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INTRODUCTION

The World lHealth Orgamisation
estinates that five mudhon chuldren under
one month of age die each year, and nearly
all (98 per cent} of these deaths ocour in
the developing countmes (1926} ' The
causes of neonatal deaths are difficult to
asceriain, as untraned modwaves delever
most balnes in the developing countnes al
home Many cases of the neonatat mfechon
never reach treatment faclibes A proper
understanding of how vanous socio-
economic and demographoc factors affect
wnfant and child mortality helps policy
makers to formulate family health
programmes towards improving chuld
survival Among all chuldren born in India
during Ihe last 12 years, 88 out of 10
dicd before the first barthday and 121 qut
of 100 died belore reaching age of five
Although shil high, mortahty levels

declined over the pened between 1981 and
199 by 24 per cent * Vanation 10 the soco-
cconomig, demographic factors and
avallability of health care facihlies are
responsible for differential rateos of
moertahty among vanous States of India #48
Further, withmn states, thesc rates vary
between different districts and between
rural and urban areas It 15 essential to
assess and momtor their levels mm defferent
parts of the state and to wdentify hugh-nisk
problem areas and hgh-nsk population
groups within areas so that health services
may be directed to where they are most
needed Assessmont of the level of
mortahty helps m

a) understandmg the causes of neonatal,
pust-necnatal, infant and chld mortality,

B) evaluating the impact of wvarious
programmes being implemented to
reduce these mortahty rates, and
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€] identifying the risk factors and
formulate prograrnmes for reduction of
these mortality rates.

The Sample Registration System (SRS} iy
the primary source of data on infant
mortalily. SES provides National and State
level estimates of necnatal, post-neonatal
and overall infant and child maortality by
rural or wrban sectors. State level estumates
conceal large variation among districts
within a state, The district Igvel csbimates of
infant and child mortalily rates as well as
the factors aflccting these mortalities can he
obtained from sample surveys. This may
help in improving and understanding the
determinants of mortality and the regional
vatiations in the rates atwd in assessing the
relative importance of socio-economic
developmental programmes and required
health services. [m view of this, a district
level sample survey in rural areas of North
24 Parganas, West Bengal was conducted to
determine the factors that go togeiher to
cause prevalling and anticipated high rates
of infant antd child mortality in same rral
areas of West Bengal. The main objectives
of the study are: i) to estimale the neonatal,
infant and child mortality rates by
tousehotd survey based on the occurenons
af such deaths found in the sample in rural
sector of the Narth 24 Parganas, West
Bengal, (u) to learn the causes of infant
mortality and its assodated socio-economic
and other influencing factors and (1ii} to
investigate the regional variations in
mortalily in relation to health {acilities
available in villages and blocks.

The district profife

North 24 Parganas district, with an area
of 4,094 square kilometers and a population
of 7.281 million (Census, 19219 is located
towards South of West Bengal, The climate
is hot and humid except in winter. The
average rainfall m 19594 was 1352 mn. The
disttict has 33 police stations, 22 blocks, 22
Ianchayat Samitis, 214 Gram Panchayats,
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1611 Mouras, 1613 wvillages and 26
Municipalities” The estimated number of
houschelds in the district s 1.364 million,
Barasal is the district headquarier. There
are four sub-divisions: Barasat, Bashirhal,
Bongaon and Barrackpore. Barrackpore is
the largest subdivision having a population
of 30,3 lakhs followed by Bashirhat {17.6
lakhs), Barasat (16,3 lakhs) and Bongaon
{8.6 lakhs). The dominant population of the
district is Hindu, with 21.5 per cent being
scheduled caste and three per cent
scheduled tribe. A substantial percentage of
population are Muslim. The principal
language is Bengali. The district represents
about 10.7 per cent of the state population
{Table 1}. The density of populaton is 17749
per 5q. km. The percentage of urban
population s 52, Sex ratio is 907 {907
females out of 1000 males). The literacy rate
is 67 per cent {male 74.7 per cent and
female 58.0 per cent), Birth rate per 1000
Populalion is 26 while death rate is 9.5
{rural 11.2 and urban 6.8).

TABLE1
Country, ate and District:
A demegraphic comparison

Sncmndemographic inchcator “arth 24
Parganas
Total popudation dn milimom) 7.3
ecennial populaton growth rate 37
YR
Dty of population (per sg km) 1779
For cant of urban population a1.2
S vty [femalas per 10000 males) o1y
Leteracy rate (96) k6
Male iteracy 747
Femala literacy 58
Biith rale/ 1000 population (1993 256
Furat bisth 1ate/ V000 pogsulaten (1993) 286
Urbran birth rate/ 1000 populaticon (1993) 17.7
Lreath ratg1000 population {1993) Q9.3
Rural Death mtef 1000 popolation (1993) 11,7

Urban Dealh ratef 100 populaton (1993 h.8
Infard maralily rate/ 1000 v binhs (1943 04
Per oot of SC populatisn 2.5
Per ceat of 57 populatien 23

*Source; Statkstical handbook, West Bengal, 19940
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The district has ane district hospital,
three sub-divisional hospitals and five rural
hoapitals for the four sub-divisions, 22
Block Primary Health Centres (BYHCs), 49
Primary Health Centres (PHCs) and 678
sub-centre. There is one PHC for every
30,000 pepulation and a sub-centre, for a
population af 5,00, Other health facilities
for rural and urban sectors of the district
include 15 CMDA clinics, 9 pestpartum
units CUDFP IT1, 13 ICTYS (Integrated Child
Development Scheme) centers (urban 5,
rural 8) and two UFWCs {Urhan Family
Weltare Centre).

Samplinng scheme and estimation
procedures

TRural sector of the North 24 Paraganas
district consists of 22 BI'HCs {one Block
Primary Health Centre in each block}. In
each black there are PHCs (Primary Health
Centres) other than the BFHC, There are
altogether 49 PHCs in the district,

The Blocks were divided into two
groups, The blocks that are easily accessible
from Barasat town or Calcutta city are
named as “Easily Accessible Areas” (A)
and rest of the blacks are named as “MNat 50
Easily Accessible Areas” or “DXtficult to

Access Areas” (). The numbers of BPHCs
belonging to easily and not-sc-easily
accessible areas are 8§ and 14, respectively.
The corresponding number of PHICs {other
than BPHCs) are 16 and 33, respectively.

From the lst of 16 PHCs in area ‘A" and
33 in area ‘I, simple random sample
withoul replacement was used to select two
independent sets, each constituting a half
sample* of thiee PHCs from each area. The
BPIHCs corresponding to the selected PHCs
were also selected. The number of BFHCs
selected were three for each group for each
half sample. The total number of BPHCs
and PHCs thus selected were 12 each
{Tables 2 and 3), Since independent half
samples were taken, one BPFHC and one
PHC were common to hoth the half
samples, However, sub-cenires were
selected separately and independently for
each half sample from these bvo common
BPHC s and PHCs. From the list of sub-
centres for each selected PHC and BPHC
the sub-centre, located either in the PHOS
BPHC was selected, and one or two sub-
centre from the others (one sub-centre if the
number of sub-centres [other than the
PHC/BPHC sub-centre} was less than
sever, otherwise two (Table 4}, Thus, 12

TABLE 2
Mumber of sampled BPHCs and PHCs

Sub- _ BPHCs . FHCs

division Total Sample Tatal Sample
Barasat 7 4 15 4
Basirhat 1] 5 22 5
Bongann 3 3 10 3
Barackpom: 2 a 2 Q0
Totah 22 12 s 12

* Independent half samples may be used to estimate the yariance of the population estimates. This was
dome because the direct estimate of the variance is difficult in this type of complex sampling scheme,
Estimnates of variances are not presented in this paper
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TAELE 3
Sampled BPHCs and PHCs and associaled mullipliers

BPHC-Village A ltiplier s PHC willage Multiplier Block

Half  Sampe 1
Rekjoan) 207 Barasat Chandpur 16/3 Raparhat

Al tiaslandapur 1T Rarasat Cobardanga Ta'3 Hakra-1
Shikzhat 163 Basirhat MNakhoolaha 163 Basithat-1

T Dhanyakuna 176/31 Basirhat Ehikra-Kulingram 1171 Baswhat-2

™ Choshpur 176,41 Hasirhat Iz ait 1A Sandesh-Khali-1
Sagarpara R H 1364/349 Bangaon Sincfrare 1141 Bagdah

Half Sample 2 -

Madhyamgram £ H - 20,7 Harasat Mitpukuria 103 [Farasat-2*

AZ  Biswanathpur 2007 Barasat Roypurchakla 16/3 Depanga
Rudrapur & H 1643 Barasat Rajitpurbefgho 1673 Faduria
Khulna B H 17631 HBazirhat _IH|IHTC'|'I_'='I|I 1A Sandesh Khali

D2 Chandpara 272801 Bongaon Dharampur {1 Caphata
Sagarpara K 1364344 flongaon Sindran 1A Bapdah

A=Easily accessible, D=Not-so-easly accessible

TAELE 4
BPHC {FHC), sub-centres and non-BPHC (PHCIsub-centres selected under each stratum
Stratum BPHC Subcentre FHC Subcentre
A fHalf sampe 1)
Ta Rajarhat 1 Rekjoani 1k Chandpur 1 Chandpur
2 Knfaberra 2 Bodigul
2a Habra-| 1 Baugach 2b Gobardanpa T Maslandpur
{5Aaslandpuer] + Kumsa 2 Sadpur
3a Basirhal-| 1 Gachha 3k Nakhuadah 1 Makhuadah
{Shibat) 2 Shihat
A {Half samprle 2]
1a Barasal-i 1 Madhyamgram  bh Mitpukuria 1 Minpubieria
{Machyamgram) 2 Sahara 2 Galasia
2a Depanga 1 Baswanathpur Zh Chakla t Chakla
2 Ciohardhanpur 2 Walipur
3a Baduna 1 Rudrapur 3b Bajitpur 1 Baptpur
2 Jangalpur 2 Gandarbapu
3 Iswangachha
n] (Half sarmgple 1}
1a Basirhat-N 1 Dhanyakuea 1b Sikrakulingr 1 Kulimgram
(C*hanyakuna)
2 Kankra
Xa Sandeshkhali-l 1 Coshyur h Nazat 1 Mazal
(Croshpur) 2 Kalinagar-# 2 Kanmari-A
* Bowrmars-B
3a Bagdah 1 Bagdah 3b Sindran 1 Sindrar
(Sagarpara £H) 2 tdashyarpur 2 Pathuria
o {Half sample 2)
1a Sandeshkhali-ll 1 Khulna 1B Jeliakhal 1 Jeliakhal)
{Khulna) 2 Dholkhal) 2 Goberna
2a Gaghata 1 Chandpara 2b Dharampur 1 Dharampur
{Chandpara) 2 Chikanpara * Copalpur
b Bapdah 1 Bagdah M Sanelvany 1 Sindlean)
[Sugarpara RH) 2 Mashyarpur 2 Maldungn

Yol 50, Mo, 2, December 2004
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sub-centres sthuated wathom BPHC, 12 sub-
centres simated withm PHC and 25 sub-
centres netther wittun BPHCs nor wathm
FHCs were finally selected

In the next stage, from each of the 49
selected sub-centres the village wn which the
sub-centre was situated and one or more
villages from the rest of the villages under
the sub centre was selected If the number
from the rest of the villages was less than
s1x, ane or 2 were selected Thus, overall,
selected 101 villages, which belong to 49
stth centers, 25 PHCs, 12 BPHCs, and 4 half
samples {Al, A2 D1 and D2} and 2 strata
(A& and 1Y) were selecled

From cach selected village a list of 300
{approximately] households was the
sample size If the total number of
households wn the village was more than
600, every alternate househald from a
random starting point was taken Tf the
total number of houscholds was less than
A0 butl more than 300, then each
household from a random start and
stopped as soon as it reached 300 1f the
number of households was less than 30,
then all were included From the list of
households for each village 20 per cent
households were taken as the final sample
Thus, m all, 4,661 houselwlds were seleched
from a total of 101 wvillages in the distriet
The selected urats of the study at dufferent
levels is shown w Table 5

Esifmation

Suppose £ 15 the probability for ith wut
being wncluded m the sample The estimate

of the populatron total for the shiudy vanable
Y, say catt be obtained by the formula

P=32
i=1 J|rr
where y's are the values of the variable
included in the sample and n's are the
correspondung wnelusion probailibes and »
1s the sample size If one defines

m=Y,
¥

then m, may be called the mulbpher for the
ith urt Thus, the formula for ¥ becomes

=Y ym,
=1

In this samphng procedures there are two
independent half samples Thus, two
mdependent esbimates for each study
variable, say ¢, and §, using the above
formula 15 obtained The combined
estimate 15 then

f'1+f’2
2

¥ =

Example

Gince half samples have been taken, there
w1ll be two estimates for each parameter
The populaton was divided mto bvo strata,
namely “easily accessible areas” denoted
by “A” and “not 5o easily accessible areas”
or “difficult to access areas” denoted by
¥ Thus there are the following four
cases m the first stage 1A, 1D, 2A and 2D
Suppose 1A (1e half sample T from the

TAELE 5

BPHCs, PHCs, subi-centres, villages and household sclect in accessible and difficult to access blocks
E}F.‘ of . Haif sampHe f Half sarmphe Il Tertal
uint of selection Al Dt A2 02
BPHC ; 3 3 3 12
FHC 3 3 3 3 12
Subcentros 13 11 13 12 47
Willapes 23 29 26 23 1401
Howseholds 310 1227 1366 1188 46461
34 The lournal of Farmily Welfare
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gasily accessible areas) is Laken, the
{alliwing arc then the sampled BPHCOs and

PHICs alomg with thelr moltipliers in this
Case:

BEHC Multiplies Y vahue I'HC Multiplier Y Value
REKJOANT 20,7 o Chandpur 163 [
MASLANDAPUR 2047 2k Gaobardanga 16/3 T
SLIBATI 167 .4 Nakhoadaha 16/3 P

Thus,
=G 304 (2 7,09 41y 7,08 4 Ly 7,08 4 (28) om0 (2 g 00

To cslimate 3 ™, suppose r =3, the sub-
centres and multipliers are as follows:

Sub-centes Multiplier | ¥ value
GACIHHIA m, £
SHIBATI ™, ¥,

The estimate s
% (14 _ . =
Yj _ ml }r] + ml YI .

The same procedure is followed for
village and household level data. In other
wotds, all the selected houssholds in these
three BI'HCs and three PHCs, get
cornbined ultiplicrs by taking the product
of maltipliers al rach slage and add the Y-
values altcr multiplying with this
combined multiplier

In this stady the data on village profile,
household and child characteristics related
to immunisation, morbidity and mortality
rates were considereds (i} aceording to
strata (Acressible (A and Difficult to aceess
{)) and (i} according to four types of
villages BIHC, 'HC, sub centre and other
villages, The classification is based vi the
assumplion that health status of a
particular village may depend on the type
of health facilities available to the villagers.
The district level cstimates were abtained
for each variable with specific multiplicr

Wal, 50, Mo, 2, Decemboer 2004

calenlated for each village, as poer the
siatistical sampling procodore.

MNeopatal mortality, post neonatal
martality and infant mortality rates have
been caleulated using multipliers and also
without using multipliers. Neonatal
morality rate is the number of deaths
within one maonth per 1,000 tive birthe. Post
neonatal martality rale is the number of
non-negnatal deaths heforo the firsl
birthday per 1HH} live births. The infani
and child mortaiity rates are defined
similarly as number of deaths within one
year and ramber of deaths within 1-5 vears
per 100 live births, [dant mortality rates
{IMKs) have been considered aceording to
some of the socio-economic attributes like
education of the mother, refigion, exposure
to media, eccupation of the husband,
monthly per capita income graups, so as to
investigate the associated factors of
mortality in North 24 Parganas, West
Bengal.

ResuLts

A majority (7470} of the households in
“difftcult to access” areas and between 63-
71 per cent in I'HE, sub-centre and other
village areas have tempozaty type of
hirases; 61-74% are one-bedroom houses.
The vast majority (#2%) of the BIPHC
villages have permanent type of howses and
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with one or two bedrooms In the distnet,
54 per cent households have flush and put
typre of tonlet facihhes, whereas 39 per cent
households do not have toulet facility Whale
17 per cent households in the BPFHC
villages have either flush or pit type of
tatlet facilihes, at the sub-centre and other
village fevels 32 per cent and 43 per cent,
respectively, households do not have todet
facility Only 20 per cent households in the
district have electricaty The monthly per
capita ooene ranges from Bs 200 - Rs 8,
in the district, the average per capita
meome was Rs 353 (57 8)

fenmunisalion

Table 6 indrcates that 62 per cent of the
children had received BCG, 56 por cent
polie, 56 per cent DPT and 47 per cent
measles vacoinahions A relatreely hugher
poercontage of children 1n accessible (A)
areas received BOG, polio, DPT and
measles vacamabon than mn difficult-to-
access areas Of the four types of villages,
BFHC and PHC show tugher percentage of
chaldren vacomated with BCG, polio, DPT
and measles vacanation than in sub-centre

and other village levels Mushm children
recerved Fewer, BCG, polto and DI'T
vacoination, whele for measles the
percentage of Mushm chuldren was lugher
than the Hindu chuldren

Childforad ilfreess, mrtality and contrituting
factors

Acute respiratory infectton (ARI) and
charrhoea are bwo common illnesses among
chuldren The ARI in general 1s recognized
by-symptoms of lness with coughmg or
without coughing accompamed by short,
rapid breatiung In general children who
suffer from preumonia show symptoms of
heavy cuugh and short, rapnd breathing In
the present study, cough without ART was
found te be more frequent in accessible
arcas while cough with ART was frequent in
difficult to access areas In the entire distnct
about 20 per cent ctuldren suffer from
cough without ARI was 14 per cent cough
More chuldren in difficult-to-access areas
{36 per cent) had diarrhoea than n
accessible areas About 28 per cent chuldren
1n the district have diarthoea, and aboat 14
per cent of chuldren in T stratum (difficult

TABLE &
Immunisafion status
Chiaraass BCG Peadiey {cdoge) DFT [dose) Measles
LH 1 2__ 3 0 1 2 3
Straturn
Accessible ag o 254 L 72 630 21 47 ) AT 813
Cifficule 1o access B 405k 22 1M 471 40 8 22 106 464 iz8
Total 677 nao 35 G52 564 314 36 33 555 46 8
Type of village
HPHC 068 o 25 19 718 w7 25 187 68 9 318
PHC 799 161 41 15 74 223 11 36 700 30
Suby centre a4 285 60 41 61 4 4 Lig:) 44 58 5 S0 &
Other viflage 14 150 ia 130 491 375 24 140 465 422
Religion
Hindu 7in 285 25 e 574 221 25 121 564 42 9
Mushm 5092 370 4 4 ) 508 3irQ 47 7h 08 49 3
36 The journal of Family Weifare
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to acoess areas) have tetanus, while no child
had tetanus in accessible areas (Table 7).
TABLE 7

Chikdren 12 10 23 months of age with illness in
accessible and difficut te access areas

lilness Accessible  Difficult to Tetal
ACCess
Tetanus 0.0 T 1.4 0.4
Cough with AR 9.5 27.5 i3.6
Cough without ARl 228 13.1 129
Charrthoea 4.0 6.0 131
Fever 12.8 4.4 %.2
Orhers 350 17.6 289
Total 100.0 100.0 1K

Table 8 presents percentage distribution
of children according to types of illness and
percentage of deaths during the last one
vear preceding the survey. The estimates
were based on children who were 12 to 23
months of age. Although anlenatai care
programmes ate popular in the district. the
resubts show very low poourrence of tetanus
(0.4 per cent). One of the common
childhood ilinesses is considered to be
fever, However, in this stady there were
only about nine per cent of the children
suffering from it during the period. Acate
tespiratory dection (AR with cough is a
major diseaze that affects the children. The
results show that 14 per cent wete affected
by ARI Though cough without ART is not
that severs, it is 2 commoen illness. About 20
per cent of the children suffer from cough.
Orverall, about 71 per cent of the children
suffer from the five diseases. The four
diseases contribute to 17 per cent of deaths
while the total deaths due to all diseases
among the children was 18 per cent. The
major causes of deaths due to diseases are:
tetanius which is 100 per cent fatal, cough
with ARI and diarrhoea, both result to
about equal fatal rate of about 35 per cent
each and cough without ARI is about 11
per cent.

Vol. 50, No. 2, December 2004

TABLE B

Child deaths (12 te 23 months) and cause of death
liness  Suffered Leath  Per cent

during during last  died

Last one one year (5«

year(5) o 100
Tekanus [BE) H—"E;H_m
Cough with ARY T3.6 4.7 4.9
Cough without ARL - 199 21 10,8
Fewver “.2 [0 00
[iarrhewa s 9.6 EEN|
Oithers Yy (1.6 21
Infant morfalily rates

Informaton about survival status of all
children bormn during the last five years
preceding the survey was utilized to
calculate neonatal mortality and infant
mmortality rates,

In the district, the neonatal mortality
rate was found to be 39 per thousand live
births per year. (Of the two strata, difficult-
to-access areas show higher neonatal
mortality rate (60} than in easily accessible
areas, Among the different types of villages
‘other-villages’ showed the highest
neonatal mortality rate {42.5). Both PHC
and sub-centre villages show about equal
Fevels (2% and 253} of neonatal mortality
(Table 9.

IME of the district was found to be 64
per thousand live births. Of the two strata,
difficult-to-access area shows higher IMR,
which is greater than that in accessible
areas (44}, Among the four types of
villages, "sub centre’ and ‘other village'
showed higher levels of IMR (77 and 60),
which is four to five times higher than the
rates obtained in "BPHC {14}, and about
two times higher than that in ‘PHC
villages’ (35} {Table 9),
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TABLE D
Typi: of village by neoratal avd infzat mortality rates
Meonatal tfat
mowtality raitalty
Stratum
Accessible 271 4349
[xiiTigeln rg aceess 5.9 103.7
Total 337 a3
Type of village
BENIC S PHC 14.7 27.5
HPHL 0 i4.1
BHC 29,2 34.7
Suly contre )} other Ib.4 T
Yillage
Sieh centre 5.0 756
e village 42,3 &1

DPemographic, socio-economic and
culhural miliew of he population has strong
influence v infant morlality. 1n this study,
a few influcncing factors have been
considered wviz., religion, ovccupation,
tnemthly per capita family income,
education and age of the maother, Mothers
telow 24 years of age showed higher
neonatal mortality as compared ta older
age group; Moshims (44 more than Hindus
{38); women with lower level of education
{39} than womon wilh higher lovel of
education {28), lower income group (bolow
Fs. 600) (41} fhan the higher income group
{36). O the four vccupations, professional
and daily labouret categories show lower
neonatal mortality rates (27 and 28) than
cultivation {34), and it was highest in
business category {Table 100,

High infant mortality rates wore naled
for younger mothers below 20 years of age
{76) than mathers between 20-24 years of
age (66}, mother™s less educated below
secondary level (71) than those better
educated {30), Muslims (70} more than
Hindus {65), low per capita income (74}
than high (38), business families (83),
cultivatars (83) and daily wage eamers (73)
than prifessionals (293 (Table TE).

36

TABLE 10
Socindemegraphic characteristics of parents and
neoanatal and infant merality

Mecsnatal Inianl
rcartality minriality

Age (mother)

15.1% 45,4 73k

20 14 41.3 655

35-3% H 625
Religion

{{indu 7o 655

huslim 44,5 GY.7
Puc capita Bvcome (Rs)

<G00 40.7 744

=>E00 iB2 A
Occupation {father}

Professional LN 2404

el akiodn 335 G259

Hilsilwess B 85,101

Laaiby laksar 179 i
Mathers education

by o s i 4.4 T4

Chass WL and atwve 2E3 £
Father's educalion

Bchoowe O lass Wil 359 =Lt

Chass WK and abowe 475 504

This analysiz indicates the effectiveness
of antenatal care om neonatal and infant
mortality. The mortality rate amang
mothers who received tetanus toxaoled
imjections was signifivantly lower than
those mothers who had oot reeeived
tetanus toxoid infections, It was similar, for
thase raothers who took iron and folic acid.
Exposure to media, however, did not show
a direcl fmpact on the mortality rates.

TAELE 11

Meonatal and infamt mortality yates - anlenatal care
and euprsure to media

[Mtant

AMC Status fmedia Status MNeonatal

BXIOELLE muortality ruestality

Tetanus injection Yes 334 EI
Mo ilf.1 221 .4

brom and dolic acid s 338 558
Mey G108 B0

Expusure o media res MLT 2.3
Y] 38.2 ;L9

The Journal of Family Welfare
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Children whea were immunized with
BCG, poho and DPT vaccinations showed &
significantly high survival compared to
those children who did not receive
immunization (Table 12).

TABLE1Z
Immunisation status and moralily rates

fmmuoni-  Statos Neonatal  Post Infant 9 months
st rasotvital - 23 manths
BCG Yes L 3.1 3.1
Mo 1039 800 1595
Polio g i
Mo a1.2
GPT Yes EA |
Mo 80.0
Measles s 3 T
™o 3

*Amang 1000 childien borm and survieod up to 9
mariths

CONCLUSION

*  The location, accessibility and type of
health facility available in rural areas
are important factors that can
substantially reduce the infant and
child mortality rates.

* Lack of education and health
awareness related to common iilness,
cleanliness, dietary habits efc. are some
of the associated factors of high infant
and child mortality rates in the rural
areas,

Yol, 50, No. 2, Decermnber 2004

*  DProper and regular imumunisation and
intake of iron and folic acid tablets
reduce mortality rates substantally,
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