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Special Article

Reduction of infant mortality in India

V. Kumar, M.D. and N. Datta, M.D.

Infant mortality rate OMR) is regard"
ed as a good indkator elf socio economic
develot>ment and genetal health status of
a country. In recent years it has even
been incorporated as an indicator of
quality of life, (physical quality of life
index),l While the infant mortality rate
in India registered an impressive decline
during the first 5.. 6 decades of the present
century, a significant fall in the last 30
years has not been documented.1! The
IMR in India continues to be in the range
of 120-130/10003 (with the exception of
Kerala where it is around 50/1000).4 On
the other hand, in many developed count­
ries it is reported as less than 20/1000.&

World Health Organisation has re­
commended that by the year 2000 AD,
the IMR should be reduced to below
50/1000.6 The government of India has
set a target of 60/1000 for IMR to be
reached by tbe year 2000 AD.3 This
target has t\lready been reached by
Kerala. Several projects throughout
India have also demonstrated that this
task can be accomplished.7- 9 Many
lessons can be learnt from Kerala and
the successful projects to devise strategies
which will help the country to reduce
IMR in the context of its present level of
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development and health care delivery
!lystem.

One major constraint in information
on IMR in India is the lack of uniformity
and ~eliability in the system of recording
of vItal events. Even though the regist~

~ati.on of births and deaths is compulsory
It IS not ensured even in the cities. At
present; birth and deaths are registered
by the village Chowkida,. (watchman) who
is an official of the revenue department.
He does not recognise the importance of
recording IMR and is frequently not
~ommitted to this job. Correct"recording
IS not ensured because village chowkidar
is often illiterate. The information
derived from sample registration scheme
and a small number of community based
projects can be considered to be reli­
able.9- 11 The latter information suffers
from an element of bias because it is
obtained from the project areas of medi­
cal colleges or projects run by committed
voluntary agencies. A number of simple
measures using people from the comm­
unity have been suggested by WEo to
generate this useful and basic informat­
ion.lI Mere knowledge of IMR is not
enough for planning and execution of
appropriate intervention strategy. It is
also important to understand the various
causes of death. Traditionally, the cause
specifiC mortality is documented by pro­

fessionals who are adequately supported
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by laboratory and pathology services.
This is impossible to provide at the com­
munity level It may be worthwhile to
seek information after death by conduct­
ing a verbal autopsy.6 Based on the
recall of symptoms and events, it may be
possible to determine some of the pre­
ventable causes of death. It is feasible to
train health workels (semi professionals
or non professionals) like multipurpose
health workers, health supervisors,
mukhya sevikas etc. to use a simple flow
sheet to determine the cause of death in
majority of instances. Certainly the pro­
portion of infants who die of preventable
diseases, like diarrhoea, pnuemonia teta­
nus, burns and accidents, malnutrition
etc. can be identified by this technique 13.

In selected ICDS blocks it may be fea­
sible to evolve a system of recording
of births and deaths accurately by
Anganwadi workers and a system of
verbal autopsy to be conducted by health
supervisors. Periodic reviews can be
undertaken to determine the changing
trends and assess the impact of inter­
ventions. These regular reviews can.
also reinforce to the health workers the
need for institution of preventive and
therapeutic measures which will help to
reduce mortality.

Based on the available information
and a review of literature it is clear that
50% of the deaths in infancy occur du­
ring the neonatal period. lo The common
preventable causes of death in infancy
identified are acute respiratory infections,
acute diarrhoeal disease, low birth
weight, protein energy malnutrition,
tetanus neonatorum and communicable
diseases like mels!es, whooping cough,
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and typhoid. 3

The high infant mortality rate caD
be reduced by general measure which
can only be recommended as medium
term and long term plans. These in­
clude, increase of gross national product,
increasing female literacy, decreasing
birth rate and increasing per capita food
intake. Although there is no doubt
that the above measures would reduce
infant mortality rate substantially they
are hard to accomplish in a short period
of time in the absence of rapId develop­
ment. At present, India is not experi­
encing rapid gains in any of the above
mentioned areas to justify a prediction
that these measures would produce
substantial impact on a short . term
basis.

We believe that meaningful strategies
for reducing infant mortality rate substa­
ntially (nearly 50% reduction) can be int­
roduced successfully. Several strategies to
reduce IMR have been suggested. 14

Many of the important strategies have
been reviewed with objectivity by Bhar­
gava et al. 15 Each one of the sugges­
ted strategies has a merit. However keep­
ing the constraints oflimited resources in
mind, the concept of prioritisation be­
comes relevant. Selection of priorities
should be based on four basic questions:

I. How common is the problem ?

2. It is technically feasible to introduce
intervention programme?

3. It is cheap?
4. Is the intervention culturally and soci­

ally acceptable?

A careful consideration of the above
questions can help in deciding the pro-
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per channelization of the available re­
sources In the current state of our
technical knowledge, mortality related
to several causes can be substantially
reduced, and the interventions can be
introduced quickly. In recent years the
use of oral rehydration therapy has been
demonstrated to be a powerful tool
in reducing mortality related to acute
diarrhoeal disease. 16-18 The incidence
of neonatal tetanus (a killer disease) can
be dramatically reduced by encouraging
the birth attendant to use sterile blades
while cutting the umbilical cord and by
using simple hygienic measure~ while
undertaking this procedure. This com­
bined with administration of tetanus
toxoid during pregnancy is effective.
Children with moderate and severe pro'
tein-energy malnutrition need not be
hospitalised. They have low mortality if
provided domicilliary treatment. 21-2:\

The dangerous diseases like measles and
whooping cough can be prevented by
timely immunisations. The technical
know how for treatment of acute res­
piratory infections at the community
level is being developed.

The observation that infant mortality
rate has not registered a decline during
the past 30 years should be a matter of
great concern to people concerned with
child health and welfare. Many condi­
tions responsible for the high mortality
are sensitive to simple and cheap inter­
ventions which can be very quickly in­
troduced. Therefore the reduction of
infant mortality deserves to be a high
priority issue.
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