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SUMMARY

Morbidity pattern of the under fifteen of a rural community was analysed
and related to socio-economic factors. This Was a part of Dasherkandi project
studies carried out in a village near Dhaka city. 48.26 % of the populatio~ was
under the age of fifteen. Infants under the age of one year had low sickness rate
which rose steeply betwen 1 and 4 years of life and then gradually declined
after the age of 5 years. Commonest morbidity was worm infestation which was
followed by flu and upper respiratory tract infection.

The non-agriculturist and the low income group had the highest level of sick-
ness. It is suggested that children in rural areas suffer mainly from diseases which
are related to poor nutrition and hygiene resulting from unsatisfactory socio-econo-
mic condition. All the childhood mortality occured under the age of one year and
was found to be due to tetanus in this study.

INTRODUCTION

.community based total morbidity studies may yield valuable information

regarding the health problems of a country. Such studies are difficult to conduct
and therefore, reports are scanty. The common sickness are generally known
from clinical experience but sufficient knowlec'.ge of morbidity of rural children
based on community studies are lacking.

In Bangladesh, information on morbidity is based mainly on the statistical
records of hospitals and health centres (Country Health Programming, Bangladesh,
1977) where only a proportion of the childhood population seek medical treat-
ment for vaious economic, cultural and attitudinal reasons. Rural based studies

which were so far carried out in Bangladesh dealt mainly with mortality pattern
and ha\'e overlooked those conditions where mortality is low or nil (Rahman
et ai, 1979; Samad et ai, 1979 and Chen et ai, 1980). Nevertheless, such diseases
may cause significant suffering of the patient and pose considerable public health,
economic and emotional problem for the family.
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The purpose of the present communication is to present the morbidity and
mortality of children both physical and psychiatric as observed during the survey
of a village near Dhaka city. .

MATERIALS AND METHODS

The entire under fifteen population of the village was surveyed as a part
of the Dasherkandi Project studies, details df which have already been published

(Chowdhury et aI, 1981). The village is located 4 km away from the eastern
end of Dhaka city and approachable only by boat. The area is in low lying
zone and remains submerged during monsoon allowing production of one crop,
only. A small community of 1181 people live in the village where the houses are
grouped on raised land and intercommunication within the village during monsoon
is possible only by boat. The community, however, is served by a small privately
organised health centre. The fieid study was conducted for 15 days .from 15th
November, 1978. Specially trained field workers administered both physical and
psychiatric questionnaires. All the positive responders were examined clinically and
no laboratory help was taken.

RESULTS

Age and sex :

Table I & II shows the age and sex distribution of the under 15 population
of Dasherkandi. 48.26% of the population was under the age of 15 years.

There were 570 children of which 294 were male and 276 were female.
There was no significant sex difference in any age group. The childhood popula-
lation was uniformly distributed in all ages.

Table III shows that 113 male and 115 female children were sick during the

period under survey which constituted 40% of the total subjects under 15years
of age. They suffered from 268 episodes of sickness suggesting that some of the
children had more than one illness.

Maximum number of sick children were in the first 4 years of life which
comprised 17.20% of the total under fifteen population in the village. 13.86% and
8.94% of the children were sick in the age group of 5-9 years and 10-14 years
respectively.

Table IV shows the age specific rates of morbidity in various age groups.
The highest level of sickness occured during first 4 yearf>of life with rate of
513.66 per thousand. 407.22 and 307.23 per thousand were the morbidity rates for
the children in the age groups 5-9 and 10-14 yrs. respectively.
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Table-I Age & sex distribution of the population of Dasherkandi (N =: 1181).

a 113 boys suffered from 135 episodes.
b 115 girls suffered from 133 episodes
c 228 children out of 570 suffered from 268 episodes.

Table-IV Age specific morbidity under the age of fifteen (N=570).

Age group
in years.

Total number
of children.

Number of
sick children

0-4
5-9

10-14

210
194
166

98
79
51

Morbidity per
thousand (age specific)

466.67
407.22
307.23

41

Age group Male Female Total Percentage
in years

0-14 294 276 570 48.26
15 yrs & above 310 301 611 51.74

Total 604 577 1181 100.00

Table-II Age & sex distributionof the under fifteenpopulation(N=570)

Agegroup Male Female Total Percentage
in years

<1 14 13 27 4.74
1-4 85 98 183 32.11
5- 9 101 93 194 34.03

10-14 94 72 166 29.12

Total 294 276 570 100.00

Table- III Age & sex distribution of sick children In Dasherkandi (N = 570).

Age group Male Percentage Female Percentage Total Percentage
in years

0-4 49 8.60 49 8.60 98 17.20
5-9 43 7.54 36 6.32 79 13.86

10-14 2i 3.68 30 5.26 51 8.94-
Total 113a 19.82 115b 20.18 228c 40.00
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Morbidity & Mortality :

Table-V shows the morbidity pattern of under IS children in Dasherkandi.
Parasitic infestation and flu including upper respiratory tract infection were the
major sickness affecting the rural children. DClltal problems, skin and ear diseases
also caused significant number of sickness. Other physical disorders like anaemia,
chronic obstructive airway diseases, intestinal amoebiasis etc. caused childhood
morbidity though in lesser degree. Cases of gross malnutrition were small in
number comprising 3.51 per thousand. It further shows that 131 out of 180 worm
infestation cases were children. Similarly, 35 out of 37 total cases of flu and

upper resphatory tract infection were children. These comprised 72.7% and 94.5%
of the total morbidity in the area. 77.7 % of the total ear diseases were also

children. Similarly, significant number (37.74 %) of dental problem were also seen
during childhood. Amongst the neuropsychiatric disorders 80 % and 33.3% of
total cases of subnormality and" epilepsy respectively were also seen in. the under

fifteen populatin.

Table- VI shows the childhood mortality. There were 4 death during the

period under surveilIence of whom 3 died during neonatal period. There was no
death after the age of one year. Cause of death was tetanus in all cases.

Socio-economic determinants :

Table-VII shows distribution of sick children in Dasherkandi according to

occupation of the head of the family. Occupational status of the head of the family
Was considered in this study and the subjects were divided into agriculturist and

non-agriculturist groups according to the occupation of the family head. Agriculturist
group included land holders, lease holders, agricultural workers etc. 55 out of
157 children of the agriculturist group and 173 out of 203 children of the non-
agriculturist group suffered from various sickness. It appears from the table-VII
that the rate of sickness in the non-agriculturist family was significatly higher
than in that in the agriculturist family (p <:0.05), whose main subsistance is earned
from the land.

Table-VIII shows distributions of diseased children between lower income

group ( <:Taka 500 per month) and comparatively higher income group (> Tk. 500 per
month). It appears that 142 children out of 318 in lower income group suffered from
various sickness as compared to only 86 children out of 252 in the higher income
group. The difference was significant (P <:0.02).

DISCUSSION

Age structure of Dasherkandi population was similar to that observed in the
studies in two Indian villages of Aurangbad and Kashmir whIch showed that 46.34 %
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and 47.70 %of the population respectively were under the age of 15 (Deotal et aI, 1981
and Ahmed et ai, 1978). There was no significant sex difference in any age group in
the survey population. There were some studies relating to the effect of sex biased
attitude of the community on the health and nutrition of male and feamle children.
Culturally male children get preferred treatment over the females. This led to
the relatively higher female mortality and morbidity due to differential sex-biased
parental response to ill-health (Chen et aI, 1981). Demographic characteritics of
under 15 population of Dasherkandi appears to be somewhat difft:rent and do not
suggest sex-biased health attitude.

However, it is well known that the numb:::r of visits of males to any treatment
centre were far in excess than females due to vaious cultural factors but such differences
disappear in case of life threatening serious illness.

It appears from the childhood morbidity rates that environmental, nutritional and
other factors may play significant role in causing sickness. .

There were 27 children under one year of age in the community of whom 4 were
sick with the morbidity rate of 148.]5 per thousand which is the lowest morbidity
amongst various age groups. MorbiditY rose steeply after one year and was maximum

Table-V-Morbidity pattern under the age of fifteen

Rate pt:r No. of cases
No. of cases under thousand of in all age

Diagnosis the age of fifteen under fifteen groups
population N=1181.

N = 570--
I. Worm infestation 131 229.82 180
2. Flu and URTl. 35 61.40 37
3. Dental problems 20 35.09 53
4. Skin diseases 19 33.33 35
5. Ear diseases 14 24.56 18
6. Intestinal amoebiasis 8 14.04 12
7. COAD** 7 12.28 30
8. Anaemia 6 10.03 15
9. Peptic uleer 5 8.77 59

10. Dysentery jGas troenteritis 3 5.26 7
11. Febrile conditions 3 5.26 8
12. Irritable bowel 3 5.26 21
13. Malnutrition 2 3.51 4
14. Malabsorption 2 3.51 2
15. Eye diseases 2 3.5] 13
16. Sinusitis 1 1.75 8
17. Pneumonia 1 1.75 1
18. Brochiectesis 1 1.75 3
19. Subnormality 4 7.02 5
20. Epilepsy 1 1.75 3- -

*upper respiratory tract infection **chronic obstructive airway diseases.
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Table-VI-Age wise distribution of mortality during one year (Nov. 78-0ct. 79.)

Table-VII-Distribution of sick children according to occupation
of head of the family.

occupational group
Agriculturist Non-agriculturist

No. of childhood population

No. of diseased children.

167

55

403

173

Chi-square = 4.92 df=1 P <:0.05 Significant.

Table-VIII-Distribution of under fifteen population and the
diseased children according to their family income.

Lower

Income group
<:Tk. 500 per month.

Higher

income group .
~Tk. 500per month.

Total

---._-

Total No. of children
No. of diseased children.

Chi-square 6.49

318
142

df = 1

252
86

P <:0.02

570
228

Significant.

in the age group of 14 years. Traditional practice of breast feeding in rural areas might
have protected the children under one year from sickness. Poor hygienic environment
and intake of contaminated foods increased the morbidity in the age group of 1-4 years
with the rate of 513.66 per thousand. Childhood sickness declined in this community
from the age of 5 years. 13.86 and 8.94 percent of the children were sick in the age
group of 5-9 years and 10-14 years respectively. Gradual development of resistance
with the increase of age lowered the sickness level of the children as they grew older.
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Age at death Number Cause

<:4 weeks 3 Tetanus neonatorum

4 weeks - 1 year. 1 Tetanus

1 year - 4 years. 0

4 years - 14 years. 0

4Total
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Further, aquisition of knowledge regarding health related behaviour might have
contributed significantly in the reduction of sickness in the later age groups. These
suggest that the environmental, nutritional and other factors may contribute signi-
ficantly, in causing childhood morbidity. The sickness pattern of the underfifteen
population of Dasherkandi has been found to be associated largely with the environ-
mental conditions of the community. Parasitic infestations, flu and upper respiratory
tract infection were the major sickness in the community. No case of kwashiorkor
was detected though small number of gross malnutrition was found in the commu-
nity. This may be due to abundant availability of fish and presence of a small health
centre in the area. It may ~Jso be noted that tetanus either in early infancy or in
later age group which caused all the mortality in under 15 children, were not found
during survey because of obvious reason. This is different from w.rious hospital or
clinic based studies where diarrhoeal diseases were found to be the highest morbidity
in children under 5 years of age (Shahidullah et aI, 1981). This may be due to differen-
tial perception in the degree of seriousness of the various childhood sickness which
determines the parental response for med.ical assistance. Some of the conditions which
caused maximum morbidity and chronic ill health were comparatively milder and
advice from either hospital or clinic may not be sought. Severe degree of subnormality
which were easily recognisable were found significantly in the village. Other childhood
neuropsychiatric illness were not detected in this survey except small number of
epileptic children. This may be due to poor perception of chilhood psychiatric
disorders in the community.

Morbidity and mortality in childhood are related to the socioeconomic status
of the parents affecting the quality of life and health awareness (Shahidullah et aI,
1981). In another study childhood disorders were found to be related to the family
size, the sickness level being directly related to the number' of members in the family
(Singha et aI, 1979).

Higher sickness level in the children belonging to nonagriculturist and low income
group was related to the relatively poor socioeconomic environment including poor
hygienic conditions of the group prevailing in the area. Non agriculturist in the rural
areas comprised mainly of landless people, unskilled workers, vendors and fisherman
etc. whose income is usually low.
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