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MEDICO SOCIAL CASE WORK IN A HOSPITAL SET UP

Dr S.V. Rama Rao MBBS DPH MPH*

INTRODUCTION .

A child is admitted to the Hospital suffering from Pneumonitis,
Hookworm infestation, anaemia and malnutrition. The Physician treats
the child with sulpha or antibiotic, gives anti hookworm treatment,
anaemia is treated with iron and reinforce its diet with let us say
powdered milk. The child is cured of the conditions and discharged. File
is closed. Six months later the child is seen again in out patients of
the hospital - this time with a reinfestation of hookworm, advanced
malnutrition and anaemia. This means that the malady in the child is
deeper. I; is not sufficient to treat the disease. Mere treatment cannot
give permanent relief to the suffering child. The sick child has to be
considered in totality and not merely as a person. Sickness is not
due to a single etiolosical factor. There are multiple factors. The
cliniciun assesses the sick person by his examination in the hospital
set up. For a total diagnosis of the condition and complete treatment
he needs more information about the individual in his home and his
community because they have a bearing on his sickness. Information on
the physical, social and biological environment, economic status,
education, customs, habits, occupation, religion and a host of other
factors which build up his backgroumd. This means that the Clinician
should have full information on the medico social factors outside the
hospital. The Medical Social Worker (MSW) acts as a liaison between
the individual family and community and supplics the information by
making use of special techniques. The MSVW will discover the adverse
factors which is particularly responsible for the Social Pathology
of the disease. When once this is identified dlagnosis and treatment
could be taken care of to the best advantage of the sick by the
Physician. \

Medical Social Work is a form of social service adjunct to
the personal service which the physician gives to his patients. It is
the art of helping patients who have social problems in sicknesss
It is the work entrusted to a qualified and trained social case
worker in a hospitel or community set up. It is concernsd with the
personal problems connected with illness that trouble the individual
patient and may hamper his recovery. MSVU is a member of a tcam.

HISTORICAL BACKGROUND

Western countries ~ England: Appointment of 'gEnquiry Officers'
in 1876 who were the fore-runners of 'Almoners' - These Enquiry Officers
main task was to enquire about the patient's means. First Lady Almoner
was appointed in 1895 at Royal Free Hospital.

U.S.4A. 1894. New York Presbityrean Hospital appointed
a paid Social Worker. It was, however, Dr Rickard Cabot who started
the Medical Social Work in the modern sense in the 0.P.D. of Massachusettes
General Hospital in 1905.

In the beginning, hospital and medical profession were
averse to accept the new idea of Medical Social Work. But gradually
the advantages were realised. The report of the hospital standardization
(1929) of the American Ccllege of Surgeons greatly stimulated the
development and acceptance of the concept of VMedical Social Service
in Hospitals. :
...u.p.t.o..Z
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INDIA: began her Medical Social Work more than 3 decades
2go in a few hospitals starting with Tubsrculosis Clinic and Maternity
services. It was specifically mentioned in the Bhore Committee Report
(1946) and a trained medical social worker was first appointed in the
J.J. Hospital of Bombay in 1946. Since then MSis are being smployed
all over the country in hospitals, special dep:rtments, rehabilitation
centres, medical colleges ctc.

NEED FOR MEDICAL SOCIAL SERVICS

The rapid social changes, demands from patients and
complex situations have given rise to problems which were not encountcred

previously.

Bg: Hconomic difficulties

Unemployment

Over crowded living

Mental stress wnd strain

Domestic disharmony (strained inter, intra and
extra familial reclations)

Ipcrease of delinguency and meatal disorders

Rush in hospitals and dispcnsaries

AIMS OF MEDICAL SOCIAL SERVICQ

l.

To collect and provide information for arriving at

a correct diagnosis, eg. Illcgitimate pregnancy,
self-inflicted injury, stazvation, social conditions,
psychological and cmotional states

Development of Medico Social Piogrzmmes within the
medical institution

Participation in the dev.lopment of social and hcalth
programmes in the comrunity to meet the demands of the
hospital '

MSW to assist hospital authorities in formulating the
policies

Participation in teaching and research programmes of
the hospit;l/community : Ao

"MEDICO-SOCILL WORKGER

-social case worker in a medical sctting-

— T e T e T T e e e T e T e e T e e T e T e T S e e T e

Medical Social work cannot bc carried out in isolation,
and closer the contact and mutual understanding between medical and
nursing staff and MSW, the better the rcsults will be.

WORK - concerned with the personal problems connected with illncss
that trouble the individual piticnt and may hamper his
recovery. His/her functions is first and foremost to help
in the treatment of patient. His/hor duties vary with the
type of hospital clinic or health organisation. But basically
the duties can be categorised into three fields:

1.

Medical Social Work - connccted with the doctor's
investigation and treatment of patient's illness

2. Teaching, Rescarch or policy s it affects the welfare

of patients within the hospital or organization

Co.on-lB
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3. Cooperation with other agencics botii state and voluntary
connected with soc1al aspects of m>dicine, hzualth & welfare
servie:s.

MEDICO SOCIAL WORK

Directly concerns the patient's trcatmsnt and after-carc.
This will be the day-to-day work for most of tho MSWe. Two important
aspects (a) Nature of work; and (b) Responsibility as a momber of
the medical tean.

(a) Nature of work

i, Social investigation and enquiry
ii. Social treatment
iii. After-care

(i) Social Investigation: Social erquiry is only cnc of

(ii)

many invcestigations which are
ceded. BEntails study of the sceial and psrsonal
background of the pitient's illness and consultation
with the doctor over those facorsg which nay be
relevant to diagnosis or trcat ent

Overcrowding

Bad housing

Irregular working hours
Financial difficulties
Anxicties

Personal maladjustment

The MSYs report may influence :is also suggost gocial
treatment. When detailed enqii -y of investigations

are nccessary, information may be obtained not only
froin the patient but also throigh other social agencies,
from relatives, from employ:es or other sourc:s.

When social enquiry has been completed, social trecatment
can be carried out. Enquiry ani treatment are somctimes
both on a small scale. For cxeaple -~ How can an
amputated patient discharged from hospital with no
convenient bus sorvice attend hospital for subscquent
treoatment from a remote village?

Social enquiry is concerncd with alternative ncans
of transport-"A bullock cart comes cvery Friday for
for market day":"l1 toddy lorr; is running daily"

Social Traatmont: For somc p:tients an cxplanation
is cnough to relicve anxicty -nd to ensure that
their needs are fully undcrstcod at house or it work.

For others sometimes simple, romctimes costly or
those difficult to s2cure may bec necessary.

For yet others h@lp necded mar be on A more personal
level - herc MSW nust first gin confidence of the
patient, must use 11l professional skills :nd expsrience
in helping him to overcome soue difficulty in his
personal life or to make some social adjustment

without which he cannot fully respond to treatment.
Broadly spesking ain of a1l socirl treatment is
rchabilitation - assist in rc-establishing the

patient in normal life - help him to deal with thosc
factors at home or at work vhvcb might 1l2ad a

..-oo.n4
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recurrence of his illness. This mar involve contacts
with industry or employer. Help ne:ded, by the paticnt
is of various nature. Bg. special liet help in the home,
rest in a convalascent home, recraiticn, vocational
training, change of employment, frieadly contact. The
MSWs help will be nccded in imaking the various contacts.

Social treatment is directed at re 1oving obstacles ‘to
medical treatment or admission to hogpital, smoothinz out
other difficulties which arie¢ during the course of an
illness, solving long term yroblems which remain when the
acute stage of illness is past, ani adjusting the social
environment so as to avoi€ where possible the particular
conditions most likely to cause relapse. ' :

Eag Transport problem .S one

b) Not having money for busfare is another

(c) Patient may not de able to wait at out-patient
i for a long time

(d) Difficulties vith employers msy have to be smoothed out -

‘patient cannct take time off to come to hospital for
treatment '

e) How and where can special treztment be obtained?

éf) Mother wita an advanced illness needing hospitalization
asserts thtat she can never leave her home leaving
husband snd children (MSW to look out and arrange for
help at home during absence of mother)

(g) An agriculturist acutely ill in hospital was worried
sbout an underground pipe in ‘he field which may be
broken while ploughing - M3W ¢ent instructions
Immediately.

(h; A boy worried about his examination passing, which
decided his carecer was anxious. MSVW arranged for his
atsendance at theory examination,

(i) Financial trouble for trzatme:.t - 1MSW showed
résources - Provident Fund or Life Insurance
etc.

For problems of this kind,MSW can keep a record of all

organizations and institutions which will support cases
of this type with finaneial aid a1d help deserving cases by
using her good offices.

Tmergency service includes finding accommodation for the
relative of severily ill patients,

Minor services : Advice about puzzling hospital procedure,

reassurance when some technical tara has been misunderstood,

help in cashing salaries or pension, small by themselves
but gives peace of mind to the patient.

Long term problems - resulting from illness or injury
require the longest, most intensive and most imaginative
treatment. For these, the normal way of life has been
checked or facing alteration. Some have to face disability
for many months or years or even life long.

eg. Mechanic who hag lost his ri ht hand;
Youth whose heart is permane -tly damaged due to
rheumatic fever; :
House wife with failing eyec sight;
Officer with head injury - lcss of speech

B aro0s
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An MSY has to use all her skills and eroertise to overcome
and .achieve to the fullest possible oxtont - indepcndence
and functional ability and gainful vocation.

Methods of Social Treatméent

Morc his been said about WHAT MS'sdo for patients than sbout
HOW they do it. Gen:ral outline is furnished.

Before social treatment is instituted, neced for it must be
discovered and this point needs emphasis, self-evident
through it may appear. Sooner the problcom is dealt with,
better the result. Social problems are so closely linked up
with medical matters. It is often from the doctors that
initial request for treatment should come. The MSWs work
fluctuates strikingly both in quantity and kind according

to the interest taken by medical staff. Without medical
cooperation, the MS' can achieve very little. Often the
staff nurses discover the difficulties of the patients which
need MSWs help. They also contribute much for the success of
MSWs work,

When once the need is ascertained, the first step of MS¥ is
to consult doctors and find out the disgnosis and prognosis.
What treatment will be required and in what way the paticnt's
every day life will be affected.

Final rcesponsibility for the form whick her help will take must
be accepted by the MSY herself but she/he has to secure the
knowledge and approval of the medical staff before taking
action. ]

Her help should not overlap with help of other agencies and

she has to keep those agencieg fully informed. MSY is only

one member of a team. Correct medical Information when necossary
should be given.,

A case of 'manipulation' was mistaken for 'amputation'. Enguiries
about medic.l condition in gencral nus: be rzferred back to the
medical staff. When patients and relatives have been told as

much about the illness as the medical staff consider it advisable,
the MSW can procced with her task of helping.

Patients arc often slow to grasp the practical application
of medical recommendations to their daily life and interpreting
this to them is an important part of madical social work.

(iii) After—care: The NSV will keep in touch directly or indirectly
through some social agency with those patients still attending
the out-patients who need help over 2 long period to ensure
that the value of treatnent is not lost.

Patients who cannot hope to return tc cheir former activities
need help or advice in accepting or ovircoming their limitations
in order to live their lives as fully 2s possible (cancer penis,
histerectomy after delivery etc)

Responsibility as a member of the medical team: Medico social
work is a team work and MSY is a member of the team. It is
necassary that MSW should have freguent consultation with
medical and nursing staff. Relevant soccial history (major
social problems with which the IMST hae to de:l are commonly
those connected with poverty, loss of income through sicknecss,
with cmployment, with practical difficulties of domestic

care of patient or family with housing, personal disturbances
and social maladjustments) should be readily accessible

to the medical staff.

A ol
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What is the responsibility and role of the MSW in the out patient
set up of a hospital? Let us follow a p:tient who presents
himself at the Registration Counter of the Out Patient Department.

Registration —— Doctor ...__. Notes down complaint
subjective signs, symptoms, history of illness, previous
treatment taken if any, __.__ ... Bxamines and comes to a

tentative diagnosis Blicits further history, subjective

signs and symptoms for confirmation —— — Writes down
investigations to be undertaken and sends patient to
laboratory, X-ray or other diagnostic Centre _____._. Patient
investigated . Comes back with results of laboratory

investigation Doctor --———_ Reviews the reports

Confirmation of diagnosis —...... Frescribes and advises

(treatment and management) __ Patient leaves the hospital.

The doctor may need the help of the Mg/ at any of these
stages in the flow chart of the patient in the out patient
depending upon the type of dise- ase.

Bg:— (a) Person suffering from tubsrcu.osis has taken treatment
previously. The doctor necds to know what treatment
_was given, for how long and why ‘the patient gave up
and came here? Any financial difficul ty?

(b) Person suffering from malnutrition - What is the
usual diet at home? Vhat are the cooking and
culinary practices? How much is spent on food and
what type of food is generally used? etc.

(c) A patient is afraid of lab investigation because
blood is being taken for testing. Patient needs
education

(d) Patient suffering from helminthiasis needs education
on personal hygicne ete.

II. TEACHING, RGSEARCH AND COOP: tiTION WITH CTHER AGENCIES

(i) Teaching: Teaching of social implications of illness to
medical students and nurses in training as well as

to groups of social workers and others concerned with
health services - MSYW is not necessarily a good teacher.
Those who can teach should be given the opportunity to teach.
At least one member should be a person who can t2ach. He/she
should be given the special responsibility of teaching and
be given time and opvortunity for study and preparation of
case material involved.

(ii) Research: Where medical staff are engaged in special
clinical resecarch, M5 should be asked to share in planning
that part of enquiry dealing with social factors. In the
field of social m:dicinec MSW has a positive contribution
to make. There is a new demand on their knowledge and
experience.

ro..-7
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Policy as it affects the welfare of the patients: The knowledge
of the pitient's point of vicw which the MSW possesses enables
her to contribute in policy making of hospital services.

IIT. COOPERATION WITH OTHER AGINCISS

MSWs work for individual patients brings her into close touch with
other social service and other hecalth orginizations - local and
national statutory and voluntary. These contacts broaden the
horizon and incroeases her exposurc to various types of expcerience
of patient's needs - helps to plan butter or modify the existing
ones. Involves in attending committees and confercnces. Contacts
help in closer cooperation with hospital.

ORGANIZATION OF THR MSW's DBPARTMENT
ADMINISTRATIVS DUTIE

MSW is a professional worker. Thigs should be borne in mind.

He/she should be allotted only such administrative duties as

relate directly to her function as a MSY (Clerical work, work

on assessment of income of patients, visits for administrative
purposes, substituting the MSY when Dietetician, (lerk, Store Keeper
etc are on leave). Such duties will not only impoede the Medico
Social Work but gives a false conception of medico social work to
others. Medico Social Work and scvvice is their primary function.
Any other type of work if ontrusted bring about frustration,
dissatisfaction in job and finally inefficiency. :

Staff: Conditions vary so consicerably that no uniform scalc of
adequate staffing can be 1laid down but in acute general and teaching
hospitals one M3V for 75 beds is suggested. In TB Hospitals one for
200 beds and in hospital for chroaic sick one for 300 beds.

Accommodation: Office of MSW should be placed nzar to the Doctor's
consulting room and should allow privacy for intervicws. Typists
should not work in the sume office as the MSW. Thers should be
adequate space for files. dxtra room may be required for tcaching.

The assessment of the MSW in the discharge of his/her duties
must be 1:ft to persons who know how to asssss the job responsibi-
lities of a MSW.

Many suggestions for the future covld be made but one thing is
certain. The MSW whatever the details of his/her work may be,
nust concern herself before all else with the welfars of the
patient. Results of her work are not e:sily measurad, but she
has it in her power vit.lly to affoct the lives of other people.
The future of the profession depends in the last resort upon the
quality and inspiration of the people who are attracted into it.

e T e T e e e i g e
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Case Study of a Marasmic Child in Rural Punjap (omHZ9:3
By e

DaI\IoKal{ar* 9 Pth; M:.P.Ho_

Introduction:

Protein~calorie malnutrition is perhaps the most wide-
spread and the most important pediatric problem in developing
countries. Many authorities believe that it is directly or
indirectly responsible for the high infant and childhood
mortality in these countries. It particularly strikes the
high risk groups such as the children, pregnant women and
old people. Children as well as pregnant and lactating mothers
have higher nutrient demands and if these are not met, inci~
pient forms of malnutrition develop and the individual catches
infection more easily. The synergism between malnutrition and
infection attacks the individual consequently diminishing his
chances of survivel. High child mortality, especially in the
age group 6 months to 3 years, seems to be mostly attributable
to this synergism. Both biological and cultural factors in-
fluence malnutrition. The cultural factors differ from place
to place but in general traditional feeding practices after
weaning do not ensure the child enough proteins or even a
reasonable share in calories. Sometimes, ‘the weaning is so
abrupt that it leads to psychological traumata.

The Nutrition Project of the Johns Hopkins University's
Department of Internctional Health is making o special study
of the reluationship between malnutrition and infections among
children under three years of age 1n a selected group of
villages in Ludhians District of Punjab. During the course
of our study which involved 2 weekly morbidity survey of all
children under threec years of agc, we found that marasmus,
locally known as "Soka" was the main clinicsal syndrome of
malnutrition in these villages. Nutritional marasmus is a
form of scvere protein-caloriec malnutrition usually occurr-
ing” in the first three ycars of life.

The present case study relates to a scheduled caste
Ramdusia girl, whosec family situation and beliefs about
ctiology and therepy of marasmus hoave been studied in
considerable details. In order to highlight some important
points, certain socio-culbtursl aspects of the casc arc brief-
ly presented here.

* Dr.Kakar is working as on Anthropologist at the Rural
ilealth Rescarch Centre, Narangwal.
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Name' of the girl: Sinder Kaur

Age: 3z months

Mother's Wortility History

Mother married at the age of 15

first childa () ~do=- 18 (died)

Second " (M) ~-do=~ 20

Third child (F) -do~- 26

Fourth " (M) -do- 27

Fifth child (F) ~do- 28

Sixth child (F) ~do= 30

Scventh U (F) -co- 33 (Sinder Kaur)
died

Eighth ® (F) -do- 36 (died)

Ninth L (M) -do=- 38

Sinder Kaur come from g poor family; her father had
tuberculosis and was an olcoholic and had been out of regular
work for the last five yecers. Casual labour never fetched
him more than P5.50.00 » month - an amount inadequate to meet
the growing demands of his femily. Being an snlcoholic with
considerable leisure-time, he spent o major pert of his ear-
nings on drinking country liquor. Continuing deterioration
in economic condition became tho frequent source of bickerings
in the family which caused considerable irritation and annoyance
to all members of the family. Sinder Kaur's mother did not
yield to the circumstentinl pressurcs and herself went to work
in the ficlds colleeting fodder for the cattle and occasionally
- getting grain for the feamily. Her eldcest son, at 15 took up
the job of sclling milk from housc to house which carned him
k540400 per month. Beeouse of the poverty-stricken stote of
the family, Sinder Kaur inevitably rcmoined deprived of nec-
céssary parental care and affcction. She often remainced alonec
in the housce for the major part of the dey without a bath,
inadequately clothed sznd cxposcd to f'lics. Her neglect was
purcly situgtional and not the conscquence of a gencral atti-
tude of neglcet to female infants.

Her cldest sister had dicd of "Sokg!" (marasmus) at the
ege of 8 years. Sinder Kaur too waos considered & "Soka" child
right from the time of hor birth. She was extromely lcan and
thin in oppearsnce =nd had fever and dyscntery. 1In order to
arrive at a reliable diagnosis of "Soka", the mother performed
& certain diagnostic test; she picked up o handfuls of red
chillies and burnt them in the domestic "chula" or oven. Since
the chillies did not produce the normnal irritating smoke caus-
ing tears to the eyes; the belief wos confirmed that the child
was cither under the cvil-eye influence or had contacted
"Parchavan" duc to the shadow of a woman whose child had died -
recently or who had a "Soka! child. However, there were othor



possibilities too and therefore the mother decided to contact
the easily available "Syana" (the spiritusl healery:). Ineci-
dentally, the "Syang" happened to be the grand-father of the
child. He performed "Hath Hola" on the child or blessed the
child with his right hand in order to relicve her of the evil
influence. As the condition of the child did not Liiprove, the
mother took the child to another spiritual healer and when he
failed to relieve the child, she resorted to a third spiritual
healer, who was considered splritually more powerful. He
took a careful lock at the child and then guessed that the
child had eithor contacted the "Parchavan" of a wonman whose
child had died recently, or had contacted the "Parchavan" of
a woman who was pregnant and did not belong to the family,

or had been to the site where a woman whose child had died
took a bath after the disposal of dcad oody, or had taken a
bath at & place where o menstruating woman had Just finished
toking a beth, or had contacted the "Parchavan" of a woman
having a "Soka" child in her lape While performing "Hath -
Hola", he spellecd out o powerful "Mantra", verbal formul .

ohd then drew certain lines on the ground with his sickle
dipped in water and ashos. Thon he told the mother that

this was a casc of spirit-intrusion, vherc the malignant
spirit of a dead child had cntered into her body, and this
happened when the child contected "Parchavan". The failure
of the "Syana" to relieve the child of "Parchavan" influence
was attributed to the greater strength of the malignant
spirit, for which 2 much more powverful spiritual healer was
required. Driven by frustration and sorrow, and becausec of
the worscning cconomic condition of the family, the mothor
finally left the child to her own fatc in a state of negleet
and hopclossncss.

She was admitted to the Tarangwal Health Centre and
the details of treatment arc given in the Appendix.

The Sequence of Events (First Stege)

l. The Lady Heclth Visitor was the first to rcport tho
casc to the Projcet Doctor.

Ze Thc case was then referred to the Projeet Officer,
who took speoeial intorest in the case; she wanbted Sindor Kaur
to be admitted to the Health Centre at Narangwale.

3e The Officer and the Projecect inthropologist met all
members of Sinder Kaur!s femily, including her puternal grand
parents. They olso met thcir ncighbours, influential pcoplc
of thc locality and the Sarpanch (Panchayat chief).
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4., The anthropologist collceted general information on
the Ramdaslas, on Sinder Kaur's family situation and on belicfs
about the etiology, diagnosis and therapy of the predominant
discascs among the children, with speeicl rofcrconce to marasmus.

S Aftcer having a dotailed discussion with the family
members, the Project Officcer and the Anthropolugist succeeded
in persuading the paurents of Sinder Zeur to get Her admitted
to the Health Centre ot Narangwale.

6e Thc most important factor in hcer hospitalization was
that her father was primarily intercsted in his own treatment.
He agreed to be hospitaliscd with his daughter. Both of them
were hospitalised at the same time and they were promised
complete trecatment.

7« Frece treatncnt was provided to both at the Health
centre.

8¢ AS a result of hospitalization, there was consider-
able improvement in their health, cspecially in Sinder Kaur's
health.

9« Sinder Kour continued to get the nutritional supple-
ment from the Lady Health Visitor and her futher was being ‘
given the injections.

10. Improvecment in the health of the child had a good
impact on the community and reportedly some other people also
cpproached the Lady Health Visitor for similar treatment.

(Sccond Stage)

1ls Howevcr, after she attained the age of threc years,
she was excluded from the study. As long as she remained o
'study child', she showed signs of improvement. Mcanwhile,
another daughter was born to her mother, scven months after
Sinder Kaur's discharge from thce hospital. Owing to deterio-
rating cconomic situation of the family, this child too was
not looked after propcrlys Their father continued drinking
and mother had to work in the ficlds.

12. Thus Sinder Keur again became marasmic and started
2) g fover. This time no medical treatme wa rovi
heving fover Thi ime no medical tr ment s provided
oS 10 was not demended.

Outcome:
The result was that Sinder died of marasmus. After her

death, her family was cgain contected. It was evident from
interview with her parents thot they continued belicving in



supernctural cousation of arssmus becouse Sinder XKeour had
ultimetely died nnd they thought that tho medical relief was
short-lived. After Sinder Reur's death, her newly-born
sister also dicd as o result of prolonged fever. The ninth
child thet wes born to hor mother was, .. male.,

Discussion:

Thus the above cose clearly indicates that the death
of Sinder Kour was multi- ausational. Insbility of Projeect
to provide medicul carc wfter her exclusion from the study
(unless denonded),, coupled with such frctors @8 father's
inconsistent aad inadequate income, his habit of drinking,
mother's working in tho fields, a large fanily size, sex
as well as birth order of this child ¢nd sbove oll fomily's
strong belicf in superneturel causation of marasmus contri-
buted to her negleet ultimately resulting into her deoth.

e
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APPENDI X

abstract record from Narangwal Health Centre

Sinder Kaur Date of Birth: 2.7.1968 File No.601955

This 32 month old girl was admitted into Narangwal Health Ceatre
on 15.11.1968 with history of fever 3 months low grade, more

in the evening. No chills or rigor. liarked loss of appetite
and weight. No cough, vouiting or diarrhea. Multiple small
cutaneous lesions. No respiratory difficulties.

Dietary History -Dict consisted of breast milk, water and
sips of tea.

Femily History - Father suffered from pulmonary tuberculosis
ehd was admitted into Narangwal Health Centre
with the child under the care of Dr.Ian Lawson.
Sitear cnd culture positive for LoFWB.(601954) .

Other siblings~ lst female child died of maras=
mus at 6 years of age.

4 others healthy.
Mother healthy.

findings:

0/E- Markedly emaciated
Welght 4.6 kg.
Marasmic
Pallor
Pulse 75 per minute
angular stomatitis
Bilateraul cervieal lymphadenopathy
Small skin obrasions of both sides of neck & right ear
No oedema

Pyoderma over the skin

Heart- Systolic murmur in all arecas

Cnest- Bronchial breathing right infrascapular area.Few crepitations.
ibd = NAD

Provisional diaghosis- Puliwonary tuberculosis with lyuphadenopathy
and marasmus.



Investizations

Slood
Hb ESR WBG P L M E
16.11.68 12g 10mn 9200/ 53% 35% 6% 1%
crn
22.11,68 35 g (Project Technician)
12.12.68 10.6 g ( - 10250/ 83%  36Y% 6% 5%
cr

ST

M 4 S SR N

15411.68 Increascd Hiler shadow with incereased lung field
maerkings.

2.12.68 Solle

Montoux 1 . 10,000 Nogative

Irecatment: Streptomycin 4 vial OD
Pus 1l gm TDS
INH 50 mg BD
Becadex

B-complex
Betnesal eye ointment

Discharged

12.12.68 ~ with advice to follow the obove treatuent.
- welght 7.0 kg (gein of 2.4 kg in 4 weecks)

rodllow up at Home

She continucd streptomyein, INH, PiS and vitauins. She
was advised to discontinue PLS and stroptonyeln on 6.2.69. She
hes gained 1.5 ki in 3 nonths at horice She still cannot wolk
but can sit steadily. She has boen supplied 6 kg dry skim milk:
powder and 2 kg of coconut oil and 1 kg of Dalis and 1 kg of
multi-purpose food which wes given by mother under supervision
of Heglth Visitor. ©No cepisode of illness recorded during this
period.

'DNK: jg !
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CASE STUDY - URCHIN

Name: Shrinath Age: 14 years
Occupation: Chammawalla S8 Bl it
Netive Place: Ghoda Raha, a small village in Uttar Pradesh.

PARENTS:

Down in his Native Place, Father works as a waiter in a
Toddy Shop. He has 3 sisters, young, Joblesss sjtting at home,
5 brothers two of which are schooling 1in a government Free School
and 3 are jobless, mother jobless sitting at home.

MIGRATION:
Came to Bombay in 1974,

WHY ?

Because his father sent him as there were no job opportu- .
nities in U.P.

FIRST EXPERIENCE:

When he first came down to Bombay he did not know what he
was going to doj he felt if he got a chance he would run away
and go home. He felt rather frustrated. Thinking of his parents
and brothers and sisters hc decided to stay on and then found a
small business like sclling channa and groundnuts.

On seeing the beautiful places of Bombay he was quite fas-
cinated and thought it was the best place he cever saw.

HOME IN BOMBAY : A
He stays in Thana in a small thatched hut shared with 3 other

boys who are in the same busincss. Its a thatched hut, with a

cowdung splashed flooring and walls. He pays a rqnt of Rs.l1l0/~

a month.
!

HEALTH FACILITIES: ,
Nil. He docs not have cnough water to bathe daily.
MEATLS:

He has 2 meals a day, onc at 12 in the noon and one at 12
midnight, both preparcd by himsdlf.

EDUCAT TON:
He has passed his 5th class in the Govt. Frec School, but

he was forced to leave beccausc he had to help his father to
support the housc as nonc of the others werc old cnough to work.

SATARY : - Rs.} te Rs.5 a daoy.

SENDS MONEY HOME:

Yes. After 3 or 4 months when he has gnthored about.
RS.BO/_- :

P



RELIGION:

Santoshi Ma.

MISCELLANEOUS:

He was rather quizzyg'he finally said that he worshipped

He was scared of political'parties cause he felt that they
would stop him from his business, and when & Riot broke out he got
scared because he thought they would break his hut down and he

would be homeless.

He finally said that he would work to the best of his ability
and then manage tob gather some mOney, zo back and open up a small
shop in his Natiwve place. - ‘ '

THE PROCESS OF URBANISAT ION

To highlight the aco-political conditions operating in the process
of urbanisation, let us follow a hypothetical person 'Ramu'.

RAMU IS AN INDIAN,
A TYPICAL INDIAN
WITH INCOME IESS
THAN RS.20/- P.M.

RAMU WAS A VILLAGER

A LANDLESS LABOURER

IN '51, RAMU WAS
A SMALT, FARMER

NOW RAMU HAS BEEN
WITH A SMALL
PIECE OF LAND TO
STAY £

250 million earn .
less than Rs.20/- p.m. ('61 prices)
Rs .30/~ p.m. ('71 prices)

More than 220 million people living below

‘the poverty line are rural landless labourers

67-68 = 70 per centq{ lived below the

In 60-61 - 52 per cent ( of the rural people
poverty line

~ In 1951, out of a 100 Indians

42 ywere small farmers

9 tenants
1% landless labourers

1 landlord

20 non-agri, workers

6 1in commerce

2 in transport

7 in services & Miscellaneous

In 1951 13 per cent were agricultural
labourers

1961 -16.71 per cent

1971 25.76 per cent

Disgtribution of land

The top 1 percent own 16% of the land
5 percent - 40%
10 4 - 56%
the lower50 i - 4 9% of the land
bottom 20 1 - no land at all

¢oe)
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- RAMU NEEDS CREDIT.
THE BANK?

HE DOES NOT GET
T,

SO HE GETS IT
FROM THE MONEY
LENDER.

RAMU LOOKS FOR
A JOB.

IT IS DIFRICULT

OB GETS A JOB.
WAGES: RS.2 A DAY.

BUT HE IS STILL UN-
EMPLOYED FOR A
MAJOR PART OF THE
YEAR.

HE DOES NOT FIND
EMPLOYMENT IN
GOVERNMENT
PROGRAMIMES .

I ored, L2, 735,
RAMU WORKS ON A
GOVT. RELIEF PRO-
GRAMME - METAT
BREAXTNG .

A RETATIVE OF HIS
IS DOING FINE IN
BOMBAY AND CALLS
HIM TO THE CIIY
TO FIND A JOB.

In- Y71, *92,
- years of continuous drought.

Only 30 percent of the rural credit comes
from Cooperative credit, Nationalised Banks
etc. In '"71-'72 ~ 20 percent of agricultural
loan was supposed to be alotted to small and
economically weak farmers.

175-174 —~ 30 percent

"Ph-175 - 4o

Actually in '73=t74

6 out of 24 Coop. banks gave 20 percent
9 out of 24 Coop. less than 5 percent
5 out of 24 Coop. less than 5-10 percent

/0 percent of rural credit was unaccounted
for by money lenders, many at an interest
of greater than 300 percent p.a.

Out of a rural population of 436 million,
151.5 million (34 percent) are agricultural

‘labourers.

In ‘SO, %3] million were unemployed/under

employed
70 4,069

W 5.1

Minimum Wages Act seeee.. RS.3/= per day

Labourers are required in the field only

during ploughing, sowing and harvesting.

A-50 crore Govt. prog. to benefit a 1000
persons in each district at 12.5 lakhs each
totally affecting only % million rural
unemployed/under-employed.

173, Maharashtra was hit by 3
Massive Govt.
relief projects were not enough to relieve

the people.
The cattle die, the men starve...

Sample percentage of workers of rural origin
in Bombay according to relatives working
in mills

Cloge relatives 66,6 percent

Relations 16 percent
Villagers 17.2 percehtb

No relations/villagers 1.2 percent

0..4



' S0 RAMU MIGRATES

HE MEETS PEOPLE

& MOREL PEOFPLE

& TOO MANY PEOPIE

PEOPLE FROM TOWNS -

HE LOOKS FOR
A JOB

SOME OF HIS COM~-
PANIONS. ARE < -
'PUSHED BACK' TO
THE VILLAGES.

SO, RAMU IS A CITY

MAN, AN URBAN
WORKER . |

RAMU GOES IN ,
SEARCH OF A
HOME

IN THE CITY

IN THE SLUMS'

In 1941 - 51 1 million people migrated to
Bombay .

In 1951 - 61 % million people mlgrated

In 1961 - 71 % million people migrated.

1941 - % of urban population was 13.9
51 = % of urban population was 17.3(%3.4% in)
6l - % of urban population was 18.0( .7% in)
71 - % of urban population was 19.9( .9% in)

1931 - 71 total urban pop. incr. by 230%
in 4 cities 4-00%
Delhi 706%

In 1961 Populatlon density in Calcutta-28,759
'C! ward, Bombay 1,74,187

In:1941, 35 % of class 1 city migrants came
from small towns

In 61 - 42. percent

In 72 - 52.4 percent.

Befare 1lst 5 yr-plan %35 1akhs unempﬂoyed

End of lst ’ 5%

End of 2nd N ’ L
andiof  svd- = i 96 B s i
End of 4th Al 176 ” 1

‘In India 8.2% of non migrants unemployed

6 4% migrants
- In Bombay 7.1%. non migrants
4 .5% migrants

108.8 million urban people in India
%2.2 million (30%) blue collared
28.6 < (20%) white collared.

Annual deficit in housing in India 1 million
In 1961 deficit of houses 6.58 crores

74 8.57
To provide these houses the Maharashtra
Gavt. would have to spend Rs.30,000 crores.

10 % have to live in one room tenements
1 % have to live in skyscrapers

There are alrcady slum demolishing proce-
edings in 5 wards in Bombay. )
19,750 families are alloted place in Dharavi
24,650 in Deonar

Fach «femily has been alloted 15 sqg. mts.

and have to build a sodid structuwe costing
Rs.2,500 - 3000. ‘ '

Iven with a 80 percent loan -~ they must

have about 600/ -.

ceeD



ON THE PAVEMENT

RAMU COMMUTES
FROM HIS SLUM
TO TOWN

RAMU IS A CASUAL
LABOURER IN A
FACTORY. WAGES
RS. 3-50 PER DAY,

RAMU JOINS A
UNION.,

RAMU GOES ON
STRIKE.,

Iragine a family earning Rs.3/- to 5 a day
repaying a loan of Rs.2500 - 3000.

They will never more, as all families will
not get place and in some of these allotted
places there already exist large slums.

5 out of 5 pavement dwellers live with
the sky above their heads. x
The other two in 'dilapidated set-ups'.

40 percent of the total employed in Bombay
are concentrated in Fort area, a radius of
2 kms. where the density is 1,75,000.

This area has only 30 percent access to
other parts of the city.

The BEST has 1318 buses, of which more
than 50 percent have completed their

life span.

This provides 2.5 million journeys as
compared to the 4.6 million undertaken

by people.

The DD Mills in Bombay pays Rs.3-50 a day
for unskilled workers.
Only 1 out of 25 workers is permanent.

Union of DD units is affiliated to the
Mazdoor Mills Sabha.

500 workers go on strike on Sept. 24th 173,
Union comes to terms with the management.
The workers are dissatisfied. They join
the other union affiliated to INTUC.

The strike is on. IBverything is peaceful.
On Nov. 25th the workers are attacked by
some high goondas. Seven workers are
seriously injured. Many arrested.

NO WORK, NO INCOME, DRINKING, GAMBLING, LOAN?

DIE TIF YOU WISH, YOU MISGUIDED COMMON MAN!
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A CASE STUDY: A Tale of Manyfoldecd Exploitation

This story was told to us by a farmer from Madurai District in
Tamil Nadu,

The farmer was operating a power-sprayerg this was his job., But
he was not the owner of the sprayer: it was owned by one of the big
landlords who in his turn hired it to other farmers. The lease in—
cluded the worker.

The man with the sprayer cerried on his back tolds

~I'm only doing this job because I need the money. How can a
man survive without work? I get on an average 5 Rupees a day, and
more during the busy seasaon when I'm payed on piece-rate, I know
it is a very dangerous job - but that's why I have to do it and
that's why the owner himself refuses to. I have no choice - I must
take any job I can get. '

~I have to carry the sprayer and the tanks directly on my backe
1 have no cover on my body, My brothers also worked with sprayers.
They are dead nows *hey died because of the spray, I know I will
die soon alsoj these sprayes kill a man. Just to be alive a little
longer I go to the Doctor every day and he gives me injections. He
has told me ng%/to cat food that is fat, not to have cooking-oil
for example./I don't know exactly why he tcld me this, but it had
something %o do with the poison in the spray.Some days I have to
spend“12 Rupees on medicines alone because of this work that I do,.
Eyerybody knows that it's dangerous, but what can a poor man do?

1 have to bring rice to my family!

-The owner is leasing the sprayer to any farmer who wants his
fields coated. My work is included in the lease the farmers pay to
the owner., They have to pay i Rupee for each tank that I manage to
spray., In the busy season, when I'm paid at pgece-rate, I can mana=
ge up to 30 tanks during one day of work, I get 25 paise for each
tank, so a good day can give me 7.50 Rupees. But the owner takes
the 75 paise balance for each tank, so he gets 22,50 Rupees fcr my
work during the same day, The more I work, the more he gets,

~I only wish that this rich man who had money enough to buy the
sprayer which costs 1,000 Rupees, that he could alsc buy a uniform
for me. They are available in the markatg they cost only 150 Rupees.
That is nothing for him, It is told even that you have to ware
this uniform to be protected from the dangerous things in the spray,
but I cannot afford this protection. And the owner doesn't care =
he is not spraying these things himself anywayee.s

EEV
7680427
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HAMID, THE DHOBIE.

Hamid had been the head dhobie for a number of years in a middle-
sized hospital. He was considered to be a good employee. Hamid
rarely took Casual Leave and if he did, he replaced himself with
a family member so the work did not suffer. He came to the
notice of the hospital management only during the monsoon

season when, due to laek of washing and drying facilities

in the laundry shed and the small inventory of linen in
circulation, he could not keep up with the demand for clean

dry linen.

This hospital was called a 200 bed general hospital by the
president of the gociety. The Medical Superintendent talked of
175 beds and the Business Manager in his reports listed 160.

The hospital was founded as a women's and children's hospital

by a missionary shortly after the turn of the century and no one
could remember nor is it recorded just how and when a conscious
decision was made to expand the facilities to admit male patients.
For years the hospital was considered to be one of ‘the best

in the area, and funds were available, not only through -the
organization, but also by contribution from abroad channelled
through individuals. The hospital had been nturned over" to

the indigenous church, and subsidy was decreasing by Rs.S,OOO/—
per year as per the Church plan. By December 1973, the '
outside help had been reduced from Rs.50,000/->to B0,000/—

The organizational structure under which this hospital operated
was typical of a number of church hospitals in India. Firstly,
the church Executive Council was to decidé on policy matters
and the selection of the three "gppointees”, nzmely the Medical
Superintendent, the Nursing Superintendent and the bursar in
each of 4 church hospitals. Secondly, there was a Medical
Board which mide recommendations to the Executive Council
regarding salary scales and financial requests and very often
ratified or rejected minor desisions which were made by the
local hospital committee. Tt was not uncommon for all these
bodies to spend much of their time on agenda items such as
retaining a laboratory technician who was no longer wanted

in a certain hospital.

The three appointeces (M.S., N.5., Bursar) were to have equal
status and were 1o concentrate on their own area of work which,
of course,  often overlapped. No one holding these positions
had any administrative training for the job, with the exception
of the Nursing Superintendent, and often there was a congider-
able amount of tension between the three because the job
descriptions had been written at least fifteen years previously.
Depending on the personality of the individuals involved, the
position of Director was informally decided but resented

by the other two persons in charge.

In this hospital, there was a Nurses Training School with
its own Director of Education who controlled the budget for
the school. The students, of course, were trained in the
wards and OPD of the hospital. MNost of the Class IV workers
including the dhobles were supervised by the Mursing Super-
intendent (Service)

A1l the X-ray, lab technicians and the compounders reported
directly to the Medical Superintendent. The office staff and
ground personnel were supervised by the Bursar.



In January.1974, the Hospital Committee sent a request to the
Medical Board for permission to increase the salaries of all
employees. Increases ranged from Rs.75/- per month for the
medical staff to Bs.5/- per month for class IV workers.
Because salary scales were uniform in all 4 church hospitals
the Medical Board set up a special committee to stugdy the
proposals which were to be submitted at the next quarterly
Board Meeting. No decision was made at the April Board
Meeting.

The Hospital sent a request to the July liedical Board meeting
seeking permission to give an ad hoc increase of Rs.Z/- per

month to the Class IV workers, effective July 1, 1974. This

request wes approved by the Medical Board and sent on to

the Executive Council for final sanction, The overall

salary request was not finalized however.

In October 1974, the Executive Council approved the Rs.2/-
ad hoc increase with the proviso that it be made effective
October 1, 1974, and that this ad hoc allowance of Rs.2/-
be deducted from any wages increase in the future. The
hospital started paying the Rs.2/— in October 1974.

Finally in April 1975, fifteen months after the initial request
the Executive Council approved a Rs.5/- increase for thé

Class IV workers, but it was to be effective January 1, 1975.
(See Exhibit 2 for summary of dates).

The workers were quite happy that they were going to get a
Rs.5/- per month increment. Hamid, the Chief Dhobie, immediately
borrowed money to buy two new tyres and tubes for his bicycle.
However, the.peon who learned about the increase from the pay
roll clerk and who told his fellow class IV workers,. . did

not know that the increase was effective January 1, 1975

and not retroactive from October 1, 1974 as expected. Further-
more, no one was informed that the Bs.2/- ad hoc amount

was to be deducted from the increase and they were to get

only Rs.S/— more starting January. However, the office:

peon did inform his co-workders that the doctors received
Rs.lOO/— per month increase.

On April 30 when the workers received their pay it included
the January to March increase (Rs.5 53 5),1ess the ad hoc
allowance already paid (Rs. 3 x 2) for the same pericd.

The Bursar was out of station and the payroll clerk took

no responsibility for explaining the reasoning behind the
difference in their expectations and what was actually
realised. There were a number of angry exchanges. The
Medical Superintendent was unaware of the problem, and in
any case was very busy in the operating room all day.

The Bursar returned a few days later and when approached by
three employees: Hamid, the gateman, and the gardener, about
the small pay package, promptly told them that the policy was
fair. Furthermore, the hospital did not have a lot of money
and in any case this was a church decision and he could not

do enything, about it. He also told them, '"Do not be so
foolish., I saculd have deducted the Rs. 2/- per month which
you got from October to December. If you continue to make
trouble, 1 will do that also."

]



The dhobie, Hamid was more persistent than the others and
tried a number of times to explain to the Bursar, Medical
“and Nursing Superlntendents that he had borrowed money in
anticipation of a Rs. 5/— per month increase. The response
by all the three officials was that he should be careful
~ as they were not Satlsflcd with his work >nd he did not
have to worry about the increment as they were looking
for another dhobie to replace him.

In the next few days, Hamid was seldom in the dhobie shed
but was seen talking to small groups. The gate was not
opened on time at the beginning of visiting hours. On one
occasion, an emergency patient was taken to another hospital
because the gateman could not be found. The work suffered.
Some ward Ayahs refused t0 ‘empty the bed-pans. The linen
returned from the dhobie still ‘dirty and an increase in
torn sheets was noticed. The officers were not very cons
cerned as they considered that replacing of the dhobie
would remove the only troublemaker. However, when several

. previous applicants for the dhobie job were approached,
they all refused to accept an appointment although better
terms were offered. The hospital officers could not under-
stand why the old faithful workers were so sullen and
difficult to get along with. The Business Manager drew
up a list of what he considered over-age workers, but

he could not establish their age as there were no personnel
records.

Approximately 3 weeks later, a notice was sent to the Hospital
Superintendent by the local Labour Officer that a hospital"
union, to represent the 4 church hospitals had been registered
with the Government. The hospital authorities were summoned
to a meeting to discuss the union demands which were enclosed.
The newly recognized union had as president an influential
lawyer 'and local political leader.

The Medical Superintendent became sngry and told the Bursar
in front of the office staff, "These Class IV Workers are
a terrible lot andshow no gratitude at all. From now on,
we will stick to hospital policy. ' No free treatment will
be given to the members of the workers' families. Just
last week, we sent that gardener's sister to a specialist
at the medical college hospital and we paid the transport-
ation expenses. We will not do that again for any of themn,
and especially that Hamid."

{
The Bursar replied, "I agree that Hamid is behind this mess.
But we don't have to worry about these foolish demands. When
the Labour Officer sces our large, accumulated financial
deficit he will reject their demands immediately."
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Exhibit: 2

Summary of Medical

Hamid the Dhobie.

Board and Executive Council meetings.

January

April

July

October

April

1974

1974
1974

1974

1975

Hospital Committee sends request to the

Medical Board Medical Board sets up a

"Salaries Review!" committee.

- Medical Board takes no action.

- Hospital Committee requests an ad hoc
increase to be effective July 1, 1974

Medical Board recommends the Rs.Z/-
ad hoc increase and submits to
Executive Council for sanction.

- Executive Council sanctions the ad hoc
Rs.2/- effective October 1 - This
ad hoc allowance to be deducted from
any future increase in the salary
Hospital pays the ad hoc

scale.
starting October 1, 1974

- Executive Council approves a Rs.5/-
increase for Class IV and Rs.100/-
for the medical staff - new salary
scales to be effective from the
entire new salary scale was approved
ranging from RS.S/- for Class IV
up to Rs.100/- for Medical Staff,
to be effective from January 1, 1975.




Comn 29 - 7
PATIENT : DEANNA DYNAZARSTH WIFE OF VINCENT DYNAZARETH
AGE : 37 Years
parried :SFEB 1960

CHILDREN: FOUR f.Annie 13 June 61 )
s.50mne 21 April 63 Fow in Boarding
s.Dolla 8 Hov 64 Schools.

4, Jeru 5 Fed 66

HUSBANRDS Pog'r?m :+ Is an Employee of English BElectric in
e Troction Department that needs absence from

home for long periods. Usuelly Project work. No
stable place of stay. Sick leave in hope of cure
of wife now amounts to 3 months due to end this
woek end . If not reporting back for duty = Loss
of employment, Effect = Destitution of Husband,
Wife & Children.

PRESENT g; t}m ?Q : Institution/Hospital that will accept
e present state and als= effect a cure, as
it is not humamly possible for Husband to toke Wife
along with him and look after in her present condit-
ion as well as attend to his duties. Being in the
Erection Department also not sure vhere he will be
posted on reporting for duty.

SAsE HISTORT ¢ .
POSTED TO KANPUR = JAN 68 = CONDITION : O.Ke

EVENTS3 BACK T0 TARENTAL HOME : MAR 68 , Husband mot able
to work for 6 months due to sickness,

wifes Condition -~ Hands shaky.

SEp 68 Husband posted to Bombay. 1eft Vife under Mother's
care for 1 Year 4 Mths, during which she used to
starve 4 to 5 days when disagreement with mother.
Condition further deteriorated. Also sugpicious
husband running after some other woman at Bombay.
wrote letters to this effect.

JAN 70 Husband took wife and youngest child (plecing older
% children in Boarding sthools) to Bombay. Since
accompdation was not available at Bombay was staye-
ing with a newly married couple (Relation) sharimg
a flat, Looking after household, Cooking etc done
by relation as wife unable to do anything., When
Wife waes teken to Bombay, Relation said that ¥Wife':
condition was deberiorated because she was left in
Rusbands Parental Home and Wife was madem mch of
by them, Treatment started im Heappy atmosphere, -
Aliment diagonised as Berry Berry. Tonies, Inject-
jons and Vitamin Tablets given., Responded to
Treatment aml state of shakiness left completely
within 3 months and condition stabalized, and was
bodily normal.
gince Husband's job at Bombay wes of a nature in

[which



which he left home at 6am and returned at 11 pm
Wife was adviged to have Breakfast,lumch &
Dipnmer with Relation and not weit for him, which
was being done.

APRIL 70 One day on Husbanmds return home at 11 he noticed
Wifets 1imbs poinz back to old condition (shaking).
on askinz wife, what hod happened, ther was no reply.
On questioning Relation, husband was told that she
is mot eating., Further @uestioning revealed that
Wife hod starved for post 4 daysg :

REASON : A boy was engaged for alternate washing of
elothes of the tuwp families, One day the Ralatlon
t01d "ife , Today T am not siving Clothes, you glive
the clethes, Wife Replied : Today is mot ny day.
You give it., In short mome gave, The next day
both gave the olothes and the Relation told the boy
pot Lo wesh Wife's housechold clethes, but only hers.
This led to her attitude of IJtarvatiom for 4 days,
and contimued to be adsmant even af ter Husbands
reoucsts to eat, On seelng condition of Wife,
hughand took wife next day to the Doctor. He got
an sppointment with Dr.iulla Hon.Paychiatrist -
Naeir Hospital - Bombay. He hel a sitting, He gave
gome tablets. The Tablets were givenm on that day
(5th day since starvation) and the following day

at about 5 pm she told husband she was hungry. Said
that she would only ect on condition that Husband
cooks the food and not her Relation, Husband started
te eccok the food from thet day cmwards for wife and
Pay Treatment wes earried on as an Out Patient

12 APR 70 - 2 MOV 70). The relationship between

elation and Wifs became strained and constant fault
finding by Relation culminating in being eake
constantly ccked to shift. Shift of abeds took place
on obtairing onc in Hombay (JULY 70).

18 /PR 70 to & NOV 70 _JNAIR FOSPTTAL BOMBAY

TREATVENT ¢ Neurosis check wp
Skull EX Ray
Blood Tests,

g1isht shocks was glven on the Tample every other
day for 1 & week, Since no improvement wia found
a Totel of 18 ECTs were zivem snd Drugs Eskazine,
Paclitone snd Largactil administered,

puring this period Wife found to be expocting Ome -
two montha . DNC was per ormed sinece wife Zound to
be unfit to look aftar sell.

PSY 3 Who ie doing the cooking ?
Wife; Pointes out to husband, /e
8V e
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Psy : Who is doing the Marketing ¢

Wife: Again polints to Husband.

Psy : Dont you find that your husband is pulled down
in health ¢ Shouldnt you do the cooking or
should he divorse you %

Wife: Replies No.

Psy : chould he keep amcther woman %o look after you
and himgelf? -

Wifer Roplies No.

Psgy : Are you going to do the cooking ?

Wife: Question is ignored. Just turns her head away
and does nét answer,

Husband asks the Pgychiatrist why she hag not answered
thisg question.

Pgy : SCHIZOPHERNIA - They believe that they are
living in a mske -believe world of their own
in which they wead expect everyonec to help
them but they wont help themselvés, NO
Imp rovement , Carry on Treatment,

Hearing these words Husband otopped treatment,

CONDITION OF WIFE AFTER TREATMENT : :
o D agsistance,
and in the houge, Boil milk, wash utensilo, go
to Toilet, wash face and Brush teeth (Husband
doing the ecocking).

Christmas Season - Amonths leave taken by husband,
@hildren brought by well wisher to home (Bombay)
for holidey from ladras, ife does not like love
andi attention of hushand shared between her and
children. Becomes self centred.

Before 15 days of children due for departure to Madras,
Husband mentioned to wife that he would have to book
tickets for self and children for Madras - going back
to school, and wanted her to remain with friemnds for a
period of 4 days, She didnt like the idea of her being
left at friends place and husband leaving for Madrasg
with children., Husband left home at 10 am for booking
tickets, On return at 6.30 pm the children on the

top 3rd floor were shouting tDaddy we are hungry'. As
husband walded uwp half way he heard his children gcream
Mummy is Burnt'. On hearing this and rushing inte
the room fournd a Dekshi of Beoiling Water spilt on the
floor and wife was saying 'Vincy, Hot water has fallen
on me', She rubbed her face and skin peeled off, The
Doctor dovwn stairs was immediately informed. He
ingstrueted that he was coming but in the meantime all
ber clothes be removed anmd oil applied. The Doctor
came immediately but Wife wes smiling. He preseribed
some ointment ami sid in case she complained of pain
he was to be informed, Wife did not complain of pain
and nc injections given. Ointment procured same night

Fand
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JAN 71

0CT 72
17 80V 72

.22 FEB 73

EVE s
NOV 73

- ‘ .2
next

and applied, ‘e face was swolilen weidé day and
eyes were olosed and £¢ was reared that eyesight
affected, On the 3mM day, swallins subsided amd
Wilie could sece, Scabs formed within 1™ days and
as husband wag packing bazs to take pedlen wirfe
to friends house for levving her there, she
geresmed ovwt *I willl not 2o™ and seratched scabs
on her fooce and started howling like & maniac,
Blood wng stresming. Hands had to be bound at
the back for fear of further injury. Husband told
her thet he would only releage her handa providing
she prormised thet she will mever hurt herself, She
pronieca apd was realeased, Mad calmed down, Wexb
dey husdand took wife alonc with children to friends

- plece, After lesving wife with friends, lell for

Ladrag with 4 children, On return from Madres after
4 Coyns hie friend told him that wife bad not given
any trovble, She was taken back home,

Husband transfered to Ujljaip 2 other places. Takes
Wife along, Condition -~ is before, eat,driik, wash
face, brush teeth, o to toilel (except Dalhe)
without add. Develops extrame suspieion. If Husband
az:aks to anvone « would complain that he is
discussing her faults.

Husband Sransfered back to wemosy

Wife admitted as In Petient at T I fospital Bombey

EGT A
Hleact mnarconis and Urusdge

i‘g_!p_gharm from Eo%i% sayine nothing much can be
One, Larty on Lrea as Out Patient and advised
o administer Dmes

Tab Bgkazine 10 mp 1 a day
B Pacitons 2 mg 1 " ¢
* LerzaciiiSO mg 1 * O

Above 4drugs given for 2 monbhs.

Condition wos muen deteriorasted on discharge fron
Hospital. Wife passing Urine & Stools in Ded ami
eould not welk on her owne

o8s nourished and gob back he2lih, Could manage
to go oun ovwn to tollet ete. Dut a@ld mot liks otaers
COmP any «

Husband transiered to Bithar, Dey before leavirg,
Husband obtsived feem Dector Sedabtives whieh shouwld
be ziven only omne per night, One was given op the
night Lefore departure and Sottle left on Dining
Table, . fter giving he Bath and bringing her to
the dining table, Husband had friel am ege and =1

/to



APRIL 74

25 JUL 74
MAR 76
5 MAY 76

28 AUG 76

to Wife and ss hs had turned to fry amother,
something made him turn around and he saw

that she had emptied the whole Bottle of 24
tablets into her mouth., Normally when she
eats she keeps food for a little while in her
chesk, He put his finger in and drew out all
the tablets from her mouth ard found that 4 had
been swallowed, The Doctor was immedlately
brought and a bad situation averted., WhenW
Wife was asked shy sbe did this, There was no’
reply. Same evening left for Bihar with Wife,
Since the elimete was very cold at Bihar in
Nov - Jan, Bxercises like walking outside home
was curtailed, Wife'z movements became alightly
WOIsSe.

Husband trensfered 3z Bambay.

Husband found Afternoon meals left uniouched,
On rsturn from work 7 pm and would only ea

eat on Jusband telling her %o do so. Sesing
this condition, Husband zot worried and got
her admitted in Govt Mental Hospital - Kilpauk.

GOVT NENTAL HOSPITAL KIIPAUK (Wife admlitted)
Husband trangfered to Madras.

FBE D GRD TROM HOSPITAI Husband told that
Wile Aas 6o en name looked after, Condlition
deteriorated to present condition., Husbamd tco

40 day took wife out o

could not extond leave.

Bushand trangferesd to lMysors,

Husbend left for work sitsd with wife, But looking
after wife in present Condition amd working led to
Mental and Physical strain &% breakdown leading te
eollapse et work. Applled emd was granted sick loave-
Went to Angamsli with Wife on Sick leave on assurancs
end hope of Camplets cure of Wifec as Priest in Gharge
of Mar Ignatius Mental Hospital - Anzeamali was sedd
endowed with mireculous power of curing such sases,

fidfe admitted in M I M HOSPITAL

Unfortunately Priest met Cer Accident 3 or 4 days
Before arrival and Ausband kept wife at Hospltal
personally attending on her in hope that the Priest
would be able to atterd on Vife on getting well,
But hopes all dashed to the ground as Priest is stil
in a eritisal state, Husband's Sick leave has now
come to an end having availed all types of leave

lov X



znd hes to report in 10 days time or loee his Job,
Fursthar aytevaions impeosaidla,

11 WV 76

Ie thig hour of Dasperation, ¥We bheg that beln be
gxtenled in scemtiny Wife in prosent etata, wWhere
necessary ears apnd treateent towards her recovery,
g0 that nsbhand ean report ia tinme and hold om to
hia explnyment wigh manas of mipd and n songnlation

that wife %9 in vegponpsible hende,

M~

0T 2,7 D*Fezoreth Brother of TUBRAND

™ addreess i

ert. BY MVazarath

Bant 2ectinn
My Porce ntatlorn Jelabelll W

Hoapitael Town West ¥, 0.
Bengolere - 15
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il o 3

From the 1) Histery of the complaints
ii) socloeconomic history
iii) rhysical examination
iv) Clinical Invesiigation -

we can come to & diagnosis of @
1) Malnutrigion:{Protein-calorie type) - precipitated
initislly by Msesles and in the last few months by

acute gastroenteritis. -
Associated with -

&) anenia

b) assecariasis

¢) Upper Respiratory infection
d) Urinary Tract infaection

Complicated further by the socioecconomic factors of:
1) Pgvarty- a general term which includes poor-
housing, congested enviromment, poor wuter supply
and latrine facilities and inadequate nutrition.

2) lllegitimacy: and Holernsl Deprivation
3) bLagk of Psychosocial btimuli necessary for normal
development. '

The dlagnosis is based on:

1. age of onset
2, Diatary history
3., Clinical findings of -
i) Child's Helight and wéight are far below standard.
ii) Paysieal and mental development is retarded.
ii1) Generalised ocdema but mainly of lower limbs.
iv) Changes in skin,amd flaky paint dermatogis and halir.
v) idver enlargement.

4, Low Hb and serum protein levels.

tinee this &s a xex social cuse conference 1 will not
g0 into the discussion of a differesntial diagnosis
suffice to say that pathological conditions like -

i) Chronie dysentery or malabsorption syndrome.
11) Abdominal tuberculosis
iii) Coeliac disease



iv) Fibrocystie disease of the pancreas
v) ankylostomiasis
vi) Nephritls can also produce similar signs and

symptoms. Also in every cuase of apparent malnutrition
these can be assoclated aggravating or precipitating
factors.

A small note may be made cbout the skin manifestation
in this case. Though like infantile pelliagra it is
mainly on the exposed parts of the body it was not

dlagnosed as pellagra because 3 ,
i) the lesions are not photosensitive
ii) they appeared in the ward as the odema cleared.

Next 1 must discuss the most important aspect of this

case and that is the question of nanagement. For

purposes of convenience I shall divide managememt
into twe sub divisions:

I - liospital management
Il=_Follow up care. It must be understood that

though they may appear te be two difrorcnt.ontities
altogether they ars closely related and sithoi one
without the other would be incomplete and bound to
result in therapeutic failure.

{ne Principles of hospital ca ares

1) hesuscltatlion
2) Pietary therapy
3) anti-infective therapy.

1) lLesusgitation - is of utmest importance especially
in the first 24 «48 hours after admission since nmost

of these cases fome in with -

i) Dehydration, ii) Zleciroelyte imbalance,

114) Acid-base disturbances, iv) devere anemia.
vehydration is corrected by oral and or intravenous
fluids. Blood transfusiocns are given if the Hb is

less than 6 gms. acidosis is corrected by administe

ration sodium biearbonate 45 solution 4ml/kgm hypo-
ase €



fiypoglysenta by oral or Tv glucess, and slectrolyte lsbipeen by adsinistration
of K and %g supplonents 4-5 wigw/Em and 2-3 migy/igu. respectively.

2. Disgary ‘harapy t~ 1z the next step and the most important atep -
Fatisat io started on glucose seline and § Btr. milk feeds whish are gradually
increass? te full siveagth wdlk feods, ¥ithin u week or as seon ue associated

disrrhoes is contreiled solid foods are started with apseisl stress on 'their
proteln content, vitsain and ivon supplements must slse be started simultansoudy
Je Haluutrition is nost often associated with

one or mors of the following - 7B, malaria, Helminthias, Giavdiasis,
Ankylaostonianis, ram,.mwl_yau urinary tract infecticns, infections because

of their marked debilitatine #7Teot on alweady mslnourished children must e
diagnosed early and actively and adeguately troeted,

411 these priacipies were Tollewsd in this case during the prasent
hosritalization,
1. Ia this case Iv flulds were mot started bscaues fe

i. Pationt wan toleratins oma) flulds wery well,

ii. She had gensralized oedena,

liowavar 200 cco of whole bloed transfusion wers given. Lasix was given for the

osdema ut with poor results probavly bensuse the cxuen of the olems was

primarily hypoproteiasnio.

¥ith proper hydration the b which was 9.4 unbalievabdly high and probably due

to hasno-concentration came dowa to its sctual Tigure of 4.8 gma.

2, The pationt was givem ¥ sty. and then full styemgth silk 3431 the

diarrioss suboided and soon started om & solid diet which at premert conaists of
1s J large glasses of silk daily (750 co's)

il. 1 s“
iii. Meat curry twice a day - mixed with "FP (a produce of (P71 containing
high protsin groundaut flsur asd Besgal gram).

iv, Rice, Presd

ve Plantaine and sweet lime 1/each daily

7i. ¥rotein bisouitse
In addition she was started om & standard Multivitemin syrup and Iren syTUp
(Zonoferron)
For the angnlar stomatitis a Vit. B Complex eyrup was added in addition with

-~

good reeulie.




3. Anti-infociive Thapany t— The diarrhoea was controllsd with proper diet
and Hixture Hisnuth keaolin, A dose of anthelminthic syrup was given for
roundworns. (Piperasine 15 ml.)

The upper mymtorj infection and hand infection was treated with
Procains penicillin injections end Epbedrine nssal drops. 2And for the urinary
tract infection sulphas started (sulfatriad ¥ tab/6th hrly).

¥ith this treatment the patient made & clinical improveneat shown :307 i

i. Yarked reduction in odema,

i05s

ii. Inlthlmof woight due to fem of odema fludd and them a gradusl
increase related to apretein intake,

iii, Increase in b « to 9 gus,

iv, Clearing up of urinary tract infection am shown by & clear urine
nicro sxaninatiog,

Ve fealing of angular stomatitis,
This brings us to the sain question in tolays social care confevence 1.0, How
ile euch & cape follownd up after discharge from hospital or how doea one present
the recurrence of the above cliniesl story by tackling the socioweconomic factore
invelved,

¥e all realise by now that if Marina after saking adequate clinical
inprovensat is sent home to the same conditions deseribed in detail by Eupar -
she iz bound to return within a matter of few weeke with some other infections
and the sxacevbation of the previous sy"’&m of salnutrition, If this were to
happen thah one is bound to question as %o what hes been the use of the present
treatument in the hospital. In our hospital or&ent:fl madical siucation this is o
question worthwhile asking before we discharge many of our other patients with
sinilar background., For Marimp’s case to be completely tackled the second
subdivision of "anagement ie., Follow up care is very important and sust consist

of ths following t=

1. Regular weekly or fortaightly check up of the patient to detect.

1. continued improvenent in general health

il. early signe of infection - whieh should be adequately treated,
2, Checkup of other mesbors of the family sspecially the three other children
for malautrition 7B ) lice, scabies and other infectisns always a-sociated with
such sociowsconomic circumstancee., These should be treated not ouly to improve
the general health of the family but also to prevent !'Fu'im‘fm getting

reinfacted or developing rome new infsction.



—
S« Education of the particular meaber of the family in this case the grande
nother « in sound nutrition 4a mlation to their econcmic statur and environment
They should be asked to introduce groundmuts, pulmes, ragi, and gresn
vegetables noet of which will not unnecensarily strain the fasily budget.
in egy a day would be ideal but say not alumye be practical, T which ie only

Ra. 150/kgm (monthly need of a child) can be introduced with good result

Groundnut
Hengnl gran

4. Johatilitation t- This is an isportant aspect snd cam be tackled in each
individunl case by close cooprration Ly the Pediatricians, Medicsl stulents,
Medical social workers and Local voluntary or govt. social welfare agencies.
These would inelude s

1. Frae trontsent of Marina and her family by the hospital (which is already
beimg done)

2. In this particular case eince the childrem ars illegitimate they could be
adaitted into ona of the well run foundling homes or orphansges in the city
so that : 4., we would lessen the burdea on the grandparents.

ii, ensure them (the chiliren) of a better Tuture.

3. ¥ith the help of ouw cocisl workers to ie
1. find employment for Mariua's unemployed uncle who iz a
nechanie so that the fanily income could be imcressed.

ii, Nehabilitate the epileptic aunt in some haraless profession
or in an inetitution for such cnnesm,.

iii. Had her mother been heare it would have be2en neceasary to
rehabilitste her in one of the local institutions for
women so that @ @, she could agsin restart & normal 1ife

be poseibly give the children though
illegitimate the matermal lowe that the:

80 urgently require.

iv. Arrange to send the -sthar children to aschool o0 that they do
not by the force of circumstances become future delinquents,

4, They always welcome offort made by individual students, doctors and
institution to try and help the fanmily temporarily or perasnently
through monestary aid, clothes and other necessities of life. Though
thiz may be called charity, this can beclascified in this case under
the important term of "Medical Social Work",



Se

¥hile considering the above measuren a very important question arises
and that is "Vhat are the chances of Marina and probably the other
children having permanent smental and physical retardation since they
4i4 not get valuable proteine ao necessary for noreal development in
the most mti" periods of growth®, IUI not im » position to snswer
thia omp{i? l-mld like to read a emall peragraph from s Jussary of &
conference on the proventiom of Halnutrition in Preechool children,
held in ¥ashington D.€ in 1964 under the auspices of the Hational

Ressarch Councile

"Preschool malnutrition persanently impairs physical growth and
prebably ceuses irreversible gentsl and esotional W- Itiz a
serious deterrant to progr:os in developing countriesy it wveakens
the productive capacities of adults suffering froam irreparable
damages incurred in childhood, "Further knowledge ic noeded,
vefore much far reaching statements can be fully accepted, But
even if only vartly true they show the great importance of this

question of long term 111 effecis.
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SOCIO-ECONOMIC CA CO ENC
Discuesion held on 29th Jan. '72

Details of the cese are as follows -

;-HISTORY $

Particulars of the Patienf :-

Name : MARINA

Age H 3 years

Sex : Famalas

Religion @ Roman Catholic Hosp. No. 60364
Address @ ¢/o. Mrs, W, Smith M.R.D. No. 19415

4th Cross,

Hutchin's Road Extn.
Door No. 6,
BANGALORE - §,

Admitted on 2%rd Dec, 'T1

PRESENTING CO WIS te

Failure to gain weight 1 year

Loose motions with blood:;ucous 2 months
Swelling ok face and limbs 1 month
Passing scanty urine 3 weecks

H/Q P C i-

Patient was quite alright till 2 months ago when she developed loose motions

4 - 5 times a day with blood and mucous, She was treated with Streptomycin and
sulphaguanidine, Following this patient continued to have diarrhoea but no
blood and mucous. The stoools were brownish in colour watery, large in amount and
foul smelling. A few dayb later patient developed swelling of the face, upper and
lower limbs, The swelling increased progressively and soon became associated with
scanty micturiticn.
Systemic Review revealed H/O passing roundworms orally and in stools
H/O failure to gain weight since a year
No H/O fever, cough, throat or joint pains or abdominal pain

Past History :-

The petient is a 4th para full term normal delivery. Birth weight could not
be ascertained., The milestones were within normel limits but since the illness
the patient has become tooweak to either sit up or walk without help, She was
immunized against small pox but no BCG, triple vaccine or polio vaccine were
given., She was breast fed till the 10th month after which she was started on part
of the family diet, which consisted of coffee, rice and curry.

She haalan attack of measles when 1% years old,

Lamiky cum Socio Economig History :-

1. The patient is an illegitimate child who was left with her grandparents by the
mother when she was 10 months old. Her mother has 4 illegitimate children
of which the 1lst and 3rd are also staying with the grandmother. The 2nd
child died of starvation.

2. Her grandfhther aged 63 years is the head of the household, The other family
members are i= /e ?nc:mclmoﬂven e el

.0.2



a. An uncle aged 22 years
be An unmarried aunt aged 27 years, (an epileptic since childhood)
c. Another uncle aged 13 years and

d. A cousin aged 7 years.

The occupations and incomes of the persons in the family are as follows :=

1. Grendfather - Retd, watchward getting a pension of Bs, 40/- P.l.
2. Grandmother - Works in a School and gets a salary of Rs., 60/~ p.m.
3. The 13 year old boy who works for s family gets Re, 5/ P.M.
4. The other uncle and aunt are both unemployzd and therefore in addition to the
3 children are dependents of the family.
Marina's mother is at present working in a Convent in Tripura (Assam) and
does not send any money for the upbringing of the children,
The total income therefore is Rs, 105/- p.m. of which ks, 25.~ p.m. goes

for rent,

Educational Status of Family -

1, Gra?dfather - 5th Std,

2., Grandmother - Middle school

3. Uncle - Trained Attomobile mechaniec

4, Aunt -~ Has done few years of schooling

5. None of the children are going or have gone to School,

Hovging 3=
The family stays in a houso consisting of 2 bed rooms about 6' x 6'

and a smaller kitchen, They use a commen bathroom , shared by & families.
Ventilation and lighting are sub standard,
Kitchen : They use firewoed as fuel,

Water supply : is from a private tape for which they pay Rs, 5/. pem,

Sutrition :~

The family cooks once a day. The meal consists of rice and vegetable curry.
In addition they have coffee 3 - 4 times a day. Thev eat beef once a week.
Eggs, milk and fish do not form part of their diet due to the Tactor of cost.

Health of the Family members :-
Grandfather is fit.
Grandmother suffers from Angina,

Aunt is an epiletic,
All childven are undernourished,

11 - PHYSICAL EXAMINATION :-

The patient is a girl of build and mutra, far below average Ht., = 7T4.5 cms.
Afebrile , (29.25 ins.)

Normal decibutue, Wt, = T kgs.
Since the patient is a case of malnutrition, the physical examination may be

subdivided into 2 gubgroupe.

s



Nuteitional Agsessyent from External Signg :-

1,

2.

The Haiyr is thin, brown, lacks lustre and is easily pluckible,

The Face shows diffuse depigmentation. There is scaling of skin and rhinitie.
The eyes demonstrate a pale coqjunctiva but there are no# Bitots spots.

There is angular scarring of the lips indicating a healed angular stomatitis.
The tongue is smooth and pale,

There is tartar present over the teeth, The gums are not =2po2gy and there
is no bleeding.

Neither the thyroid nor the paretid glands are enlarged.

The skin is brown and scaly and there is flaky paint dermatcsis,

Skin over vulva shows s wvulval dermatosis,

The nails are pale, flattened and widened,

The subentaneous tissue demonstrates peripherialoedema with loss of

subcutaneous fat in nearly all parts of the bedg. Biceps girth - 4"
Thigh girth = 6,5"

There is marked muscular wasting but there ig no frontal or parietal

bossing, The fgontanelles are fused.

There is swelling of the right index finger (fo11. trauma)

Internal System Survey :-

The gastrointestinal system reveals & just palpable liver and fluid thrill.,
The Nervous System is clinically normal.

C.V.S. = P,R. 120/min. No cardiec enlargement. Thsre is a shért systolie
mureur in the apical region. B3B.P. 120/7C mon. Hg.

The R.S, is clinically clear.

A CLINICAL DIAGROSIS OF PROTEIN CALORTE MALNUTRITION WAS MADE
AND ROUTINE AND PERTAINING INVESTIGATIONS WERS CARRIED OUT.



