71 14.20 0.85
9. Constipation 12 4.71 38 15.51 50 10.00 1.27
Table Contd.
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10. Diabetes 6 2.35 25 10.20 31 6.20 0.91
1. Skin lesions boils, pustules 17 6.67 14 5.71 31 6.20 0.11
12. Urinary tract infection 15 5.88 I5 6.12 30 6.00 0.02
13. Epilepsy/Psychiatric prob./ 2 0.78 7 2.86 9 1.80 0.24

CNS prob.
14. Chronic gastritis 2 0.78 7 2.56 9 1.80 0.24
15. Blindness 7 . 275 - - 7 1.40 -
16. Hypo/hyperthyroidism - - 7 2.86 7 1.40 -
17. Spondylosis - - 7 2.86 7 1.40 -
18. Hernia - - 7 2.86 7 1.40 -
19. Fracture 6 2.35 - - 6 1.20 -
20. Gall Stones - - 5 2.04 5 1.00 -
21. BPH 2 0.78 3 1.22 5 1.00 0.05
22. Nephropathy - - 4 1.63 4 0.80 -
23. Angina/Coronary block 3 1.18 13 5.31 16 0.03 0.45
24. Diarrhoea 10 3.92 - - 10 0.02 -
*significant (p<0.05) .

Table 2 shows the distribution of leading causes of morbidity in elderly of two study area. The most common morbidity found was anemia
(26.20%) followed by cataract (24.40%), hypertension (22.20%), arthritis (22.20%), hearing impairments (16.60%), dental caries (15.00%).
chronic pain (14.40%) and COPD (14.40%). Slum elderly were found to be more affected with anaemia and dental caries as compared with elite
area and this difference was found to be significant. Diabetes, skin problems and urinary tract infections account for less than 10% individually.
Nephropathy. angina and diarrhoea were having less than 1% prevalence rate. .

. Table 3
SYSTEM WISE CLASSIFICATION OF THE MORBIDITIES IN STUDY POPULATION

S. No. Diseases Urban Slum Urban Elite Total Z Test
N=255 N=245 N=500
No. % No. % No. %.
1. Musculoskeletal system 122 47.84 64 26.12 186 37.20 3.05°
2. GIT 110 43.14 72 29.39 182 36.40 1.92
3. Visual Disorders 133 52.16 46 18.78 179 35.80 4.62'
4. Cardiovascular System 47 18.43 80 32.65 127 25.40 2.51°
5. ENT 43 16.86 40 16.33 83 16.60 0.06
6. Dental problem 61 23.92 14 5.71 75 15.00 3.33°
7. Respiratory System 43 16.86 26 1.06 69 13.80 1.10
8. Genitourinary system 23 9.02 18 7.34 41 8.20 0.2
9. Endocrine system 6 2.35 32 13.06 38 7.60 1.73
10. Skin 17 6.67 14 5.71 31 6.20 0.16
1. Nervous system 2 0.78 7 2.86 9 1.80 0.33
*significant (p<0.05)

et et — ——
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Table-3 shows System wise classification of the morbidities in study population and most common morbidity among geriatrics
came out to be of musculoskeletal system (37.20%) followed by GIT problems (36.40%) and problem of low vision (35.80%).
Problems of cardiovascular system, ENT and dental system accounted for 25.40%, 16.60%, and 15 % respectively. Problems
related to respiratory, genitourinary, endocrine, skin and nervous system together contributed to 37.60% morbidity load.
Musculoskeletal problems, visual disorders and dental problems were found to be more among slum dwellers than elite area and

this difference was statistically significant. Cardiovascular problems were more in elite area and this difference was statistically

significant.

Nervous system 'g@

Skin 1

Endocrine system
Genitourinary system
Respiratory System '\
Dental problem

ENT

Cardiovascular System - |
Visual Disorders

GIT

Musculoskeletal system

Urban Elite

# Urban Slum

40 60

System wise classification of morbidities of urban Agra ;
' i

Discussion :

It was observed in our study that health problems have
significant relationship with age. As age increases number of
health problems also increases. This relationship of age and
morbidity was statistically significant. Highest morbidity was
seen among 80 plus population (84.78%), Goel PK" also
observed prevalence of morbidity as 98% in this population
group. Diseases of Musculoskeletal system constituted the
major fraction of illnesses (37.20%). In our study higher
prevalence was seen in slum dwellers (47.84%) compared to
elite (26.12%). Arthritis was the major musculoskeletal
problem contributing to 22.2% in our study group. Similar
results were reported by Prakash R etal (14.8%)"". Diseases of
gastrointestinal tract contributed to 36.40% in our study with
higher prevalence in slum dwellers(43.14%), it may be due to
malnutrition and anaemia. Anaemia makes a major fraction
for gastrointestinal problems (26.20%) for both slum and elite
group. Padda et al". studied acid peptic disease (5.87%)and
hernia (4.3%) in his study. Ocular disorder constitute 35.80%
in our study, which is similar as found by RB Gaurav et al" as
32.8%, Parry SH et al'(39%) and Naveen KH et al”
(36%).Cataract was most common ocular disability and was
higher in slum population (29.80%). 25.4% population

complained about Cardiovascular problems.
Hypertension(22.2%) was the main culprit for cardiovascular
problems and it was found to be higher in elite aged (27.35%)
compared to slum population(17.96%), showing the effect of
western life style. Different studies reported its prevalence as
11.25%’ and 33%". Major ENT problem was hearing
impairments contributing to 16.60% load in urban aged and
was found to be more among slum population(21.57%). Its
prevalence was found as 20% by Naveen KH et al”>. Among
dental problem dental caries was sole problem found in study
population. Poor hygiene was supposed to be responsible for
more caries in slum (23.92%) compared to elite (5.71%).
Khokhar A et al” seen 90.62 % suffered from dental
problems.13.8% urban aged suffered from Respiratory
system problems. Among respiratory problem chronic
obstructive pulmonary diseases was most common(14.20%).
Chandwani et al' reported bronchial asthma as 12.2%. Other
system problems were less than 10% like genitourinary, skin,
nervous sytem and endocrine. :

As we have seen that aged suffered from various health
problems as mentioned above, so strategies are required to
bring about an improvement in their quality of life. The need
of the hour is to set up geriatric wards that would fulfill the
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specific needs of the geriatric population by provision of
distinct OPD services. Providing screening services as well as
curative and rehabilitative services and convalescent-homes
to provide long-term care, which may be a part of designated

—_—————————————== 5}
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ABSTRACT:

The present study is an attempt to find out the nutritional status including anthropometric assessment. A cross -sectional study was conducted in
primary section of two governments and two convent schools of Jhansi city during the study period of march 1999 to feb2000.Selected school
children (n=840) aged 5-11 years. 453 children from municipal school and 387 children from convent school comprised the study material.
Following results were observed -out of total children surveyed, 52.98% were male and rests 47.02% were females. Hindu formed majority
(70.90%) of children in both types of schools. Mean height and weight of boys and girls were higher than ICMR standards in both type of school.
The mean mid arm circumference of all girls and boys from both type of schools had higher value than the ICMR standards but did not come up to
WOLANSK]I standard. Statistical analysis-percentage, mean, chi-square test.

Key-words : Midarm circumference. Indian council of medical research, Wolanski standard

Introduction :

Primary school age is a dynamic period of physical
growth and mental development of the child. Research
indicates that nutritional deficiencies and poor health in
primary school age children are among the causes of low
school enrolment, high absenteeism, early dropout and poor
classroom performance.’The present position with regard to
the health and nutritional status of the children in our country
is very unsatisfactory. Apart from mid- day meal programme,
which is run by the Government of India in government run
schools, there are no other efforts for children in age group 5-
14 years. The NFHS data shows that 53% of children in rural
areas are underweight in India and this varies across
states’. The extent of stunted growth of children is also of
concern and has consequences.

Causes of malnutrition are complex, multidimensional
and interrelated. In children, maloutrition is most likely to
strike those who lack nutritionally adequate diets, are not
protected from frequent illnesses and do not receive adequate
care. Factors pertaining to shelter, women's workload and
decision making opportunities, traditional beliefs and
practices and men's attitude towards child care contribute to
malnutrition and eventually to maternal and child deaths.

Nutritional assessment in the community is essential for
accurate planning and implementation of intervention
programmes to reduce morbidity and mortality associated
with under-nutrition. Extensive surveys has been carried out
in different parts of India and the finding shows that sickness
morbidity and mottality rates of children in India are among
the highest in the world."The study was therefore, carried out
to determine and compare the nutritional status of children
attending convent and municipal primary schools in Jhansi
city.

Material And Methods :

The present study is an attempt to ascertain the nutritional
status of primary school children of Jhansi city. Four schools
were selected following cluster sampling from the Jhansi city.
Selected schools were two Government schools namely Basic
D.C Talpura and Arya Kanya Inter College (primary section)
and two convent schools-Christ the King and Kendriya
Vidhyala No-II.

The present Cross-Sectional study was carried out from
March1999-Feb 2000.Children of age group 5-11 years,
attending the two convents and two municipal school of
Jhansi, comprised the study material. Only 840 children could
be examined after repeated survey, 453 children from
municipal schools and 387 children from convent schools. A
child schedule was employed to collect the required
information which was field tested to ensure accuracy and
work ability .Nutrition status of children was assessed by the
help of anthropometric measurements, that include weight
,height and mid arm circumference as per standard
methods(Jelliffe, 1966). Mid- arm circumference was
measured while left arm hanging freely at its mid point
(between acromian process of scapula and olecranon process
of ulna).Data so obtained from the study was subjected to the
statistical analysis and means were compared by ICMR
standard .The difference between convent and municipal
schools were examined statistically.

Results & Discussion :

In the present study a total of 840 primary school children
aged 5-11 years were examined. Out of which 453 children
were from municipal schools and 387 children were from
convent schools of Jhansi city. Following observation were
made in the present study.
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Table 1
SOCIO-DEMOGRAPHIC PROFILE OF SCHOOL CHILDREN

Diseases Municipal School Convent School Total
Boys Girls No. (%) Boys Girls No. (%) No. (%)
Religion
Hindu 168 109 277(61.15) 235 84 319(82.43) | 596(70.95)
Muslim 117 59 176(38.85) 08 - 08(2.07) 184(21.91)
Others - T - 51 09 60(15.50) 60(7.14)
Total 285 168 453(100) 294 93 387 840(100)
Caste
Scheduled 59 17 76(16.77) 07 01 08(2.07) 84(10.00)
Backward 126 84 210(46.36) 34 34 68(17.57) | 278(33.10)
Others 100 67 167(36.87) 252 59 311(80.36) | 478(56.90)
*Food habits
Vegetarian 159 101 260(57.40) 193 67 260(67.18) | 520(61.90)
Non-vegetarian 126 67 193(42.60) 101 26 127(32.82) | 320(38.10)

* Chi-square value-24.47, d.f=1, p<0.001The majority of children in both type of schools were Hindus (70.95%) followed by
Muslims (21.91%) and children belonging to others religion were only7.14%. Out of total children studied, 56.90% were from
other caste, 33.10% backward caste and 10.00% children were from schedule caste. 80.36% of the children in convent school
belong to other caste as compared to 36.88% in municipal schools.

Of the total children studied, 61.91% were vegetarian and remaining 38.09% were non-vegetarians. In both the school children
having vegetarian diet were more as compared to non-vegetarian and this difference was found to be statistically highly
significant. (Table-1)

. Table 2
MEAN WEIGHT OF BOYS OF CONVENT AND MUNICIPAL SCHOOLS
IN COMPARISON WITH ICMR VALUES

Age in years Municipal Shcool (N=453) Convent School (N=387)
Mean wt (kg) ICMR standard Mean wt (kg) ICMR standard
5-6 15.3(=1.9) 14.8 16.5(=2.3) 14.8
6-7 18.2(+3.0) 16.3 19.5(1.8) 16.3
7-8 19.4(£2.4) 18.0 20.0(2.3) 18.0
8-9 20.8(x3.4) 19.7 22.4(£2.6) 19.7
9-10 22.6(+3.2) 21.15 23.4(x3.4) 21.5
10-11 24.5(2.4) 235 26.5(x2.5) 235

(Figures in brackets are S.D)Mean weight of convent school boys had higher value than the municipal school boys for all ages.
Mean weight of all school boys in both type of schools had higher values as compared to the ICMR standards.
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Table 3
MEAN WEIGHT OF GIRLS OF CONVENT AND MUNICIPAL SCHOOLS
IN COMPARISONS WITH ICMR VALUES. v
Age in years Municipal Shcool (N=453) Convent School (N=387)
Mean wt (kg.) ICMR standard Mean wt (kg.) ICMR standard
5-6 15.0(£1.9) 14.5 15.6(£1.5) 14.5
6-7 16.5(x2.5) 16.0 19.0(+3.1) 16.0
7-8 18.7(x2.5) 17.4 21.8(£2.5) 17.4
8-9 22.8(x2.9) 19.4 23.8(+2.9) 19.4
9-10 23.4(£2.4) 21.3 25.8(x2.1) 213
10-11 25.4(+2.8) 23.6 26.8(£3.1) 23.6

Mean weight of convent school girls had higher value than the municipal school girls for all ages. Mean weight of all school girls
in both type of schools had higher values as compared to the ICMR standards. (Table-3)

Table 4

MEAN HEIGHT OF BOYS OF CONVENT AND MUNICIPAL SCHOOLS

IN COMPARISONS WITH ICMR VALUES

Age in years

Municipal Shcool (N=453)

Convent School (N=387)

Mean height (cm) ICMR standard Mean height (cm) ICMR standard
5-6 104.5(+4.2) 102.1 112.0(£5.5) 102.1
6-7 112.3(£5.9) 108.5 114.5(£5.8) 108.5
7-8 118.5(6.3) 113.9 119.5(6.6) 113.9
8-9 123.5(%5.3) 119.3 125.6(+5.2) 119.3
9-10 125.0(£5.8) 123.7 128.9(+5.3) 123.7
10-11 129.8(2:5.9) 124.4 134.8(5.2) 124.4

The average height of boys for all ages was higher than the ICMR standards. The average height of boys from convent schools was
higher than their counterpart in municipal schools.

Table 5

MEAN HEIGHT OF GIRLS OF CONVENT AND MUNICIPAL SCHOOLS

IN COMPARISON WITH ICMR VALUES

Age in years

Municipal Shcool (N=453)

Convent School (N=387)

Mean height (cm) ICMR standard Mean height (cm) ICMR standard
5-6 103.8(£3.2) 101.4 110.0(£5.8) 101.4
6-7 108.9(+3.8) 107.4 116.0(+8.3) 107.4 -
7-8 115.4(%7.5) 112.8 119.0(%5.2) 112.8
8-9 120.0(+6.0) 118.2 125.5(x5.2) 118.2
9-10 129.5(+7.4) 122.9 130.5(£7.6) 122.9
10-11 132.8(x4.2) 128.4 134.6(+8.9) 128.4
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The average height of girls for all ages was higher than the ICMR standards. The average height of girls from convent schools was
higher than their counterpart in municipal schools.

Table 6
MEAN UPPER MID- ARM CIRCUMFERENCE OF BOYS OF CONVENT AND MUNICIPAL SCHOOL _
IN COMPARISON WITH ICMR VALUE AND WOLANSKI STANDARD

Age in Years ~ Municipal school(n=453) Convent school(n=387)

Mean mid arm ICMR Wolanski Mean mid-arm ICMR Wolanski
circumference (cm)| standard standard circumference standard standard

5-6 14.3(=1.0) 13.5 15.7 15.5(x0.8) “13.6 15.7

6-7 15.9(x1.2) 14.9 17.5 16.7(x1.5) 14.9 17.5

7-8 16.0(x1.3) 14.9 18.1 16.9(x1.5) 14.9 18.1

89 17.1(x1.7) 14.9 18.7 17.8(£0.5) 14.9 18.7

9-10 18.5(x1.5) 16.5 19.3 18.9(x1.5) 16.5 19.3

10-11 19.1(x1.2) 16.5 20.0 19.5(+1.2) 16.5 20.0 |

The midarm circumference values revealed that mean mid-arm circumference values of boys were found to higher than the [CMR
standards but did not come up-to the Wolanski standards.

Table 7
MEAN UPPER MID- ARM CIRCUMFERENCE OF GIRLS OF CONVENT AND MUNICIPAL SCHOOL
IN COMPARISON WITH ICMR VALUE AND WOLANSK1 STANDARDS

Age in Years Municipal school(n=453) Convent school(n=387)

Mean mid arm ICMR Wolanski Mean mid-arm ICMR Wolanski
circumference standard standard circumference standard standard

5-6 16.2(x1.2) 13.6 15.6 15.6(x1.0) 13.6 15.6

6-7 15.0(x1.0) 14.9 17.5 16.2(£1.3) 14.9 17.5

7-8 l6.1(x1.1) . 149 18.1 17.1(x1.2) 14.9 18.1

89 16.6(+1.0) 14.9 18.7 17.5(x1.8) 14.9 18.7

9-10 17.1(x£1.2) 16.5 19.5 [8.1(£1.5) 16.5 19.5

10-11 18.2(x1.2) 16.5 20.3 19.5(+1.5) 16.5 203

The midarm circumference values revealed that mean mid-arm circumference values of girls were found to higher than the ICMR
standards but did not come up-to the Wolanski standards. The mean mid arm circumference of girls of convent school were higher
‘than the municipal school. '

Inthe present study a total of 840children aged 5-11 years
were surveyed in different schools of Jhansi .453 students
were examined from municipal school and 387 from convent
schools.

Of'the total 840 children surveyed 52.98% were male and
rests 0f 47.02% were female. Children belonging to schedule
caste 10.0%, backward caste 33.0 and others caste 56.90%.
Hindu children formed a majority 70.95%, rest of them
belong to Muslims 21.91%and other religion 7.14%. Other
studies also reported the similar finding.’

Mean weight and height of convent school boys and girls
had higher value than the municipal school boys and girls for
all ages. Lower value could be due to low socio economic and
poor nutrition status. Similar finding were reported by
others.”” Whereas others study found contrary to present
study. The reason for dissimilarity of the present study with
the other study quoted may be due to natural variation as this
study performed in different field area and in different socio-
economic group.

The mid arm circumference values of the present study
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revealed that mean mid-arm circumference values of both

boys and girls were found to higher than the [CMR standards

but did not come up-to the Wolanski standards. Similar
findings were reported by others'”

Conclusion :

The present study was conducted with the objective of
assessing the nutrition status of primary school children of
Jhansi city. The nutrition status of children from municipal
school was comparatively poor .The value of all
anthropometric measurement were found to be lower in
municipal school children .Boys showing higher value than
girls for same age group in both types of schools .Mean value
of weight, height and mid-arm circumference were higher
than the ICMR standards in both type of school. Convent
school children had a higher muscle mass than their
counterparts in municipal schools.
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ABSTRACT: )
Research question : What is the prevalence of obesity among urban college going girls of Agra in the age group of 18-24 years?
Objectives:

1. Tostudy the anthropometric characteristics of study subjects.

2. Tostudy the magnitude of obesity among them.

"3 To compare the prevalence of obesity by WHO & Revised Indian Guidelines

Study design : Cross sectional study.
Setting and participants : Non professional colleges of Agra city and college going girls of 18-24 years.
Study period : July to December 2008.
Samplessize : 400 college going girls of 18-24 years.
Study variable : Height, Weight, Waist circumference, Hip circumference.

Results : According to WHO, 2000 guideline, the prevalence of overweight and obesity was 18.5% and 4.5% respectively. 45.5% of the
subjects had normal weight and 31.5% were underweight. According to revised Indian guideline, surprisingly, 42.5% were classified as
overweight/obese amongst which 23% were obese with remaining 19.5% overweight and 57.5% of subjects were either classified as narmal
(26%) or below normal (31.5%).

Conclusion : Higher prevalence of obesity especially by Indian guidelines, calls for the prevention and control of this problem with prime

attention.

Introduction :

Obesity is often defined simply as a condition of
abnormal or excessive fat accumulation in adipose tissue to
the extent that health may be impaired. Once considered a
problem related to affluence, obesity is now fast growing in
many developing countries. Even in countries like India,

which is multi-ethnic having multi socio-economic levels, is

typically known for high prevalence of under nutrition;
significant proportions of overweight and obese now coexist
with the undernourished."”

Paradoxically. coexisting with under nutrition in
developing countries, the increasing prevalence of
overweight and obesity is associated with many diet-related
chronic diseases including diabetes mellitus, cardiovascular
disease, stroke, hypertension and certain cancers. The great

-prevalence of this condition, its severe consequences for
physical and mental health and the difficulty of treating it
make the prevention of obesity a major public health priority.

Considering all these points, the present rc..arch work

has been carried out with the following objectives to throw a .

limelight on the prevalence of obesity that could be pursued to
help urban college going girls more appropriately achieve and
maintain a healthy body weight.

Objectives:

————— - e P —————————

1. To study the anthropometric characteristics of study
subjects.

To study the magnitude of obesity among them.

To compare the prevalence of obesity by WHO &
Revised Indian Guidelines.

Material and methods :

The list of colleges was obtained from Agra University.
There were 12 degree colleges in urban Agra among which 6
were non- professional. All these six colleges were selected
for the study purpose from the list. Around 70 subjects within
the age range of 18-24 years were included from each of these
colleges to complete the sample size.

Subjects were studied from each of these colleges
randomly whoever present at the time of visits to colleges till
the sample size was completed. Each girl was interviewed
personally to collect the required information on pretested
schedule. All experiments were performed in accordance with
relevant guidelines and regulations and informed verbal
consent and cooperation was sought from all subjects prior to
their participation in the study. The research described was
compliant with basic ethical standards.

Anthropometrical measurements :

For the assessment of overweight and obesity,
anthropometrical measurements were taken using standard
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apparatus with the subjects wearing light clothing and without '

shoes. Weight was measured in the upright position with a
weighing scale to the nearest 0.1 kilogram (kg). Each day the
scale was calibrated with a standard weight. Height was
measured to the nearest 0.5 cm. Waist and hip circumferences
were measured by using non-flexible tape to an accuracy of
0.1 cm. Waist was measured horizontally at the level just
above the uppermost border of the iliac crest at a normal
minimal respiration. Hip was measured as the maximum
circumference over the buttocks. Body mass index (BMI)
was calculated as weight (kg) divided by height squared (m°)

62

to estimate overall body fat distribution and was classified
into four categories according to WHO,2000 criteria” and
revised Indian guideline, 2008 (Table 2 & 3).

Statis{ical methods :

The database so prepared was analyzed with the help of
statistical program available in SPSS version 16.0(Statistical
package for social sciences) which is among the most widely
used programs for statistical analysis in social science. The
parameters taken were analyzed statistically to find out the
mean, standard deviation and range for the anthropometric
measurements. :

Table 1
ANTHROPOMETRIC CHARACTERISTICS OF STUDIED SUBJECTS
Variables Mean S.D. Range

Age (y) 20.71 +1.588 18-24

Height (m) 1.57 +0.072 1.40-1.76
Weight (kg) 53.51 +8.35 36-81

Waist circumference(inch) 29.39 £2.984 B

Hip ciréumference(inch) 36.34 +3.372 29-47

Anthropometric characteristics of the subjects are shown in the above table. The mean age of the study subjects was 20.71 years
with a range from 18-24 years. The mean height of the participants was 1.57m+0.072 ranging from 1.40-1.76. The mean weight
was 53.5kg+8.35, though it ranged widely from 36kg to 8 1kg. The mean waist circumference was 29.39 inches+2.984. 1t ranged
from 23-38 inches. The subjects had a mean hip circumference of 36.34+3.372 with a range from 29-47 inches.

- Table 2
CLASSIFICATION OF COLLEGE GOING GIRLS ACCORDING TO BODY MASS INDEX (WHO, 2000)

Classification BMI cut-off points (kg/m’) No. of subjects % prevalence
Underweight <18.50 126 31.5
Normal 18.50-24.99 182 45.5
Overweight =25.00
Pre -obese 25.00-29.99 74 18.5
Obese class-I 30.00-34.99 18 4.5
" Obese class-1I 35.00-39.99 . L
Obese class-111 =40.0 - -
Total 400 ' 100

Using these cut-off points, the findings revealed that 23% of the subjects were either overweight (18.5%) or obese (4.5%), only
45.5% were having normal BMI and 31.5% had below normal BMI. All who were obese (4.5%), fell into category of obese class I,

there were none in obese class [[ &I11.
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) Table 3 :
CLASSIFICATION OF COLLEGE GOING GIRLS ACCORDING TO REVISED INDIAN GUIDELINES
(UNION HEALTH MINISTRY OF INDIA, 2008)

Classification BMI cut-off points (kg/m’) No. of subjects % prevalence
Underweight <18.5 126 315
Normal 18.50-22.9 104 26
Overweight 23.0-24.9 78 19.5
Obese <25.0 92 ' 23
Total 400 100

Alarmed by Indian scenario of Diabetes, Union Health Ministry of India along with other 20 organizations has proposed a revised
guideline for obesity, by reducing the cut-off points for early detection of overweight and obesity, which is in process for
finalization. According to these guideline, surprisingly, 42.5% were classified as overweight/obese amongst which 23% were
obese with remaining 19.5% overweight and 57.5% of subjects were either classified as normal (26%) or below normal (31.5%).

Discussion :

The present study reported mean age, weight & height
20.7lyears=1.6, 53.5kg+8.3 & 157.0cm+7.2 respectively.
Bellisle F et al. (1995)" reported almost similar mean age but
relatively higher mean weight and height of university
students in Europe as compared to our study. The difference is
due to the fact that their study was conducted among both
male & female university students against the only female
participants of our study, also in the different demographic
and socio-economic environments. Shamail Zafar et al.
(2007)” also reported relatively higher mean weight, height
& waist circumference however, almost similar hip
circumference as compared to our study. This is due to again
the fact that the former one has inciuded male participants as
well and has been conducted in a different milieu. J. Singh et
al. (1999)" reported relatively lower mean height and weight
of urban adolescent girls of slums in Lucknow in their study as
compared to ours. The study quoted was conducted aimost ten
years back; overall development during past decade might be
the reason. Qur study reported a mean weight 0f 53.51%+8.35
which is in concordance with the similar study conducted by
Augustine & Poojara(2003)” among urban college going
girls of Ernakulam. This finding of the present study is also
very close to Indian reference women weight as per ICMR
standards.” The mean waist circumference in the present
study was 29.39 inches+2.984 which is below the cut-off
point for obesity (under the guidelines of the International
Diabetes Federation, a normal waist line for a woman is 32
inches or less). Li C et al. (2004) reported a relatively higher
mean waist circumference for girls (18-19 years® in US of
33.5 inches, the difference from our study is dt . the fact
that their study was conducted in a different socioeconomic
environment with a difference in lifestyle and food habits.
Study conducted by NIN, Hyderabad (2005)” among
adolescent girls of Andhra Pradesh reported a slightly lower
mean hip circumference (HC) as compared to our study. This
can be due to the fact that their study was conducted among

adolescents of 12-17 years age.

According to World Health Organization (WHQO, 2000).
body mass index (BMI) provides the most useful. albeit
crude, population level measure of obesity. and it can be used
to estimate the prevalence of overweight/obesity within a
population and the risks associated with it. According to this
criteria, the present study shows that nearly one fourth (23%)
of girls were either overweight (18.5%) or obese (4.5%) while
only close to half (45.5%) of the study population were having
anormal BMI and slightly less than one third (31.5%) of them
were under weight. The study thus also exposed the fact that
under nutrition is still prevailing in the state along with rise in
over nutrition. The socioeconomic development of recent
decades in Agra has generated a neo middle class, both at the
rural and urban level which may be responsible for rise in
prevalence of overweight. The study done by Sharda Sidhu
and Prabhjot(2002)"” have reported a higher prevalence of
overweight and obesity of 28.2% & 15% respectively among
college girls of more than 18 years of age in Punjab as
compared to our study. The higher prevalence of
obesity/overweight may be because the study was done in a
economically more developed state. Also the difference in
culture and food habits in Punjab might be responsible for it.
Study conducted by M. Mehta et al. (2002)"" among affluent
adolescent girls of New Delhi found relatively higher and
lower prevalence of obesity & overweight respectively than
the present study. The higher prevalence of obesity in their
study could be because the study was done among affluent
societies which are transitioning to westernized lifestyles and
probably experiencing an obesogenic environment. The
lower prevalence of overweight as compared to our study can
be attributed to the age group of the subjects (16-17 years).
The findings of study conducted by Augustine and Poojara
(2003)” on urban college going girls of Ernakulam also
showed the higher prevalence of overweight and obesity of
24% & 10.5% respectively, the difference from ourresults is
due to different criteria(WHO Regional Report,2000) used to
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determine the weight category status in their study. National
Family Health Survey (NFHS-3, 2005-06)"" showed 2.8%
obese women with BMI 30 or more and 12.6% overweight
with BMI 25-30 among both urban and rural Indian female
population which is quite lower than the present study reason
obviously is different age group & women of all walks of life
were included in NFHS. Similar study conducted by Priyanka
Tiwari and Aarti Sankhala(2007)"" had given the nearly
same prevalence of obesity of 4.4% among college going
girls of Udaipur as ours.

In Asian subjects, the risk associated with diabetes and
cardiovascular diseases occurs at lower levels of BMI. This is
attributed to body fat distribution; Asian Indians tend to have
more visceral adipose tissue, causing higher insulin
resistance, despite having lean BMI. Wang J et al. ( 1994)
have proved this by his study."” In that context, Lower BMI
cut-points have been suggested to evaluate overweight and
obesity specifically for Asian populations by WHO Expert
Consultation (Appropriate body-mass index for Asian
populations and its implications for policy and intervention
strategies. Lancet. 2004). The Union Health Ministry of India
in association with the Diabetes Foundation of India, the All-
India Institute of Medical Science (AIIMS), Indian Council of
Medical Research, the National Institute of Nutrition and 20
other health organizations has released new guidelines (India
reworks obesity guidelines, makes fitness norms tighter, The
Hindu, 25 November 2008)" for prevention and management
of obesity and metabolic syndrome which was earlier
proposed by WHO in 2000. If these criteria are taken into
account as against WHO proposed criteria, nearly half of the
subjects (42.5%) would be classified as either obese (23%) or
overweight(19.5%).

The study conducted by Augustine and Poojara (2003)”
had also explored relatively bigher prevalence of overweight
but lower obesity, 24% and 10.5% respectively among
college geing girls of Ernakulam by using the similar cut-off
points of overweight & obesity for Asia pacific inhabitants
suggested earlier by WHO Regional report, 2000. Study
conducted by Priyanka Tiwari and Aarti Sankhala(2007)""
had revealed quite lower prevalence of overweight & obesity
of 5.6% & 4.4% respectively among college going girls of
Udaipur by using similar BMI cut off points suggested by
WHO, 2000 for Asia Pacific inhabitants. The differences in
the prevalence of these studies from the present study may be
attributed to different socio cultural environment along with
diverse regional food habits.

Conclusion:

The overall prevalence of overweight and obesity among
college going girls was about 18.5% and 4.5% respectively by
" WHO, 2000 criteria. The prevalence of obesity was noted as
high as 23% according to revised Indian guidelines. The
prevention and control of this problem must, therefore, claim
prior attention. Weight is usually positively related to
increased morbidity and mortality whereas height is often

/

associated with good health. Therefore, among obese
subjects, the BMI have reflected the negative effects of both
fatness and shortness in our study.

References : .
I.  B. Popkin, “The Nutrition Transition and Obesity .in the

-

Developing World,” Journal of Nutrition 131, no. 3
(2001): 871S873S.

2. WHO/IASO/IOTF: The Asia-Pacific perspective:
redefining obesity and its treatment. Health
Communications Australia: Melbourne. 2000.

3. India reworks obesity guidelines, makes fitness norms
tighter, The Hindu, 25 November 2008. .

4. - Bellisle F, Monneuse MO, Steptoe A, Wardle J. Weight
concerns and eating patterns: a survey of university
students in Europe. Int J Obes Relat Metab Disord 1995;
19:723-30 :

5. Shamail Zafar, Israr ul Haque et al. Relationship of
body mass index and waist to hip ratio measurement with
hypertension in young adult medical students. Pak ] Med
Sci2007;23(4): 574-579.

6. J Singh, JV Singh, AK Srivastava. Heaith Status of
Adolescent Girls in Slums of Lucknow. fnd. J. Comm.
Medi2006; 31(2): 102-04.

7. Augustine, L.F. and Poojara. Prevalence of obesity,
weight perceptions and weight control practices among
college girls. /nd. J. Comm. Medi 2003; 25(4): 189-90.

8. L.C.M.R. Nutrient Requirements & Recommended
Dietary Allowances for Indians. National institute of
Nutrition, Hyderabad, 1992, 8,129.

9. N.LN. Report. Assessment of overweight and obesity
among urban Adolescents in Hyderabad, Andhra
Pradesh. 2005.

10. Sharda Sidhu and Prabhjot Prevalence of Overweight
and Obesity Among the College-going Girls of Punjab
Anthropologist, 2004; 6(4): 295-297.

1. M. Mehta, S.K. Bhasin, K. Agrawal and S. Dwivedil
Obesity Amongst Affluent Adolescent Girls Indian J
Pediatr2007: 74 (7):619-622

I2. National Family Health Survey. International Institute
for Population Sciences (ITPS) and ORC Macro, 2005-
06. Mumbai:11PS,NFHS-3.2007

13. Priyanka Tiwari and Aarti Sankhala. Prevalence of
Obesity, Weight Perception and Dietary Behaviour of
Urban College Going Girls J. Hum. Ecol.2007; 21(3):
181-183 :

14. Wang J, Thorton JC, Russell M, Burastero S, Heymsfield
S, Pierson RN., Jr Asians have lower body mass index
(BMI) but higher percent body fat than do whites:
comparisons of anthropometric measurements. Am J
Clin Nutr. 1994;60:2328.

Vol. 21 No. 2, Vol. 22 No. 1, July 2009 - June 2010




Indian Journal of Community Health

65

AWARENESS REGARDING MODES OF TRANSMISSION AND RELATED
MISCONCEPTIONS ABOUT HIV/AIDS AMONG SECONDARY
SCHOOL GOING FEMALES OF PUBLIC AND GOVT. SCHOOLS

Chhabi Mohan*, Jayshree Chachra**, Seema Nigam***

Research Scholar*, Professor and Head**

Department of Education, A.N.D. College Kanpur

Associate Professor***
G.S.V.M. Medical College, Kanpur.

ABSTRACT:

Research Question : What is the level of awareness about different modes of transmission and related misconception about HIV/AIDS among

secondary school going females of public and Govt. Schools of Kanpur city.

Study Area : Public and Govt. Schools of Kanpur city.

Participatns : 120 Govt. and 120 Public secondary School females students.

Results : 100% Public school female students knew about heterosexual mode of transmission of HIV/AIDS as compared to 80% of Govt. School
students. Among Public School students knowledge about transmission of HIV/AIDS by contaminated needle and syringe. intravenous drug

abuse, blood transfusion and mother to child was known to almost 80% student. Among Govt. School students except for knowledge about

transmission by contaminated needle and syringe (60%) and mother to child transmission (55%) the other modes were poorly known (<50%).

Keyword : HIV/AIDS, Public School, Govt. School.

Introduction:

HIV/AIDS is undoubtedly the most talked about disease
of our times. Its unabated spread and lack of cure has made
this disease to the magnitude of an epidemic.-WHO predicts
that HIV infected cases in India by 2010 AD would be around
6 million. Since neither treatment nor vaccine is available for
this incurable disease, the best approach remains prevention
of'this infection.

WHO estimated that at least half of the infected people
worldwide are of 15-24 years of age. So judging from the
seriousness of the problem and vulnerability of this age group,
it is necessary that adolescent and youth should have proper
knowledge and understanding regarding this disastrous
disease. The only alternative left to us at this moment is to
minimize the possiblity of HIV transmission through
behavioral modification and this could be achieved by
encouraging AIDS education programmes especially’ in
educational institutions, i.e. schools and universities.

Women account for 44% of the 52 million adults now

living with HIV. Because of biological and socio-economic
vulnerability of women, the risk of women contracting HIV is

rising worldwide. The sex ratio of AIDS cases in the South
East Asia region is reported to be 4 males to | female.

In light of above facts the present study was conducted
with the objective to assess the awareness regarding modes of
transmission and related misconception about HIV/AIDS
among secondary school going- females of public and
government schools.

Material and Methods :

Present study was carried out in one public school and
one Govt. School of Kanpur City selected by Multistage
stratified random sampling technique. In stage 1 selection
of school's was done. For this purpose two strata i.e. Public
and Govt. School were identified. From the list of secondary
Public Schools and Govt. Schools, one schoo!l from each was
selected. In stage 2 using random sampling technique {20
secondary school going females from each school were
selected. In all, 240 students were taken as study sample. Pre
designed and pre tested HIV/AIDS awareness questionnaire
was administered. Data collected was analysed quantitavely
using percentages.
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Table 1
KNOWLEDGE REGARDING MODES OF TRANSMISSION OF HIV/AIDS
e e P S| i ST
No. % No. Yo

1. Heterosexual relationship 120 100 102 85.0
2. Homo sexual relationship 62 51.7 31 25.8
3. Blood transfusion 97 80.8 48 40.0
4. Intravenous drug abuse ' 85 70.8 - 46 38.3
5. Contaminated needles and syrines 98 81.7 72 60.0
6. | Mother to child 9 80.0 66 55.0
7. Ear and nose piercing 48 40.0 27 225
8. Aeupuncture 46 383 23 19.2
9. Tattooing 46 383 21 17.5
10. | Breast feeding 71 59.2 35 29.2
I1. | Sharing of razors and blades 63 525 45 : 375

From Table 1, it is observed that all 100% Public school female students knew about heterosexual mode of transmission of
HIV/AIDS as compared to 80% of Govt. School students. Among Public School students knowledge about transmission of
HIV/AIDS by contaminated needle and syringe, intravenous drug abuse, blood transfusion and mother to child was known to
almost 80% student. Among Govt. School students except for knowledge about transmission by contaminated needle and syringe
(60%) and mother to child transmission (55%) the other modes were poorly known (<50%).

Table 2
MISCONCEPTION ABOUT HIV/AIDS TRANSMISSION
o
No. Y% No. %
L. Kissing 47 39.2 71 59.2
2. Sharing utensils 26 21.7 6l 50.8
3. Mosquito bites 13 10.8 66 55.8
4. Playing and working 18 15.0 52 433
5. Blood donation 49 40.8 81 67.5
6. Sneezing and coughing 29 242 54 45.0
7. Hugging 13 10.8 63 52.5
8. Sharing toilets 45 37.5 78 65.0
9. Sharing food 3t 25.8 63 52.5
10. Sharing clothes 17 14.0 58 48.3

Table 2 Shows that most prevalent misconceptions about transmission of HIV/AIDS among students of public school were by
blood donation (40.8%), by kissing (39.2%) and by sharing toilets (37.7%). However misconception about HIV/AIDS
tranmission by mosquito bite, hugging, sharing clothes and towels and playing-working together was less prevalent. Among
Govt. students in comparision to public school student, higher prevalence of misconception about HIV/AIDS was observed
which was more than 50% for all the myths.
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Discussion & Conclusions :

Public school students had poor knowledge about
tattooing (38.3%) acupuncture (38.3%) and ear/nose piercing
(40%) as possible modes of transmission of HIV/AIDS and
this knowledge was comparatively lesser among Government
School female students.

Misconception about transmission of HIV / AIDS was
more prevalent among Govt. School females than Public
School Female students. Majority of students had
misconception about transmission by kissing, blood donation
and by sharing toilets.

On the basis of major findings of the study it can be
concluded that students seeking secondary level of education
in Govt. School areas are grossly deficient in HIV/AIDS
related awareness and constitute a specific target group for
school level educational interventions specially designed to
sensitize them for the importance of the HIV/AIDS related
issues.
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ABSTRACT:

Objective : To study the epidemiological correlates of physical disability among students in an educational institute of Kanpur.

Study Design : Cross-sectional study.

Study Setting : Dr. Ambedkar Institute of Technology for Handzcapped U.P, Kanpur.

Study Subjects : Physically disabled diploma students in the age group 15 years and above of Dr. Ambedkar Institute of Technology for
Handicapped U.P,, Kanpur were taken as study subjects. Datawas collected on pr. -designed and pre-tested questionnaire.

Statistical Analysis : Analysis was done using percentages.

Results : Physically disabled students predominantly belonged to age-group of 18- 2() vears (47.62%), birth order third(28.10%), Hindu
religion (95.24%), OBC Caste (47.14%) and social class V (51.90%). Poliomyelitis was the most common probable cause of disability in
majority of students(77.14%) and right lower limb was the most common site (36.67%) affected.

Key words : Physical disability, Epidemiological correlates, Adolescents.

Introduction :

Disability is a physical or mental impairment that limits
an individual's activities of life. Globally, some 180 million
young people between the ages of 10-24 live with a physical,
sensory, intellectual or mental health disability significant
enough to make a difference in their daily lives. The vast

“majority of these young people, some 150 million (80%) live
in the developing world. Some studies have been carried out
abroad, as far as developing countries are concerned such
studies particularly in age group 15 years and above are very
negligible. Realizing dearth of studies on physically disabled
adolescents in india , the present was planned.

Material and Methods :

The study was conducted in Dr. Ambedkar Institute of
Technology for Handicapped ,U.P, Kanpur . All the
physically disabled diploma students, who were present at the
time of study ,in the age group 15 years and above were taken
as study subjects. The present study was carried out in the year
2009-2010. The social classification was done according to
modified B. G. Prasad (AICPI, April 2010 ). The data was
collected in the pre-designed and pre-tested questionnaire by
interview method. Analysis was done using Percentages.

Results :
Table -1 reveals that maximum (47.62%) students belonged to

age group 18-20 years followed by 32.38% students in the age
group 21-23 years & least 10% each in age group 15-17 years
& 24 years and above.

It was observed that birth order of maximum (28.10 %)
students was third, followed by 18.11% students with birth
order first and the least (8.57%) students with birth order more
than fifth.

It was also seen that most of the students (95.24%) were
Hindus while Muslims were only 4.76%. None of the students
belonged to Christian & other religions.

It was noted that maximum (47.14%) students were
OBCs followed by 31.91% General & least (20.95%)
belongedto SC/ST.

It was observed that maJorlty of students (51.90%)
belonged to social class V, followed by 31.43% social class
IV, 8.57% social class II, 6.67% social class Il and least
(1.43%) belongedto social class I.

Table-2 shows that Poliomyelitis was the most common
probable cause of disability in majority of the students
(77.14%), followed by congenital causes (11.43%).

Table-3 reveals that that in the majority (36.6%) of physically
disabled students the site of disability was Rt. Lower limb
followed by 27.14% in Lt. lower limb . :
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Table 1

DISTRIBUTION OF PHYSICALLY DISABLED STUDENTS
ACCORDING TO THEIR BIO- SOCIAL CHARACTERISTICS

Bio-Social Number Percentage
Characteristics ’
AGE GROUP
| 15-17 21 10.00
 18-20 100 47.62
21-23 68 32.38
24 and above 21 10.00
Total 210 100.00
BIRTH ORDER ,
1 38 18.11
2 37 17.62
3 59 28.10
4 29 13.81
5 29 13.81
>5 18 08.57
Total 210 100.00
RELIGION
- Hindu 200 95.24
Muslim 10 4.76
Christian 0 0.00
Others 0 0.00
Total 210 100.00
CASTE
General 67 31.91
OBC 99 47.14
SC/ST 44 20.95
Total 210 100.00
SOCIAL CLASS (according to modified B.G. Prasad Classification)
I 03 01.43
i 8 08.57
I 14 06.67
A% 66 31.43
v 109 51.90
Total 210 100.00
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‘Table 2
DISTRIBUTION OF PHYSICALLY DISABLED STUDENTS
ACCORDING TO THE PROBABLE CAUSE OF DISABILITY

Probable Cause Physically Disabled
No. %
Poliomyelitis 162 77.14
Congenital 24 11.43
Injuries other than burn & medical/surgical interventions 14 6.67
Others* 10 - 476
Total 210 100.00

*Includes injuries due to burns, medical and surgical interventions

Table 3

. DISTRIBUTION OF PHYSICALLY DISABLED STUDENTS ACCORDING TO SITE OF DISABILITY
. Site of Disability No. %
B/L lower limb 34 16.19
Rt. Lower limb 77 36.67
Lt. lower limb 57 27.14
B/L upper limb 05 2.38
Rt. upper limb 08 3.81
Lt. upper limb 18 8.57
Rt. upper limb & Rt. lower limb 01 0.48
Rt. upper limb & B/L lower limb 01 048
Lt. upper limb & B/L lower limb 02 0.95
B/L lower limb & spinal deformity 03 1.43
Rt. lower limb & spinal deformity 0l : 0.48
Lt. lower limb & spinal deformity 03 1.43
Total 210 - 100.00

Discussion : .

Maximum 47.62% of physically disabled students belonged to age
group 18-20 years followed by 32.38% students in the age group 21-23 years.

It was observed that birth order of maximum (28.10 %) students was
third.

Among physically disabled students maximum 95.24% belonged to
Hindu religion while minimum 4.76% belonged to Muslim religion. The
same pattern was observed in NFHS-3(2005-2006) ', where corresponding
figures were 82% & 3% respectively.

Among physically disabled students majority belonged to OBC caste
followed by General (31.91%) ,while the same trend was observed in the
findings of NFHS-3 (2005-2006)'.

It was found that the majority of students (51.90%) belonged to social class-V
while minimum 1.43% belonged to social class-1.

In the present study, in majority of students 77.14% the cause of
disability was poliomyelitis and the same trend was observed by Singhi P.D.
etal (1990)’ and NSSO (1991)°.

In the present study, monoparesis was most common (63.81%) site of
disability and this is higher than observation made by Singhi P.D. et al
(1990)’.

o 0
0’0 0.0

Conclusion :

Maximum 47.62% of physically disabled students belonged to age
group 18-20 years. It was observed that birth order of maximum (28.10 %)
students was third. Among physically disabled students maximum 95.24%
belonged to Hindu religion. majority of students belonged to OBC caste. It
was observed that majority of students (51.90%) belonged to social class V. In
the present study,in majority of students 77.14% the cause of disability was
poliomyelitis. monoparesis was most common (63.81%) site of disability.
References:

I.  National Family Health Survey (NFHS-3) : Indian Institute of
Population Science , Ministry of Health and Family Welfare, Mumbai,
India, Vol.1,2005-2006

2. Singhi PD, Goyal L, Pershad D, Singhi S, Walia BN:Psychosocial
problems in families of disabled children.. Br J Med Psychol. 1990
Jun;63 (Pt2):173-82. }

NSSO  : Report no. 485Ministry of statistics and program

implementation NSSO(National sample survey organization 58"

round 2002}, 2002

\/
0.0

Vol. 21 No. 2, Vol. 22 No. 1, July 2009 - June 2010



Indian Journal of Community Health

71

ASTUDY OF BEHAVIOURAL ATTITUDE OF ASHAs IN PRIMARY HEALTH
CENTRES OF A COMMUNITY DEVELOPMENT BLOCK OF KANPUR NAGAR

Abhay Singh*, S. C. Saxena**, V. K. Srivastava**, D. S. Martolia***,
Punit Varma**** R, P. Sharma***** Tanu Midha******
Resident*, Professor**, Associate Professor***, Assistant Professor****,
Professor & Head***** Lecturer******

Department of Community Medicine, G.S.V.M. Medical College, Kanpur (U.P)

ABSTRACT:
Objective: I. To assess the bio-social characterstics of ASHAs..
2. To analyse behavioural attitude of ASHAs.

3. To suggest measures for behavioural changes and further strengthen the NRHM programme implementation at grass-root level.

Study Design : Cross sectional
Study Period : March 2009- March 2010.
Statistical Analysis : Percent&‘ge and Chi-square test.

Methodology : All the 135 ASHAs of randomly selected CDB Kalayanpur, Kanpur Nagar were studied by questionnaire method.

Observations : Predominantly ASHAs belonged to age group of 30-35 years (45.2%), Hindu religion (99.3%). OBC caste (54.1%), educated
upto 8" class (57.8%) and Social Class IV (68.9%). Amongst all the ASHASs, the behavioural attitude of majority of them (88.1 %) was found

communicative.

Conclusions : Inview of above observations, it is concluded that higher education level of ASHAs increases positive behavioural attitude other

than their own temperament.

Introduction :

Under NRHM programme ASHAs are the main grass
root level workers to strengthen the services of already
existing Govt. health service providers. The behavioural
attitude of these workers may affect their performance as
expected by the Govt., therefore the present study was
planned with following objectives-

L. Toassess the bio-social characterstics of ASHAs.
2. Toanalyse behavioural attitude of ASHAS.

3. Tosuggest measures for behavioural changes and further
strengthen the NRHM programme implementations at grass-
root level.

Methodology :

A cross-sectional study was carried out amongst all the
135 ASHAs of randomly selected CDB Kalayanpur, Kanpur
Nagar. All the study units were personally interviewed by
visiting their field work areas and relevant informations were
collected on predesigned and pretested questionnaire.

Results :

Predominantly the ASHAs belonged to age group of 30-
35 years (45.2%), Hindu by religion (99.3%), OBC caste
(54.1%), educated upto middle standard (57.8%) and from
Social Class IV (68.9%) (Table-1).

Amongst all the ASHAs, the behavioural attitude of

majority of them (88.1%) was found communicative
(Table-2).

Overall 88.1% of ASHAs were found communicative in
their attitude, however out of Intermediate level ASHAs
94.4% were communicative whereas all graduate (100%)
were communicative (Table-3).

ASHAs having higher age group (40-45yrs) showed
higher communicability (100%) (Table-4).

" ‘Discussion :

1. Bio-social Characteristics

Majority i.e., 45.2% and 40% were from age group 30-
35yrs and 35-40yrs. Although in the selection criteria of
ASHAs  ( according to Training Module of ASHA
Workers-NRHM 2005-2012), the minimum age of selection
is 25years but in our study group, the ASHAs in age group of
25-30yrs were only 8.1%. Predominantly 99.3% ASHAs
were Hindus by religion and only 1 (0.7%) was Muslim. More
than half i.e., 54.1%, ASHAs were belonging to OBC caste
followed by 25.2% Scheduled Caste and 20.7% General
Caste. More than halfi.e., 57.8% ASHAs were educated upto
middle standard only, which were the minimum educational
criteria laid down for their selection. Next in order were high
school 23%, intermediate 13.3% and graduate 5.9% only.
This indicates that lesser number of higher educated women
opted for this task.
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_ Srivastavé D.K. (2009)' also found 95% ASHAs educated
upto class 8" or above in his study.

P. Ram Milan et al. (2009)° found that more than 3/4"
ASHAs of study sample were from the younger age group
(<30 and 30-35 yrs) and only a few ASHAs(4.3%) were from
age group = 40yrs. Most of the ASHAs (97.3%) were Hindus
and Muslim ASHAs constituted only 2.7% of the total
sample. Amongst Hindu ASHAs, 42.7% were belonged to
Scheduled caste while about 40.0% were OBCs followed by
17.5% were from general category.

The above finding of bio social characteristics is almost
similarto our finding.

No ASHAs was found to fall in category of social class |
and II. 68.9% ASHAs of social class IV were in
preponderness followed by social class I1I (30.4%) and only
ASHA worker (0.7%) was social class V.

These observations indicate that majority of ASHAs
were from lower socio-economic class.

Level of education and socio-economic profile of
ASHAs showed that nearly 2/3" of ASHAs (66.7%)
belonging to social class IV were educated upto middle
standard only, whereas remaining, about 1/3" were high
school and above. In social class ITT high school and above
educated constituted about 2/3" of ASHAs and middle level
educated were only 36.6%. This shows a higher proportion of
educated ASHAs in social class 111 in comparision to social
classIV.

Majority of ASHAs from all caste were belonging to
middle level educated group. However lowest level strata
(middle level) was found maximum in Scheduled Caste
category (76.5%) followed by OBC (54.8%) and general
category (42.5%). Graduate level ASHAs were maximum in
General caste category (14.3%) followed by OBC (5.5%) and
none in Schedule Caste category. High school level educated
ASHAs were also found in increasing order with increase in
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level of caste. Intermediate level educated ASHAs were
maximum in OBC category (29.4%). The above pattern
showed that the level of caste and level of education of
ASHAs was directly proportionate in its trend.

All caste groups i.e., Scheduled caste, OBC and General
caste categories of ASHAs predominantly belong to social
classIVi.e., 76.5%, 67.1% & 64.3% respectively, butahigher
strata of social class II1, the general caste ASHAS contributed
maximum (35.7%) and minimum (23.5%) by scheduled caste
category. This trend indicates that lower caste ASHAs
workers were more likely to fall in lower social class.

2. Behavioural Attitude:

Behavioural attitude of studied ASHAs was found
predominantly communicative 88.1% and only 11.9% were
reserved type. :

This attitude profile was further studied in relation to
educational level of ASHAs and it was found that all 8 (100%)
graduate ASHAs were communicative in their behaviour
followed by intermediate level (94.4%). The proportion of
reserved type ASHAs was relatively higher in middle and
high school level educated ASHAs in comparision to
intermediate and graduate. It was evident that level of
education may have an influence on behavioural pattern of
ASHASs besides their own temperament.

On average (81.8%) ASHAs were having positive
behaviour attitude and were found communicative but age
group wise data revealed that higher age group ASHAs
belonging to age group 35-40yrs & 40-45yrs were relatively
more communicative (87% & 100% respectively). This
showed elderly ASHASs exhibit better behavioural attitude.

Bhatnagar R (2009)’ also revealed that almost 50% in
the blocks were covering population ranging from 1000-1500
and all the ASHAs have good coordination with local
community and they were participating in community
meeting regularly.

Table 1
DISTRIBUTION OF ASHAs ACCORDING TO THEIR BIO-SOCIAL CHARACTERISTICS
Bio-Social Number Percentage
Characteristics
AGE GROUP (yrs)
25-30 11 8.1
30-35 61 45.2
35-40 54 40.0
40-45 9 6.7
Total 135 100.0
Table Contd.
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RELIGION
Hindu 134 99.3
Muslim 1 0.7
Christian 0 0
Sikh 0 0
Total 135 100.0
CASTE
SC 34 25.2
OBC 73 54.1
General 28 20.7
Total 135 100.0
EDUCATION
Middle 78 57.8
High School 31 23.0
Intermediate 18 133
Graduate 8 59
Total 135 100.0
SOCIAL CLASS (according to modified B.G Prasad Classification, AI CPI, April 2010)
11 41 304
v 93 68.9
\% ! 0.7
Total 135 100.0
Table 2

DISTRIBUTION OF ASHAs ACCORDING TO THEIR BEHAVIOURAL ATTITUDE

Behavioural Number Percentage
Attitude
Communicétive 119 88.1
Reserved 16 11.9
Total 135 100.0
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Table 3
BEHAVIOURAL ATTITUDE WISE AND EDUCTION PROFILE OF ASHAs

Behavioural Education Total
Attitude Middle |High School| Intermediate| Graduate
Communicative 68 26 | 17 8 119
87.2) (83.9) (94.4) (100) (88.1)
Reserved 10 5 1 0 16
(12.8) (16.1) (3.6) (V)] (11.9)
Total 78 31 18 8 135
(100) (100) (100) (100) (100)
Table 4
AGE GROUP WISE BEHAVIOUR ATTITUDE PROFILE OF ASHAs (n=135)
Age Group of ASHA Workers Behaviour Attitude
Age Group Number - Communicative . Reserved
Number Percentage . Number Percentage
25-30 11 9 81.8 12° 18.2
30-35 61 51 83.6 - 10 19.6
35-40 54 47 87.0 7 14.9
40-45 9 9 100 : 0 0
Total 135 116 85.9 19 14.1

x'=18.97, C.1=95%, df=3, p<0.05
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