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SUMMARY. Even in thoso countrica which havo shown conaldombla progrom in medical and
public hoalth fislds morbidity stalistics had always remnined sonwowhat inndenuate and defective. In
Indio » Jargo mass of tho population particulurly in the rurml armas do not avail of any medical eare. Tt
will, therefore, bo toa much 1o expeot from the data obtainced through Jioapitals and othicr official agencics
16 provide adoquate and relinblo statistics of the morbidity pattern in this country, For oblaining a
comprehensive pioture of the morbidily conditions ono has, therefore, to depend upon other soursee
perticulnrly samplo surveys. The minin ohject of this study wna to ovolve suilable procedurcs for the
collection of morbidity and medical euro statistica by ssmplo surveye.

CHAPTER 1
IsTRODUCTION

1.1, The promulgstion of the Births, Deaths and Marriages Act in 1886 marked
tho beginning of registration of vital ovents on a voluntary basis throughout India. Since
then, some of the States have passed Special Acts for the compulsory registration of births
and deaths,

1.2, Although three-fourth of a contury havo clapsxl since tho cnforeement of
registeation in the country, tho machinoey is atill in ita primitive stago with no apprecinblo
improvement and is almost bronking down for apathy and lack of administrative vigilnnee,
The dofects inherent in the systom still continue withont being rectiffied. Although tho
reporting of vital events is & primary duty of the people, they aro cither ignorant of it
or indifferont to it. Morcover, thero is practically very littlo uso of birth and denth cer-
tificates at the presont time. Tho chowkilar or tho villago headman whose rexponsibility
it is to report the vital cventa ocourring in rural areas iy alceady overburdencd by his
rovenuo sl polico susignments with the rosult that the registration of vital events in rural
arcas doea not got adoquato caro or attention. This has led to a gross undor-registration
of births and deaths which may be of tho onder of 50 per cent.  In tho urban arcas also
propet attontion has not beon paid for fmproving tho aystom of registeation.

1.3. Further, 80 far as death registration is concerned, tho roporting of the causo
of death by the chowkidar who is gonorally illiternte or somi.litorato is anything but satis-
factory. Apart from a fow well-known and easily recognizablo communicable discases
like small-pox and plaguo, tho roturna obtained nro practicslly of no uso for the purposo of
hoalth planning or roscarch. Tho availablo vital statistics, thereforo, are wholly inad
and unroliablo for earrying out any sciontific rescarch or offective hoslth planning.

14. Tho doficioncy in the oxisting morbidity statistics is still more glaring, Even
in statistically advancod countries, the rocording of such ovents could not bo considerod as
ubwlu!oly porfm Novortholoss, in thoso countrics a censoloss effort gocs on to perfect
the 1 iblo for tho collootion of such statistics by i g tho acopo of
notifiablo dlumao. '.o includo o larger numbor of discascs and by nupplumonlmg tho availablo
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morbidity data by highly spocialiseil survoys. Howover, a chiango in tho official atiitucde
was discorniblo in this country sinco o docndo or 20 and thero has boon an inoreasing realixa.
tion of the importance and valuo of vital an health statisticn in tho Rokls of health planning
and rescarch.  Tho Government of Indin, vealining the magnitude of tho hoalth problems,
sot up o committoe in 143 known as the Jlealth Survoy snid Dovelopmont Committes under
the chairmanship of Sir Joxcph Lhoro to roviow tho then oxisting health conditions and the
status of vital statixtics in the country, and to suggest ways and means for thoir improvo.
ment,  The recommenidations contained in the report which was tho result of s painstaking
and oxtennive fact-finding study, though aceepted in principlo, have not, howover, beon
implomented in full. Nevertheless, tho Planning Commission of tho Government of India
hnx considered some of the aspocts implied in the lations and introduced them
with suitablo malifications in tho country's dovelopment programmes.

15, A searching analysis of the availablo vital statistics hns been mado by tho Com.
mittee. In tho chapter on ‘Vital Statistice’, it says, “T'revontive and curativo work can bo
organizod on & sound basis only on accurate knowledgo regarding the discases and disabilitios
provailing in any area. . . .. The i of morbidity for tho y
prosents & difficult problom oven in countrics in which tho developmont of health services
has advanced much moro than India, and figures for deaths in view of thoir greater complote.
noss aro generally utilized to a grenter oxtont fur tho study of health problems, ovon though
the latter constitute moro satixfactory material for such study. It ia only whon adequato
medienl sorvices covering the wholo pnpnlnuon and offering protection to all irrospective
of thoir ability to pay for such protocti blished and op overn b
period of timp, that morblduy statistics of tho roquisite quality and quantity will devolop.”

1.8. Tho availablo information on morbidity is chiofly confined to thoso discasos
which aro macdo notifiablo to the heslth authoritics. Thia fact togothor with the inadequate
medical ento available to the population greatly restrict the extent and accuracy of such
roturns.  Tho situntion hos been adequately d up in tho Report of tho Henlth Survey
anit Dovelopmont Committeo (loo. cit.) whioh reads, “Thero aro considerable varistiona in
the number of communicablo direares which aro notifiablo in tho difforont provinces . . .
there do not oxist, oven in the largo citics, sdequato facilitics for enmuring that somo of theso
discases, for oxamplo, tuborculoxis, will be notified in sufficient numbera to ensuro that a
aubstantial proportion of the actunl occurronces will bo brought on rocerd.”

1.7. Tho sbsonco of rolinhlo and adequato national statistics of tho incidenco of
dizeases and injurics ia boing keonly feit by tho health authorities, Porfection in this
direction can bo achioved only in tho long run. For somo years to como ono will have to
depend on morbidity and mortality statistics collectod from ‘al hot' surveys oithor on
samplo baxis or & complete investigntion in selocted areas to enmire reliability and adoguacy
of the statixtical materinl.

1.8. Number of nttompts hinvo heon mndo by publio health organizations in recont
yeors to asscss the provalenco of cortain clironic discsses auch as tnbereulosis, leprosy ete,
Such surveys require trained medical T 1 and clnb Int y facilitios and in
& country like Indin with limited the introcluction of such i g 1 methods
on o national scalo would bo Loset with practical difficultics. Further, theso survoys cover
only the sa-called chronio iliscasos and leave entirely tho acuto disenses which in India form
tho bulk of tho total morbidity,
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1.9, Apart from tho above few studics of morbidity frum spocific discases, no
comprehiensive survey concerning morbidity aml medical caro on a national basis has
hithorto been attompted. Tho only gonoral liealth survoy ever tlono in this conntry was
tho Singur Hoalth Survey in 1944 which was continod to o small compact rural aroa fn West
Bongal. Tho Inck of onthusinam on tho part of tho governmoent to initinto comprohonsive
health sucvoys may bo attributed to tho moagro financinl eesourcos nnd to tho shortajge of
trained porsonnel for carrying out such uvxtensivo undertakings. Evon if thows aro forth.
coming, & health survey by ita very naturo will still prove to Lo a difficult propesition due
to tho Iack of knowledyo of s suitable procodure for the colluction of lealth statistics in the
poculinr  conditions obtaining in tho country. Beoforo launching full-Nedged morbility
survoys, theroforo, it is desirablo to initiste small pilot stwdics snil tho experienco gained
by such studics may bo utilized with advuntage for phinning moro effectively it tho future
health surveys. With this ond in viow, the West Bongsl Health Survoy was sponsored by
tho Indian Statistical Institute in 1955, in conjunction with an coquiry into tho employment
conlitions of tho rural and urban populations purcly as a pilot stuly to evolve suitable
methodology for the collection of morbitlity and modical caro statistics.

L10. In rocont years, houovor, tho National Sample Survoy (NSS), tho only

g fon in India collecting tatistics on & national acale, has included
within the scopo of its onquiry a fow quosti g the of certain vital
ovonts liko births, deaths, marriages and discases. Tlm lnl'ormahon, though useful for s
Lroad analysis, ia not adoq for a critical ovaluation of tho health conditions of tho peoplo.

With I(s uniquo position jn the country, tho NSS is, perbaps, the most compotont singlo
which cnn undertake health surveys on s nnllon wido basis. Advantago should,
hinery for 1 g health surveya in future for

thereforo, Le mado of this olal
yiolding optimum and quick results,

CHAPTER 2
Suatary Frxpives

21 Tho West Bengal Heolth Survoy was initisted by the Indian Statistical
Inetituto in 1935 puroly sa a pilot study to evolve a suitablo mothwlology for tho colloction
of health and modical caro statistics. A total of 1172 rural housohohls disteibnted over
72 wamplo villages and 566 nrban housoholls distributod over 5 samplo towna or citics woro
survoyod.  Tho houssholds solueted in the sampla woro kept under obsorvation for n poriod
of 3 months by poriodical visits. Tho information colloctod rolntod to

(i) domographio particulurs of the mombors of tho houschold,

{ii) housing and sanitary conditions,

(iii) composition of tho diot,

{iv) morbidity and modical carc,

{v} spocific dotails of curront prognancy torminations and

(vi) history of past y Y inntions of all ovor-macried women.

2.2. Morbidity rutes. Al llnessos whoso duration oxcomlod 3 months wore
classifiod o3 chronic nnd thoso that provailod for poriods shorter than 3 wonths wore
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classifid as acute, For the former, the morbidity rato has boen expressed Ly its rate of
prevalence, that is, tho number of cases per JUO) population ut an instant of time, and for
tho latter the morbillity has bocn oxprexsed by ita rato of incitlence, that is, the number
of now cases arixing in & yenr per 1000 populuti Tho total proval rato of chronis
diseascs observerd among the urban pupulstion wan highor than that observeid among the
rural pupulation, the ratee being 33 nicd 20 for the urban and rural populations respectively,
In rexpect of acuto disenses alvo tho estimated incidonco rate of the urban population was
higher than that for tho rusal populution, being 423 and 328 rospoctivoly.

2.3, Taking all illncrsen winl injurics together, s total of 100 cases por 1000 rueal
population and 150 caxcs per 1000 urban population wero observed during the 3-month
periodd of this survoy. In & similar survoy conducted in UK. by the Ministry of Health
(1046), a totw] of 5318 caxcsd woro obscrved among a group of 7000 persons during a three.
month periwd, that is, 790 cases per 1000 population. Tho contrast botween tho estimates
of Woest Bengal and U.K. iu indeed very striking aml tho results suggest that the people
of UK. aro loss healthyshon thoso of Wost Bengal, which contradicta tho provailing notion
about tho rolative lovels of health in these two communitios.

24, Recall lapso could not possibly oxplain tho huge differonce botween thess
two roported ratos as wo havo kopt a follow-up recond for cach family over tho three-month
poriod by vlsiting esch houschold 4 timea ab intorvals of 3 weeks,  The reason must bo Jargoly
ascribable to the low lovel of health consciousnoss of the West Bongal population which is
casentially the result of thoir low lovel of living,

2.5, As thors is no well-defined line of demarcation botweon the stale of health
and that of diseaso of an individua), it is likely that tho morbidity returns obtnined in an
onquiry of this typo will bo influcnced sppreciably by tho jovel of health consciousness of
tho community. Tho lower the lovel of health consciousness, tho greater is the chanco of

looking minor ail and of roporting only thoso illnesses that cause sovero pain or
disability.

2.6. In Tables 6.10 and 5.11 are shown the incidonco and prevalence rates for
each group of disonscs. Awmong ncuto discases, thoso of tho respiratory system alons
accountod for about half of the morbidity smong the rural and urban populations. Dysentory,
diarrhoca and othor discasos of tho digestive system occupy the second place in order of
importanco in tho morbidity pattern of West Bengal.

2.7. Among chronic discases taken individually, pull L Josia, perhops,
is the most important discaso particularly in the urbon populnhon The provalence ratos
for pulmonary tuborculosis emong tho urbsn and rural populations were 3.77 and 1.68
per 1000 porsons rospoctively.

2.8. Whon tho total morbidity for all typos of illnossos wero estimated, tho only
important sourco of orror aroso due to non-roporting of minor illncases by the respondonts.
H , whon one pla 1o ostimate tho morbidity ratos for individual groups of
discasos, tho orror due to misclassification by eauscs of disoaso is bound to arizo. Tho provail-
ing opinion among pubhu heolth workors regarding the enon of misclassification iy that
it is likely to bo enh idorably if the i i is conducted by tical
porsonnal. As tho Weat Bongal Health Survey was conducted by dical i j
it was considored desirablo to assess the validity of tho morbidity rates for spocifio gmnpn
of discascs. For this purpeso, about 400 addrossos of pationts sitonding tho O.P.D. of
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the R. G. Kar Medical Collego Hospitals wore collocted, Logother with their dingnostio reports,
The houscholds to which those pationts belonged wero apportioned cquelly botweon two
toamu of invostigators, ono modical and tho other non-medical, and tho roports obtained
by houschold convass by theso two teams woro pored with tho ponding roports
obtained from tho hoxpital register. Tho results of such compatison aro shown in Tablos
5.1 to 5.7 of this report.

29. Two typos of discrepancics in tallying tho investigators’ roports with the
corresponing entrics in tho Lospital register wore observed, ono arising out of failuro to
report tho illness of tho afllicted individual and thoe other arising out of misclassifieation of
tho causo of tho disonse. In respect of tho first, tho medical invostigators’ porformance
was slightly superior to that of the fical investig tho p go of casos missod
being 8.5 and 11.6 respoctivoly.  As rognrds the orror duo to misclasification also, tho overall
rate of disag: for dical investig was higher than that of medical investi-
gators, being 63.1 per cont and 57.3 per cont for tho non-medicnl and medical teams respoc-
tively. Honoo, from tho results of this i i 1t is quite appargent that so far as the
valiclity of the diseaso classification i concorned, reports based on oithor type of investigating
teamy aro almost equally unccliablo. Caution must, thorofore, bo taken in interproting
the morbidity rates for individual groups of discasos, no matter by whom tho investigation
is carried out.

2.10. Dixability rates, Discaxes wore classificd as (i) non-disabling, (ii) disabling but
not causing confinement to bed or hospital and (iii) causing confinoment to bed or hospital.
The second category being not very much recognisablo in the caso of infants and old age
persons who goneraliy have no assigned work, tho analysis in theso roports relato only
to porsons in the ago group 1550 years. Out of 332 cases of illnesses obscrved among the
rural population of this ago group, 113 cases or 35 por cont wero of a non-disabling nature,
wlereas among tho urban population out of 184 casos obuerved 40 or 27 per cent were
non-disabling. Hero also, tho contrast with tho estimates obtained from tho health survey
conducted in UK. by tho Ministry of Health is very striking. Tho obscrved percentage
of non-dissbling illncsscs among the U.K. population was as high ss 91 per cent, which again
shows how ofton minor illnesscs of » non-disabling nature are nut evon recognised as on il
ness by tho local population.

2,11. Tho cconomio consoquonces of this can bo nascssed only if tho duration of
tho disability resulting from such illncsses is taken account of. In tho case of tho urban
population, the number of daye lost due Lo disability from acuto and chronic illnesses woro
3.36 and 10.10 per yoar per porson rospoctivoly, wheroas tho corresponding rates for tho
rural population wera 3.12 and 4.55 rospectively.

212, Medical und Maternity care. Out of a total of 604 cases of illnosscs observed
during tho three-month period of survey among the rural populntion only 60 por cent availod
of modical eore from any rocognised nystom of medicine, wherens out of 351 casea of illnessos
obyerved among the urban population, 68 por cent availed of mecdical caro from ono typo or
snothor. Tho corresponding estimato of tho percentage of cases which aveiled of medical
caro amony tho population of UK. as cstimated from the dala of tho health survoy carriod
out by tho Ministry of Health was 40 per cent. This cloos not mean that more ofton peoplo
in West Bongol go in for modical coro than in UK. On tho othor hand, o substantial numbor
of casos of illnesscs romuine unroported duc to tho failuro of the afflicted individuals to
rocogniso tho discaso.
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2.13. Of tho threo important systoma of modicine practiscd in this country, namoly,
Allopath, Homcopath anl Ayurved or Unani (Indisn), tho ono most frequently rosorted
to ia tho allopathic aystem, 41 per cont of the cases among the raral snd 51 per cont of the
cases omong the urban population availing of this systom,

2.14. Theso who did not avail of any sort of medicsl trentmont wero nsked to
stuto rensons for not availing inwdlical care. 41 per cent of rural aml urban pationts stated
that ‘sickness was not sorious’ and 33 per cont of the rural and 6 per cent of the urban
potionts stated that 'medical caro wos too exponsive’,

213, As regards miaternity caro, the prosont position seows Lo bo very unsatiafic.
tory. About 24 por cont of the rural deliveries and 20 per cont of the urbon deliverics
wero without any sort of professional attesl Thoso lod by ined nuexex
(dhais) comprisod 76 por vont of tho rural duliverics and 23 por cent of the urban
deliverios.

216. Infant mortality. For tho purpose of relating tho goneral health of the
popnlution to various fuctors such as nutrition, housing and sanitary condition ote., it
was (hought advisable to uso ono single index such as infant mortality mte. An
analysis of infant mortality rate by lovel of nutrition and sonitation of the dwolling
placo ghowa n ligh association of theso factors with the infant mortalily rate. It was
observed that among tho class of population in a murderately good lovol of nutrition,
tho estimated infant mortality rato was 116 for tho rural and 111 for the urhan population,
whereas among the under-nourishedd class, tho extimated infont mortslity rates wero 171
for tho rural and 150 for the urban population. Similarly, it way observed that among
thoso in tho urban sector whoso housing condition way somewhat satisfactory tho infant
mortality rato was 83 as against 149 rocorded among thoso whoso lousing condition was
definitely unsatisfactory. Infant mortality rates wero alswo analysed by certain socio-
economic characteristics of tho fathers of the infunts and here also it was observed that
the essociation of infant mortality rates to theso factors was very siriking. Though these
factors may not directly ino tho health litions of tho population, thoy secve oy
useful eriteria in stratifying tho popul fur obtaini i rosults in a goneral health
survoy of this kind,

217, Reliability of the cstimutes, It whoull bo emphasised st tho outsot, that
this survey being in tho nature of sn exploratory one, the estimates are not clainied to be
very reliablo.  Howevor, it woukl bo usoful to have an approximate assessment of the
degres of nccurncy of the extimates, ot least of tho marginal ones, s such estimatos of error
will help to formulnto suitablo samplo designs in futuro, As this sucvey was conducted
in conjunction with an employmont survey no modifiention of the NS :lesign to suit
pecifically the collection of health statistics was ptod. It can, therofore, be oxprected
that it in futuro the samplo dexign is matlo in such & way ns to confurm to tho coquirenionts
of an investigation of this kind, a greater degreo of accuracy can bo uttained oven with the
sumo sample sizo,

2.18. Tho entiro rural anit urban samples in this survoy wero divided into two
wota of intorponetrating sub-samples and somo of tho important cstimates givon in the baly
of thoe report have beon obtained sub-samplowiso amil shown in Appendix 1.
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2,19, It will appear from theso cstimates that the rural sub.anmples which wero
comparatively Iargo in sizo showed fairly closo agreemont in at least the marginal estimates.
The urban sub-samples, however, showed considerablo disparity oven in tho mnrginal
estimates, which ay bo partly duo to the amalhicss of tho sample size and partly duo to
tho greater heterogeneity among the urban samplo units. The latter point clearly indicates
that & moro effective stratifiention is called for in tho urban arens to oblain optimum
results,

CHAPTER 3
DEsI16Y OF THE SURVEY

3.1, Aa tho present survoy was undertaken with the main objective of developing
a suitablo methodology for the collection of health and medical caro statistics, its coverage
sl scope wero pecessarily limited to that of a pilot study, This pilot study covored tho
rural anl urban populations of West Bengnl.  For tho sake of admiinistrative convenienco,
the design adopted in the fourth round of the NSS was adhered to. Tho rural samplo
consistexl of 1172 houscholils spread over 72 villages selected from 16 strata and tho urban
samplo consisted of 566 houscholds spread over 0 town or city blocks in 4 towns and
Caleutta City sclected from 3 nrban strats of which Caleutta City alone constituted ono
stratun.  Tho rural and urban samples were then split into 2 interpenctrating sub-gamples
and allotted to soparato teams of investigators,

3.2, The Stato of West Bengal has a population of about 20 million persons of
which theeo-fourths live in rural arcas and -onec-fourth in ucban arcas, Tho density of
population ix approximatoly 800 persons por square mile. Tho number of villages exceeds
33,000 and thero are over 100 lowns with population below 1,00,000 and 7 cities with
population over 1,00,000. Tho percentage of literacy is of tho order of 20. In adilition
to tho aliovo demographic features which charneteriso most of the densely inhabited orcas
of India, the largo influx of refugees in recent timos has accentuated tho socio-economic
problems of the State. Further, being ono of the most industrialized States in the Indisn
Union, tho health probl fronting o ity 83 a result of industrislization are
o special featuro of this population. Tho study of the various aspects of this connuunity.
therefore, may be fruitful for application on a wider scale in futuro health surveys.

3.3. Whilo the estiniates obtained in tho courso of the analysis of tho data can be
taken as indicative of tho general pattern or trend of cortain vital events, no claims aro put
forward as regords the relinbility of such cstimates.

34. The items of information collected in this survey pertain to

(i} Demographie pacticulscs of tho members of the houschold,

{ii) housing and senitary condition,

{iii) composition of diot,

{iv) morbidity and medical caro,

(v) specific details rogarding p inations taking place during tho
referenco poried and

{vi) history of past pregnancy terminations of married womon of tho houschold.
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3.6, Tho oxact details of information falling under the ahove @ main heads can ho
seen from the echedulo, o facsimile of which is reproduced in Appondix 2.

3.6. Method of investigntion. Tn gencral, there aro two lines of approach to tho
study of illness in a popuintion.

(i) Tho singlo visit survey by which records of ilinoss for & samplo population
on tho day of visit or for a specified poriod of timo previous to the visit aro
collocted and

{ii) kuvoping s samplo population under continuod observation over s poriod of time
and recoriling of illnesses happening during that time.

3.7. Though both tho metheds yicld valuablo results, it has to be borne in mind
that due to limitations of memory of tho informants somo of the illnesses particularly those
of the respiratory and digestive systema which aro of & minor nature and causo little or no
disability aro Iargely missed unless tho period roferred to is & short one. In any survey
whoro probing into pifst events is a necesary featurs of the investigational proceduro, dus
safeguards have to bo taken to climinsto or reduce to the minimum the effects due to
memory lapse. This is an intricato problem s too short a periad will considorably reduco
the time covorage and too long a period will obvioualy result in serious recall lapso. Even
in countrics wlhere the public heslth administration has attained s high level of efficiency
the element of memory lapso has added considerably to the difficulties of carrying out
morbidity survoys. Tho investigational procedure of this survey was designod in such o
fashion that it was possible for the investigators to visit cach houschold sclceted in this
survey 4 times during the period of tho investigation. The duration of observation extended
over a period of 3 months commoncing 14 days prior to the first visit anct terminating with
tho date of last visit. As the period between successivo visits was usually 3 to 4 weeks,
a continuous record of vital events could be collected by this survey which may be reasonably
assumed to be froo from any major source of ecror arising out of recall lapse and at the same
time providing a substantinl coverage over time.

3.8. Tho achodulo has beon divided into © blocks and each block relntes to a specific
aspect of the survey. In tho firat visit all tho blocks except block 9 wero to bo filled in.
In tho socond and thicrd visits only the information regarding the illncsses or injurics and
medical core (block 7) and current terminations (block 8) wero to bo enteredd. In tho
fourth visit which wos the final ono, bosides blocks 7 and 8, block 9 giving particulars of
post terminations was to be filled in.

3.9. To avoil possiblo crrors arising out of vaguo dofinitions of terms it is cssontial
at tho outsct of any survoy, to give preciso dofinitions to cortain ies included in the
questionnaire, It may bo oven desirablo at times to modify the eon\ontlonnl dofinitions
of torma to suit tho apecific objoct in view, or to conform to the inv estigational procedure.
For instance, tho usual definition of a h hold as ing & group of persons taking
principal meals from a common Kitchen for at least 16 doys during the month proceding
tho date of enquiry, which is gonerally applied to socio-cconomic studies had to bo slightly
extended for tho purposo of this survey to include within its acope three moro categorics,
namoly, (i) sll chiliron born during 14 days prior to the dato of visit to members of the
houschald, (ii) all persona dead during tho 14 days prior to the date of visit, who, if alive,
would have beon classed ns mombors of the houschold and (iii) all persons admitted into
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honpitals and other institutions who, otherwise, would have been classed as mombers of tho
Touschold.

3.10. Thed hic cb intics of tho | hold and its aro inchidod
in blacka 2 amd 0 of tho schedulo respectively. It may bo acen that biock 6, besinlox conuxin-
ing items relevant lo the presont health atudy, contains adilitionnl d 1
regarding tho individual members. Theso wero collected in connection “H.h '.ho employ-
mont survey about which & referenco has been made carlior. Only itemn falling under
columns I to 5, 7, 14, 15 and 13 to 20 have been consiclerod for tho purposo of this atudy
nx theso afone have a direct bearing on tho licalths aspects.

3.11. The belief that some knowledge of tho behaviour of certain factors like the
weight, temperature, fatigue sml appetite of individuals might evontually give a cluo to
hidden cases of tuboreulosis prompted ua to elicit information on theso points and they were
included in columns 18 to 20,

3.12. Carrying out a regular dict survey is beset with practical difficultios. In
the absonco of such a survey, the best approach to asscss tho nutritiogal level of the popula-
tion would be to evolve an index which would bo indieative of such a lovel. Thia was made
possiblo by ascertaining the position of dict 1 by tho | holid in broul cate-
gories during the month previous to tho first visit. Block 4 gives particulnrs in thia respect.

3.13. Housing is as important as nutrition. en &pend, on an average, about one
half of their time at home, women and children more. In block & wero to be entered parti-
culars of housing and environmental conditions.

3.14. Block 7 is meant for ling inf i gording morbidity, mortality
and medical caro. These data were to be collected and recorded in all the 4 visits to the
louscholl.  For ench caso of illness or injury a separate line was to be used in each visit.
If moro than ono illness occurredl to the same person at different times during the reference
period, they wore to be considored as different cases snd entered in different lines.  If, however,
more than ono illness operated simultancously, then the entrics were to bo made in o singlo
line. Any illness which prevailed during tho timo of visit was to bo marked as ‘P’ in columa 7
ond followed up by entries in a separato line in the next visit. In each visit, new cases

g in tho respective reft periods were to bo ontered as ‘new’ and cases enrried
forward from provious visits were to bo entercil as ‘old”'in column 2.

3.15. For each new cnsp, tho informant wna asked to stato the namo of tho discase
as known to him and thia waa ontered exactly in tho sanio manncr as given by him. When
sach names wero given in the inf 's own | the investig: was not oxp d
to substitute them by their English equivalonts as it was thought that such a procedure might
lond to misclassification of discases, whon non.medical inveatig wero omployed for
this purposo. Also the i ! were inst 1 not to ask q ling signe
and symptoms of tho discaso, bocauso it was feared that interrogations by non-melical
investigators wore bound to bo incohorent and henco fusing to tho rospond 11,
however, details abaut signa, symptoms ete., of the diseaso wero given by the informant of
his own accord, thoy were then to bo recorded in column 15, meant for tho ‘remarks’.

3.16.  Diseases have been Lroadly divided into two clagses, namely, aculs diseascs
(duration not oxcceding 3 months) oand chronio discases (duration oxceeding 3 months).
Such discascs which started during tho refe poried and inued throngh woro
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classified ns acuto or ehronie with the help of export medienl mivico. Each of theso two
classes was further nulxlivided into 3 gronpa according to tho naturo of dixability cansed,
namaly, (i) non-dizabling, (ii) disabling but nob causing confinement to hod or hospital snd
{iii} causing eonfinement 10 bevl or hospital.  Tn sl non-bed eases disability to perform normal
fanction as working, sttending school ete., due to sickness was o readily recongizablo faet,
wherover it exixted.

3.17. Howover, in casea of illncrs to those porsons who hnve no such functions to
perforin as for instance, infantx anid aged porsons, it Is rather difficult to diatinguish botween
the stato of dixability nud non.disahility,  Yn such cases, tho sicknosy was considoredd as dis-
abling if the affectesl persons availed of eithor medicn] treatment or specinl dict. [lecro also,
as before, 1he discases wero classified inte 8 eategories according to the nature of dixability
cauned and tho approprinto codes wero onlored in column 5.

3.18. Tho «lato of onket of a dixabling dixeaso was reckaned from tho dato on which
tho disability actually started and was entered in columin 6. If the dizenso was & non-
disabling one, no information un dnto of onset was sought. Tho date of recovery was tho
dato on which disability ceased, and if the patient recavered within the referonce period of
» particular visit, tho dato of recovery with the profix ‘R’ {for example, R—th April) was
ontered in this coumn. I{ tho illneas resultedd in denth, the dato of death with tho prefix'D"
{for example, D—1ith April) was ontered in this column. If illness was provailing on the
dato of visit moroly the luttor ‘P was entered in this column, indieating that a follow-up
was needed in the next visit,

3.19. Tho typo of medical attondance nvailed for the illncss umilor consideration
fell uniler tho entegarics of ‘allopath’, *homeopath®, 'ayurved’, ‘unani’ and ‘quack’. Appro-
printo codos wero entorod in column 9. In viow of the fact that a significant proportion of
tho population, particularly in the lowor social and cconomic levels, stili scek or are forced
by circumstances to seek tho help of quacks, it.was thought desirablo to add this category
also to the various types of medical attendanco, though in sny scientific discussion such casos
nre to bo taken as oquivalent to no miedical earo avniled. In thoso cases where moro than
ono typo of medical holp was availed, multiple codes wero to be entered and those cases which
wero not medically attonded woro to be shown as having not received medical attondance,
Obvioualy, for thosa Lelonging to the latter eategory, the attendance would not arise.

3.20. Dotnils of oxpondituro on medical eare incurred for cach caso during each
roferenco period wore 10 be entored in colunns 10 to 12. Physician's foos anil cost of medi-
cines wore to be entered in columns 10 and 11 rospoctively whilo column 12 was meant for
writing down such expenses incurred towards hospital ront, nursing, teanaport cte.  If the
amonnt oxpended by tho houzchald was to cover moro than one caso of ilness, then it was
necemary to aplit tho total amount and to allocato to oach caso its share.

3.21. Tt ia genorally known that a sizeablo fraction of illnesses doos not receive any
modienl attontion at nll. Such boing the enso, it was thought ueoful to elicit information ns
to why medical earo was not sought. Tho probablo answora such as ‘hospital or physician
not ilable', ‘too oxpensive’, ‘no faith in t *, ‘sicknoss not serious’, wero codified
and the apprnprmlo corlo (s) was entered in column 13, If there wero reasons other than thoso
apocified abovo, they wero sl lamped togethor and put under the goneral hoal ‘other reasons’
and givon o soparato codo.
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Namo of the diseuso a3 statod by the infurmunt nnd entorod in column 4
togother with the available details regnrding tho ¢igns anil kymptoms of tho disensa givon
by the informant of his or her own acvord formerd the principal eritecis for classification of
dixeases by causes. It was felt at the outsot of tha survey that without suflicient confirmatory
ovitlenco from factual oxperienco it would bo difficuls to assoss the accuracy or validity of tho
information on diseoses thus collected. Ionce, an attempl was mado in thia investigation
itxelf to collect relovant materinl for a validity study. For this purpose, investigniors were
inutructed to pick out cases which wore medically attended and to enter the dingnostio report
of tho attending physician wherover sich reports wero aceessible.  Such o check was expected
to givo tho necessary supporting ovidenco fur the validity of tho returns obtained in the

survoy.

3.23.  Only such cases of chill-birth occurring to membaors of the selected housholls
during the four referonco poriods wero to bo entered in block 8, As the number of house-
holds covered by the samplo was of the ordor 1750, it was not oxpectod that moro than 80
births would bo rocorded during the courso of tho observational period of 3 months. Ienco,
information on only a limited number of itoms portaining to pest-natal caro hsve been
collectedd.

3.24, The serial number of the women 84 given in block 6, whosa pregnaney ter-
minated during tho referenco period was entered in cofumn 3 of this block s the nature
of termination {live birth, still birth or abortion) nmil tho dato of termination were recondel
in columna 4 and 5 respeetively. If tho termination resulted in livo birth, the sex of the
child was ontered in column 6 and information reganling its murvival snd presenco in tho
householdd at the timo of visit was entored in column 7. Tho agoe of tho chill at the time of
vixit, or at death or at doparturo from thoe houscholt, whichover was applicable, was recorded
in column 8,

3.25. Sinco thoro was very littlo time-lag betwoen tho visit and tho actual happen-
ing of tho ovent, it was possible to obtain information on some more axpeets pertaining to
the ovent to a grenter degreo of accurncy than what it woull have beon if tho ovent related
to tho remoto past. Tho place of delivery, such ss, this houschold, another houschold,
hospital cte., and the typo of attendanco, such as, doctor, midwifo or nurse, dhas, Thospital,
rolative or friendl, wero to bo rocorded in columns 0 and 10.  The definition of confinement
wlopted in this survey was tho peried of hospitalisation or in cases of homo delivery, the
period of bed-days and the periocl following confinement ane terminating with the resump-
tion of normal duties of tho woman was tormed as convalesconce, Theso wero entered in
colunens [T and 12 renpoctivoly. Tho expendituro ineurred towards conlinonient was to be
distributed over ‘physicion’s foos’, “miilwifo or dhai's focs’, *cost of medlicines, tonies, otc’. and
*hoapital charges’. Theso wero ontared in colunns 13 1o 16.  Tn caso tho terminntion result-
od ia the death of mother, this was to be noted down in colusn )8, Any other relevant
information pertaining to child-birth was to bo put down by tho investigator in tho column
hewded ‘genoral remarks’. If at tho time of any visit the period of confinemont or con-
valeseonco had not ended, the infurmation contained in columna 13 1o 16 woro carried forward
to the next visit.  Exact periods of confinomont snd convalesconce wore to bo givon in columns
11 and 12 during the visits whon such periods have como to an ond.

. 3.26. Tho history of nll past torminations rolating to every 'vror-married’ womnn
in block 8 was rovorded in block 9 togother with certain domographic charavteristicy of the
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womnn and her husband {living or dead).  This block was filled up only in tho last visit to
tho huwecholl xineo it was conxidered that in making such enquirics abont tho past historics
of tho woman & moro intimate acqunintance with tho houscholl was desirablo to onlist the
full co-opeeation of the houschold. Tho inf: ion on tho ago of tho mother at auccowivo
terminations and the result of each terminntion wero onteredd in thin bleck. In tho event
ol the last tecmination of any woman taking placo within ono year prior to the visit, tho month
of birth and tho rexult of tho termination wero to bo reconled in columng 32 and 33 rospee.
tively, This was necesiary beenuso for such chiklren who havoe not completed ono year of
ago tho periok of exps hul to be sep 1y estimated. Alxo in respect of such a
termination, information vn ante-natal caro was to bo collected and ontered in column 34,
A twodigit composite codo, tho Jolt-hand digit indieating tho typo of | and tho
right-haml digit indicating the number of such attendances was 1o bo nsed.

CHAFTER 4
Ipaxy MorTaLITY

4.1. One of tho vital rates with a very wido range of applicability in the field
of public health is the infant mortality rate, This in expressed a4 the number of deaths
under ono year per thousaud live births. Apart from its practical utility in maternal and
chikl hiealth studivs, its valuo as a general index of the health of a population group ix in
no way inforior to such mortality rates as standandized or lifo table death rates. Its high
sensitivity to tho genera) living conditions of tho population to which it relates makes it
sn jmmensely valuable measuco for comparison of health conditiona of different population
groups.

4.2, For the purposo of this survoy, 8 houschold ‘which has leen sclected as the
ultimate xample unit is defined ns & group of persons living together for a period of ono
month previous to the date of visit.  Obviously, thia is too short a perioi fur sturlics of vital
ovents liko deaths, ote. This definition necexsarily excludes from ita purview tho considera-
tion of vital cvents relating to persons who wero mombers of the houschokl earlier but not
st the timo of survey. But tha scopo of the definition of tho houschold had to be restrained
in tho above manner to obvinte certain practical complications that might ariso due to the
mobility of the bers of b holds, For plo, it is nut unlikoy that with the death
of the principal earncr of » houschol) his dependents aro ovontunlly absorbed as mombers
of other 1 liohls lemling to & dirsolution of the original houschold in which tho death
occurred.  Such circumstances will naturally lead to gross under-cetimation of deaths sinco
tho samplo framo oxelules houscholds in which such ovents occurred. In this survoy,
howover, a continuous record of births, deaths snd ilinesses occurring to the members of
the selected houscholls during o span of threo months could bo maintained sinco tho survey
was conducted by four visits at specificd intorvals. Evon a period of threo months, it is
to bo silmitted, falls short of the requircments for obtsining sufliciently reliablo estimates
of tha age-spocific mortality rates which eator into the computation of standardized or
life-tablo death rates.

4.3. Sinco marricd women belonging to tho solected houscholls formed a representa-
tivo samplo of sll living marriod women in tho population, the infant mortality rates rolating
to tho live births which occurred to them during tho past ono or oven two years could bo
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iderod as ad ly depicting tho infant moctality conditions provalling during tho
period.  This i Lruo bocauso all children born during the poriod except those born to women
dying dunng the period will bo reprosented in the umplu whether or not such infonta could
bo il a3 bors of tho k okl g to tho definiti The fraction of
women dying during the period of ono or vven two )u\ru boing nogligiblo, tho infant morta.
lity rate calculated on the basis of tho surviving women is not fikely to bo significantly dilforent

from tho ono calculatel by inclusion of the dying wonien.

4.4, Tho abovo considerations go to show hat tho infant mortality roto, apact
from it useful a4 8 gencral lity index, has o definite sdvantago over other gonorsl
mortality rates with regord to the statistical validity when the study is based on sample
survoy data. For this reason, the infant mortality rote has been utilized in this study as
a gonoral mortality index for the comparison of different social and cconomio classes. All
livo births oceurring to each married woman of the houschold, the ordor of such births
together with information on survival at tho cnd of ono year sftor birth can bo obtainod
from block 9 of the schedule. For tho computation of infant mortblity rates of different
population groups, a short referenco poriod of two or oven fivo years would have been
desirablo becauso such a period has two advantages, namoly, (i) infant mortality rate basod
on rocent live births would bo more appropriate to dopict tho recent health condifions of
the population groups and (i) the infant mortality rate would be statistically miore velid
88 it would bo relatively freo from recall lapse. Duo to the limitations in tho present data,
the choico of such a short referenco poriod becomes almost impracticablo and & much wider
basis to include all Jive births that occurred upto tho dato of survey to each over married
woman wag resorted to. Tho validity of tho compatison on tho basis of infant mortality
rates thus obtainod may bo disputed as it was pointed out in the National Sample Survey
Report No. 7 that the infant mortality rates relating to the pro-1930 marriage cohorts wero
inordinately low compared to tho oflicial rates for corresponding periods.  As the NSS data
woro colloctod in tho year 1932, it might be expected that about 40 per cent of tho pre-1930
marriage coliorts might have died ecarlior to tho date of survey with the rosult that this
group got sutomatically oxcluded from the snalysis. Since the cohorts thus oxcluded wero
likely to bolong to the high miortality group, the infant mortality rate estimated from the
surviving group might haye beon probably biased towards o lower value. Under tho
circumstances, it in difficult to altributo the ontire differonco bolween the NSS rato and
the official rate to rocall lopse.

4.5. In tho following snalysis, therefore, wo have, in tho firet instance, limited our
study exclusivoly to tho group of ovor-married womon with at least fivo terminations. The
live-births occurring to such wonion wero arranged by parity and the infant mortality rato
for cach successive parity was estimated. Tho rates for tho rural and urban samples sro
shown in Tablo 4.1.

4.8, The resulta givon in the abovo tablo cloarly show, na shoull bo expocted, that
tho infant mortality rates reloting to tho initinl paritics, pacticularly to tho first tyo, aro
substantially highor than thoso recorded for subsoquent paritios. If rocall Inpso did really
effect the infant morlality rates in the distant past, then tho estimated rates for tho initial
two paritics could not have oxceoded thoso for subscquent paritics both among the rural
and urban populations to tho obsorved extont. Morcovor, sinco tho infant mortality rates
for tho first fivo puritios aro buscd on birtha relating to tho samo group of womon, and if
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it ean bo assumod that the avernyo timo intorval botweon tho fieat and fifth paritics is about
13 yoars, thero seoms to bo not imuch grount Lo surpoct 8 substantial roduction in the infant

TADLE &.). MORTALITY RATES FOR INPANTS BORN TO
WOMEN HAVING 8 OR MORE TERMINATIONS

order of birth rural urban
O] ] ®
LIt 244.00 205,13
(5000 160y
4 2nd 228,00 202,53
(500) (158)
3. ad 198.02 121.02
(505) sy
4. @h 15737 132,08
(s02) (159)
5. s 134.92 81,50
(504) (160)
6 6h 118,13 173,81
(364) (103)
T Th 100.21 5.8
247) 9
B. 8th & above 90.67 148.15
(300) (108)
9. oll ordors 160,49 130.69
{3422 (1081)

1 Figures in paronthoses refor 1o tho numbors of live-births on which
the iafant mortalily rates aro based,

mortality rato duo to recoll Ispse. In paritics higher than the GRK, there woull bo a
successivo reduction from the initisl sot of women as somo of them with fower torminations
aro likely to drop out and as such their ratos nro not strictly comparable with tho rates for
eatlier paritics.

4.7, A tho purity advances, the extimsted infunt mortality rates also correspond
mors and moro closely to recent ovents and if recall lnpso woro aignificant there shoulil have
heon & tendency for tho cxtimates to riso with mdvancing parities.  Tho extimntes shawn in
Tablo 4.1, howover, do not givo any ovidonco of & rixo.

48, 1If, on the other hund, n largo fraction of tho class of women included in the
foregoing annlysis wero too slvanced in o (sny, G0 yoars or above), thon even in tho later
paritics, ono shoukl expoct & nimber of birtha that took placo so long ago as to bo afferted
by reeall lapso. It may, thereforo, Lo arguod that such comparisons ss mado above might
hacily dotect the existence of recall lapso unless tho rates for advanced paritics really
rolato to very rocont ovents. s such, tho births ocourring to over-married women of ngo
43 yeurs and over woro clasifiod inta two chronologicsl groups, birtha occurring within
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and earlier to tho period of 15 yoars proceding the date of survey, and tho infant mortality
ntos for theso two groups wero mutunlly comparod. Tho results aro given in Table 4.2,

TABLE 4.2, MORTALITY RATES FOR INFANTS BORN TO EVER
MARRIED WOMEN AGED 43 YEARS OR OVER
ACCORDING TO CITRONOLOGICAL GROUPS

infant mortatity rato
poriod when hirths occurred

rural urban
1) 2) 3)
within 18 yoara procoding the dato of survoy 89.20 1198.05
(231 184)
15 or more yoars carlier to survey 160,28 137.17
(1084) (678)

1 Figurea in paronthoscs refor to the numbors of live birth on which
tbo infant mortslity rntos aro basod.

4.9. Sinco tho earlier paritics aro associated with highor infant mortality rates
than the latter ones, the chronological comparison should have beon attempted st corres-
ponding parities. As this was impracticablo with the data in hand, oll parities wero mixed
togother into one lot within each chronological group. As tho recent chronological group
in likoly to be more heavily loaded with later parities ono should naturally expoct a lowee
infant mortality among them. Among rural births this is clearly indicated by tho rates
ontorod in Table 4.2. If reeall lapso was operative, such striking differenco in tho infant
mortality rates would not have boon obsorved. As most of tho women included in the urban
samplo wero of advanced age, handly 84 birtha occurred to them during tho last 15 years
and tho romaining 678 births wore classified in the older chronological group which naturally
included a substantial numbor of later paritics as woll. Tho contrast botwoen tho infant
mortality ratos for the two ck logical groups Is, thorefc Iatively Joss marked than
that observed for tho rural esmples. In any caso, it appears from the above analysis that
thoe offect of rocall lapso is not atatistically vory significant.

4.10. In this study, the catimates of infant mortality ratos have been basod on
all live-births that occurred to ever-marriod womon of the respoctive population groups
upto tho dato of survey. Tho infant mortality tates have beon estimated for tho rural and
urban sectors soporatoly and tho rosults are shown for each of tho two sub-samples in
Tablo 01.1 of Appondix 1.

411, In what follows, an attompt is maclo to study the association of infant morta-
lity rate with auch factors as itional lovel of the houschold, housing condition, cduca-
tional and occupational status of fathors.

4.12. Nuirition. Nutrition being a vital factor of hoealth, o sopatato block
(block 4) was dovoted in tho scheduls for entoring the various itoms regording tho diotary
composition of the housoholds. Tho scope of tho survey did not, however, permit a dotailed
study of tho various itoma comprising tho diot snd sssess tho nutritional lovel of the
} hold baseid on ita dop from on ideal or Lalanced diot. It is woll-known that
tho majority of tho Indian housohokls can hardly svail evon tho basio enorgy-giving food
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articles liko coroals, oto., for satinfying thoir hungcr. This being the uuc, (luﬂ'omntiahon
of diet can Lo effected evon on the basis of tho g ¥ of cereals It

adult oquivelonts for various ago and pational groupa wero svailablo, ono conlll havo
classificnd tho houscholids by varying degrees of nutritional lovel on the basis of the quantity
of coresls consuniexl.  In this study, howover, it has been assumed that s houschold which
svails evon & small quantity of milk, meat, fish, fruits, ole., for whatever It is worth, must
bhe doing 80 only after watislying its basio necds in respect of coreals.  On thia asamption,
dicts which aro almost completely devoid of milk, fish, meat ote., have beon placed in the
entegory ‘low lovel of nutrition' and tho romaining dicts in tho category ‘high lovol of
nutrition’. Tho infant mortality rates obsceved in tho ahovoe two diotary clnascs aco shown
scparstoly for rural and urban sectors in Tablo 4.3,

TABLE 4.3, INPANT MORTALITY RATE ACCORDING TO LEVEL OF
NUTRITION IN WEST BENGAL

rursl urban
nutritional lovel
vo, of infant no. of infant
liva mortality live mortality
births rate birthe rate
M 2) 3) ) (8)
1. high 156 116,13 [~ 110.77
2. low 8384 170.09 1188 150.08
3. total 2330 100,10 1843 138.04

4.13. In both the rural and urban soctors, tho difforonces in the recorded infant
mortality rates sre significant, tho differonco being more pronounced in tho caso of the
rural group. Ii h an tho rato ponding to the itional group classod as ‘high’
in tho rural soctor is based on an inadequate number of livo births, the observed differonce
is to Le accopted with a little caution.

4.14. Housing. Housing is an important factor affecting tho heslth of s population.
One of tho objoctives of this survey waa to study tho sssoclation botween tho eanitary
sasessment of tho hounchold and certain important health indices liko infant mortality rate
and thereby to ovolvo & suitablo mothedology for collecting information on housing sud
environmental conditions. Honco, & fow questions relating to tho housing and sanitacy

litions of tho houschold and ita envi wero included In block & of tho schedulo.
Only suck aspoots which wore moro easily rlefinallo aml Jess subjostive in naturo have beon
introducod in this block and ns such it had to bo necossarily short. Nevertheless, tho
survey rovesaled somo shortcomings in the method of approach adopted, particulacly, with
roferenco to the rural samplo,

4.15. In tho rural arca, most of tho houscholds wore without latrincs and as such
no mhﬁon in tho typo of latrino usod was ascortainable from the roturns. Tho information

inod on vontilation of houscholds though b bjeotive in nature, proved to bho
dofoctivo for tho rursl and urban aross on sccount of tho vagarics of the investigators. As
rogards the goneral asnitation tho inveatigators roliod moro on tho rolative differonces smong
tho houscholds allotted rather than on the objoctive classifications apocifiod for tho invosti-
gational proceduro. Jn tho rura) soctor porticularly, whoro tho villago as & wholo was
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allocatod to each inveetigntor, tho onticies rolating to this aspoct for afl the housoholds were
almost identical, tho nature of such onlrics boing doterminod fargely by his personal
impressions. In towns and cities, however, tho houscholds allotted to each investigator
hoing aituated over an sres within which conspicuous differonces in eanitary conditions
existed, thero was a greater degroo of variation in tho genorsl sanitation codes ontered by
him. With regard to sourco of drinking water, taps, tubowolls and ordinary wells wers
almost universal in the urban sreas, whoreaa in tho rural srcas the majority of the peoplo
deponded on wells or ponds. Hence, with tho typo of information availablo, it was thought
that no useful classification of rural houscholls could Lo possible on tho basis of such
charscteristics as sonitary conditions of tho dwelling place. For tho classification of the
urban houscholds, information on latrine end goneral sanitation of sorroundings alono could
provide a valid basis. Tho housoholds with code 1 for both ‘latrine’ and ‘gonoral sanitation*
wero classifiod os *housing good” and the rest as 'housing bad’. The infant mortality rates
in these two classes of tho urban population are shown in Tablo 4.4 which clearly indicates
that the population which avails botter sanitary amenitics in and around its dwelling placa
is associated with o Jower infant mortality rate.

TABLE 4.4. INFANT MORTALITY RATE ACCORDING TO HOURING
CONDITIONS IN WEST BENGAL (URBAN)

bousing condition live birtha  infant mortality
o
(1) @) (3)
1. good 308 84,70
S bed 1479 148.76
3. total 1848 136.04

4.16. Education. No doubt, the two criteria considered above, namely, nutrition
and sanitory condition aro usoful inices to study the stato of hoalth of & community. Data
havo also beon colloctod in this survey on the litorscy and occupational status of tho popula.
tion. Though theso may not directly influonce tho hoalth of tho pooplo, in carlior studics
it has boon noticed that such soci: jo factors as cducation and pation Loar &
strong assoclotion with the infant mortality rato. Honco, theso socfo-oconomic factors
can bo usod with great advantago in health studies for moro offactivo stratification of the
houscholds for samplo sclection,

4.17. In o far as education improves the quality of matornal caro and personal
hygieno by raising the Jovel of health i of the ity its iation with
infant mortality rato may bo regardod as & dircet ono. Besides tho abovo, its indirect
rolationship through such hoalth factors as nutrition, sanitary condition ctc., enhances the
degreo of such sssociation. For a critical evaluation of the imp of education it would
have boon dosirablo to considor the education of mothora but undor the provalling circum-
stances this is not feasible as the large majority of women especially in tho rursl soctor aro
iMitorate. Honce, it wae decidod to take into account tho education of fathers for the above
snalysis. Horo again, dus to tho limited scopo of the data only two broad categorios wero
consklored, namely (i) births relating to couplos in which tho malo partnors had matrio or
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higher qualitications and (ii) the remnining Lirths relating to couples in which the male
partuers werv either illiterato or under-anatrica. The propurtion of births belonging to
the higher ealucativnal group (inatric ur above) to tutal birtha were roughly 2227 in tha nrban
and 29 in the rural acctor.  The votimatedd infiunt wortality rates for the two literacy olasses
are shown meparately for rural and usban samples in Tallo 4.5.

TABLE 43. INFANT MOKTALITY KATES ACCORDING TO LITERACY
HTATUS OF FATIIERS IN WEST BENOAL

rura) urban
Bieeary natus
live infant live Snfant
birthe  mortality births  mortality
rate ™te
(D] ) 8] 0] (8)
I. mstrie and shove 1m 85.08 o 76.73
2. below magrio including
lirorstes 5431 171,42 Hi4 152.07
3. tote) 833 169.1¢ 1843 136.04

4.18. The results aro inileed very striking, the higher literacy group showing an
infant mortality rate which is nearly one-third and onc-half of the lower literacy yroup in
tho rural anid urban areas respectively, This is & clear indication that literacy status iy sn
excellent criterion for stratification of urban Louscholls in samplo surveys of this nature,
In viow of tho fact that only about 255 of the birtha in tho rural arcas correspond to the
higher literacy group, s imilar stratification is of doubtful utility in etudics of this kind
for rural populations.

4.10. Ocewpation. In onler to study the hehaviour of infunt mortality rates In
lifferent oceupational groups a similar analysis as above was carried out. Here sgain, the
occupational clawification had to be confined to those of the male partners only, Due to
paucity of data the snalyzia had to bo limited to four broad categorien of occupational slatos
for the urban and rural sectors aa indicated below.

420 Urban: 1. Manual lahour (moetly unskillal industrial labour, donmestic

scrvant, porter, hawker, rickahaw pulter, artiran, ete.)

»

. Lower professions and inferior bLusiness {clork, schoul teacher,
retail trader, shop asistant, rkillnd Industrial Jabour, ete.)

. Ilighee profesdions and superior business (doctor, profemsor,
engineer, lawyer, wholeaalo trader, ete.}

B

-

Non-gainful occupations (rent receiver, romittance roiver,
begyar, ote.)

421 Ruml: ). Agricultural and other rursl Inbour (landleas agricultural Iabour,
srtinan, fislicrman, cooly, ete.)

2. Agricultural operstions (cultivator owning land, sharo.cropper,
oto.)

3. Professions and trade (Leachor, doctor, priest, retail trader, cte.)
4. Non.gainful ocoupations (rent recciver, remittance rocciver, eto.)
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4. In hoth the urban and rural populati tho claxs ‘nun.gainful Tons’
contaitia & highly hoterogenouus social graup a2 it includos all persons returned as nol, in
the Inbour forco’, irrespoctiva of their Jiving standsrda,

4.23. Tho cstimatesl infant mortality ratos for tho differont occupational clasios
aro shown in Tablea 4.6 and 4.7 for the urban and rural populations reapectivoly.

TADLE 4.6. INFANT MORTALITY RATE ACCORDING TO OCCUPATION OF FATHERY
IN WEST BENGAL (URBAN)

‘ocoupation lase o8t infant moralty
m 2] )]
1. munus! laboor 02 170.7
2. lowor profeasions sud inforior business tov1 126,30
3. highot professions snd superior businces 158 45.18
4. non-gainful ocoupations &) 180.78
5. totsl 1845 130.04

TABLE 4.7, INFANT MORTALITY RATE ACCORDING TO OCCUPATION OF FATHERS
1N WEST DEXGAL {RURAL)

cocupation class " v:°h i:nrha infagt rl;:rulil y
) ) )
1. ogriculture and other rural labour 1486 154.10
2, agricultural oporstiona 3120 183.33
3. profossions snd trado 420 158.51
4. non-guinful cocupstions 504 134.92
5. total 5539 169.16

4.24. In tho lowest accupntion class (manual labour) of tho urban population the
recorded infont mortality rato is as high as 170,73 per 1000 live-hirths, wheroas in the highest
social clnss (higher professions and superior business) it is as low as 45.16 per 1000 live-
bicths and thst for the intermediote clasa (lowor professions and inforior business) it in
126.30 por 1000 live-births. From theso results, it is quito apparont that the infant mortality
sates tond to decreaso ns ono goos up tho social Indder. In rural areas, howovoer, tuo to
tho inadoquato numbor of sample housoholds bolonging to tho higher professionsl group,
thoy woro morged with tho lowor professions to form clasa 3 (professions and trado).
Duo to tho propond of the ) holds belonging to the lower profossions, infant
mortality rato observed for this binod group was idorably onk 1. Aa rogards
rocial closs 2 (agricultural oporations), which inoludos evory culumtor owning land,
howovor bmall his Loklings may bo, and ovory sharo.croppor, howsoover small tho area
oporated by him mny be is certainly o hotorogoncous group. For theso reasons, tho results
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in Table 4.7 do not suggost any oocupational differontials in the infant mortality rato.
This, perhaps, indicates that for stratifying tho rural population into sociol clasaes, it may
bo desirablo to take cognizance of cortain othor relovant factors. May bo, social difforen-
tiations buscd on oither incomo or land operated or owned may bo moro appropriato for
health studica as this will more closly correnpond to tho actunl living standarda of tho
houschokly,

.25, In this context, it may bo approprinto to conmider tho Registrar Gonoral's
figures of infant wortality mto by wocinl class of fathier in England and Walea in 1039
(Tablo 4.8} andd sco how Ulio social position of the community affects tho infant mortality
ralo.

TADLE 48, INFANT MORTALITY RATE ACCORDING TO 80CIAL CLASS OF PATHER
IX ENGLAND AND WALES IN jo030

social clom Infunt mortality rato
) (2)
1. clasws I—the profossions, commistioned uficers and woll-lo.do
eople concornod with finunce, whipsping etc. 8.8
2, class II—intermodisto botweon class I and skilled workors H4
3. olass I1T—ekilled workere 4.4
4 cluss 1V—intormodisto botwoon skilled and unskillud workors 514
8. class V—unskilled workors 80.1

4.26. Tho above figures exhibit & high degreo of convistency snd regularity in tho
changing pattern of infant mortality rato with changing social clasy. A similar featuro
is ohserved In tho occupational classes in urban West Bongol. This clearly suu,ctts !llnl.
occupationnl or social status offors an 1l iterion for & moro cffecti
of tho urban population for samplo solection in studies of this kind.

4.27. In conclusion, it may bo stated that tho higher lovel of nutrition and the
higher Jovel of literacy amd potional status aro ioted with lower infant mortality
rates, It is also intereating to note from the results given abuve that whoen comparablo
groups aro mmtched agninst each other the rural groups generally show higher infant
mortality ratea than their urban counterparta.  However, the infant mortality differentials
watimated from registention data indicato an ontircly opposito picture. Evon n respoct of
tho avorall estintsto of infant moactality rato the valus obsorved in this study foc tho rurl
sector appoars to bo higher than that obsorved for the urban soctor. If this i3 tmie, it
is obviously at variance with tho accoptod notion on urban-rural differontinls based on
rogistration data. Sinco officinl figurcs do not relute to allovated rates, further cxaminas
tion of the regintration dats is necessary bofore arriving at any definito conclusions.

4.28. It is a known fact that infanta die at o fastor rato during the earlior perivds
of their lifo. It can bo rassonsbly assumed that in rural West Bengal about 40 per cont
of the infants dio boforo they comploto ono weck. Possibly, tho infant mortality rato
obsorved in caso of rural bisths may bo lmgvly sunbumblo to deaths occurring during this
#tago of lifo duo to inadoq and y ity aid ilablo to rural mothors.
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CHAPTER &

MorpmrTy

5., At prosont tho statistical data colloctod on hoalth aspocts are so moagro and
unrclioblo in our country that thoy ¢an utmost provido s very crudo and hazy outlino of
tho Lealth conditions of tho nation. DBut thoss aro not onough for sound pullio health
administration which obviously has to bo based on reliablo and adequate factusl data. In
the past, a fow special survoys rolating o malaria, tuborculosis, loprosy, etc., havo boon
attemptod in soloctod arcas only. Such survoys aco useful, no doubt, in shaping the public
hoalth policy to somo oxtont in theso areas, but in ordor to plan for tho improvemeont of
hoalth standards of the community os a wholo, an appraisal of the discaso and medical ¢aro
pattorn is cssontinl and thia can bo dono only by a goncral health survoy.

5.2. The firat gonornl health survoy to bo conductod in this country waa the Singur
Health Survoy (Lol snd Seal, 1040). But this study, though comprohoneive in nature, had
to bo nocossarily confinod 10 a smoll rural aroa jn West Bongal comprising of the 4 union
boards falling within the sphero of operation of the Singur Health Contre. It wos expocted
that whon thoe roport of tho abovo study was published, similsr onquirics would bo mode
in othor parts of Indin to obtain & genoral picture of tho morbidity and medical care pattern.
But till the year 1935 no attompts wero known to have boen mado in thia direction.

5.3. Tho lack of initiative in sponsoring survoys of this kind cortainly roflects the

poculur diffeulties inhorent in such survoys, capecially in countrics like Indin whore more

in survey tochniquo and p dure rerunin to bo done before pushing through

qu fledgod health survoys on o \nst mlo. The West Bengal Health Survoy, as has already

been pointed out, iz only euch nn oxporiment which was undortakon mainly for tho purpose
of doveloping 8 mothodology for the colloction of health and medical caro statistics.

8.4, Cortain oxporioncod public health workers with whom the schomo of this eurvey
was discussod, were rather critical of the approach that had beon adopted in this survoy.
Thoy reised portinont quostions rogarding tho validity of tho morbidity statistics collectod
by such surveys rolying mainly on non-modical investigntors, Tho most sorious objcotion
contred round tho corroctness of the classification of disoases by causes. It moy bo mentionod
that even in countries whore modical caro has bocomo slmost universal, the compotoncy
of tho inf g ily tho heads of houscholds, to roport tho truo causo of tho discaso
which has bocomo a thing of tho past, ia somewhat quostionable. Moro roliance is, therofore,
placod on provalonco rates for cortain chronlo disonscs obteined by completo physical
examination of tho scloctod individuals including laboratory tests by trained modical
porsonnol. Evon if such a achome woro possiblo on & nation-wido scalo for a country like
India having only meagro resources, it could covor only some of tho important chronio
diseasos and tho quoestion rogarding tho incidonco of acuto discasos which form & subston.
tial bulk of the total morbidity of tho country will still romain unsolved.

5.5. Ono of tho chiof objoctives of this atudy, thoroforo, was 10 assess tho extont
of agroomont Lotweon the roported causea of discasos and tho dingnostio reports at tho
timo of treatmont wherever such roports wore iblo to the i ig Though
tho investigators wore briofed to avail of the medics] dingnostio roports whorover thoy were
availablo, it was found thot only 4 cases of illnesa woro accompanied by auch roports in epilo
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of the fact that about two-thind of the casce woro medically treated.  Presumably, the odds
sgainst collecting such information wers 80 great that the Investigators coull not posaibly
succeed in carrying out tho instructivne. Of tho 4 cases for which medical confirmation
was availablo, only 2 casce—one of "appendivitis’ and tho other of ‘proumonia’—wero found
to bo in complute sgreoment with the fnvestigators’ roturns,  For the remaining two casce
which were medically doclared a9 tuberculoais (pul ¥ the inf 1 thom
84 worely ‘cough and fover'.

8.6. Though in s eubstantisl number of cascs, cortain romarks regarding the nature
of the discascs made by the informants of thoir own accord and entered in tho ‘romarka’
columa of bolck 7, wero very helpful to the modival exports in arriving at a proper classifica.
tion of the discax, it has to be adwitted that duo to non-availability of confirmatory
evirleace [row tho attending pbysicians, no chock on the validity of the returns coulil bo made,

5.7, As the quustion of validity is an important one on which deponils to a conai-
derable degroo the suacess of & morbidity study, 8 'Validity Survey’ was initisted in 1039,
For the purposo of this survey, two teams of investigators, one medical and the other non.
medival, were employed. The medical investigators wero modical graduates with consi-
derablo professional experience. The non-medical investigators, on tho other hand, dil not
have any particulas training or knowlodie in publio hoalth.  Names of patients with addrexses
wereo collocted frum the medical out-pationt departmont of the R.G. Kar Medical Collego
Hospitals, which is ono of the leading hospitals in Calcutta. Tlheso names wero supplied
to a sct of pilut investigators for verifying tho addresses as well aa to nole down tho names
of all mewnbors of the houscholds. ARer this proliminary listing was dono, tho medical and
non-medical investigators wero given tho naies and addresses of tho heada of the Louscholds.
They were slso givon the names of all tho mombers of tho liouscholds to cnsure that the
particular person who hal been to tho honpital and about whoso illness information was
svailablo , was not omitted from Investigation, They wero roquired 10 collect details about
all illncsses ing to the bers of tho houscholds within & ref period of ono
month. The non.modical invostigators wero instructod to put down the causo of the discaso
as stated by the informants and supplement thom with details of signs, symptoms ote., of
the discase, if such information was forthcoming from them on tlicir own initistive. The
melicsl invostigators, on tho other hand, had a grester degreo of frocdom in thet they
could interrogate tho heads of tho housoholds or the paticnts themselves for their viows
on the discase. This frccdom was not allowed to the non.modical investigators beesuso
it was thought that the non.medical jnvestigator by virtuo of his not baving any medicsl
knowledgo or training was not compotent to suggest leading questions fo arrive 8t &
proper conclusion as regards tho exact nature of the diseaso, No indication whatsoover
was given to tho investigators as to lho sourco of theso addreascs. When theso house
holils have been contacted snd necessary i ion gathered in the schedules specially
designed for tho purposs, the returns wero compuod with tho hospital diagnoscs. It
would scom Lhat tho brat way of duing this woull have been to sond both thoe types of
invostigators to tho ssmo houscholds and comparo thoir resuits, But this procoduro did
not appesl to us as in such a short time which was gonerally loss than a month, it was not
desirablo to subject & houschold to a sorics of Questions by difforont investigators, eapecinlly
whon a discaso waa provailing in that Lousohold, Morcover, thoro might bo a tondency for
the first Luvoestigation to influonco tho result of tho sccond.
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5.8. In ordor to mako an ovorall asscawnient of the rolative morits of tho Lwo typea
of investigating teams, tho cases dingnosed in onch clnas of discasos wero oqually apportionod
between tho two teams. It could bo scon that by tho abovo arrangomont if tho oxtont of
misclassification varied with tho naturo of discaso, the odds wero oqually balanced botweon
tho two tcams. A total of 396 casos could bo contacted in their houscholds and of theso 198
wero invostignted by tho medical investigators and tho romaining 108 by tho non-modical
investigntors. Tho invostigator’s roturns were thon pared with the pondi
roports obtainod from tho hospital rogistor and tho rosults of this comparison aro lllown
in Tables 5.1 and 5.2 for medical and non-medical investigntors. It mny bo montionod
horo that tho mnon-medical investigators® roporting of disenses being somotimes vague,
they woro allocatod to proper discaso groupa by o pancl of medical oxperts on tho basis of
signs, symptoms and other available particulars of such discases,

TABLE 8.1, THE EXTENT OF AGREEMENT BETWEEN TIHE ITOSPITAL DIAGNOSES
AND RETURNS OF TIIE MEDICAL INVESTIGATORS

discose comploto no doubi ful not total
agroement agreomont recorded
{n 2) 3) 1} (8) ()
1. group I—tuboroulosis (pulmonary) - [ —_ — [)
2, group MI—malsria H 10 s 2 20
8. group ITI—dysontory 4 9 2 _ 15
4. group IV—~othor infoctious and parasitic
dissasca L] 8 - -_ 1
8. group V—allergio, endocrine systom,
and nutritionsl discasos 7 2 3 bt 12
8. group VI—disonas of blood and blood-forming
organs 1 7 2 - 10

1. group VII—monta), psychanourotio and
porsonality disorders and discasca of the

norvous systom and senso organs 2 L] 3 - 11
8. group VITI—discasos of the sirculatory system 2 2 1 1 L]
9. group IX—influenza 7 L] 3 2 17
10, group X—bronchitis 1u 10 [] 1 28
11. group XI—othor rapiratory discascs 1 8 s - 12
12, group XTT—discasce of digostive systom 18 13 2 4 39
13. group XITI—discascs of gonlto-urinary syatern = 2 — - 2
14, group XIV—discasce of bones and organs of

movomont 4 3 —_ 1 8
15. group XV—othor discnson - — - — —
16, tolal 07 0 30 1 108
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TABLE &2, TIIE EXTENT OF AGREEMENT BETWEEN THE HOSPITAL DIAGNOSES
AND RETURNS OF THE NON-MEDICAL INVESTIGATORS

discnso comploto no doubt ful pot total
agreement ogreement rocordod
) ) @) o) U] ©
1. group I—tuborculosis {pultonary) 3 3 _ _ [
2, group ll—malaria o 10 3 2 21
3. group llI—dysentory ] 12 - 2 16
4. group IV—other infoctious and purusitiv diwascs — 10 1 - N

bl

group Y—allergie, endocrine system, motaholio
and nutritonal discasos 2 v —_ 1 ”

o

group VI—disousce of blood and blood-forming

orgnns 1 1 _ - ¥
7. group VIT—mental, )nyehonwmio end
porsonality disorders and discascs of

nervous systera and sonso orguns 2 [] - - n
8. group VIT—discascs of tho circulntory systom 2 2 - 1 [
9. group 1X—infucnra 5 [ 1 [} 17
10. group X—bronehitis s 17 s 4 30
11, group XI—other roapirntory discascs s u - 1 15
12, group XII—disouscs of digestive systom 26 2 - s 0
13, group XIII~discascs of gonito-urinary system - — p— — —_
'N. group XIV—disoascs of bonos aud orgazs of
movorment 8 2 - 1 8
16. group XV—othor discasos —_ —_— —_— — —_
16. total a2 108 8 22 198

5.9, Two types of discrepancics aro possible in this situstion. Tho Grat is that the
disgnosis entered in tho hospital register doos not tally with thoso obtained from tho investi-
gators’ reports and sccondly, cortain individuals who were known to have attended tho
hospital in connection with certain definite ilinoss wore not reported by the investigators
as having sufferod from any illncss during tho roforonce poriod. Tho first typo of discropancy,

horoforo, is ascribablo to misclassification of oithor tho hospital or the investigator or by both.
Tho sccond typo of discrepancy is cortainly an orror ascribablo to tho mothed of investigation
probably duo to recall lapso. Occasionally, 8 person who attonded tho hospital in connec-
tion with a cortain illness might havo beon ill duo to another illness also during tho reference
poriod. In such a situstion if the investigators’ reports did not tally with tho hospital
reports, it would not bo possiblo to stato cloarly whethor it was a misclagsification or an
omission of tho discase for which tho onquiry was mado. If, howover, the date of onset of
ony diseaso roported by tho inveatigators precodoed tho date of hospital attendanco it was
assumed that the report related to tho diseaso for which hospital aid was sought. On the
othor hond, if the dato of onsot roported was later than the dato of hospital sttondance,
it was diflicult to decido whothor the invostigators’ roport rolated to tho samo diseaso as was
troatod in tho hospital or to a difforont ono. In tho Iattor situation tho discropancics wore
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assigned In & soparate column 'doubtful’ in Tables 6.1 and 86.2. Furthor, thoro woro
cortain cases whero thero was comploto agreomont botween tho investigatora' reports and
tho corresponding entrios in tho hospitsl rogister, but tho dato of onset roported by tho
investigators waa eubsequont to tho dato of hoxpital attendanco. But as theso cases woro
oither of a chronie or intermittont naturs, it could bo reasonably assumed that tho investi-
gators’ roports rolatod to the same discascs as wero treated in the hospital. It may bo
scon from Tables 5.1 and 5.2 that out of 193 casea of illnoss 30 ond 8 cases allotted to tho
medical and non-modical investigators respoctivoly did not tally with the hespital entrics
for lack of knowlodge, whether tho investigators’ reports related to the corresponding
disoases for which the enquiry was made. Out of 168 cases for which medical invostiga-
tors” reports could Lo talliod with the corresponding hospital ontries, 11 were missed
and 90 were misclassifiod, whoreas for the non.modicnl investigators, out of 100 cases
for which the roports could Do tallid with tho hospital entrics 22 wero missed and
108 wore misclassificd, Tho porcontage of cases miasod by tho modical investigators
is only 6.5 por cont aa compared with 11,6 per cent missod by the non-medical investigators.
This indicates that thore will bo moro responso obtained from the informnnts if medies!
Investigatora aro employod. Among 157 cases roported by tho moedical investigators which
could bo tallied with hospital entries, 90 casca or about 57 por cont wore misclassifiod,
whoress smong 163 similar cases rop i by the Jiea] I j 106 cases or
about 63 per cont wero misclassified. The above results suggoest that both in respect of
extont of responso from tho informants as woll as in the extent of correct classification, the
porformance of tho modical investigators scoms to bo slightly moro satisfactory than that
of tho non-medical team, The oxtont of misclassifieation in the 15 groups of diseases
individuslly are shown In tablo halow.

TABLE 83, PERCENTAGE MISCLASSIFICATION AMONO THE MEDICAL AND
NON-MEDICAL INVESTIGATORS IN DIFPFERENT DISEASE CATEGORIES

disoaso medical non-medics]
Investigator inveslignjor

8] ) (&)

1. group I—tuberculosis {pulmonary) 100.0 50.0
2. group M—malasia 0.9 82,5
3. group IlI—dysontory 69.2 02.3
4. group I¥—othor infeolive and parasitic disensra 4.5 100.0
8. group V—allargle, endoerine syatom, motabolic and

nutritiona] discasce 2.2 8.3
8. group Vl—d.umm of blood aad blood I'nrmlng orguna 87.6 87.6
7. group VII.

disordora and dnonm of norvous .ymm lnd

sonso organa 6.0 8.8
8. group V1II—discascs of circulatory aystem 50.0 80.0
9. group IX—influonzs a1 8.8
10. group X—bronchitis 47.8 n.e
11. group XI-—othor respiratory disoascs 88.0 8.0
12. group X1I—disasca of digeetive systom 5.5 2.5
13. group XI1I—disonscs of gonito-urinary systom 100.0 -
. group XIV—discasos of bonos and organs of movemont 42.9 28.6
15. group XV-—othor diseascs 0.0 —
18. total 51.3 03.1
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5.10, Thot tho extent of disagrcomont in tho roporting of tho discasos varies with
the typo of disoases invostigated is quite ovident from Teblo 6.3. Moroover, the above
tablo singles out such types of discases which aro likely to bo more ofton misreported by
tho modical and non-modical investigating teams as woll as such diseases for which the
oxtont of agy t with the ponding hospital diagnosia docs not show conspicuous
differonco Lotweon the two igating teams. For inat disensos bolonging to groups 8
{discnses of blood nnd blood-forming organs), 7 (montal, paychonourotio and personality
disorders and disenses of the norvous system and sonso organs) and 8 {discases of the circu-
Iatory systom) show almast oqual tondency to bo misclassificd by tho medical and the
non modicnl investigators. On the othor hand, disenscs belonging to groups 1 (pulmonnry

2 (malaria), 11 {other respi y di ), 12 (di: of the digestivo system)
and 14 (discasos of bonea and organs of ) aro gunonlly isrop d to o greater
oxtont by the medical invostigators and disoasos belonging to groups 3 (dysentory), 4 (other
infoctive snd parasitio disoascs), 5 (ullcrgio, omlocrmo system, motabolio and nutritional
i ), § (infl ) and 10 (bronchitis) aro 1 misclassified by the non-medical
investigators. Theso rékults aro important in as much as thoy are suggostive of tho quality
of reporting by tho modical and non-medical inveatigating teams with respect to differont
diseaso groups. In ordor to properly assoss tho validity of tho rates obtained by the two
typos of investigators and fo investigato tho naturo of misclassification, further examination
of the dats is cssential. Tablea 5.4 and 5.6 give the two-way compatison of tho reports

of the i ig with the ponding ontrics in tho hospital register.
5.11. In tho abovo tablos the diagonal cntrics represont thoso cases where there
is pleto sg botweon i ig * returna and the hospital disgnoscs, The

figures in rows indicate the oxtent of misclassification occurring for each typo of disease takon
from the hospital register, If wo assume for tho purposo of arguracnt that the reports ob-
tained from tho hospital register are correct as they wero mado during tho time of trentmont
when the diseaso provailod, the entries in each row divergont from the diagonal cell will show
tho oxtont of under-cstimation of the morbidity rate for this particular group of disenscs duo
to misclassification. On tho other hand, the ontries in any column diverging from tho diagonal
cell will indicato the extent of over-cstimation of tho morbidity rate due to inclusion of diseases
of othor categorics in this group by tho inveatigators. Of course, this assumption regarding
the hospital disgnoses need not bo truo and, theroforo, this study of the divergonco betweon
tho two types of classification can bo intorpreted only ss a lack of agrcoment and no
furthor,

5.12. The diroction in which tho misreporting takes place and the ultimate effect
of such & misclassification on tho morbidity rates from difforent discases aro points which
dosorve iderat In tho following y phs an attempt is mado to discuss bricfly
the not resulls arising out of misrcporting of discnsos,

5.13. Thero is a gonoral tendency iceablo for pul bereulosis to bo
invariably misclassified as oither asthma or bronchitis. Qthor forma of tubemn]osis aro also
vsually misroported. It is also found that tho non.medical m\'cs(ignlors hm‘n marked

y to roport tut losis cases as pul ¥ tul casos g in sn
exnggomlion of tho p y tuborculosi rato estimatod from thoir returna.

6.14, Malarin is somotimos roported a9 influonza or oihor respiratory diseases or
diseasos of tho digostive systom and non-malacia cases aro not gonorally roturnod as malaria
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TABLE 68.5. COMPARISON OF THE NON-MEDICAL INVESTIGATORS' RETURNS WITH THE CORRESPONDING HOSPITAL ENTRIES
(investigstor)

21]  SANKHYA:

19103 pumad

PUpiooal Jou
gnep

(LY

pougop |I—9l dnous

Sewerp Jay10—y dnoss

wols Assurm-onusd

30 mwwonp—gt dnoult
woisde 631 mody

1941 J0 woewosrp—z1 di

orvostp K10y
~waudwoa 2gy0—11 dnoud

mipouoiq—o1 dnoud

wzuonyur—g daoud

wojaks Liojuinoate
Jo soanoup—g dnood

210 "sdu moatou 3}
-oyoked “pwinom— ), dnoad
“wnedio
Bupauio)-poorq puw Jooia
30 9weomp-—p dnoud
$10pIONIp [OUOL AN
U "1aut “afy oupo
-opus ‘ojBu0)v—y dnosd
wewosip oj3vuind puy
jrionioepuy soipro—p dnoud

L1010 ip—g dnoud
-7 dnoad

(wrd)
momaeqny—1 dnoad

THE IXDIAN JOURNAL OF STATISTICS ([ Parrs1&2

® (100 (1) (1) 3 (14 5 (8 7 (18 (9 (20) @}

(8)

()

up 1—tubaroulosis

[pum}

o @

-4

aurn

hospital
168

» peycho-

nervoua

neuwrotio and

7. group T—montal,
wystoms
8. group 8—diwascs of
tory

e
=32

nen

a

3¢

22

53

10

15. group 16—other disossms

16. total




A PILOT HEALTH SURVEY IN WEST BENGAL—1056

casea by both the medical and non-medical investigators. Honce it scoms that the mislaris
rato as obtained by a houschold canvass is likely to Lo an under-cstimato.

5.15. Dysontery casos are usually misreporicd As somo discaso portaining to the
dligostivo systom (group 12). Tho non-medical investigators soldom report non-dysentery
coacs a8 ily 'y cancs,  Co quently, the incid rato for dy ry obtained by non.
medical investigarors will tend to bo bissscd towards 8 lowor value than the true ono. On
the other hand, in tho caso of medicnl investigators the rato obtained may bo regarded es
alinost nearly the true value mainly dua Lo sowme of the non-dy: y cases being d
ns dysontery cascs.

5.10. The group ‘ol.hor Infective and parasitio discases' is evidently a hetorogeneous
ono, This includes all i ious and parasitio discases other than pulmonary tuberculosis,
malaria and dyeontery. Naturslly, one would expect much less discropancy in this parti-
cular group. Curiously enough, the non-medical repocts sre totally deserepant from the
corresponding ontries in the hospilal register. Iowever, 8 number of discases bolonging to
other groups have been reported by the non.medical inveatigators ag discases belonging to
this group. Tho performanco of tho medical investigating team in respect of roporting discasca
of this category scoms to bo somowhat satisfactory. About 559 of the cascs are reported
correctly and only ono case belonging to another gronp has beon brought into this category.
It ig likely, therofore, that the estimato obtained from the modical team will be erring on the
lower side. Tho misolassification in this group usually ariscs duo to neuritia cases being
clagsifiod as rheumatism, enterio fover aa bronchitia or other respiratory diseases. Probably,
hospital staff have a tendency to enter any disoass of unknown otiology as ncuritis which
on further examination is roported by the modicsl invostigators as rheumatism or somo
othor specific discaso.

5.17. The performance of the medical team in respoct of roporting discases belonging
to group 5 (allorgic, endocrino, bolio and itional di ) scems to bo fairly entis.
factory. But the classification based on the returns of the non.medical investigators scomy
to bo far from eatisfactory, only about 16 per cent of the total number of cases allotted
to them baving been correetly classified. Novertheless, the rato based on their roports is
very nearly oqual to tho one based on hospital entries for the reason that a number of cases

bolonging to other groupa have beon brought into this category dus Lo their poculiar naturo
of roporting.

5.18. Discasos of blood and blood-forming organs liko ia aro most often mis-
roported as disoasos of the digestive or gonito-urinary system by the medical and non-medical
invostigators. Thoro is less tendoncy on the part of the non.medical investigators to classify
disoascs belonging to other groups as disenscs of this group with the result thot the overall
estimote of diseases of blood and blood-forming organs will still remain grossly under-
ostimated.

5.19. Disenses Lolonging to group T {montal, psychoneurotic, nervous systom ote.,)
tonil to bo misclasifiod as discases of tho digontive or genito-urinary system or rheumatism
though the rates aro kept up by thoe inclusion of diseases of other catcgorics in this group.

56.20. So far as the discases of the circulatory systom aro concerned both the types
of investigators show cqual oxtont of disngreement with tho hospital entrica.

L 8.21. When disesscs of the respiratory system (groups 9, 10 and 11) aro considered
individually tho classification bosod on the roporta of tho medical inveatigntors scoms to bo
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only mord Iy good. A oloser ination will roveal that tho misclassifications aro mostly
cunfined within the three groups themsolves so that if thoso threo groupa aro combined into
o ninglo group represonting all respirntory diseasos, tho reporting of tho medical invostigators
toruls to bo more satisfactory. But in the case of fienl i i tho misel
tications appreciably extend boyonil tho threo groups and the rosulting rate obtained from
thoir ropurts is likoly to Lo an undvr-cstinato s the Josses 1o theso groups are usuntly higher
than tho gainy.

5.22. Tho diseascs of tho digestivo systom aco very often misreported by the medieal
investigators as dysentery, or discases of tho gonito-urinary wystem, MM , this group
going at tho expense of discascs like dysontery, anaemia and bronehitis. lonce, the overall
rate obtained for this grou) scems Lo Lo very closo to that obiained from the hospital register.
Thero is o greater degreo of agreonient obsorved in tho rturns of the non-medical tenm.  Buy
tho rato obisined from theso roporta appeara to bo grossly exaggerstwl duo to tho inclusion
of & large number of cases of dysontory and respicatory discases nnd to o lesser oxtont cases
belonging to other disenso groups in this category.

5.23. Tho numbor of cases of discases of tho gonito-urinary systom obtainwl from
the hospital records boing very fow, tho naturo of misclassification cannot bo assessed.  Haw-
over, & number of other discases have been roported as diseases of this eategory both by the
medical snd non-medical teams, indicating that the rates obtained on the basis of these reports
aro likely to bo grossly exaggerated.

5.24. In reapect of diseases of bonos and organa of movoment, the oxtent of dis-
agreoment between tho hospita) disgnoses and the investigators' reports sooms to bo moderato
for both tho sots of investigators. But tho rates obtained on tho basis of Lheir roports for
this category of diseases ato likely to bo exaggerated appreciably due to tho inclusion within
this geoup of casea belonging to other groups,

3.23. In tho preveding paragraphs it was shown that tho oxtent of wisclussification
resulting from disay between tho i igators’ reports and tho correxponding hospital
ontricy was slightly less in the case of modical investigators than that of non-medical investi-
gators, Ono may arguo that tho advantago of using a medical investigator is considerably
lowered duo to tho inclusion of non-provailing cases. Irobably, if the cases were provailing
a more thorough examination of tho cases could have been mado by the mediea) investigntors
which would resuit in an apprecisblo improvement in tho quality of their reports. If this
wero o, wo ay reasonably assume, that for the prevailing cases there shoubl boon
aiditionn) degreo of agreemunt betweon the medical investigators' roports und tho corres.
ponding hospital diagnoscs, For studying thiy sspect only tho cases of diseasea provailing
at the time of investigation have been idered and the cvaluation of the ag: for
ho mudival and non-niedical teams havo beon mmdo in Tablo 5.6.

5.20. Tho ronlty show that an overall disagecomont of 65.9 per cont have boon
reconded for tho mesdical investigators as agninut 57.3 per cont for thom when both the provailing
snid non-provailing cases werp idererl.  Whon an of tho extent of dixagrecmont
is done disease.wiso for tho medical investigntors, wo find that tho divergenco is moro or less
tho #amo a3 whon the non-provailing casea wero also inctuded for all tho discaso groups exeopt
for disoases of tho circulatory systom, infl 1 hitis and disenses of tho digostive
systom. In the caso of influonza, it has turned out to be worso and in tho enso of disoases
of tho irculatory and digestivo systems and bronchitiu it hna turned out to bo bottor.
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TADLE 5.8. PERCENTAGE MISCLASSIFICATION AMONG TIIE MEDICAL AND
NONMEDICAL INVESTIGATORS IN DIFFERENT DISEASE CATE-
GORIES WTIEN ONLY PREVAILING CASES WERE CONSIDERED

dincano ‘modical non-modical
inveatigntor investigntor

n 2) 3)

1. group I—tuborculosin {pulmonary) 100.0 6.0
2, group IT—maslaria 80.0 100.0
3. group IN—dysontory 2.7 o7
4. group TV—othor infoctivo and paraaitic discasos 7.5 100.0
5. group V—allergio, endocring aystom, motabolic and
nutritional discanca 222 7.8
@, group VI—dissasce of blood and blood-forming organa 100.0 B3.3
7. group VII tal, paych io and i
disarders and discascs of norvous ayatem and
40 Orgons 8.3
8. group VIII—discasos of circulatory system 33.3
9. group IX—influonza 100.0
10, gronp X—bronchitis 3.3
11, gronp XI—other rospiratory disonsos 100.0
12, group XII—disenss of digeative system 3.3
13. group XITI-—discance of gonito-urinary system - -
14. group XIV—discasos of bonos and organs of movement 3.3 0.0
15. group XV—othor discases - —_
6. tofal 83.8 84.0

5.27. Tho analysis in rospeet of tho non-medieal investigators revealed that the
divergonco compared fairly woll with that observed when both the prevailing and non-
prevailing cases woro included in tho analysis. Howover, for discases liko malaris and in-
fluenza the degreo of disagreoment was higher whilo for discases of tho circulatory system

and of the bones and organs of movement tho porformance of tho non.-medical team was better

when only provailing cases wero

5.28. While it is to bo admitted that tho performanco of tho medical investigators
acems to bo alightly superior to that of tho dical i ig thero is no indieati
that tha dogreo of precislon in roporting diseases will be enhanced if only the provailing cases
woro investigoted by tho usunl questionnniro mothod without taking recourso to othor aids
such as physicol oxamination and laboratory tests.

5.20. So far tho analysis of the data woro based on 13 discases or groups of discascs.
A further condensation of groups though not dosirablo from the point of viow of detail, ix
oxpocted ta result in & closer agreoment Letween tho rolurna of the investigators and the
hospital diagnoscs. In order to sssess tho improvomont in reporting effected by grouping
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the dineasoa on a still widor basis, the above 15 categories wore roclassificd into 0 broader
categotics of discases. This typo of grouping no doubt introduces & groator degree of hetoro.
goneity within the groups. However, the results of the analyria based on such a broad classi.
fieation will inicate tho levol to which tho extent of disagrooment coulid Lo brought down,

5.30. Tablo 5.7 gives tho percentago of disagreomeont obsorved in thoe roturns of
the medical and non.medienl inveatigators when they wero pared with the ponding
hospital diagnoses.

TABLE 8.7: PERCENTAGE MISCLASSIFICATION AMONQ TIE MEDICAL AND
NON-MEDICAL INVESTIGATORS IN DIFFERENT DISEASE OQROUPS

discass group modieal non-modical
invostigator investigator

m 2) 3)

1. group I—infoative and parnsitic discesca 1.4 84.4
2. group II—allorgic, endocrine rystom, metabolio sod

nutritional diseasce 22.2 81.8
3. group ITI—discascs of blood and bleod-forming orgens 87.8 87.8
4. group IV- 1, and i

disordors, dhonu of norvous system and sonss

organa 6.0 8.8
8. group V—disoascs of circulatory systom §0.0 50.0
6. group VI—discasce of reepiratory system 20.2 4.9
7. group VIT—diseascs of digostive systom 8.5 2.6
8. group VITI—discnsea of bonos and organs of movornent 42.8 28.6
9. group IX—othor disoason 00.7 —_

10. total 49.0 43.0

6.31. Considering the discases which have beon merged to form Lroador groups,
it could bo said that as far 8a discascs of the respiratory system aro d the poric 0
of the medical investigators gcoms to bo botter than that of the non-medical investigators,
while no apprecinblo differonce is observed with respect to infoctive and parasitic discases.
Also tho overall performnnco of the modicsl investigators scomsa to bo slightly superior to
that of the Jical i As oxy 1, the adoption of this grouping has brought
about s roduction of noarly ll) per cent in the disag rato in parison to tho rato
observed whon a moro dotailed classificstion of dispases (Table 5.3) was considorod for

both tho Investigating teams.

8.32. Influence of social atalus of the inf on the :y of reporting the cauee
of disease. ‘To oxamine whothor the social status of the informant has any boaring on the
qunlity of reporting of disoases rring among the bers of his houschod lllo tistributi
of the informants in cach of tho educational and occupationsl groups g 1o tho nature
of the diseaso classification has been obtained and pi 1 in Tables 5.8 und 5.9 respective-
ly for both tho medical and non-medical investigators. As most of tho pationts attonding
tho out patients' departmiont of tho hospital to which our data relate bolong to the lower
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social groups tho occupational stratification adopted in the annlysia cannot bo oxpected to
show significant clays differcatiation. For instance, it was nceessary to include a fow pro-
fexsionols in tho xame group consisting of clerical and other low incomo groups in order to
obtain an approciable number in the *high’ occupational closs. Tho rest boing mostly manun)
Inboucora living in bustees hiat to bo sllacated to the two classos 'medium’ and ‘low” according
to tho skill involved in tho jobs,

TABLE &8 DISTRIBUTION OF INFORMANTS ACCORDING TO FEDUCATIONAL
STATUS AND NATURE OF DISEASE CLASSIFICATION

modicol non-medical
s satus
ocomplote no total comploto ne 1otal
(8] ) ) 3] (5) {0 (N
L. ilitorato 4 5 9 10 24 3
W4 (65.8) (100.0) (20.4) (10.6} (100.0)
2. litornte with no
knowledgo of 22 30 52 21 19 78
English (42.3) (67.7) (100.0) (35.5) (64.5) (100.0)
3. liternto with
knowlodge of 41 55 90 k2 3 58
English 2.7 (67.3) (100.0) 3.1y (36.9) (100.0)
4. tota) 67 00 157 82 108 188
(42.1) 157.8) (100.0) {36.9) (63.1) {100.0)
TABLE 6.9. DISTRIBUTION OF INFORMANTS ACCORDING TO OCCUPATIONAL
STATUS AND NATURE OF DISEASE CLASSIFICATION
medical non.ruedical
otatus
complete no total complote no total
2] (2) 3) ) 5) (8) 9]
L low 17 21 4 il 50 68
{38.6) {61.4) {100.0) {27.5) {12.85) {100.0)
2. medium 25 38 [ 23 38 L1}
“1.7) (58.3) (100.0) (31.7) (62.3) (100.0)
3. high 25 28 53 20 18 38
(47.2) (52.8) (100.0) (62.6) (1.9 {100.0)
4. total 67 80 187 62 o8 168
.y {67.3) (100.0) {30.0) (e3.1) {100.0)

5.33. As far as the modical investigatora aro concorned, thero is no ovidence of
any association botwoen tho accuraoy of thoir roturns and the eduentional or ocoupntional
uumu of tho informants. This suggosts that thoir mothad of interrogation was practically
il dont of what the infc stated about tho nature of the disoaso as ho understood

from tho attending physician, Howovor, it con bo scon from tho above two tablos that
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tho returns of tho non-miedical investigalors wero to somo oxtent influenced by the social
status of the respondont indicating theroby, that tho persons helonging to the higher social
claxs aro froquontly appraised of tho nature of the discsso by tho attending physicians.

5.34. Two important factors emorge from tho rosulta of tho Validity Survoy dis.

cussoil In tho proceding paragraphs.  First, the § ariving out of misroporting
of discases is comidenl-la in sn mvostigntlon of this type Mul second, tho acouracy of the
dincaso roporting is not appreciably enh 1 by tho employn of medical investi

for this purposo. Further, tho resulte shown in Tablea 5.4 and 5.5 indicato the dircetions
in which misroporting of dironscs takes place which may be fruitfully applied In interproti
morbidity rates in respoct of difforont disense groups. Dut it h neceasary to emphulu
[n this contoxt that the above Validity Survey included within its scopo only such enses of
diseavos which wors sttended by an hospital.  If & health survey is carriod out in & popula-
tion, it may bo obsorve: that a substantial number of diseasce occurring in the population do
not rocoive any madical It i only ble to expect & greater degreo of in.
sccuracy In the reporting of such discasca which will only tend to make the situation worse.
Morcover, there aro no means of chocking the validity of non-attended enscs except by a
prevalonco survey by trained medieal personnel, But such a survey will have to ho
necessarily restrictod to chronic discases bocauso they alono can bo expected to provodil in
approciable numbcers at the time of investigation.

5.35. Though the rosults of tho Validity Suevey discussed above give only a partial
picture of the inaccuracics in tho morbidity returns, it ia assumed that they may bo of consi.
derablo valuo in the interpretation of the morbidity rotes estimated from the data relsting
to tho West Bongal Health Survey. A brief discussion of these rates based on the results
of the Validity Survey is sttompted in tho following paragraphs.

5.36. The West Bongal Health Survey showed a total of 804 cases of ilinceses among
the members of 1172 rural housoholils and 351 cases of illnessos smong the members of 506
urban houscholds during the th th period of observation beginning in March and
ending in May, 1035, As could be expected, somo of theso illnesses had thoir onsot earlier
to the firet reforence period and some continued to provail at tho close of the last (fourth)
rofoerence period,  Tn the former case, if tho illnessos wore chronic in nature, only the appro-
ximate month of onset rather than the exnct date was noted in column 6 of block 7 of the
schedulo. As ragards tho latter, not evon an approxi imation of duration of ili-
nessos could ho availed

6.37. ‘Tho allocation of illneases into chronis and acute was done on the hasis of
thoir duration. All illncrscs whose duration exceedod threo monihs wero classificd as
chronic and thoso illnesses which prevailod for periods shortor than 3 months were classified
as aculo. Tho clossification of such illncases which wore provailing during tho last visit
and whoso duration foll short of 3 months till that date was carriod out with the help of
modieal oxperts.

5.38. Sinco tho oxact time of onsot and rocovery of acute discases are moro or less
abrupt and rocognisable, it is customary to dofino the morbitity of the population in res
poct of such disoases by tho incidence rate which implied tho froquency of now casce arising
in & given interval of time among 1000 population. This gives a moro or less tynamic
picture of morbidity and as such tho provontivo aspeots sro fully brought to light.
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5.39. In tho caso of chronio discasos, howover, no abrupt timo of onsot is recognis-
ablo and sometimes tho disoasos aro clinically ovilont only at an advanced atage. It is
rathor jmpossiblo in such casos to caloulato incidoncoe rates and tho bost that can be dono
undor the circumstances, is to dofino morbidity in termme of thoir provalenco. Tho pre.
valonco rato is dofinod as tho number of casos among 1010 population at a given instant of
timo. Tho provalonce rato is & usoful moasuro of the extont of chronio discasos in & popula.
tion provailing at a given Limo regardloss of tho date of onsot of tho disonses. This measuro,
no doubt, gives only & cross-soctional picturo of the morbidity of tho pupulation and it
is very much influonced by the curative sspocts euch aa effoctivoncss to reduce thoir duration
and tho siago at which thoy are ding: 1. Tho incid and p ! ratea for aculo
and chronic discases are presonted in Tablos 5.10 and 5.11 respootively. Tho roliability of
the rates givon in thoso tables enn, howover, bo assossed by a comparison of sitnilar rates

blained from two indopond L ples shown in Tables 01.2 and 01.3 in Appendix 1

TABLE 8,10, INCIDENCE RATES FOR ACUTE DISEASES CLASSIFIED ACCORDING
TO DISEASE GROUPS IN WEST BENGAL

disoavo group incidonos rate por 1000
population in & yoar
rural urban
[ 2) &
1. group I~malaria 16.28 .10
2. group Li—dywoatery 24.84 38.28
3. group Lil—diarrhoos, cntoritis und othior diveasos of the
digostive systom .15 .10
4. group IV—other infective disosscs of intostinal Lract
0.g., typhoid, cholora, disoasos duo Lo holmiuthy, ote. 10,21 23.65
&, group V—moaslos, mumpe, emsll pox, chiskon pox 23,88 22.07

0. group VI—common cold, tousilitis, influsnzs, fovor,
is, bronchitis and othor respiratory
disoasos 1o.87 179,72

7. group V1I—oyo, oar, boil snd sbucows, cellulitis and
doatal disoascs 5.8 38.20

8. group VilI—othors (e.g. ansomias, v4l., vasoular
loaions affooting contral norvous systom, rhoumatio

fover,
acoidonts, olo.) 12,93 38.28
9. total 328.02 422,80
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TABLE §.11. PREVALENCE RATES FOR CERONIC DISEASES CLASSIFIED ACCORD-
DING TO DISEASE GROUPS IN WEST BENGAL

provalenos rato _per 1000

population
dinonws group
rural urban
(0] [&] [¢}]

1. group I—tuborculosis {pulmonary) 1.68 FRT]
2, group II—discases of tho circulstory and norvous

eystoms vic., ariericeclorotio end degonorative

heart discascs, hyportension, disoasos of voins,

rboumatio fover, peychoneurosis, dissases of norves 3.60 2,82
3. group 11I—discasos of the oyo, oar, skin, bonos and

joints 402 5.03
4. group 1V—disoasss of 1ho slomuch and ducdenwn

oxoopt caneor 2.68 5.81
5. group V—asthma 3.82 (X
6. group VI—disousos of the gonitul orgens, Gstuls 2,85 a8l
7. group V1I—othore, {0.g., v.d., cuncer, disbotcs, avita-

minocsis, nophritis, congonital and functional

disoascs, oto.) 2.0l 8.39
8. total 20.45 34.80

5.40. At tho outset of tho analysis it was our intontion to strictly adhero to the
International Statistical Classification of Discases and Injurics (List C—Spocial List of 50
causes for tabulation of morbidity—W.H.0., 1048). Subscquently, it was found from the
nature of tho dats collected that oven such an abridged list was too detailed for obtaining
any rolisblo morbidity rates. Tho classification of discascs in tho above snalysis had,
herefore, to bo iderably donsed without approciably damaging the essentinl features
of tho prevailing morbidity pattern in West Bongal.

5.41. Tho most rovealing foaturo of the abovo tablos is that the discascs, whother
acute or chronio, occur more ofton amongst the urban than in the rural residents, the only
oxcoptions boing malaria and disoasos of the circulatory and nervous systems. Common
cold, influcnza and othor disenses of tho rospiratory aystom aro the most commonly reported
disoases during tho reforonca poriod both in the rural and urban arcas,

5.42. The obsorved difforonco in the incidence and provalonce of disenses botweon
rural and urban communitics noed not always be indicative of the real oxtont of variation.
In intorproting results of this typo, it ia nocessary to bosr in mind tho relative importancoe
of the factors likely to influenco morbidity roturns. Amongst tho factors may be mentioned
tho sgo-sox composition, tho lovel of health i and the organisation of medical
eazo services in tho communitics to be compared. Such being tho caso, any hasty conclu-
sion 83 to tho relative healthiness of two areas without proporly woighing theso factors
may bo misleading. In addition to thoso factors the morbidity rates for specifio groups
of discases aro spprociably affocted by orrors due to misclassification as shown by the
rosults of tho Validity Survoy.
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543, Tho ago-sox composition of tho rural and urban samplos aro shown in
Tablo 5.12,

TABLE 8.12. AGE-SEX DISTRIBUTION OF THE S8URVEYED POPULATION

sgo {in yoors) rural wrban
152 (2.85 53 (2.29)

1. lessthanl wmalea 78 (1.3) 27 (1.13)
fomalos (124 20 . {1.00)

persons. 0 (12.81) 273 (1143}

2. 1-4 males 308 (8.64) 143 (6.00)
Tomalce 374 (8.27) 130 (8.43)

persons 1478 (24.717) 522 (21.89)

3 -l ronlon 808 (13.54) 278 (11.66)
fomalos 670 (11.23) 244 {10.23)

porsons 3308 (50.97) 1337 (84.44)

4. 15and abovo males 1804 {30.24) 888 (37.20)
fomalecs 1762 (20.53) &9 (27.21)

porsons. 5068 {100.00) 2385 (100.00)

5.. allsgo-groups malos 3088 (51.73) 1338 (56.02)
lomalos 2850 (48.27) 1049 (43.93)

1 Figuros in paronthescs are porcontages

544. From the above tablo it appears that tho rural and urban eamples had moro
or less similar age-sox composition from which it follows that the urban-rural diffecentinls
in morbidity could not be ascribablo to tho differonce in tho age.sex composition of their
populations.

5.45. A further breakdown of tho morbidity rates by age, sox, living conditions,
educational and occupational status woukl, indeed, bo helpful in proventivo public health
work. This waa not altompted hore as the scopo of the survey did not allow such a
detailod study.

546. Lal and Sesl (loc. cit.) have given morbidity tes for cortain principal
chronic and acuto diseasen. It may bo of interest to mako broad comparisons botween the
morbidity rates cstimated from tho data of Weat Bongal Health Survoy, 1055, and tho
Singur Health Survey, 1944. It is woll known thot somo of the acute discases have a dis-
tinct soasonal pattorn. It is, thoroforo, nocessary to allow for this scasonal influence whilo
cstimating tho total number of cases that may be expected during the wholo year. No
such adjustment for sensonal fluctuations need be mado in respoct of tho Singur Health
Survoy data, bocauso tho information collected rolates to ono year.

5.47. Tho morbidity rates of cortain important discasea estimated from the rural
data colloctod in this survey havo Leen pared with tho ponding rates obtained
from the Singur Health Survey in Table 5.13. To make the comparison strictly valid for
such discnsos as have s seasonni pattorn approprinto adjustmonts have beon mado. It
could bo observer that thoro ia o fair degreo of agreemont botweon the two seta of figurcs.
Tlo incidoneo eato for malaria catimated from tho presont survoy ovon after Accounting
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for soasona! infl is wtrikingly low in 7 to the cno obtained by Lal and Seal
for Singur. It was stated earlier while discussing the Validity Survey results that mala-
rin showed & tendoncy to bo miaroportod as other discasce and that discases othor than
malsria wero less likoly to bo returned sa malaris. Tho above tendoncy was obworved to
be operaling to the sanie extont smong the medical and non.modical inveatigating toams.
Tt is, thorefore, .reasonablo to assume that the difference in tho types of investigators
employed in tho two survoys could not bave resultel in » divergonco of the magnitudo
shown in Table §.13. Honce, it may be resonsbly assumed that the difforonco botween
the two malarial rates obsorved is & real one. This is only natural bocsuse Singur during
the fortics was & highly malarial placo, though today malaria has boen practically controllod
there. Morcovor, there is & gop of about a docads botween the two surveys during which
time a reduction in malaris incidonce in West Bongal could have taken place due to bottor
health moasuros. As regards tho incidonce of measles, the Singur rate appoars to be
higher than tho rate in this survey, The higher rate for messlos obscrved in the Singur
population might havo boen probsbly cdue to its high density of population and its proxi-
mity to such congested areas as Howrah and Caloutts

5.48. It has boen pointod out earlier thst tho porformance of tho medical invosti-
gators was moro satisfactory than that of the non-meodical investigators in rospect of ros-
pirstory diseasos oonsidored a3 a whole, The rato obtainod from the roports of the later
was ususlly an undor-estimato as diseasos belonging to this group wore more ofton returned
4 discases bolonging o other groupa. It is, thoreforo, not unlikely that the rate catimated
from the data relating to the West Bengal Hoalth Sucrvey for pnoumonia and influonza
falls short of the corrosponding rate estimatod from the Singur Health Survey data as the
lattor was based on medical investigators’ reports. Mowever, tho difference in the rates
shown in Table 5.13 is not statistically significant.

TABLE 5.13. COMPARISON OF THE RESULTS OF THE WEST DENGAL HEALTH
SURVEY (RURAL) AND THE SINGUR HEALTU SURVEY

annual  morbidity rete por 1000 population

disass Wost Bongal Hoalth Survoy, 1055
Singur Health —— 0" DU T8
Burvey, 1944 bofore aftor

sdjusimont for  adjusiment for
soasona) patlora  scasonal pstiorn

[ 2} 2] ()

aculs discass
I. malaris 260 46 154
2. dysontery end diarrhoos a8 o8 ]
3. mossle 42 20 18
4. pasumonia and influsnza 12 [] 7
cAronic diseass.
8. tubsroulosie (pulmonary) 1.00 1.08
@, asthma .52 3.52
7. dissases of the ciroulstory and

norvous systom 344 2.6
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549, With rogard to, certain chronio discnses also it was noticod that the prova.
Jonco ratos cstimated from tho Wost Bongol Iealth Survey dnta wero in closo correspon-
denco with those cstimated from the data of tho Singur Health Sucvoy.

5.50, As beforo, it is necessary to interprot the prevalonco rates obtsined from the
two surveys in tho Light of the results of tho Validity Survoy. It was found that the modicol
investigators misroported all the tubcreulosis casea as bolonging to somo othor discascs.
‘The non-medical investigntors also musreported s substantial number of tuborculosia
{pulmonary) csses. DBut they exhibited a tendoncy to include a number of cases of other
diseasos in tho tuberculosis (pulmonary) group leading to an ouggomwd prevalonco rnu

for this group. Whatover may bo the direction in which Tansi of tuboreul
(pulmonnr)) cases tend to occur, it scema that the only mothod of assessing accurnwly the
p of pul y tuberculosis is by comploto physical ination of the populati
survoyod.

551, In respect of sllergic discases like asthma, oto., the medical investigators’
porformanco was found to be far superior to that of tho non-medics) investigators. As
rogards diseases of the norvous and circulatory systoma tho oxtont of agreoment scemod
to bo slmost tho samo for both tho groups of investigators. But tho rates based on the non.
medical investigators aro likoly to bo exaggorated on account of including in each of the
above groups, discasos bolonging to othor groups.

5.52. Tn diseases of a chronioc nature such as T.B. whoro thero is no abrupt onset
of a discasod eondilion in the affectod individuals tho estimatod morbidity rates should
bo takon as P g to clinically di: d diseases or those causing sovoro disability,
Morcovor, thero aro othor reasons \rluch wnd to undor-ostimato the morbidity rates of such
discases. For instance, thoro is & cortain amount of time.lag botweon tho actual onset of
a diseaso and the time whon medical diagnoais is sought. The degreo of disability or dis.
comfort arising out of an affliction and tho lovol of health consciousness of the subjects are
among the important factors which largoly determine the stage st which tho disesso is
subjocted to & modical dingnosia. It is, thorofore, inovitablo that somo of tho cases go
unaccounted due to tho operstion of theso and similar factors. In some acute discases
tho subjects may fail to recogniso the symptoms menifosted by theso discases dao to thoir
ignoranco and low heslth i Heneo, i ion of morbidity rates have
to be based on a proper appreciation of the factors invi ul\ed In tho report of the Sicknoss
Survey conducted in UK. by the Ministry of Health {1046), it wos obsorved that out of
s samplo of about 7,000 population, 5,518 or 70% suffered from one or moro illnesscs or
injuries duting & three.month period. Penrso and Crocker (1944) in thoir study ‘The
Pekham Exporimont— & study of the living structuro of socioty’ hovo also arrived at
similar results. Thoy estimated that only about 10 per cont of tho population on which
an health overhaul was done was without any sign of disorder and tho remsining 90 per
cont were cither in disonso or in whom disorder wna associntod with a sonso of woll-being.
As sgainst this, tho cstimated number of casos of illncssos or injurics during tho threo.
month period in rural West Bongal was 604 out of a samplo of 5,060 porsons i.o., 10 por
cont and in urban West Bongnl the corrosponding number wos 351 out of s sampla of
2,385 porsons L.0., 15 por cont.

5.53. Tho contrast botwoon tho estimates of YWost Bongal and UK. is indeed
striking. Tho results suggost that the poople of U.K. are losa hoalthy than thoso of Wost
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Bongal which contradicts the provailing notion about tho rolative lovels of health of theso
two populations. Theso findings have to bo intorprotod in the light of the hoalth conscious-
ness of the subjocts which is essontially & concomitant of thoir lovols of lLiving. As thoro
is no woll definod lino of domarcation botwoon the atato of health and that of discaso of an
individual it is likely that the motbidity roturns obtsined from an igation of this type
are influencod approciably by the lovel of Lealth i of the ity. In
our country whero the degros of health consciousness is known to bo low, thero is & natursl
tondoncy to overlook minor ailmonts and report only such conditions which causo pain,
discomfort, or disability to tho subjects. Honco, a substantial numbor of illnossea might
not havo boon roportod at all.  As tho morbidity data collectod by moans of intorrogation
of the individunls aro affectod by a iderablo legroo of subjoctivity, tho only means of
assossing tho extont of morbidity scoms to bo a provalonce survey carried out on tho basis
of & plote physical inati ppl 1 by lab y tests, if noocossary.

CHAPTER 6
Drsasriry

6.1, In the preceding paragraphs, discussion was chicfly confined to the froquoncy
of incidence and prevalonco of discases among the rurnl and urban populations of Wost
Bengal and thoir classification by causes, In what follows, an attompt is made to describe
briofly the quostion of disability arising out of theso discascs and thoir social consequences.

2. Though it is dosirablo to split the duration of disabling illncssos into days of
disability and non-disability, it was not possiblo to do so with tho data in hand. Honce,
what is reforred to as days of disability hereinaftorwards is actually the duration of disabling
illnesscs.

6.3. As stoted earlior, illncssos, both chronic and acute, wore divided into three
classes according to the nature of disability csused by them, namoly, (i) non-disabling
(ii) disabling but not causing confinement to bed or hospital and (iii} causing confinoment
to bed or hospital.

8.4. Tho illnosses which did not causo confinomont to bed or hospital were classi-
fied aa disabling (caso (ii) above), if tho illnoasca led to eithor stoppage of usual work or svail-
ing of medicsl caro or spocial diot. Othorwise, they were classified as non-disadling.
Consoquently, the concopt of disability is somowhat less objoctive for children and for aged
porsons who gonorally do not havo any pacticular assignmont of work in or outsido tho
houschold. Henco, for s critical ovaluation of disability and its consoquonoccs, the dis-
cussion js limitod to porsons in the age-group 15-59 yoars, Moreovor, sinco most of tho
porsons bolonging to this age.group aro eithor in the Jabour force or engagod in domestic
duties, the disability arising in this sogment of the popull may have itabl
and social consequonces.

6.5. Tho total numbor of disabling ilincasoa and their proportion to total illnoss
occurring to tho rural and urban populations in the sgo-group 15-69 yoars are shown fn
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Tablo G.0. Tho relinbility of theso figures can bo nascasod by & compacison of the
sub.aaniplo estimates shown in Tablo 01.4 of Appendix I.

TARBLE @.]. ILLNESSES OCCURRING DURING TIIE REFERENCE PERIOD
CLASSIFIED INTO TYPE OF DISADILITY IN THE AGE GROUP

15-50 YEARS
soetor non-disabling disabling total percentogo of
illncas. ilinena illncases non.disabling
ilincesca
(0] ) 9) (] (5)
[ s 217 2 34.64
2. urban " 135 184 268.63
3. total 18 332 518 31,78

8.6. The proportions of non.disabling iincssce to total illnesscs are about 35 por
cont and 27 per cent for tho rural and urban populations respoctively, In the survey of
sickness of the populotion of U.K. (loc. ¢iL.) it wose obsorved that out of 4667 cases of
indopendent ilncsses ing to tho adult population in tho samplo, 4237 or 01 per cont
wore of & non.disabling nature or had duration of disability for loss than & day. In a
morbidity study carriod out in tho Eastern Health District of Baltimora during 193843,
it was observed that 53 por cent of total cases of all ages woro non-dizabling. A comparison
of the Wost Bongal Survey results with thoso portaining to tho U.K. or Baltimoro cleacly
indicates that a number of nondisabling illnesses have not boen reported in the Wast Bengal
Survey, a substantial fraction of which, it may not bo unreasonablo to attribute to the
low level of hoalth-consciousncss of the peoplo. If by some method this unknown numbor
con bo estimated and added to tho already reported non-disabling cases, ono could have
hod an approximnte catimato of the number of pooplo in an indifferent stato of health, who
could not pull thoir full weight in the oconomie activitics in which thoy aro engagod.

6.7. ‘Tho results presonted in Tablo 6.1 nood not necossarily roflcot tho real oxtont
of the social and economio implications of disability to the community. A better mensure
of this may bo the duration of disability due to various causes and their froquoncy
of occurronce indicating the oxtent of human wastage which otherwise could have Leon
utilisod for productive purposes. For this purposo, tho duration of disability due to each
kind of illncss falling strictly within tho rof poriod was Jated ovor the four
roforence periods and inflated four times to yiokl annual eatimato of number of days lost
duo to disability srising from cach typo of discaso. No attompt was, however, mado to
adjust for the soasonal peculiarity of the survoy period. In Tablo 0.2 aro shown tho total
days of disability in s year for the ago-group 15-59 years in tho surveyed population.
Similar results are given for the two sub.samples in Tablo 01.6 in Appondix 1.

6.8. Of tho acuto discasos, malnria, dysontory, dinrrhocs, ontoritis and other
diseasas of tho digestivo systom, discasos of tho respiratory systom and boil, abscesa, cottu-
litis oto., are tho principal discasos causing disability in both tho rural and urban aross.
As could bo oxpected malaria sccounts for & highor annual rato of disability in the rural
arcas than in the urban areas. Similarly, discascs of tho digostive systom (othor than diar-
thoea and ontoritis) and boil, abscoss, collulitis ete., aro associated with higher annual
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TABLE 6.2. TOTAL DISABILITY DAYS IN A YEAR AND DISABILITY DAYS PER
PERSON IN A YEAR IN THE SURVEYED POPULATION AGED 15-30 YEARS

rurnl urban

diaability dwo to
total disability disability dnya  tolal dianbility disahility daya

dnynin s yoar por porsan dayn in 8 yoar por persan
in & yoor n & yrar
(&) 2 3 (] )
acuts diseares ;
() malncin 1,108 0.34 332 0.2
fii) dysontory 612 0.17 203 0.20
{ili) disrrhoca and enteritia 248 0.07 400 0.28
(iv) othar acuto discosce of
digeative syatem 78 0.22 129 0.10
{v) nocute disonses of respientory
aystom including fover 248 0.78 1,201 0.88
{vi) boil, sbaooas, collulitin Are
other akin infeotions 3,183 0,97 692 0.48
{vii) othor acute discasca 1,000 0.60 1,669 110
all poulo discascn 10,264 312 4,841 3.20
all chronio discasca 14,008 4.55 14,600 10.10
vl discasca 25,230 7.67 19,441 13.46

disnbility rates smongsl rural porsons. On the other hand, the rate of disability duo to
diarthoea and enteritis is highor amongst the urban population. The rato of disability
due to dysontery, howevor, doca not show any sharp differential between the rural and
urban groups.

6.9. Tho overall annual rato of disability in torms of days lost duo to either acute
or chronic diseases is mora for tho urban scctor than for tho rural eector. Comparing the
estimato arrivod ot for tho urbon sector with thoso obtainod for tho Sickness Survey
in UK. (168 days por edult annunlly) and the morbidity survey in tho Eastorn Health
District of Baltimoro (15.9 days por porson annually) tho West Bongal figuro scoms to Do
an under-estimate. Tho rural.urban differonco in the rates of disability due to acuto discases
is not #o pronounced as in tho caso of chronio discasps. For oxample, an urban addult on
an averago losea nearly twico the numbor of days on account of disability arising out of
chronio discas0s ns compared with o rural adult. Thus, the chronic discases which aro rola.
tivoly infroquent in torms of casos are particularly important to tho community aa woll as
to tho individual pationt in terms of dnya lost from usual activities espocinlly in urban
aroas. As most of tho roportod illncases, both seuto and chronio, aro proventallo, it is
possiblo with tho succossful application of publio hoalth measures to raiso tho lovel of health
of the population. This will in turn incroaso its p b offici leading ultimately to a
highor lovel of living.
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CHAPTER 7

MegDIOAL AND MATEENITY CARE

7., Medical care. The froquoncy with which disoasos ocour and thoir duration
and the nature of disability in a community are no doubt of great valuo to the publio
heaith adwinistrator. But thoy describe only ono sido of tho hoslth picture of the popula-
tion. On tho otlior hand, tho amount of medical care availablo to the population roughly
indicatos whothor such focilities aro sufliciont to copo with tho morbidity situation. Socondly,
the extont to which thoy aro utilized by the sMicted ind{viduals suggosts how tho procoss
of recovory is affoctod. Thirdly, knowlodgo as to who aro the actual boneficiatics of tho

existing modical sot-up will idorably holp in planning tho distribution of modical benofits
to tho population.
72, Since the achi of indepond: of India, tho Imp snd urgonoy

of providing adequato modical care in its curative and preventive sspocts aro increasingly
realisod. Tho Hoalth Survoy and Dovelopmont Committea (foc. cit) rightly points out that
‘s notion's health is porhaps tho moet potont single factor in detormining the charactor
and oxtent of its dovelopmont and progross and sny oxponditure of monoy and effort on
improving the national hoeaith Is & gilt-odgod investment yiolding immodiate and stoady
returns in Im.-msod productivo capacity. . .. The provision of adoquate hoalth protoction
to all g both its tive and p ivo aspoots, i ivo of thoir ability to pay

for it, .. . are nll facots of & einglo problom and call for urgont attontion.’

7.3. Tho situation as it exists today is far from eatisfactory. The high incid
of pmvenuble d.ueam and the hmvy t.oll of hfo takon by t.hosn disonsos, the abnorms! infant
and , the of ition and und it
deplorablo housing condulons. Mld grossly inadoquate proventive snd curative health
eorvices are important fostures of the prosont health picturo of the population. A comparlson
of tho existing modical faclitios in our country with those availablo in the more progrossive
countrios like tho U.K. or the US.A. (Tablo 7.1) will reves! how inadoquate tho avoitablo
facilitios are.

TABLE 7.1. MEDICAL PERSONNEL AND HOSPITAL FACILITIES IN
INDIA, U8.A. AND UK,

inhabitants por
oot T ohyviclan  midwife  pharmacist bospital bod
(8] @) ) ) ) )
USBA. 1983 10 001 1,600 100
UK. 1961 1,150 4550 2,500 "
Tadis 1952 8700 23,000 13,700 2,430

3 Rofors to graduate nursca in 1854,

74, It is cloar from tho abovo tablo that India lags far bohind tho U.8.A. and the
U.K. as rogards the availability of medical porsonnol and hospital bods, Tho worst sulforors
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sre tho rural population of India. They form about 80 per cont of the total population
but hardly 30 per cent of tho doctors aro availablo to them. Tho situation is equally bad
with rospoot to hospital bods and disponsarics. Further, as the rural population ia widely
li 1l with no ad port facilitics, sccoasilility to the modical porsonnel,

hoapitals or di ios is y

7.5. As an suxilisry to the presont health survoy, an investigation into the avail-
ability of medical facititics in rural srcas was conductod in 69 villages solectod for tho survoy,
The results of tho investigation shown in Table 7.2 holp to ovaluate spproximately the
extent of medical caro avallablo in rural Wost Bongal at presont. A comparison with officinl
figures for all West Bengal will roveal tho rural-urban differontia) in respoct of the avail-
ability of medical personnel.

TABLE 7.8, TILE AVAILABILITY OF RECISTERED MEDICAL PRACTITIONERS IN
TUE SURVEYED RURAL POPULATION AND IN WEST BENGAL

m:;" :nllnl . no. of rogd. doctora inhabitants per regd. docter
populntion -mi:ie il :g'n wllopath 'y:(l:m. allopath e :lrlm ngu\'::‘t'
(Allopllth)l
m 2) 3} [ (8) @ Y] (8)
1. leea than 1000 4 10,827 2 2 il 24l
2. 10001990 4 18,707 4 o 48717 us
3. 2000 and sbove 13 61,638 19 21 3243 2,030
4. total 89 100,192 B 29 4,008 3,433 1318

1 Statistical Abstract of Woat Bongal—1952.

7.8. Tho usual way of presonting the amount of medical l‘acnlmo: availablo to the
population as in Tablo 7.1 cannot bo idersd ae d Ily in ics liko
India whore thero is no nationsl health sorvice uurlng to lho needl of the entire population
as in tho Western countries. In Indis whoro an overwhelming majority of the population
cannot pay for medical caro and tho availablo froo miedical institutions run by the govern-
mont or charitablo sociotica are too inadequato to meot the newds of theso pooplo, & descrip-
tion of the facilitios in terms of population cannot give a true picture of medical core at
tho disposal of the really ncedy. As tho medical man-power liko tho rest of the population
fs attracted by aress of greatest oconomic and social advantago, tho poorer soctions of the
population who sre tho vulneeablo groups from tho point of view of morbidity, might not
be ablo to avail of any sort of medicsl treatmont for pocuniary reasons. Thercfore, to
obtsin & truo picture of modical care puttern in & community, it is casontisl to have
besidos sn asscssment of such facilitics availablo to tho ity, an of the
extent of facilitios actually availed by the community,

7.7. During tho courso of tho threo.month observationsl poriod information on
482 illncsscs of an scuto noturo and 122 illnesses of a chronio naturo wero gathered from
the canvassed rural houscholds. Similarly, during the samo period, dats on 263 scuto
Ilinosses and 83 chronio illnessos woro colloctod from the l urban houscholds. The
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proportion of illnenes rocoiving modical treatmiont and typo of such troatmont aro givon
in Tallo 7.3. The roliability of thosa ostimatca can, howover, bo nssossod by comparing
similar ostimates obtained from tho two sul plos shown in Tablo 01.6 of Appondix 1.

TABLE 7.5. PERCENTAGE DISTRIBUTION OF DISEASES OR INJURIES ACCORDING
TO TYPE OF TREATMENT RECEIVED

rural urban
e of acute  chronio acuts  chronio

(0] 2} 3) ) (8}
1. altopath 3042 40.72 2.5 1052
2. howcopath 1008 1L48 23.88  12.05
3. ayurved or unani .22 0.84 3.30 7.23
4. quack or oo troament. 30.83  140.98 33.68  25.30
5. total 10165t 100.02 103,36 124,10
e (12 268) [£5)

1 Poresntagos will sdd up 1o more than 100, as some easce roocived moro than
ono type of troatmcat.

1 Figuros in parcnthesos aro the numbers of casce reporied during rofercore
poriod.

7.8. It is found that about 41 anu 51 por cont of tho casos in tho rural and urban
arcas roapectively availod sllopathic treatnuont whereas only about 7 and 4 per cont of the
cases took recourso to tho Indian syatom of modicine. About 15 por cent of tho rural cases
and 21 por cont of the urban casos availed homeopathie treatmont. Al thess suggest that

lopathio system of is moro ly availod by the population even in the

rural arcas.  Betweon tho homoopathio and Indisn system of medicine, tho former is the
moro popular ono judging from tho proportion of eases treated. Of courso, tho popularity
of sny systom of trentmont is tho combined offoct of officioney, cost snd availability.

7.9. Another fact brought out elearly by tho abovo tablo ie regarding the proportion
of illnesses modically attondod. It is found that only about 40 por cont of tho rural cases
ond about 32 por cont of the urban cases did not avail treatment from any rocognisod
medical systom. This is really surprising in viow of tho fact that oven in euch advancod
countrica liko the U.K. or Canads whore Lealth sorvicos have reachod a high lovel of
dovolopment, tho proportion of cascs not seoking modical cars is much highor. For inastanco,
in tho sicknoss survey dono in tho UK., (foc. cil.) it was obsorved that about 00 per cont
of tho casca did not avail of any kind of ircatmont. In tho Canadian Sickncss Survoy,
185051, it was estimated that out of a total of 20,471 complnint periods 21,134 or about
72 por cont recoived no health caro. In contrast to these cstimatos, the \West Bengal
fcalth Survoy has shown a very low figuro for the proportion of coscs, not availing any
medical trestment, Considoring that in Weet Bongal as in other parts of Indis, thero is
8 paucity of medical porsonnel, hospilal beds and othor treatmont facilitios compared to
thoso medienlly ad d Westorn ios, it is hat diffcult to ilo tho observed
result,  Tho possiblo oxplanation for this, ss bas beon staled ecarlior, may be found in the
tendency to omit minor illnesscs or injurica causing littlo or no disablility and for which
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porhsps no medical caro was sought. If Ly vomo moans it is possiblo to cstimate such
omissions, tho proportion not svailing any medical caro is bound to go up.

7.10. Tho sano situntion could bo viowed from snothor anglo to ascortain the
real extont of modical caro availod. It is not unroasonalo to assumo that tho morbidity
rate in Wost Bongal is highor than that of the UK. or tho U.S.A, sod that almost all
cascs modicslly troated in West Bongol are gonorally roported. Undor tho circumstances,
tho ratio of treatod cnses to tho total population will furnish a belter appraisal of the extont
of modical caro availod. In Wost Bongal it was found that 630 casos out of a totol of
055 cases occurring in a poriod of 3 months to 8351 poryons comprising tho rural ond urben
populations, rocoived somo kind of modicel attontion. In othor words, 7.8 por cont of the
population could avail of modical caro. The corrosponding figuro as rovealed in tho Sickneas
Survoy in UK. (loc. cit.) ia about 31 por cent and that of the Canadisn Sicknass Survey,
1950-51 (loc. cil.) is about 53 por cont. That i3 suggostivo of tho fact that tho numbor
actually secking medical advico is significantly low inspito of indications to tho contrary
that about two.thirds of tho cases aro modically attonded.

711, It would have boon usoful to analyso tho data usod in Tablo 7.3 by furthor
breakdowns for discaso groups, ocoupations oto., for & propor approciation of the modical
caro pattern availod by tho community. Tho scopo of tho availablo data, howover, restricts
on annlysis of this naturo.

7.12. Thoso who did not avail of any sort of medicsl treatmont during their illness
woro further asked to state tho roason(s) for not doing so. In both tho rural and urban
groups about 41 por cont of such porsons attributed it to sicknoss boing ‘not sorious’.
About 33 per cont of the unattonded rural cascs statod that 'modical caro was too oxponsive'
whereas tho comparablo figuro for tho urban group was only 6 por cont. It is natural that
tho sbjoct poverty of tho raral population only tond to mako medical caro too oxponsive.

7.13.  Anothor important aspoct of modical caro is regarding tho exponsoes incurred
on medical tecotmont. Hero agnin, 8 dotailed analysis showing tho average oxpondituro
incurrod with respect at least to the moro commonly oceurring disossos will bo really usoful.
But for reasons statod oarlior such an sualysis is not attompted.

7.14. Tho cost of medical caro in torms of expondituro incurred is kighor for an
urbon caso thon for  rural caso. This is ovidont from Tablo 7.4 which gives tho oxpondituro
incurrod per caso during tho obsorvational poriod of throo mionths for differont typos of
treatment,  Somo iden of tho roliability of tho ostimates can boe had by comparing the two
sub-samplo ostimatos givon in Tablo 017 of Appondix 1.

7.15. Tho highor cost of medical caro in towns and cities may bo primarily duo,
amony othors, to tho suporior quality of modical facilitios availablo to tho urban population.
Also, thoro is & natural tendoncy for casos whon thoy bocome advanced in stage to migrato
to urban sroas in quest of hotter troatmont. Obviously, a highor oxpendituro is involved
in tho troatmont of such casos,

7.10. It is probally roasonsblo to boar in mind whilo intorproting theso figurcs
thot thoy aro likely to Lo exaggorated bocauso the usual tondonoy is to includo not only
tho actual oxponsos incurred during the poriod undor roview but also oxponditure rolating
to sumo provious poriod cloated off during tho rofuronce poriod.
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TABLE 7.4. MEDICAL EXPENDITURE (IN RS.) INCURRED PER ILLNESS DURING
TINE REFERENCE PERIOD ACCORDING TO NATURE OF ILLNESS AND
TYPE OP TREATMENT AVAILED

rurnl wrban
typo of

acuio chronia acute  chronic

[1}] @ (0] [¢}] {6)
1. allopath 8.87  30.89 28,06 75.00
(190n [L1) (O} (60)
2. homeopath 465 15.70 1345 4538
{78) (1) (64) (10)
3. ayurved or unant 5.30  33.23 s 3.3
(30) 12) @ ©
4. quack or no treatment L5 2.79 7,28 7.3
(192) (50 (00} @n
8. total 518  23.48 20,60  70.42
{82y (122 (268) 83)

1 Figures jn paronthesca aro tho numbors of case on which tho estimalcs
aro bascd,
3 Totale will not Inlly as some cases recoived moro thon ono type of treatment.

7.17. Malernily care. Considorabl ion is boing paid in recont yoars for
tho promotion and protection of tho health of the mothor and child. Comprohensive
achomos have boen launched for tho training of maternal and child health personnel like
dhais, midwives, health visitors, nursos ete., in appreciable numbors in order to raise the
oxisting maternity sorvices to a satisfactory lovel in a short timo. Tho Socond Fivo Year
Plan onvisages tho ostablishmont of numorous health contres to look aftor the intercats of
tho mothor and child.

7.18. Data have beon colloctod in this survey to assess tho oxtent and typo of
malernity sorvicos availod by the population and tho results are briefly summarised in the
following parsgraphs.

7.19. Thoso prognancics terminating during tho three-month obsorvational period
wero reforred to M current terminations in block 8 of the schedule. Only for such termi-
nations dotailed i i di ity caro rocoived have beon collectod. Thia
restriction hnd to bo imposed bocnuso such detailed information could not be clicited if tho
ovents rolatod to tho distant past. Howover, by tho above restriction the seamplo bocamo
extromoly inadequatoe to yiold any rolinblo estimates. For such studics, thereforo, a spocinl
survoy has to be carricd out including only thoso houscholds in which births aro known to
havo occurred.

7.20. Of tho 45 births taking place during the period under review, 25 births took

leo to rural mothers and 20 birtha to urban mothers. Tho inadequucy of trained
i IabLlo at doliverics, particulnrly in rural areas, is clenrly rovenled

by Tablo 2.5 which gives tho distribution of deliveri g to ngoneics g them,
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TAULE 7.53. TPERCENTAGE DISTRINUTION OF CURI T TERMINATIONS
ACCORDING TO TYFE OF ATTENDANCE

midwifo rlntives
vlor doctor oF nurse dhai hoapilal and tolalt
{equnlitiod) frionila
) ) 3 o) (3 8 (4]
) rural 8.0 o 74.0 0.0 4.0 103.0
2. urban 23.0 10.0 5.0 3.0 .0 3.0

¥ lerccatagpw will add up to more than 110 as sume duliverics roeceived more than one

type of attendance.

7.21, As may bo seen fromn the above tablo, dhais attended about three-fourth
of rural deliveries and ono-fourth of urban sleliveries,  All the rural deliverics wero non-insti-
tutional, whereas 35 per cont of urban birtha took place in hospitals. Professional scrvico
of doctors, ani qualified midwives or nurses were availed only in 8 per cent of rural cases.
The cortesponding figure for tho urban cascs was 33 per cent.  No professional sssixtanco was
callod for in 24 per cont of tho rural casos and 20 per cent of urban cases. Though thezo
eatimates aro based on small numbers thero is no gainaaying that rural populations havoe to
roly largely on primitive and untrained agoncios for this purposo.

7.22. It wos observed that as high as 06 per cont of the rural births and 85 per cont
of the urban Lirths were dolivered within the samo district,

7.23.  On an averago, medical exponscy which may include payment for the services
of & doctor, hoxpital, midwifo, nurse, or dhai or cost of medicine was about Ra. 0 in the
caw of & rural birth, and Rs. 22 in the caso of an urban birth. The higher averago cost
incurred in towna or citics is natural bocauso the services available thero being of a superior

naturo are more expoensive,

7.24, Tho average periods of confinemont and convalesconco wero about 11 dayw
and 18 days for a rural mother and 0 days and 13 days for an urban mother. The lower
periods of confinement and convalescenco of an urban mother need not necessarily refluct
that she reccivod leas effective post-natal care than her rural counterpact, nor doey it indicato
that urban mothors attained normaley carlier, Tho longer porinds of confinomont and
convalescenco ohsorved in tho caso of rural mothers meroly reflect tho wider provalonco of
souial taboos smong them.

CHAPTER 8
RECOMMEXDATIONS
8.1, Tho prescnt study haa highlighted cortain fostures of motholological importanco
in tho conduct of a health survey which miay bo given duo considoration whila planning

similar studios in future,

8.2, In a goneral health survoy tho main omphasis obviously ia on the collection
iel or provalonco of illnesses (or injurics) and

of information on the frequency of the i
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classifieation by oithor individunl causes or groups of causca, Jlonco, to make nn nccurato
amseasment of tho morbidity pattern, two conditions roquiro to bo satirfied. First, complote-
niess of tho morbidity returns and socondl, corroctncay of the classification by causes, Tho
results of the Validity Survoy have indicatod tho possibility of somo illnesses boing net
rocortled at all.  For instance, about 9 per cent of tho cases who had sought hospital aid
for nomo ailment had beon missed by tho investigntors. If this coukl bo attributed to tho
Taituro of momory of tho respondent to recall tho ovont, thon it could rensonably bo oxpectod
that in 8 health survoy of tho genoral pupulntion in which o sul inl balk of the afMictod
imlividusls go without any sort of medical attendnnce, illncssea aro liablo to Lo minsed to
n greater oxtent. If tho housoholils aro contacted only vnce, some information i likely to
Lo lost unless the period of reforonco is of o short duration. This woukl inovitably leail to
insufficient covorago over timo. Thia difficulty can Do got over by planning tho survey
in such & mannor as to mako it possible to visit each solocied houschiold & number of timos
at reasonably short intorvals.

8.3. It isknown that tho incidones of cortain discascs oxhibit s well-definod aensonal
pattorn. It is, theroforo, dosirablo to apread the survoy poriod over a completo year, Such
a long periot] of obscrvation would ily entail an i iontly Jarge number of visits
to the eame houscholls which might perhaps creato practical difficultics, To avoid this
it is desirablo to divide the year into 4 typieal scasons of 3 months each. Tho total samplo
of houscholds may slso likowiso Lo split up into 4 eub-samples and each sub-samplo allottod
to each senson.

8.4, Thisstudy has indicated that the value of s health survey by tho usual question-
nairo method to nasess the oxtont of morbidity with respect to discases like pulmonnry
tuberculosis is of & questionable noture. Reliance, thoreforo, has to bo placed on provalonce
survoys making use of diagnostio facilitios including lak 'y tests for a proper evaluation
of tho provalonce of such disonsos.

8.5. That a good deal of misreporting of diseasos occur ia ovidont from tho results
of tho Validity Survey. Honco, in order to mnke & bly correct tion of tho
results of morbidity returns, it is suggosted that a validity survoy to assces tho extent and
direction of misclansification of discases bo simultancously sttempted.

8.6. In an inveatigation of this kind the personal error of the investigators is none-
tholesa & major factor in dotormining the reliability of the results.  An internal check of the
samplo which takes account of not only the sampling varisnco but aléo the persons! error
of the investigators is, theroforo, nocossary to establish tho reliability of tho final cetimates.
Tiiis is casily providod by dividing tho entire samplo into s serios of interponotrating sub-
samplos,

8.7. Soci io factors liko oducation and pation have beon found to Lo
useful criteria for stratifying urban populations, IHowover, thoy have thoir limitations
when applied to rural populations. For a social stratifieation of rural houscholds, theroforo
it may bo desirablo to take into idoration such factors as sizo of holdings or other suitable
ceonomic charactoristics closely relatod to the sctunl living lovels of the houscholds.

8.8, This pilot survey comprisos of about 1200 rural houscholils soloctod from sbout
3.8 million houscholds in rural West Bongal, i.e., one in ovory 3,000 honscholds. As far
68 gross morbidity rates woro coneernod, this samplo was found to bo adoquato to give fairly
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preciso estimates,  But for o dotailed nnalysis with finer breakdowns, the samplo aizo proved
to bo inadoquato.

8.0. If o nation-wido morbidity survoy is attomptod and tho samo sampling fraction
s abovo ia mnintained, then it would bo posaible to obtain prociso ostimates of morbidity
rates by finer brenkdownsa at tho all-Tndia lovel, and at tho eame timo State cstimates of gross
morbidity rates coull bo obtained with fair dogroo of procision.

8.10. Tho urban sampling procedure requires modification to suit tho special featuros
of a general health survoy to obtain 8 moro economical dosign. Fowovor, it may not be
possiblo to suggest an adoquatoe samplo sizo for tho urban population until somo moro pilet
surveys aro conductod.

8.11. Genornl health surveys aro not expected to provide adequato data for &
detailed study of various aspocta rolating to maternity unless tho samplo is mado unduly
largo. For such studios it is desitablo that the esmpling framo consista of housoholds whoro
birthe are known to have occurred during & rocont spocified poriod.
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APPENDIX 1

Co» or Two LE ESTIMATEN

TABLE OL1. INFANT MORTALITY RATE IER 1000 LIVE BIRTIN FOR TWO
SUD-SAMPLES

sub—samplo | rub-samplo 2 combinod
soctor
no. of infunt no, of infunt no. of infant
livo montality livo mortality ivo mortality
births rato Lirthe rato births o
(L] @ ] ) ) {9) )
). rursl 2,800 1373.00 pX 104.28 5,539 160.10
2. urbsa 1]} 1535.87 034 1ne.70 1,843 136.04

TADLE 0.2, INCIDENCE RATES FOR ACUTE DISEASES CLASSIFIED ACCORDING

TO DISEASE GROUPS FOR TWO SUD-SAMPLES

Incidonco rate por 1000 populution in & your

disaso group rurat urbun
baaprolo subsatoplo combined bosarapto sub-samnple combinod
1 2 1 2
(0] ) @ (D] ) (] (U]
1. group I—malari 3881 B4 40.38 20.04 8,08 1419
2, group 1{—dyscnter 1082 382 2654 5.3 w0 3626
3. group 11I—discascs of tho
digestivo systom 1 .16 30.08 4015 0.7 4804 710
4. group IV—othor infoctivo and
poraaltio discasos? 776 12w 1021 WA 22,03 2365
5. group V—moaslvs, mumpe, small
pox, chickon pox 3105 .00 25.36 300 1182
6. group Vi—rompirutory disossn®  120.00 153,28 140.87 100,67 195.77
7. group Vil—oyo, var, beil sad
sbacoss, collutitis sad dontal
disoascs IR B TH - T T 6283 0 3028
8. group VI{I—othor divcasor® .64 K33 1203 702 4300 .20
0. totul 303.65 34812 328.02 491,80 39427 42251

t Diarrhooa, ontoritis, ota.
¥ Typhoid, cholors, disoase duo to Tilminths ota,
3 Common oold, influonza, pnoumonis, bronshitis, tonsillitis ele., inclwling fover.

4 Anoamiu, val., vescular Josions affocting contrul nurvous syvlom, chewnntie fover, congenital

malformalion accidunt olo.
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TABLE 01.3. PREVALENCE RATES FOR CHRONIC DISEASES CLASSIFIED ACCORD-
ING TO DISEASE GROUFS FOR TWO SUB-SAMPLES

provalonoo rate per 1000 population

discaso group rural urban
b.samplo sub-sampl bined b-ssxnplo sub-sample combined
1 2 1
m [£] [t %) 6) (U] (Y]

1. [group I—tuberoulosia (pulrn.) 0.96 2.47 1.68 2.78 4.59 iR
3. grovp II—discascs of the circula-

tory and nervous systemat 3.19 424 3.60 3.7 1.88 2.52
8. group TLI—discasoa of tho oye,

oar, ukin, bones and joints. 3.83 624 4.02 1.04 5.36 5.08
4. group 1V—disouscs of tho

somuch and ducdenum exoept

canver 2.65 2.83 2.68 5.57 6.12 5.87
5. group V—asthme 3.10 3.80 3.52 5.87 3.83 1.6
6. group VI-—discasce of the genital

organa 3.5 2,12 2.85 .84 4.59 4.81
7. group VII—other discascas 2.56 1.41 2.01 8.34 8.42 .39
8. total 19.78 21.20 20.46 35.26 3.4 34.80

& Artoriosclorotia and dogonarative heart disoases, hyportonsion, rheumatio fover, disascs of voins,

psychoneurosis, discascs of norvee ote.
2 V.D., caneor, diabotes,

and
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A PILOT HEALTH SURVEY IN WEST BENGAL—1935
APPENDIX 2
INDIAN  STATISTICAL INSTITUTHE

A PILOT HEALTH BUBVEY IN WENT BXNoAL: MARCH-MAY 1935 Wovsewuen scirpuce 1.1

Tnstructions to Invostigators

03.1. (Block 2)1 Ttem 3. Houachold mouns of li
digit coclo)

03.11, Ttem 4. Tho monthly expondditure per capita iu to bo worked out by firat ssocriaining the
monthly housohold expenditure on consumer goods and dividing it by the number of membors of
the household.

03.12. Iwm & Roligion—1lndu-0; Mudiin-1; 8ikh-2; Christinn-3; Tribal-4; Otherm-3,

03.13. Tiom 0. Mother tonguo—DBongali-0; Hindi-1; Urdu-2; Nepali-3; Trhal—; Punjabi-8; Othors-6.

ion eodo list . (uix

03.14. Itom 7. Purdsh codo—If women in ths housshold do not oberrvo jurdah, enter codo-1,
and if they de, enter codo-2.

03.15. Itom 8. Informant’s rolation to head—hond-0; apousc-l; son-2; dnughtor-3; fathoe—d;
mothor=5; brothor-§; sister-7; other relation-8; non.rolation (houschold member}-9; othere-10.

03.18. Item 0. Informant's ability—poor-0; sverage-1; good-Z.

03.17. Iwm 0. ‘2 willi hostilo-0; unwilling-1; indi 2 helpful-3.

03.8. (Block 3); For each of the four visila onler dato and signaturo,

03.3. (Dlock 4): Entor quaalitics conrumed during the last 30 duyu in acers for itema liko rico, wheat,
other coreals, ghos, oil, sugar and gur, milk, meot and fish (if the quantity is less than o scor
onter-1). For consumption of eggs enlor number and for frujty and vegelables enter valucs
i rupoos and snnas.  If consumption of tho Initer two itcrs in from home production impulo
valuce at ourront focal pricos.

03.4. (Block 5): Item 1. Typo of houso—oodo-1—pucea houso with brick walla, ecodo-2—all other
typoa of housos.

03.41. Item 2. Number of rooms—includes oll living rooma and oxcludes those wsed for bath, cooking

and storo,

03.42. Item 3. Floor spaco—upaco under living rooma ne wolt as those covered by vorandahs if they
aro wid for the same purposo aa tho living roows. Give the figuro in squaro foet.,

03.43. Itom 4. Ventilntion—If the smoke han no good outlot and there is no posibility of [ree
ciraulation of air, onter code-1; othorwise enter codo-2,

03.44. Ttem 5. Wator {lrinking, washing}~Tho codes aro sams for drinking as well as washing water.
sode 1—tap wator, code 2—tubowell wator,
oodo 3—woll wator, oodo &—othor typee of water.

03.45. Itom 0. Latrino code—
codo 1—aanitary privy, code 2—yorvice privy,
oode 3—pit privy, caly $—otbors

03.46. Iiom 7. QGoneral sanitation—
cotdo 1—sorroundings cloon, drainngo good nnd opon spaco
godo 3—sorroundings cloan, oither drninage in not good or lacks opon space,
ondo 3—eorroundings unolean, rovered with gurbags and flics.
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03.6. (Block 0)1 Who are the membhers af the family?
{a) AN porsona wha have lived in 1he houschoh) andd eaien from 1he honschol] Kilchen for a1 Joas
16 dayn during the month preending tho dntn of survey,
(b) All children harn within 14 ey prior Lo the dnte of visit to members of 1ho cntegory (a).
(e) AN persons dead dnring the periad, 14 ddaya price 10 ddalo of visit, who If alive, woulid have

been clamaed an (n).

03.51. Column 2—Relntionship—{threeligit coda)—head-0; apousc~1; son=2: duughter=3; fathor—;
mother=3; brother—8; sister=7; other relation-8; non-relation-9.

03.52. Columa 3—Sex—male-1; femnle-2,

03.53. Column 4—Ago—ago last birthday,

03.64. Column 8—Marital ied-1; spouse living but divoreed or scpamtnd-2;
married-3; apmus dead—4.

03.55. Column 6—Nnturo of stay—For all persona proscnt in this houscholl throughout tho whole
year preccding the dnte of vieit enter codo-1. If the person haa not stayed for tho wholo yenr
ssk—{i} whether prescnt on the dnto of survey, (ii) whether stayed in tho houschold for moat of
Inat fortnight and (Ri) whother steyed in the houschold for moat of Jast yenr and enler codes

a8 (olloven :
proscat on date stayod for most of  stayed for most of
cado of visit tast forinight last yoar
2 yoo ¥y you
3 Yoo yee no
4 yos no yeo
[ you no o
L] no you yea
T no yesu no
8 no no yea
L no no no

For children below 1 yrar of age, entor codo 1, if over sinco birth, they wera in this houschold.

03.50. Column 7—Educationsl status—{two digit codo}—
Left hand digit—education, general ;
Ilitornte-1; literato but below primary-2; primary-3; mlddlo—‘ matric-8;  intermediate-0;
gradusto in scienco-7; graduulo in arta-8; post.graduate in it duate in aris-0.
Right-Aand digit—education, technical :
no technical or profomsional qualifiention=1; technical or profeasional skill only, without dogree or
oquivaient diploma but with or without ocertificnte or dlplomn of lower order-2; holder of

equivalont degrea or dnplomn in teaching-3; engineori medicine, io-8;
other di G vol ; law and 0; othor or 0.

03.57. Columns 14 and 13—Principal menns of liveli A in industry-occupation codo list (wix
digit codo)

03.58. Column 18—Weight code—codo 1—constontly losing weight, codo 2—not comstantly losing
weight.

03.69. Columa 10—T I o | ly feeling foverish or rise of temperaturo.

03.5.10, Column 20—){oalth codo—nak whother tho person in  constantly feeling fatigued snd
constantly Jacking appetito and enler coda ns follows :

consiand fotigue conatani lack of appetite
coda 1 yes you
codo & yea no
codo 3 no yeu
codo 4 no no
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03.8.  Blooks, 1, 2 and 4 16 & need be fillcd up only in the finet visit. Howovor, in subsotuent visita sore
alterstions might have 10 be modo in block 8 for ndditiona snd oxitn of howchokl membors.
Such entrics may be mado with an naterisk and feotnoten given,

03.7. (Block 7): This bas 10 bo Rlled up only for such mrmbers of the houshold who were sick dnring
1o rvfurenco period. 1 & porson fol) sick ruore than onee, for cach wickness of the same person
& moparate line of ontrice Js 10 bo made. Cnawcs of chikl birth, though medically troated should
00t bo considored Aa rnaca of sickness,

03.71. Column | —visit no—for cach sickneas during the referenco poriod of the et visit, enter 1
and for cach wickness during the 2ad refurence period ontor 2 and 80 on.

03.72, Columa 2—LIf any sicknees waa prevailing in tho indivitual in this as well anin tho provious
rfirence period cater codo 2. If it ia o new coso not provailing during the provious visit entor
codo 1.

03,73.  Column 3—Entor sorinl number of the affuctod porson aa ontered in Llock 6, If ho fulls il
roore thaa once dusing tho reforence poriod reprat his number for avery sicknoas of his.

03.74, Column 4—Put down name of tho discase as stated by tho informant. If further particulars
of tho discnso are given by the informant of his own nccord, thoy mly bo entered in column 15
meany for 'romarks’,

03.75. Column 5—Somo discascs sre chronio io., lhoy last for o long period of timo and have
no abrupt timo of onsot. Exumples are T.B., lourt discasen, diubotes, sathms, otc. Somo discasca
aro acuto and sro of shorter duration with an obrupt timo of onwet und recovery il tho result
in not death.  Examplea aro malaria, 1yphoid, cholera, dywenlery, otc, It is also pomible for
certain disosscs like malaria end dyscntory to manifest as cithor scuto or chronio. Anothor
aspect of o disceso is the degreo of disability it cousee on tho stricken individual, If the
affoted porson is not cisabled from porforming the uwual smignmont of work the discano ia
non.livabling. 17 it provents him from doing his usunl work, it ie called dixabling, tho latter in
oxtromo caso may nocossitate confinoment 1o bed or hospital. In the cuso of old men, women
and childron not going 10 school it may bo difficult to distinguish disability from non.dissbility
unlows tho formor iv of a dvgreo nocding confinement ta bed or hospital. For theso peoplo
dlisability simply muana tuking of medicine or specis! divl.  Basd on theno two aspects of the
disans 6 codos for the naturo of dimaso aro givon bolow :

Chronie : non-disubling—codo 1; dissbling but not confined 10 bed or howpital—codo 2; confined
to bed or hospilol—codo 3.

Acule : non-disabling—codo 4; disabling but not confined to bod or hospitul—code 8; confined 1o
bed or hospital—code 6,

03.76. Column 6—Dato of onsot §s tha dute vn which disubitity starte—for all non-disubling discasca
{acuto or chronic) insort u dush in thiv column. For non-working persons dato of onxot is tho
dato on which medical Lrontmont or spocinl divt stacts.

03.77. Columun 7—Date of recovery is tho dits on which dimbility ocuscs. 1€ tho person recoversd
on 13th March entor R—15th March and {f ho died on 15th March, enlor D—15th March, the hiter
1 or D proceding tho dute indicuting Lho roault of tho disouso. I the iliness provailed on the dsto
of visjt entor coda "1,

03.78. Column ¥—Doriod of sioknoss to bo entored in torms of montha, duys,

03.70. Column 0—Codo for typo of attondnnco. 1f tho casm was attendod by un alloputh enter
codo 1 and if mttended by homoopath or ayurved or unani or quack enter codes 2, 3, § or § rospoo-
tively. If sitonded by neno enter code 8.

03.7.10. Columnas 10 to 12—All foes poid to physicians such ca thoso for consultalions, visits,
oparations, ot¢., aro 10 bo lumpod up sud ontored in col. 10 and all oxponscs oo medicinos to bo
ontored in cof. 11 and ail othor oxponsos such oy thoss for tosics, hospital roat, fws poid to
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wuews sid dhais vic, 10 bo entered in col, 12, If tho amount expwnided by & cortain houschiold
ia to cover moro than one caso of sicknras it is necesary 1o allocnte the Towpoctive proportion
to tho imividual comca of wicknoms.

03.7.11, Column 13—Why modical care was not aviled?
coded L—no hospital or private physicisn availsble, 2—too cxpeasive; 3—no faith in treatmont;
4—icknoes not sorious; S—other reasons.

03.7.12. Column l4—Referonce purivd : fur firet visit the reference poriod is siways )4 doys. But
for mubsequent v the actun) nuinbor of dsys reckoned from tho dato of lnst virit to this ono
must be entered in the column.

03.8. (Block 8) 1 Tho entrica in this bluck portain 10 ouly thoss women who have been deliverod during
one of the refurenco periods,  As the survivaldp of childron born during ray referonco poriod haa
1o bo obervod till the termination of tho cntire period of survey it is necomary o enter this
o of iaforination agnin in visita subseyjuent te tho ono in which tho live birth was notod.

03.81. Columns | to 31 s in block 7.

03.82. Column 4—Thero aro throe types of lermination. The codes aro o follows 1 codo 1—live birth,
eodo 2—atill birth nad codo 3—abortion.

03.83.  Column 5—Dato of dulivery should be vntered irrespective of the nature of termination.

03.81.  Columna & 10 B—If eatry in col. 4 iu code 1, then enter wox codo of the child in col. 0, survival
codo {rurviving-1, dead-2, left tho houschokl and not likely to return bofore the cnd of survoy=3,
Iefi the houshold and is likely Lo return beforn tho end of survey—4) in column 7, and ago in
(months, days} at presont or ut death or st depurture in col. 8. For columna 7 nnd 8 ontrice arc
resquired in subseduient visita slso,

03.85. Column 9—Dlnce of dulivery, code 1—dulivered in tlis houschold, codo 2—delivered in another
housohold within “diatriot, codo 3—dolivored in howpital within district, codo d—delivered in
anvther houshold outxide di 1, codo S—delivered in hospital outsido district.

¢3.86. Column 10- X typo: codo l—doctor, 2 ife or nursv (qualified), 3—dhai,
+—homital, G—none, inclulea nitendance by relativen and friends.

03.87. Column 11—Period of confinemont—enter cithér poriod of hospitalisation or if home delivery
enter period of bed-days.  If on dato of visit the wotnen is still lying on bed enter code *bed’ and
in tho next visit enquire ugnin ubout 1he lotal bed-days ond enter this item alongrido of entrica
in columns 7 and 8.

03.88, Column 12—Toriod of convaloscence—thin monas the period of dimbility following bed-duy.
If the womon is still ronvalosing enfer codn ‘conv’. ‘The method of entry is samo as in
col. 11,

03.89. Colunna 1810 (0—Cost of muslical enro i splt o fou parta—columua 13 gives exprret incurred
tawacds physirions’ feen for 1, oporation ete. Column 14 gives foes paid to midwife
or dhai.  Column 15 givos oxpendituen on medicing and colunn 16 gives cast of Hospituliation.

03.8.10. Column 17—Reforenco period—enter os in block 7.
03.8.11, Column )8—Survival of mother—codo 1—mother ulive, codo 2—mother dead.
03.6.12. Tn block 8 if any woman has given birth to twins 1wo consocutive lincs must be ontered.

03.9. (Block 0): Every woman marricd, widowed, sepurated or divorced must havo sn entry in this
block. Jfor mrinl number as in block 8 must ho entered in column 1.

03.81. Column 2—Agn ot preeont should be copied from block 6.

03.92, Column 3—Age at merringe is the ngo at Gret murriago for women marvied more than once.

03.03, Column 4 to {—Entor rordea for oclucationnl status, cconomio statun ond meany of livelihood
for tho waman and hor Inst hnabond.
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03.04, Columns 11 to 33—Thows give tho sge of the mother and the rewult of terminalion for
sucecwaive ordors of terminationa, 10 the laxt terminalion occurred within laxt ono yoar the
age of 1ho mather nnd the reult of termination should not be given in the columns appropriate
10 ita order but calumns 31 to 33 must be entered. Column 31 gives the ordur of this laat termina.
tion, column 32 gives the calendar month in whivh the terminotion took plnce and column 33 aro,
codo [—dive birth, child su ing on dato of vinil, codo 2—still birth, code 3—abortion, nnd if
the result wux g live bicth dut tho child ja dead then cntor "D.N* whore N stands for the com-
pleted montha of lifs (asy, if the child dicd after 3 montha of life enter ‘D-3).  If the lnst
tormination took place al least one yrar ngo, then cntrira in rolumns 31 16 33 alould not bo
mude. Such 8 termination should be entored a4 1he previous onee. Againm wge give the ago

of mother et the lime of tormination and against resull entur cotles aa follows @
codo 1—ive birth, and child survived first year of lifo,
oode 2—live birth, child died within first month of Jife,
codo 3—tive birth, child died aNor ono month but beforo ono year of ite life,
codo d—atill birth, code 5—abortion.
Examplo 11 (1) Womun'a present age-33, {2) ago at mnrringo-18, (3) tolal terminntions-2,
(4) 1ut tormination occurced st ago 20, child died st 8 montha of life, {3) 2nd terminntion
oocurred at ago T2 and resulted in still birth.

Sinca the woman's age ot prosent is 33 mnt hor Iast termination occurred ot
ag0 0O oalric #re needwd in columns 31-33,

The entrios are:

cal. 2 col.3 col. 10 ool Bl col 12 col I3 col. 14 col. 3l col.32 col, 33

as 18 2 20 3 22 4 _— _ -
Example 2t (1) woman's age at present 24, (2) age al marriago 20, (3) total terminationa 4,(4) lst
termination at sge 22, live birth child wurvived Brat year of life, (5) 2nd terminntion at ago
2, child diod bofors 1 montl of life. (8) 3rd termination at sgo 26, atill birth, (7) 4th
termination st age 24, child died after one month but before 1 year of life. Sinco the last
ferminstion occdrrod nt sge 28 and tho women's proscnt eyo being 28 this tormination
must have ocourrod within last year. Ask for tho calendar month of this termination and
tho ago at desth in completed montlu. Suppose tho anawer in ‘May, 1054° and apo st
death is 8 months, Then the entrics aroi—

col. 2 col. 3 ool. 10 col. 11 cal. 12 col, 13 col. 14 col. 16 col. 16 col. 17 col. 18 col. 31 col 32 col. 33
23 4 22 1 24 2 26 + - —_ 4 May D-8

Column 3i—Inforrmation on unte-nstal care is ta bo collccted only in respoct of temninations
ocourring during the laat 1 year.
Two-digit codo—left hand digit indicating the type of sttendance—
no stteadance—0; hospital-l; welfuro contro-2; qualified practitioner-3; qualified midwifo—d.
Right-band  digit ber of wuch d
IT thore Is more than ono type of attendunce, only the predominunt 1ypo noed be recorded.
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APPENDIX 2
INDIAN STATISTICAL INSTITUTE
wsT AL HEALTH AND EMPLOYMENT STUDY! MARCH—MAY 1955
Household Schedule
Did  village] i *block] (2) classificatory characters
T. district 1. district 1. name of head of h.h. [6. mother tongue
2. thana 2. town 7. purdah code
3. village 3. sample town no-P2. household size 8. relation to head|
4. sample thana no. | 4. sample block no-|3.h.h. means of livelihood
5. sample village no. |5. sample hh. no. [4.monthly exp. per capita | 5 [9. ability
6. sample h.h.-no- 5. religion =10 willingness
Vi(:: investigation p_micu_l:u 4) diet (5) houlir;ghccn ition
no. | date signature [Sonsumed during last 30 days foYPS O house
- —ther —12. number of rooms
rice |wheat|Sercal| ghee | oil . Hodt space
a. ilati
o EERY
& it | milk [meat | fish |(no) [5. water drinking washing]
6. latrine code
date inspector's signature :,':"‘i‘:ff" diet code 7. general sanitation
8.
(6) family composition
5|z = industrial means of livelihood health
o ~ HEHE & [status | — =5
s| £ - |58 o primary[ principal  FO05
B |E|elzlbEE | 3% o e R Y
5l 8 E.:,Eggg 3|2 |5 §3deunp ael 2 28 '§5'§
5 3 g E’é? HELEL R B code| ¥ lcodel3 8 1=
[ 2 3456 7 [sfofiofii]izfi3] 14 15 [ref 17 118 |19 [ 2021

1 Employment portion not appendod here.
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