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Interviewers were trained before the survey 
began and an additional training session was 
held after the first day of field work to review 
procedures and to solve any problems. There 
were five survey teams, each consisting of two 
doctors (one internee and one lecturer). 

The survey revealed that six women gave a 
history of stillbirths between November 1986 
and February 198 7 and conceived again within 
three to four months. Hence both the stillbirth 
and the live birth were recorded during the full 
18-month period. Two women gave a history 
of successive live births within that period and 
one gave birth to twins. So 1610 live births and 
19 stillbirths were recorded. 

Perinatal mortality rate was 27.6 per 1000 total 
births, the standard error being 1.1 08. Neonatal 
mortality rate was 28.6 per 1000 (standard error, 
1.126) live births. Confidence intervals were 
25.39 to 29.82 (P < 0.05) for PMR and 26.35 to 
30.85 (P < 0.05) for NMR. 

Of the total births in this urban slum population 
under study, 26.4% were home deliveries. The 
others took place either in the municipal general 
hospital or in a municipal maternity home, 
both situated within a kilometre or two of the 
community. But 84.6% of the home deliveries 
of these illiterate women were conducted by 
untrained women. 

We found that 60% of stillbirths occurred in 
female babies. Among 26 early neonatal deaths 
(deaths within seven days), 77% were male 
while in 20 deaths which occurred after seven to 
28 days of life, the male-female ratio was equal. 
Prematurity and low birth weight were 
conspicuous causes of neonatal mortality. There 
was one case of neonatal tetanus (a baby born in 
a rural area who died on the ninth day). Three 
cases of neonatal deaths were recorded, with a 
history of congenital malformations. In 40% of 
the stillbirths recorded, there was a history of 
obstructed labour; two of the mothers were 
known to be diabetic. 

We consider that the 30-cluster survey technique 
is an effective tool for assessing perinatal and 
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neonatal mortality in a confined community 
with a population of over 50 000 in a developing 
country. 
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Why do more infants die in 
Pakistan's squatter settlements? 

SIR-Traditionally, low infant mortality rates 
have been quoted for the developed countries 
and for the urban areas in developing countries. 
Very few studies point out the intra-urban 
differences in infant mortality rates, with 
relatively higher figures among people of poor 
socioeconomic classes and urban squatters. In 
Karachi, the infant mortality rates from five 
urban squatter settlements varied from 94 to 145 
per 1000 live births, as compared to only 33 to 
53 per 1000 live births in the non-squatter areas. 
An inquiry into 318 families residing in these 
settlements revealed some interesting findings 
about the determinants of infant deaths. 

More infant deaths were reported in families 
who had always lived in Karachi. Although 
more girls in the under-five age groups died, 
more male infants (52%) had died overall. The 
inquiry showed that a higher rank (fourth child 
and above) and the death of the preceding child 
increased the risk of infant deaths. Families with 
low and medium socioeconomic scores reported 
more infant deaths (P < 0.02); the lower scores 
in these families were reflected, for instance, in 
the absence of television, radio, and cassette 
recorder. More infants had died in families who 
shared their toilet facilities with other families, 
dumped garbage outside their houses, and did 
not have a separate kitchen. 
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Although 66.4% of the infants were born at 
home attended by traditional birth attendants 
(dais), 55.7% of all mothers had actually visited 
hospitals for antenatal care. Irrespective of the 
place of delivery and the degree of training of 
the birth attendants, these antenatal visits 
together with tetanus vaccination had a 
favourable association with the infants' survival. 

By contrast, infant deaths were significantly 
associated with those who were either given no 
breast milk or were breast-fed for only a few 
months. Similarly, more infants died if they had 
not been started on semi-solid food at the right 
age. While 57.2% of the infants studied were 
immunized, those who had never been 
immunized were more likely to die. 

An interesting mixture of sociomedical factors 
which contribute to infant deaths emerged from 
this study. Targeted approaches to child survival 
can avert infant deaths, but it is very difficult to 
save the lives of infants when they live in 
conditions of extreme poverty. Socioeconomic 
and environmental factors are too important to 
be neglected in our efforts to bring down infant 
mortality rates in developing countries. But what 
can be done to avert infant deaths in the 
presence of persistent socio-economic 
deprivation and crises? 
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Converting ~~young onesll into 
young healers 

SIR-Numerous experiments have been 
undertaken to provide primary health care 
services through a variety of people. These 
include citizens from all classes, families, and 
such groups as youth leaders, teachers, 
administrators and even children. 

We prepared an experimental module with the 
aim of converting "young ones" into young 
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healers through a systematic training and 
evaluation programme of CHILD-to-Child care. 
By "young ones" we mean the older child 
(CHILD) of the family who takes care of his/her 
younger brothers/sisters (Child) while their 
parents are at work. The study was undertaken 
in the rural areas of Chiraigaon block, V aranasi 
district, Uttar Pradesh, India. 

Initially 50 children aged between 10 and 15 
years, almost all of them illiterate, who were 
caring for their younger brothers and sisters were 
selected from three villages. We obtained verbal 
consent for the training of these children from 
their parents. However, their numbers dropped 
to 46 when the real training programme was 
instituted. 

We prepared a trainers' manual in Hindi with 
specific guidelines for dealing with fever, 
diarrhoea, domestic accidents and food hygiene. 
It was so designed that the communication 
would be both understandable and simple for the 
trainee, and we took care that not more than 
five instructions (messages) were given on any 
one topic. 

A special trainees' manual was devised for these 
non-literate children in the form of a pictorial 
manual. The "Do's" were indicated by a green 
spot and a picture of a parrot, while the 
"Don'ts" were indicated with a red spot and a 
scorpion, at the corner of the page. The point 
where referral would be needed was indicated by 
a red cross and the picture of an ambulance. 

The training took place over five days in each 
village, with sessions organized in the local 
language. For each topic the trainer referred to 
the trainees' manual and demonstrated how to 
use it. Apart from the explanatory lectures, 
practical demonstrations were given to help the 
trainees to develop skill in preparing oral 
rehydration solutions, giving cold sponging, 
bandaging a wound, washing the hands, feeding 
the child and so forth. The training session 
started with folk songs and ended with a 
handout of snacks to encourage the children not 
to drop out during the teaching. 
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