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Editorial

“EARLY DETECTION OF CANCER"

Farly detectlon of cancer is based upon three fundamental assumptions, firstly
that the trea‘ment of benign and precancerous lesions reduces the incidence of cancer, .
secondly, that the freatment of in situ cancers’ is conducive to total cure and thirdly that
early diagnosis and management of invasive cancer ensures be.ter survival. When patient
seeks medjcal advice for vague symptoms, which could however be due toa possibls
malignant tumour at a particular site, the alert clinician should investigate the p;atient
immediately to exclude cancer. At this stage cancer is usually not significantly advénced,

Currently the U. I. C. C. (International Union for Cancer Control) is studying the
epidemiology of cancers in various countries The import:nce of this is two folds :
Firstly by focussing attention on a section of population vulnerable to a particular cancer
an early detection is facilitated  Secondly by changing the causative factors responsible
to a pasticular cancer, the incidence of that cancer can be reduced e. g. reduction in lung
cancer following campaigns against cigirette smoking and reductior in breast cancer afier
cambaigns for advocating breast feeding of infants, lowering fat consumption and
enccuraging self palpation of breast regularly,

Indeed early diagnosis of cancer implies diagnosis of cancer in almost a symptomatic
stage It involves motivation of the population towards acquisitio - of knowledge, attitude
and practice.. Epidemiologicts and clinicians shculd be able to recegnise high risk cases
exposed to particular neoplasia and knowledge of alarming symptoms should be pro-
pogated for wide publiciiy through common evailable media and means. Probable cases
should have regular clin‘cal examination periodically and relevant investigations including
radiological, imaging techniques and Bio-Chemical examination skould be undertaken as
and when desired  Suspicious lesions should be investigated by specific tests including
smear cytology, aspiration cytology, tru-Cut needie biogosy and incision:l or excisiopal
biopsy to exclude or confirm the diagnosis. A vigilant clinician thus may diagnose
cancer at early stage,

Oral cancer patients who are at high risk due to a predisposing condition like
betal Chewing-habit and chronic irritation due to sharp teeth should be frequently
examined and any suspicious ulcer or change in oral mucoss should certainly be
su'jected to biopsy.
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In cancer of cervix, poor hygiene, early marriage and multiple pregnancies are
possible predisposing factors. In western countries the use of yearly papanicolaou smear,
the Schiller’s iodine test and where indicated cone biopsy of the cervix, over the age of
30 years has considerably increased the disgnosis of stage ‘0’ and stage T cancer cervix
at which stage total cure is possible The Indian Academy of cytology is making efforts
to have the “Pap’ test included in the gynaecological examination for women who report
to primary health centres for advice on family planping

In breast cancer, mammography, thermography coupled with clinical examination,
aspiration cytology and immediate biopsy of suspicious lump are being employed for
early detection. Self examination is in-expensive and women should be educated 1o
adopt this simple screening measure, Use of mammography for masses Is deemed restricted
due to possible radiation hazards, expenses involved and scarcely available facility.
Low dose, units for mammography have now come for use to cut short the radiation
hazards of conventional mammography. Xero-radiography is being increasingly used
in different countries, The use of ultrasonics, trans illumination and radio active isotopes
are still in the experimental stage,

Lung cancer is thirty times commoner in heavy smokers. So all chronic smokers

above the age of forty years, who complain of productive chronic cough for more than
two weeks should be comsidered at risk and subjected to repeated sputum cytology
and chest-x-ray examination, bronchoscopy and biopsy and scalene node biopsy. An
X-ray of the chest every slx months is a must in all heavy smokers over 45 years. .

In cancers of anorectal region, 75% are with-in the reach of examination finger
and proctoscoy, facilitating an early detection, Anpny patient aged 40 years and above,
complaining of passage of blood in the stools or altered bowel habits should under go
rectal examination, Procto-sigmoidoscopy Barium enema studies & colonoscopy.
Similarly, patients with familial or otber types of polyposis or unlcerative colitis should be
identified as beiog at high risk and need repeated examination for early detection.
Fibreoptic flexible endoscopy is- assuming great importance in this area. Fibre-optic
oezophago-gastroscope and the use of gastric camera and gastric cytology now a days are
excellent aids for early detection of cesophageal and gastric cancer. Energetic efforts by
Japanese ip the early detection of gastric carcinoma have led to 90% 5 years sruvivals.
This must be considered the most cutstanding achievement in the field of cancer control
during the past decade due to carly detection of cancer,

V. B. BHATNAGAR
Professor of Surgery,
L. L. R.M. Medical Cellege,
Meerut,




Knowledge of Parents of a Back-ward
- Community Regarding Malnutrition
in Children T

C. P. Mishra!, D.C.S. Reddy?, 1. C, Tiwari & K. P. Shuklas.

Introdection

Protein energy malnutrition {PEM)
-io children has been considered as the
most important problem in the field of
preventive medicine particularly so in the
developing countries (WHO, 1974). Vari-
ous crash activities and nutrition program-
mes in our couniry could not bring an
appreciable change in the over-all magni-
tude of the problem (ICSSR and ICMR,
. 1981). In order to have sustained improve-
ment, parents education holds great
promise Information education and com-
munication (IEC) is emerging as an impor-
tant tool in the delivery of Primary Health
Care (PHC) as well as nuirition related
services, For proper application of this
tool it is imperative to have basal knowle-
dge of parents regardirg iden:ification,
causes and preventability of important
nutritional disorders, The specific objec-
tives of the present study were to explore—

{a) The ability of parents to recog-
nise marasmus, kwashiorkor,
vitamin A and vitamin B deficinces
with photograph of these disorders
and also on description.

- {b) Knowledge of parents regarding
caunses of marasmus, kwashicrkor,
vitamin A and’'B complex deficien-
cies, '

(c) Knowledge of parents regarding
prevention  of m?!ninrition dis-
orders, T ’
Hhia

The important facets and concepts
of a backward community of Banda
District, Uttar Pradesh as revealed by the
present study may- be of immense help in
planning a ‘Nutrition Education pro-
gramme”, ‘

Material and Methods

All the parents having undetfive
children in the six clusters of Manikpur
Block in Banda District, Uttar Pradesh
have formed the population of this study.
The clusters of population were selected
purposively keepiog operational feasibility

- in mind viz travel, accessibility of the study
- population Two clusters were within 5

kms, two between 5-10 kms and remaining
two beyond 10 kms from Manikpur Head-

quarter. In the selected clusters, 171
mothers and 171 fathers belonging

to

1. M.O.H, 2. Reader

Department of Preventive and Social Medicine Institute of Medical Sciences, Banaras
Hindu University, Varanasi-221095.
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Harijan aad tribal group and having under-
five child/children were enlisted by total
enumeration, Nearly all the subjects
belonged to families who earn their bread
through daily wages. Majority of the
parents of the study area were illiterate and
they had considerable variation in their
ircome potential. Only 16.3%] of the adults
were literate while 1.6%] of them were
educated upto college level.

Mothers and fathers were intervie-
wed separately with the help of photo-
graphs of children suffering from maras-
mus, kwashiorkor, vitamin A and B
deficiencies. Considering the fact that
photographic recall will be less than that
-of photographic tecall plus description, if
parents were unable to recognise the
respective photographs, features of the
disease depicted on a particular photograph
were described to them, However, such
description were standardised beforehand
(Jelliffe, 1966) Another reason of provi-
ding descriptions was the idea that picture
alone may not help the undertaken commu-
nity to recognise various mnutritional
disorders. It may so happen that the
oommunity have not seen cases recently but
only heard of such diseases, so on descrip-
tion they could recall and identify the
- pictures shown, ;

Out of the 171 enlisted mothers and
fathers, 156 each could be contacted for the
"present study, thus giving a coverage of
91.2% of the study subjzcts.

Observations and Discussion

Knowledge of Mothers : Marasmus
was identified by 40 mothers (25.6%;) while

( 4

seventeen mothers (10.997) could recognise
vitamin A deficiency. Recognition of
Kwashiorkor and vitamin B deficiency was
poor ie, 1.3% with.photogtaphs. On
describing the photographs of marasmus

and vitamin A deficiency recognition of
these disorders was possible in 56 (35.9%)

~and 73 (46.8%) cases respectively. Corres-

ponding figures in cases of Kwashiorkor
and vitamin B deficiency were 43 (27.6%)
and 40125.6%). The differences observed
in the recognition of these disorders with
photograph and photograph  plus
description were statistically significant
(Table-1).

Knowledge of Fathers : Out of the
156 fathers who could be studied with
photograph 52 (33.3%) and 50 (32.077)
were able to recognise marasmus and
vitamin A deficiency respectively. On
description their recognition increased to
80 (51.3%) and 98 (68.8%)) respectively.
Kwashiorkor and vitamin A deficiency was
indentified in 6 (3.8%) and 21(13.5%) cases
respectively. Corresponding figures after
describing the photographs of these dis-
orders were 45 (28.8%) and 50(32.0%)
cases respectively. The observed differences
in the identification of these disorders with
photagraphs and by describing them were
statistically significant {Table-2),

These observations cleerly demons-
trate that in a primitive society description
of photograph contributes significantly in
the recognition of important nutritional
disorders. Upfortunately, telatively little
rescarch has been done into the way photo-
graphs can contr,bute in communicating

L)Y




Knowledge of Parents regarding Malnutrition

with parents particularly  the illiterate
group {Moynihan et a1 1981). In the
present study higher recogrition of maras-
mus and vitamin A deficiency with photo-
graphs as well as description is a reflection

cf occurrence of these conditions in a con-
siderable proportion. Also these conditions
tend to run a chropic course and are likely
to have greater impression in the mind of
the parents than other conditions

Table 1 : Knowledge of mothers regarding malontritien in children (n=156).

. On describing Statistical
With Photograph ~ Photograph Sigonificance
No. 4 No. % z B
Marasmus .40 25.6 56 35.9 1.976 - /.0.05
Kwashiorkor p) 1.3 43 27.6 7.143 £.0.01
Vitamin A 17 10.9 13 46.8 7.625  £0.01
deficiency
dificiency _ ‘ , .
40 25.6 6724 £0.01

Vitamin B 2 1.3

Table 2 : Knowledge of fathers regarding malnutrition in children (n=126).

£ On describing Statistical
With Photograph Phatograph Significance

No. % No. A Z P
Marasmus 52 333 80 51.3 3.769 2001
Kwashiorkor 6 33 45 28.8 6.343 00!
Vitamin A 50 32.0 98 ¢8.3 5.721 £.0.01
deficiency _ ' :
Vitamin B 21 13.5 50 320 4017 . 001
deficiency
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Verma et. al {1986) while evaluating
the joncrease in knowledge of women in
Haryana State following a special broad-
_.cast series on mother and child care,
reported 8 very poor initial knowledge
of autriti~nal diseases. Only 2.63/ women
were knowledgeable about vitamin A
deficiency which afier exposure increassd
to 72 4%, Losess occured between expos-
ure and retention stage over the stipulated
period of one week In another study by
Vyas (1986) gain in the knowledge about

vitamin A deficiency was 69.85%, and
retention score was 67.24%

(b) Knowledge of parents regarding
causes of notritional disorders :

Marasmus : As much as 131
(83.97%: mothers and 124 (79.49%)) fathers
were igoorant about the causes of
marasmus, Fever was considered as a
cause of marasmus by 12 (7.69%;) mothers.
Insufficient diet as cause of marasmus was
considsred by 6 (3.8%%) mothers and 10
(6.4%;) fathers,

Knowledge of parents regarding causes of Marasmus in underfives (0=156).

“Table 3 :
T Mother Father
Cause
No. pA No. oA
i ——
Fever 12 7.69 6 _ 3.85
1nsufficient dict 6 3.85 10 ' 6.41
God's wishes 4 2.56 2 1.28
Diarchoea & Fever 2 1.28 4 49
Food related 064 4 2.56
Not known 131 83.97 124 79 49
Contagious U 04qQ 2 1.28
Eating left over food 0 0.0 1 064

Kwashiorkor : 14> (92.95%,) mothers
and 135 (865 %i father were unable to
state any cause for kwashiorkor. Three
mothers and  fathers (1.9237 each) coansi-
dered disease proneness as causative facter.
One (0.64%) mother and 5 (3.21%)) fathers
considered it to be food related. Only one
individual of each group considered it to
be due to diarrhoea with or without fever.

(

6

Vitamin A and B deficiencies :
Nearly 75% mothers and 703 fathers did
not learn about the cusz of vitamin
A deficiency. Majority of thé' mothers and
fathers who could assign "any cause of
vitamin A defiziency, consigered it to be
effect of sun. Only 8 (5.13%)) mothers and
5(3.21Y%;) fathers considered it to bg food

)

.
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related Out of the 156 from each group
1.6 (80.76%) mothers as well as fathers
could not assign amy cause of vitamin B
deficiency in  underfives,. 24 (15.38%)
mothers were of opioion that eating of
leftover food is responsible for glossitis
with or without angular stomatitis, only 1
(0 632%,) mother and 3 (1.92%;) fathers
considered it to be fcod related.

Anpalysis of the causes of various
disorders clearly reflects that majority of
parents were ignorant about the causes of
marasmus, kwashiorkor, vitamin A and B
deficiencies. Even those subjects who could
assign some cause, their résponse were
considerably different from that has been

Table 4 : Knowledge of parents regarding prevention of malnntrition

quoted jin literature, Like dietar-y intake

and infectious (Scrimashaw et al, 1968 and
Mata et al, 1972).

(c) Knowledge of parents 1cgarding
prevention of malnutriticn disorders ¢

Qut of 156 mothers, 62 (35.74%)
were of the opinion that malnutrition can
be prevented. Combination of gond food
alongwith trcatment of illness was consi-
dered as the method of its pievention
by 12 (19.35%) mcthers. A combination
of good food, treatment of illness and
magico-religious practices was considered
to be the method of prevention by the 28
(45.16%) mothers. (Table 4). 80 (51.28%)

\

disorders (n=156 each).

Mother . Father
Method of Prevention
No. % No. %
{a) Good food 5 8.06 9 1125
(b) Treatment of illaess 7 11.29 8 1000
{c) a+b 12 19.35 25 3125
(d) ad-b-+traditional Practices 2 3.22 2 250
(¢} Magico-religious practices 5 8.06 3 375
(fy at+b4c 28 45.16 29 36.25
(g) God only can prevent : 2 3.22 2 2,50
(h) No opinion 1 - 1.61 2 2:0

*

Totzl
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fathers considered maloutrition as a
preventable condition ,25 (31.25%) fathers
were of opinion that these conditions could
be prevented by combination of food plus

treatment of illness .29 (35°252) fathers
thought that if the above approach is com-

bined with magico-religious practices, these
disorders can be prevented (Table-4).
There is not only a need to educate
the parents that rualnutrition disorders are
preventable but the "Nutrition Education

Programme’ shoull also emphasise the
ways of prevention of these disorders.

Food in take and morbidities are the chief
factois in determining a childs health,

Parents should be educated to realise this
aspect of child care. Stundies by Vyas

(1986) and Magoff (1984) have clearly
reported that there was no significant
difference in the gain in the nutritional

knowledge in the illiterate, women with less
formal education and educated women,

While desigoing the Nutrition Education
Programme local culture especially the
health cuiture should not be ignored.

(Moynihan &t. al, 1981). In the field of
nutrition, supply oriented programmes can

not make a success unless parents attitude
regarding nutritionnl disorders is changed.

This clearly reflzcts the _importance of
demand startegy i e nutrition edueation in

combating the problem of malauteition in

children
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Filariasis in The Villages Around Lucknow

By

V. K. Srivastava®, Pradip Tiwari*; A. K. Rastogi* and K C. Saxena***

Introdaction

The lymphatic filariasis in man is
caused by Wuchereria bancroft?, Brugia
malayi and Brugia timori (Duke, 1981).
It manifests into a spectrum of acute and
chronic clinical features (Nelson, 1979;
Ottesson, 1980 & Dasgupta, 198%) as a
result of continuous exposure and a long
association with the parasite. Of the
€xposed population, a small proportion
of subjects shows clinical features of lym-
phatic obstruction, but a large proporticn
of subjects remains clinically silent with
circulating larva (microfilaria) in their
blood. A considerable number of subjects
remain positive for clinical symptoms, as
well as, for microfllariae (mf) in blood.
This leads to three main groups in the

community, i.¢ subjects with symptomatic
filariasis, asymptomatic microfilaraemia.-
and symptomatic microfilarizemia, For a
subject to be infective for others, depends
upon the frequency of microfilaria per unit
blood. The present study was aimsd at
finding out the prevalence of filarial infec-
tion in random population, clinical pre-
sentation of disease and the frequency of
mf per unit volume of blood in a rural
population.
Material and Methods :

" The present study was carricd out in
the villages around Experimental Teaching
Health Sub-Centres Mati and Banthra

under the Upgraded Department of Social
and Preventive Medicine, K., G. Medical
College, Lucknow. This area is endemic
for nocturnally periodic W. bancrafii. All
the age groups and both sexes™ were
included in the study. Subjects Wwere
screened for mf in nocturnal blood by the
standard 20mm? thick smear technique
between 20.00 and 22.00 hours. The
smezrs were dehaemoglobinized, fixed in
mentho), stained with 5% giewmsa and
examined for microfilariae,

A thorough clinical examination of
all the subjects was carried out in order to
detect any features of disease viz. filarial
leg, scrotal filariasis, epididymoorchitis;
lymphadenitis, filarial hand and breast.
Microfilaria (mf) frequency per unit blood
(20mm?) was also found out,

Observations !

Out of total 945 individuals surveyed,
13.7%, were asymptomatic mf carriers
{1 or more mf per 20 mm® of blood) and
9.8% were having filarial discases without

mf in peripheral blood. Only 1.8%, of
individuals surveyed presented with disease,

as well as, mf in their peripheral blood,
An increasing trend in infection and disease

rate was observed with rise in age. This
however. declined in those 55 years and

above. This difference in the prevalence
of infection and disease, in different age
groups was statistically significant.

*Upgradad Deptt. of S. P. M, 1
**Department of Surgery J

K. G. Medical College,
Lucknow,

***Central Drug Researeh 11 stitute, Lucknow,
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Table I ;| Prevalence of filariasis by age

. Infection " Disease Infection Total endemicity

Age No. +disease  {infection &/for
eXamined -+disease)
No. % No. % No. % No. %
< 5 27 "1 37 Nl 00 Nl 00 1 37
5—14 243 27 11.1 5 1.8 1 04 33 136
15—24 232 34 14.6 26 11.2 2 0.9 62 267
2544 219 45 160 35 125 7 25 87 312
45—54 . 84 16 19.0 17 202 4 48 37 440
554 80 7 8.7 10 125 3 3.7 20 250
Total - 945 130 13:7 93 98 17 18 240 254

Test of significance ;

(For the purpose of calculating X? value, the catagories <5 & 5—14 have been pooled
together). '

Infection by age § X9=18.09, d.f. =4, p <.005°

Disease by age i X2=4796, d.f. =4, p <.001

Total endemicity 1y age i Xf= 43,9, d.f. =4, p <.00;
The prevalence of disease was signi- in males (13.29) but it was insignificant.
ficantly higher in males (11.2%) than The subjects with infection and disease

females (7.2%). The prevalence of in- both, were 2,29, among males against 0.9%
fection was higher in females (14.8%/) than in females (Table 1I).

( 10
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Flariasis-in the villages around Lucknow

Table I1 : Prevalence of filariasis by sex
; Total endemicity
No. Tnfection Disease Inge.(:tmn (infection &/or

Sex exa- +disease disease)

mined No. A No. % No. % No %
Male 627 83 13.2 70 11.2 14 2.2 167 26.6
Female 318 47 14.8 23 7.2 3 0.9 13 22,9
Total 945 130 13-7 93 9.8 17 1.8 240 25.4

Test of significarce :

Infection by sex
Disease by sex
Tatal endemicity by sex

Filarial leg (60.9%/) was the com-

monest presentation of the disease, followed

by serotal filariasis (22.8%), epididymoor-

chitis (9.1%), inguinal lymphadénitis
(3.6%), fitarial hand {(2.7%) and filarial
breast (0.9) (Table ITI).

x2=.03, d.f.=1, p>.50
x*=-5.29, d f.=1, p<.05
x2=1.50, d.f.=1, p>.10

Table HI i Disease pattern in filariasis

Main presenting feature No. of case Percentage
Filarial leg 67 60,9
Scrotal filariasis 23 22.8
Epidedymo-orchitis 10 9.1
Inguinal Iymphadenitis 4 3.6
Filarial hand 3 2.7
Filarial breast 1 0.9
Total 100 100.0
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In more than half of the mf carriers
(56.5%), frequency of mf was only upto 10
in 20 mm? of blood. Microfilarial frequency

of more than 50 per 20 mm? of blood Wwas
seen only in 6.2% of carriers (Table IV).

Table IV ¢ Micrcfilarial frequency in mf carriers
MTf count/20 mm?* blood No. of carriers Percentage
" Upto 10 83 56.5
11-50 55 37.3
51—100 7 4.8
1004 2 1.4
Total 147 100.0

Discussion

The public heaith importance of
filariasis in India is only second to malaria
amongst the mosquito borne disease,
Uttar Pradesh is one of the heavily infected
states of India. Lucknow and its surround-
ing areas have been reported endemic for
filaria by many workers (Srivastava and
Prasad, 1969 ; Chandra et al, 1973). In
the present study the overall filarial en-
demicity rate was found to be 25.4%,: the
infection alone accounted for 13,79, disease
in 9.8% and infection 4 disease in 1.8%.
Srivastava and Prasad (1969) in the villages
around Lucknow reported the prevalence
of infection and disease to be 11.9%; & 3.9%;
respectively, and endemicity rate to be
15.4%. Chandra et al (1973) observed
filarial endemicity to be 17.9% in the same
area. This shows that there is no let up in

12

the disease transmission and repeated in-

fections in last two decades In the present
study the higher endemicity rate in the
villages around Lucknow reflects unchanged
climatic conditions, unplanned urbaniza-
tion, industrialization and formatirn of
irrigation channels ete. in last two decades,
edding upto already existing bad drainage
system. Raghavan (1976) has also
observed that in areas where no organised
control measures are undertaken, infecticn
and disease rates have gone up in last
20 years,

In the population studied, a higher
infecticn, disease and endemicity raie was
observed in the higher age groups (>14
yvears). -This suggests a continucus trans-
mission of disease in the area resuiting into

. repeated infection, i.e. hyper-filariation and




Filariasis in the villages around Lucknow

Is thus cumulative with the years of resi-
dence in an endemic area (Raghavan, 1976).

A higher disease and endemicity rate
in the males observed in the present study
{s in conformity with the findings of
Srivastava & Prasad (1969) and Sharma et
al (1986). This higher prevalence in males
is attributable to their scanty dressing,
making them more prome to mosquito
bites,

The commonest presentation of
the filarial djsease in the present
study  was filarial leg  {60.9%).
Srivastava & Prasad (1969) observed hydro-
cozl being the commonest presentation.
Rao et al (1977) found filarial hydrocoel in
54 0% cases of filariasis. The rarest presen-
tation of disease in ferm of filarial breast
as observed in the present study has also
been reported by Rao et al (1977).

An optimal microfilarial density in
the peripheral hlood which can infect a
mosquito is not yet known. A varying mf
density has been reported by various
workers. In the present study more than
50% carriets had 1 to 10 mf/20 mm® of
blood while in 94.0% subject the mf density
was below 50/20mm? of blood. Chandra
et al (1973) found mf density in the ranpe
of 1 to 30 in over 609, of their carriers.
Misra and Dwivedi (1979) reported mf
density of 1 to 10/20 mm® of blood in
58.7% and 1 to 50 in 98 87/ carriers.

As the Government of India is com-
mitted to the goal of Health for All by

2000 A.D., extension of filarial control.

activities to the rural areasis, therefore;
imperative. The stratigies adopted so far,
as antilarval measures with chemicals and
vector control have not been successful for
the population at large, and are operas

_tionally laborious and expensive. The

latest strategy drawn up by the Govern-
ment of India in VII plan perfod isto
extend the filariasis control activities to
the total rural population at risk, through
primary health care. The aim is to reduce
the load of filarial discase by jinvolvement
of village health guides (VHG) and
multipurpose  workers (MPW),  They
would be given DEC for treating acute
and chronic clinical cases of filariasis at
very peripheral out set. The field trials
have shown the feasibility of this
approaéh._
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“A STUDY ON MORBIDITY'PROFILE OF TIBETAN REFUGEES
OF CHANDRAGIRI In THE GANJAM DISTRICT OF ORISSA”

T, Sahu §. B, Karand B K, Patnaik

INTRODUCTION :

With .the help of 'Goveroment of
India and State Governments the Tibetan
refupees were settled up at different places
in.India; and .Chandragiri situated at a
distance of 78 KMs from Berbampur,

The commuaity which “has
adopted some‘of the socio-cuitural practices
of local population and have retained most
of their criginal practices offer an excellent
materjal for the study of effects of différent
sccial — cultural-demographic— economic—
religious factors on merbidity pattern.
Tibetan race, culture, customs, tradition
and. religion are alien to that of Indian
and more so to that of Orissa. This
refugee population was - availablé -within
the reach of resources. The comparative
ease of collection' of data encouraged to
carry out the study so as to cbtain-valuable
informations on morbidity pattern 'of the
community which can be utilised in varied
situations in taking aop community health
work, )

The present study -was undertaken
to obtain an integrated picture of different

leading diseases precvalent in the cominu-

nity and recommend measures for their
coutrol and eradication,
MATERIAL AND METHODS :

A simple random sample of "30%
house-holds with proportional allocation

of Tibetan refugees settied at Chandragiri
have been selected for study. All the
members of the house-hold were included
in the study population., Informaticns
on history of sickness for past ome year
physical examination of individvals and
labdratory investigation of diagnostic
matérial whefe-ever  necessary were
obtained through the administration of pre-
planned, pre-tested questionnaires with the
help of community leaders,

Of the 1053 persons in study sample
1012 ‘persons could be covered giving a
non-response of 3.8%. The study was

- carried out During Jan.-Feb., 1983,

OBSERVATIONS AND DISCUSSION :

Out of total 1012 persons; 186
persons gave the history of having suffered
from one or more diseases during ‘the
previous one year, where as 216 persons
were found to be suffering from one or
more diseases at the time of survey,

The distribution of morbid persons
by age was high in early and late age
groups and minimum in the age group
of 15-24 years indicating that the disease
conditions were much less in young
adults (Table I and II).

Department of Social & Preventive Medicine, M. K. C. G. Medical College,
Berhampur, ORISSA,

I -
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Tabe-I. Age and Sex Distribution ef Morbid During Past One Year.

Persons
MALE FEMALE
Age Grou No. Prevalence/ r No. Prevalence/
8 P Total Sick .  Thowand  1o%! Sick Thousand
< 50— 77 19 246 58 14 241
5— 109 17 156 95 15 158
15— 65 8 123 62 _ g 129
25— 68 9 132 63 12 190
35— 74 11 148 47 11 234
45— 81 14 173 61 15 246
55—64 91 16 176 61 17 278
TOTATY 565 94 " 166 447 T 92 205
Table-IE. Age and Sex Distribution of Morbid Persons at the Time of Survey.
MALE FEMALE
‘Age Group No Prevalence/ ' No, Prevalence
Total Sick Thousand _ Total Sick Thousand !
< i0— 77 27 351 - 58 18 311
5— 109 23 211 95 18 189
15— 65 10 154 62 3 129
25— 68 13 191 63 9 143
35— 74 15 203 47 7 T 149
45— 81 17 210 61 12 197
5564 91 24 264 61 15 , 246
TOTAL 565 129 228 447 87 195

( 16 )




A Study on Morbidity Profile of Tibetan Refugees

Table II1 ; Diseases Suffered by the Study Popuiation Daring Past One year and at the time

of Survey.
Diseas¢ groups Past one year|At the time
of survey
Group—1: . ' ot .
Infective & Parasitic diseases ; ‘
(a) Infective diseases— 135) 46)
(b) Parasitic diseases — - 2N 11¢)
Group—2 ; o .
Malignant, benign, lymphatic haemopoietic and wun-
speciﬁed peoplasms — —
Group—3 -
Endocrmal Nutritional & metabolic diseases - 20
Group—4, 5, 6
Diseases of blood formmg organs Mental disorders
Dlseases of nervous system eye, ear and mastoid processes — -
Group—7 : ] ' '
Rh. fever, hypertensive and heart diseases 2 5
Group—8:
Diseases of respiratory system 33 65
Group--9:
’ Diseases of the digestive system 9 6
"Group—10; - '
Diseases of urinary system, male gemtal d:sorders and dis-
eses of the breast and female genital system 3 1
Group—11: i -
Diseases of musculo-skeletal system and connective tissues 8 12
Group—12 & 13 :
Congenital abnormalities & Certain causes of perinatal
morbidity - -
Group—14:
Other Symptoms and i1l defined conditions 18 15
Group—15:~ .
Other injuries and reactions and fractures, dlslocatxons and
sprains 5 —

( 17°)
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The aver-ge duration of sickness
per episode and per sick person was
- calculated for leading diseases (Table-V)
reported during past one year except for
. tuberculosis, leprosy and arthritis. The
average duration of sickness 'psr episode
and per sick pergon was highest for worm
infestation, followed by discases of ear,
skin diseases and dental diseases. Further
jt was seen that the people suffering from-
these diseases ordinarily did not seek
medical advice til such time when it
became unbearable, . 1

The differences in the prevalence of
diseases as revealed by:recorded history
(past one year) and physical examination
(at the time of survey) are shown in
Table-VI. Although history revealed fever
as a leading disease yet it did not come

into pleture at all in the leading causes of
morbidity at the time of survey, but.skin
disease was the leading cause,

This analysis of l:anking orders
also showed that the population was
ignorant of signs and symptoms of
nutritional deficiency diseases and as such
were unable to report them though they
might have suffered. -

The main health problems as identis’
fied were diseases due to poor personal’
hygiene, insanitary housing conditions,
unprotected water supply and absence
of latrines leading to - indiscriminate soil
poitution Health educational measures
with active community gparticipation are
required to bring about a redaction in the
prevalence of diseases. :

" R .F
Table VI : Ranking Chart on Morbidity Pattern of Tibetan Refugees.

In Past One Year

Diseases in Rank Order

At the time of Sarvey

Fever B 1 1 Discases of skin
Diseasés of G. I tract 2 2 Respiratory diseases

o (Excluding T. B}
Respiratory diseases (Excluding T.B.) 3 3 Worm infestations
Dental diseases 4 { Dental diseases (
Diseases ;c>f skin 5 5 Pediculosis ‘
Tuberculosis ’ .08 6 Nutritiona) disorders
Worm infestations ~ ¢ g7 7 Diseases of G, L. tract

(20 )




Worbidity Differentials Amongst The Families

of The Employees of Medical College.
MEERUT.

N. Kamboj, 71, 8. Mathur, M. Bhatnagar, V. N. Mishra, R.B. Singh &
B. 8. Garg. .

Introduction

Morbidity surveys are intended to
provide over all picture of heaith and
sickness of & community. Due to fast

development of medical sciences and

the medical facilities, the pattern
of diseases is changing fast. Mortality is
being replaced by morbidity as an index of
health and disease. Up to-date inform-tion
fs needed so that the Government in parti-
cular and the society in general can devise
new and feasible plans- to apply for the
maximom benefit of masses. In India due
to industrialization and urbanisation, the
urban popu'ation is growing fast which
may lead to changes In the morbidity and
mortality pattern of different diseases in
the urban areas. The present work has
been carried out to find out the general
and specific morbidities amongst the emplo-
yees and their family members residing in
the campus of L.L.R M, Medical College,
Meerut.

Material & Methods :

The material for the present study con.
sisted of all Government employees &
their family members who were residing

in the Medical College, campus
except the nurses and the students. In
total 436 such families were residing in
the campus. For the purpose of this study
only 356 (81.4%,) families with 1623 popula-
tion could be covered, 18.6% families could
not be included because of non-availability
at the time of visit. The stady was carried
out from July 1982 to March 1984 through

house to house visit with the help of a
pre—designed _sch_edulq. Data regarding

socio-demographic characteristics, environ-

[N

mental sanitation and physical and clinical

examinations of each and every individual-

belonging to ‘the families was collected,
The lab, investigations were done only in
those persons where these were needed.

The morbid condition was defined as ““any

depaiture subjective or objective from a
state of physiological wellbeing resulting

from disease injury or impairment” (Swa-
roop 1960). The diseases were classified

according to International classification
of diseases, (WHO, 1975).

Deptt, of S, P. M. L. L. R. M, Medical College, Meerut.
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Only 22.9% of males and 4.19% of
females were st work The liieracy rate
The majority (88.5%) of the families was as h'gh as 73.5%. Those with either

Observatioss ©

were naclear type while the remaining college education o7 professional qualifica-
~11.5% were joint type of families. The tions were 14.0% in the total population.
average family size was 4.6 persons per Out of the total empioyees, 53.477 belonged
family. Hindus constituted 95 50/ of the to oc:zupational states of class—IV. Caly
total population followed by Mauslims 2.5% of the families betonged to socio—eco-
2.2%, Christians 1 9% and Sikhs 0.197, nomic class-1. The per capita income

. was estimated at ®s. 3378/— per annum.
The population of children bzlow

15 years of age was 44.6% and above Morbidity in different age groups
60 years of age was 1.5, The sex-ratio has-been calculatéd (Table~1). Morbidity
in the study population has been found to ~ was found to be slightly higher (43.27;) in
be 930 females per thousand males, The males than females whero it was 42.3% In

-

married . population was 44.47% never males the morbidity was maximum (59.8%)
married were 54.7% and 0.97] were in 0-4 years age-group followed by (53.6%)
widows/wido wers, in 45-59 years age group and the morbidity-

Tsble 1 ;| Morbidity in relation to Age and Sex.

Age group Male " Female Total

years Number Morbid Morbi- Number Morbid Morbi- No. Morbid Mor-

dity? dity% ~ bidityy, ‘
0— 4 122 79 59.8 120 65 542 242 144 595 .
5—14 251 115 45.8 231 93 403 482 208 432
1 —44 402 134 333 389 153 393 791 287 363
45—59 56 30 53.6 28 1 392 84 41 488
60+ 10 5 50.0 14 9 64.3 24 ~14 583
Total 841 363 43.2 782 331 423 1623 694 428

Age X*=49.39, d.f.=d, P<0.001, "Sex';:X*=0.4, d.f.=1,p>050.

(22 )




was minimum (33 3%)) In the age=group
15-44 years, In females the morbidity was
maximum (64.3%)} in older women

(60 years & above)and followed by 0-4 years

age-group where the morbidity was 54.29]
and least morbidity was found in the age-
group of 45-39 years. The differences in
relation to the sex (P =2 .50).

Morbidity was ‘slightly higher
(47.2%) in persons living in joint type of

Morbidity Differentials Amongst the.Familics of Employees

families as compared to th se living in
puclear families (42.1%).

Morbidity in relation to marital
status has been found to be siguificantly
different (Table-1I} Morbidity was maxi-
mum (66.6%) in widows/widowers

followed by unmarried persons<{43.0%;)-and
least in married persons where the morbi-

dity was (41.9%).

Table II : Morbidity in relation to marital stafus.

Marital Status 'fota] Population No. of sick persons Percentage
Never married ‘ 888 382 43.2
Married 720 302 41.9
Widow/Widower - 1§ 10 66.6
Total : 1633 694 428

X2=191.89, d.f.=2, p<<0 00L,

Morbidity was  maximum  in
Christians (63.3%)) followed by Musiims
{ 55.6%) and Hindus (42.37%]) and
was leastin Sikhs (16 7%) where the

Table I11 : Morbidity in relation to religlon.

sample was very small {Table-111). Differen-
ces in morbidity between Hindus, Muslims
and:Christians 'were not -found statistically

gignificant (p >0.20).

Religion Total Population No. of sick persons Percentage
Hindu 1551 654 42,3
Muslim 36 20 55.6
Christian 30 19 63.3
Sikh 6 1 16.7

Total

T428
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The morbidity was found -to be The diffetences in levels of morbidity were
negatively associated with the level of found statistically significant in relarion to
education of the individuals (Table 1V). educational status (P <.001).

-

Table IV : Morbidity in relation to educational status,

Educational Status No. of individuals No. of sick persons Percentage
Pre-School 217 124 7.1
Hliterate 372 120 48.4
Upto Primary 395 176 44.7
Upto High School 324 122 317
Intermediate 88 29 330
College education 147 42 286
Professional education 80 21 - 263
Total 1623 694 28
X:=52.14, df=6, p<<0.001
Morbidity was significantly different of service class status. Tn class-I the morbi-

service classes {Table~-V), It may be secn dity was 25.4% which increased to the level
that morbidity increased with the lowering of 46.1% in class-1V employzes,

Table V : Morbidity pattera according te Occupational Status.

Occupational status No of individual No. of sick persons Percentage

Class I 71 ' 18 25.4

Class 11 16 6 3715

Class III 117 45 3858

Class 1V . 233 108 46.4

Tota! L 437 177 40,5
x1=10.73, di=3, p<0.001

( 24 )
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" The morbidity has been found to be  creased to 52,2% in class-V (Table—VI)
pegatively correlated with the socio—eco- The differences in the levels of morbidiiy
The morbidity was lowest in different socio-economic classes have been

pomic status,
found to be statistically significant(P<0 0oL

(33.0%) in the social class-I whlch 1R-

Tahle-VI., Morbidity according to socio-economic: classes.

- L

Social Class ! No, of families  No of individuals No. of persons Percentage

45 ) 162 : 37 . 330
67 215 75 34.8
361 7 380
812 50.1

85

9 7 38 ' 522 .

356 1623 694 . 428

x2=55 39, di =4, p£.0.001 ) .

The tenfleading causes of rﬁé‘rbidiﬁrl below t%“’ age of 15 years were 44 67,
per thousand .population were ill-defined which is siightly higher than that of
intestinal lesions (53.0), malaria (35.7), ~ Marwah €tal’ (1970), 41.67, Bhatoagar
diarrhoea (27.1), dyseatery (20.9), acute et al (1979) and Census of India {1981) of
bronchitis (19.8), measles (18.5), disordess 39.3%. The proportion of elderly people

above the agé of 60 years in this study was

of mensturation and other bieeding from
female genital tract (17.9), amoebiasis only 1,5% which is much lower than th:t
(17.2), disorders of refractions and accom- of Census of India (19815 of 8 3%, the
gdation (15.4) and conjunctivities { 4.2 . reason being that most of the employees
were residing away frpm.their homes and

from their elderly parents. .

"

, Duscussmn Age. and sex distn-
bution of tbe study popu!atlon was typical
that of the developing countries as chracte- " * The overall' moérbidity at the time of
rised with a broad bis3’ and gradually survey was 42,8% which is lesé than’ that
declining proportion of peoplc in hlgher of Tamboli et ul (1976} of 48,87 but it was
age-groups. The total number of children higher in comparision to Marwah ¢t al
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(1970) Joshi and Sharma (1971) and
Bhatnagar et al (1979) who reported the
morbidity rates of 29.¢%, 25.2 and 25.9%
respectively. The higher morbidity in the

. present study may be primarily due to the
higher health counsciousness in the study
population,

In this study morbidity in males
was 43,237 and in females 42.3% which is
almost similar in both the sexes whereas
Marwah et al (1970, reported that morbi-
dity was higher in females (38.4%) in
comparison to males (26.2%/). Morbidity
in this study was 58.3% and 59.5% in the
age-group of 60 years and above and 0-4
years respectively.  Similar were the
findings of Tamboli et al (1979) from

Jaipur City and Bhatnagar et al (1976) -

from Meerut City while Marwah et af
(1970 reported that morbidity was highest
(55.29]) in the 0~4 years age group while
it was lowest (13.6%)) in 60 years and
above age-group.

The morbidity was slightly higher
(47.2%) in joint families as compared to
42.17,in  clear families, This difference
might be due to the fact that in joiat
families old parents were also living.

In the present study the morbidity
was inversely related to the occupational
status. It was minimum in class-I (25.4%)
and increased to 464% in class-IV
employees while Mauarwah et al (1970)
reported maximum 44.2%) morbidity in
teaching staff and minimum (26.9%) in
ministerial staff.

Morbidity was found to be nega-
tively correlated with the level of education
of the individual which is a usual phéno-
mena and has also been reported by Garg
et .al (1981). By grouping the leading
causes of morbidity in  the present study
it can be concluded that it was maximum
(229.8 per 1000 population) dus to infective
and parasitic diseases while Marwah et al
(1970 reported that five most leading causes
of morbidity were acwle respiratory tract
infections (20.6%7), diarrhoeas and dysen-
tries (10.49) and typhoid-paratyphoid
fevers (3.3% )

In the present study the total
nuraber of morbidities were 756 which

“amounted to 0.5 sickness per person  The

average sickness per sick person was .1

. while Marwah et al (1970) reported 04

sickness per person and- average sickness
per sick person being 1.27,
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Assessment of Change of Knowledge Through
on the Job Training of Health Workers
(Female) in Varanasi

V.K. Gupta, RajKumar and I. C. Tewari

Intreduction :

Health care infrastructure of our
country lacks in effective, bulitin system of
on the job training or continuing education
for different level of workers, This ad-
versely affects the work performance
particularly of those working at peripheral
level. It is, therefore, aptly mentioned in
“curricula for training of staff of PHC”
{1980V that ‘job assigned to the workers
can be carried out effectively and efficier tly
only when they are given adequate training
for the purpose, waether as part of thelr
basic professional training or as inservice

orientation training followed by refresher
courses and on the job continuing edu-
cation,” Against this background, an
action study was planned and conducted
in 3 PHCs of Varanasi, with the objective,
to assess the change in the Level of know-
ledge of health worker (lemales) atout
MCH care, through short term inservice
orientation Training programme.

Material and Metbods 3

The study was conducted in the
PHCs namely ; Chiraigaon, Cholapur and
Kashividyapith and their sub-centres -of
Varanasi district during the years 1980—

Lecturer P.S.M. University, College of Medica! Sciences Ring Road, New Delhi- 110029

( 27)
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82,. These PHCs are aitached to the
Institute of Medical Sciences, Banaras
Hindu University under the ‘Reorienta.ion
of Medical Education’® Scheme. In all, 12
Health wnrkersh(Female), four from each
PHC & its subcentres were selected for the

purpose of 'study

In order to assess .tbe l-evcl of
knowledge about MCH Care, a pretested
questionnaire schedule consisting of 64

muitiple choice questions with one or more

correct responses was prepared keeping the
job responsibilities of the worker in view,
These responses were independently scored

by 4 "different.. persons having ,expcrience'
in MCH field. Scores for éach correct’

response were, thus: allotted taking the-

mean, )

These 12 Health Worke‘rg ﬁ’ema‘le)
were given a short term on the job training
in 4 sessions of 1} hrs, duration each at
each of the three PHCs. The specific areas,
of MCH care covered were :

—registration and identification of high
risk antenatal cases ; -

* —diagnosis and management of anacmia
and immunization in antenatal casey ;

—nutrition education for antenatal cases
and lactating mothers ; ’

—screening for malautrition In underfive
children including the management of
diarrhoea ;

—diagnosis and management of anaemia
and immunization in wnderfive children ;
and

language.

Jan - April 1987

— nutrition education for uudecrfive children.

Method of imparting training was
lecture- cum-demonstrarmn Health Assistant
(Female) of respective PHCs were actwely

involved in training p: ogramume, f

Teaching aids used were . Charts ; Flash
Catds for imparting nutrition’ education to
mothers and children ; Cases for demons-
tration purposes ; Reagents ; ard manual
(in Hindi) in which an attempt was made
to incorporate the elements of actual
practice situation as well as innovations of
tested  value. Init, emphasis was laid
on the areas of MCH care being covered
in the training. The manual prepared
!orgthe study was brief; s practical and
covcred the important aspects of MCH
care, In contrast to Government of Indja
Mannals (1978) and (198!) which were
found too exhaustive and in English
Subsequently, to improve their
skills, workers were provided with the
workaids asiwell as MCH Kit designed by

keeping the field conditions ‘of twork -in’

view. C e e

Within one month aftertraining, workers
were administered same questionnaire to
have an idea about the deficiencies in
knowledge. To overcome it, reinforcement
was done at an Individual level. Then,
after one more followup, post training
assessment was undertaken after a period.
of six months. ‘ .
Observations and Discussion
Maternal Care

The mean score for identification of high
risk mothers after training was 151.7 points

( 28 )
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- with an increase of 46'7 points over pre-
trainiog score. The difference was statis-
-tically  sigpificant indicating that the
training in small groups and reinforcement
had the positive impact in increasing the
level of knowledge of Health Workers
{Female). Similar findings were observed

for other aspects also. "The differences
were also found (o be statisticaily signi-
ficant. In poest training assessment for
anaemia—diagnosis and management in
antepatal cases,
(Female) scored
allotted. (Table I)

1{0 percent points

Table-I. Pretraining & posttraining level of knowledge of Health Workers

(Female) regarding Maternal Care

ail the Health Workers *

R Max B "Change in
Aspects of Allotted Pretraining Post training level of
Maternal ' ¢ Score . - Score Score knowledge -~ "A&B -
care ==
- Mean S.D. Mean., S.D. Mean S.D.
Identification  t=9.05
of High Risk 160 105.0 16,7 1517 7.2 467 178 P<0.001
Cages . '
Anaemiasdisg, Y t=11.44
& management 64 360 . 85 640  — 28.0 85  P<0.001
Immunjzation . 47 ., 344 . 39 432 2.5 8.8 28 t=1095
. P<0.001

Nutrition Education 82 _55.7 15,5 77.8 1.9 221 158 t=4.83

o Co ' P<0.(01 .

Child Care

.. The Health Workers (Female)
knowledge regarding child care, as a whole,
excepting immunisatien was found to be
inadequate. During post training assess-
ment, an increase in level of knowledge was
found for all aspects which was statistically
significant (Table 1I).

The cost per manual prepared for
Health Workers (Female) was Rs. 6 per
copy (1981 prices). This will go down

(29 )

considerably if production is on alarge
scale at district level. Other teaching aids
involved like flash cards, charts, reagernis
costed a nominal expenditure of Rs 40 per
set (1981 prices). This cost will be further

less if training is officially conducted at -

PHC leve! since some of the education
- material and reagents are already available
Response and coordination of the
workers was found to be excellent, thus,
reflecting their eagerness and interest to
undergo such trpining programme.
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"“Table II i Pretraining & post training level of knowledge of Health Workers (Fer_nél'e)

regarding Child Care,

B Change

_ Aspects of Child Max, allo- A A&B
* Care tted score Pretraining Post training  in level
’ L Score Score of knowledge
Mean S.D. Mean S.D. M.aa >5.D.
Screeaning of mal- 161 96.3 152 1503 6.7 540 18,9 =987
nourished cases | P < 0,001
"Anacmia-diag. & 20 89 22 183 30 9.4 52 t=628
management * P<0 001
Immunisation 74 565 48 730 138 16:5 54 t=10.63
P<0 001
" Nutrition Education 63 365 89 564 32 199 104 t=6.62
P<0001

The study thus revealed that lack of
adequate knowledge is one of the factors
responsible for - poor MCH Care being
delivered through health workers (Female).
Tt.was also effectively demonstrated that the
xnowledge of female health workers regar-
ding MCH Care should be considerably
improved by a short term in Service
Training. This type of periodic trainings
are essential and must form an integral part
of our health care infrastructure,
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PROCEEDING OF THE Vth GENERAL BODY MEETING OF

U. P. CHAPIER OF INDIAN ASSOCIATION OF PREVENTIVE

AND SOCIAL MEDICINE HELD AT L. L. R. M. MEDICAL
COLLEGE, MEERUT ON 11-1-1987, AT 2.0 P. M.

The Vth General Body meeting of UP Chapter of IAPSM was held on 11.4.1987
under the Chairmanship of Dr. $.K. Mehrotra. The following decisions were taken:—

1. It was resolved that In order to print the constitution of UP chapter of Indian
Association of Preventive and Social Medicine, the Secretary General should be sent
Rs. 500/~ by Organising Secretary of Vth UP Chapter Conference of [APSM and Rs. 500/-
by Prof. 8.K. Mehrotra, to enable the constitution to be available with all its members,

2. It was resolved to enlarge the scope of U P, Chapter of IAPSM to make it a
regional chapter by involving the neighbouring States. Himachal Pradesh and Haryana have_
already been copted to be members for the region. It was further resolved that a letter
should be written to other neighbouring states also to join the regional Chapter.

3. The report of Secretary General for 1987 was accepted and spproved. The
General Body observed with regret that the Secretary General IAPSM (All India) has not ;
sent the State Constribution to the Sec. General UP Chapter IAPSM wlnch has caused
hinderence for smooth funct;onmg of UP Chapter.

4. Prof.J S.Mathur was elected to deljver Dr, B. G, Prasad oration 1987 unapi-
mously. . ‘

5. The organising committee of Vth UP Chapter Aanual Conference announced the '
award for the best paper sent by UG/Interns for this year. It was further resolved that
the best paper award shall be given each year for the best paper publlshed in the Indian

Journal of Community Health.

6. The following office bearers were elected by the General Body for 1'98_7.

President Dr V. N. Mishra

Vice President Dr J.V, Singh

Secretary General Dr. B. Raj (Second year of 3 year term).
Joint Secretary Dr. P. L. Joshi

Treasurer Or, (Mrs.) M, Bhattacharya
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Executive Members Dr. S. N, Sinha
Dr. Arun Kumar
Dr. Gopal Krishna
Dr. V. K, Srivastava -
Dr. Bhakt Prakash
Dr. Sanjai Chaturvedi
Dr. P. K. Sen

7. Prof. J, 5. Mathur briefed the General body of IAPSM with the details ‘of the
¢alks held in elhi regarding the Publication of the Journal of IAPSM from UP with’

Dr, L. M. Nath, Dr. M. C. Mittal, Dr. M, P. Dwivedl, Dr. Harcharan Singh, Dr. A. K.
Govila and Dr. 1. C. Tewari. It was informed that the assurance was given to hand over

the Journal to UP in the next All India Conference of IAPSM, It was further resolved
that the implementation of resolution No. 5 and 6 of IV UP Chapter IAPSM regarding’

dissociation from All India body should be postponed In the light of assurance given in the
meeting

8 It was resolved that the Indian Journal of Community Health shall continue te
be published as an Official Publication of UP Chapter of IAPSM. :

9. The proposal of holding next Conference at Allahabad was accepted with great
enthusiasm, ' .

10. It was emphasised that M. C, I. has catagorised S, P, M as a Clinical subject &
as such, 8, P. M. isa clinjcal subject. A letter should be sent to the D.M E. Lucknow to
clarify this point.

11. It was also decided to write to D. M. E, regarding abolition of dual nomen-
clatore of lecturer/MOH cum lecturer and Reader/Reader in Community Medicine. They
should be designated as Lecturer and Reader in S. P. M. only, . |

12. The house was adjourned by passing vote of thanks to the Organising Comlzjnittee —
of the Conference. ’ '

-




‘e

e




10.

11.

12.

13.
14,

15.

16.

-o

PR .
LA

VEND . i
INFORMATION TO CONTRIBUTORS

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

Articles should be short, clear, precise and highlight the observations.

The script should be sent in triplicate and typed in double space on one side of
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Member authors shall be supplied copv of the Jourpal. Reprints may- be provided ‘on

payment and requirement must be indicated at the time ‘of sending article.

Non-member authors and. .co-authors shall be supplied the Journal onlv on payment
of Rs. 25 per single copy.

Every article must be accompanied with a self address Inland for ‘acknowledgement
and an envetope (4 X 7° size) with Postage Stamps worth Rupees Five & paisa twenty
five for processing.

The Editorial Board shall have right of publication. The article or part of the article
published in this Journal shall mot be published anywhere else without the prior
permission of the Editorial Board
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