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The {Imitations of the routine sources of morbidity data like the
notifiable diseases records, hospital registers, ctc. in presenting 2
reasombly oomﬁletc picture of the health problems in a community

are only too well known.  Specialized surveys are, thercfore, carried

Institute to compare the relative efficiencies of medial 1nd non-
medical interviewers in giving correct diagnostic information about
discases werc used. The nmpling_fnmr for this inquiry was the
register kept at the medical out-p: d of 2 wellk

hospirali cutta which provided information regarding addresses

oyt from time to time to study the prevalance ang d factors
d?impomm discases like malaria, rberculosis, leprosy, cte. They
aee peetiacnt to a study of specifie diseases, but in the wider context
of forming a >rehensive pictare of ity health the scope
of such surveys is d. M , the specialized nature
of these surveys demand the services of trained medical personnel
a0d fcilities for clinical and laboratory tests. In view  of these
considerations, general health surveys have been recognized asa
promising source for obraining adcquate 2nd satisfactory data for

bl

g health p ina
The pioneering accempt in the collection of comprchensive
health crzu in this country wis made by the All-India Instirute of

Hygienc and Public Health in Singue, 2 rural area ncar Calcutz in
10441, Subsequently in 1053 the same instirution carricd out a
ripid medical and health survey in Sikkim State2. In 1955 the
Indian Statistical Institute carricd out a hcalth survey in West
Bengal which was in the garure of a pilot survey to cvolve a suitable
m dology for the collection of morbidiry and medical case statis-
ticsd. About thistime attcmpts werc also made by the Government
of India through the All-India Institute of Hygiene and Public
Health to collect health daaa from Community Project Areasé. In
the Nitional Samplc Survey, however, with 2 field organization cover-
ing the wiole of ndia, collcetion of data on morbidity was first intro-
duced in the scventh tound (1053-64) as an exploratory measure for
finding suitable mcthodology for future large scale surveys.  Since
then such data were collected on a continuing basistill the thirteenth
round (1957-58). The resnlte of these investigations have been pre-
sented in a repont of the National Sample Surveyb. More

ofthe patientsand the diagnosis. About 400 houscholds were selcet-
cd which were apportioned cqually between the two types of
investigators. ‘Though this survey was not actually duigmx for the
purposc of studying the aspect considezed in this paper, in vicw of
the fact that the two groups balance cach other in all imporant
respects, it may be possible to usc the data for making a rough
assessment of theillness coverage by the two types of investigators.
However, there ase certain limitations 10 the present study. Based
a8 it is on an urban sample with peculiar chamcieristics, the con-
clusions may not be of genceal applicability.  Forinstance, the fact
thatatleast onc member of the houschold had keen tothc OPD may
imply a certain attitude towards illness (reporting) in the observed
population which may be different from that of pessons in the general
population many of whom for various reasons could not have availed
of medicaleate. The mannerin which this may affcet the eesponscis
not considcred here.  Further, the investigatgrs commissioned for
the survey were too few in number.  Neverthdless, some broad con-
clusions arc prescated in this paper for their suggestive value.
Furtber studiesare, howeser, required to come to firm conclusions.

In the study8 mentioned caclicr which took into zcrount only
the OPD cases it was found that medical investigators had failed 10
report about 8-7% of the cases whereas the corresponding percen-
tage for non-medical inveatigators was 11-12%.  But in 2 general
population where alarge majority of cases do not actually availof any
medical eare the omission rates nced not bethe same.  In the present
analysis, thereforc, the OPD cascs which led to the selection of the
houscholds for investigation have been excluded and as such the

teccatly, the collection of morbidity dara was duced in the
seventeenth round (1062).

A general limitstion 1o al! data obtained by houschold inter-
view is that the data arc not better than the respondent’s knowledge
of and willingness to givc the required information. This is parti-
cularly true in morbidiry inquiries. Hence in a country like ours
where medical services are available to or availed by only a small
segment of the population, 1 complete evaluation of sickness experi-
cnce in terms of a detailed diagnostic classification of discascs
is difficalt. [t has been observed that even the employment of
mxdiczl investigators does not preclude possibilitics of misclassi-
ficrtion of discases®. No doubt, the value of & health investigation
culd be considenably enhanced if the scope of the inquiry is widened
to includc physical examination of the subjects supported by labor-
tory confirmtion, whenever necessary.  While the suitability of such
12 procedute for hending chronic conditions cannot ‘c ques-
tioned, its coverage of scute discascs of short durations occuring in a
stated period is obviously restricted.  Moreover, there may be opera-
tional difficulties in & country like ours because of paucity of trai-
ned medicalpersonncland the ‘igh costsucha venture v:'ould involve,

rccorded refers to the rest of the persons ex-
posed during the reference peried of one month.

Illnesses occurring in any stated period of time can be classified
into four eategorics according to their time of onset and termination,
viz. i) illnesscs beginning and tcrminating during the reference
period, ii) ilincsses beginning within the reference peried and conti-
nuing on the datc of investigation, iii)illnesses l:c?mningbcfou the
reference period and terminating within it, and iv)illnesses heginning
beforc the refcrence peried and contiowing or the date of in-
vestigation. The measurement of morbidity considered in this
paperrefets to the prevalence rate defined as ihe number of
illnessses in cxistence at any timc during the reference period of
onc month per 1000 population.  In Table 1 the momhl)-&«valmte
rates per 1000 population, specific for age and scx, for the groups
canvassed by the two types of anvassing agents are given.

On the assumption that the groups investigated by medical and
non-medical interviewers were similatly expesed to sickness experi
ence and in view of the mnsis(cnc;- of the absetved differerces in
the rates in al) grups, it may be inferred that 1he non-medical ia-
) have not recorded the illnesses 1o the seme extent a8

In the the of
has a decided opecational advantage.

As already indicated a houschold investigation by merely Inter-
viewing the respondent is not likely to provide adequate” clucs
to accive ae 2 suffizicntly deeailed diagnostic classification of dis.
cases. However, cven an assessment of the quantum of morbid

di and the fated ch istica like disability, medical
cuee, sacio-economic satus, cic., will be of valuc to the public
hzalth administrator, Any deficiency la the coverage of illnesics
is bound to diminish the utility of the collected data. In the
fallowing paragraphs, therclore, an  attempt is madc to study the
rclative performance of medical and non-medical Investigators In
respect of illness coverge. For Ihh{)ulpolc, the data collccted
ins Validity Survey? carricd outin 1866 by the Indian Statistical

their medical counterparts.  However, as there were teo few iaves-
tigators the infcrence is to be regarded as tentative.

Tn retrospective Inquiries, psrticularly in thosc relsting to sick-
ness experience loss of information may result frem the failure of
the informant to recollect all eventa. Besides, intentional sup-
pression of facta by the informant, wheeevee it occurs, leads to
undesreporting of cvents. The eficct of loss of memory could be
minimized by appropeiste techniques.  Onthe otherhand, the prope-
nsity to supprcss information is of the choosing of the informam
and ‘therefore subfect to variation in different intervicw siruations.
Presurmobly, the prevalence eates shown in Table | arc affected by
these factors. B owcvu.‘if the cvents ate present on the detc of

g of them on account of memory lapie
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‘Table 1: Prevalence rate by sge and sex according to the type
of investigators 1) medical investigators b) non-mrd?&l
ipvestigators,

1) medlcal lovestigstors

male femulo total

o—8 100.48 243.69 216.05
(162)®

116 1.6 118.28 127.38
(212)

1746 LAT 133.85 130.21
(384)

47 & over 238.57 361.70 282.08
N7

total 148.01 192.53 165.71
(821) (348) (875)

J- I AL P. June, l;(‘

Table 1 t Prevalence fate for i)ineas present on the dste of In-

vestigation
age medical non-medical
Investigators  investigatora
0—8 86.42 11262
718 51.80 a.n
178 85.10 2.3
47 & over 145.30 178.22
toal 10.51 Ll
(07,* (o)

® Figures in bratkets give the numbsr of illsesses recorded as peeveiling
on tbe dote of ureey.

Table 3 : Percentage of disabling illnesses among non-
prevalling ilinesses

b) non-medical investigators I
age medical non-medical
male femsle tots) investigators  investigators
08 132.65 175.28 153.85 o—6 .00 4750
e
(1883 —10 0.5 8332
—16 5 A .
-1 8850 06.77 (n;):? 1748 47.89 100150
11—~8 A7.58 12.56 112,78 47 & over 18.15 Tvo.bn
(399)
7 & .56 86,61 12
4 & over 0736 ! 0ol ol 33.62 048
toul 110.42 142.86 125.42 Table 4 : Percentage of disabling illncss smong prevailing
(481) (420) (p01) BE ! inesses
® Figurer in brackets give 1he momber of perrons exposed. age medical non-medical

thould not arisc. Tne prevalence rates for illnessea present on the
date of investigation tor broad age-groups by rype of investigators
are shown in Table 2.

I the morhidity cxperience in the two groups at the time of inves-
tigation could be assumed to be similar, then the divergence in the
ratcs might have ariscn duc to diffcrence in completeness of secord-
ing cvents by the two types of investigators. A plausible explanation
forthc obscrved divergencein the rates shown in Table 2scems to be
that the medical investigators might not have recorded some of the
minoe aherrations in health or vague symptoms as of no conse-

vence. Tac higher overall rate for the medical investigators
?hbl: I)lhuuecmlm h:dunolhcrcl:uvclymorcrfﬁc-:mmvemge

inveatigators  investigators

0—0 28.57 27
—-10 .18 Bl
1748 24.00 94.58
41 & over 52.04 88.89
total 3L 8N

u n
y the mzdical personnel.  Further cxamination of the data on the
hnu of diaabllity starus of such illncsscs has revealed marked diver-
gence in the Fmpqmonl of digabling illncsses in the two groups
mvem ted (Table 3). It may be m§ within limits, that the non-
meidial investigators have recorded lmlnly dlublmg illnesses.
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Bvea among llgegscs present on the date of invesigaticn ihe
proportions recorded as disabling by the non.medical invessigators
were aubdantialy higher a5 comparcd with their medical evuntr-
parts (Tablc 4).



I L M. P Jum, 1964
Here also it may be argued that the medical i

d

fail to ceport some of the non-disablingilinesses. Butthe prevalence
rates given in Table 2 suggest that it was unlikely that the non-
medicalinvestigators would have failed 1o recond to any appreciable
degrec, the previilingillnesses.  Thus, the marked divergence in

Trigh [} lige on the naturt of sssociation betwéen
socialstatusand response from the above tsble.  The small diffesence
in the prevalence rates for the two literacy groups observed fo: medi-
aal investigation could have ariscn duc to chance. On the other
?und. the vhat larger diff for lical i i gati

the prcpouions observed above may d to the gly

b y classification of illnesses to whether or
not they were disabling by the non-medical investigators. 1.
clusion of some of the non-disaklingillncsses in the other catcgory is
suspected.

Further, 3 compatison of Tables 3 and 4 indicates a certain amount
of divergence in the disability propottions, the latter Table show-
ing lower proportions. In this conncetion two factors which tend
10 affect the proportions in Tuble 4 in opposite dircctions may be
‘mewmtioned. First, the proportions arc likely o be lowered on acco-
unt of the fact that non-disibling prevailing illnesses were not fol-
lowed up till their termination by which time some of them would
have probably become disabling.  Second, the proportions arc likely
to be pulled up beecause of inclusion among prevailing illresses
chronic conditions oftong durations.  However,in view ofthelarge

is ggesti of cetain  broad tendencies. It s cither
indicative of a differential in the prevalence rate or in the response
rute as between the two social groups. While arguments  could
be advanced in support of cither of the above obscrvations, further
studics would be needed o atrive at definite conclusicns.

SUMMARY

A nation-wide health survey envisiging complete physical cxs-
mination aided, wherever nccessary, by laboratory tests can be
summarily dismisscd as ‘mpracticable 8n the other hand, it may be
possible to collect basic health data by the usual housekold inter-
view method. Howcver, such 3 procedure is unlikely 1o lead 1o
any accurate and detailed digenostic classif.aation of diseases In
such a sil“u:lion. cven an asscsrment of the toral morbidiny and its

difficrences in the proportions recorded by medical i
under-reporting of non-disabling illncsses among those not prevail-
ing at the time of investigation cannot be entircly ruled out.  On the
otherhand, divesgences are not so marked in the case of dical

will be of seme value to the public health
scientist.  Thovgh much depends uron the ability and willingncss of
l«h:inf_ormqms to discuss matters re aring to health, tt c role uf ():(

investigators, probably because of (mis) classificatien, a8 stated
carlicr, of 2 number of non-disablingillnesscs among those currently
prevailing as diszblin?. Thealternative explanation of cmissicn of
some of the non-disablingillnesses from the prevailing oncsthough
not unlikely scems to be rther weak for reasons already indicated.

Among the factors tending to affect the aceuracy of data recorded
inani igati Jucation of the inf isani one.
Forinstance, in a health inquiey this factor may be said to be associat.
cd with the accuracy of diagnostic infe i hough di i
classification of discases is a uscful adjunct for a detatled swdy of
morbidity pattern, for an ovcr-allassessment of i Iincss prevalence in
2 community it is the torality of cvents (iliness) that matters and any
deficiency in this respect witlafflect the prevalence rate. The forego-
ing analyses have indicated that the coverage of illnesses by non
medical Investigators was below that of medical investigators. Tt
would be uscful research to identify factors responsible for any
such differential.  Some of the plausible reasons may, however, be-
advanced. Forinstance, the mannce in which the interviews were
vonducted by th pesofi ig: ouldhavebeen di

The medical investigators might ke penctrating more deeply into
the subject ofinquiry.  Further, in an inquiry of a specialized nature,
like the onc considered here, the informant’s response aptitede may
be affected by his of the investigator in the particol
contextoftheinguiry. Iliulwlikd}-lha(lhu:\plimdcils:lfmayhc
infl dbyhi ial Anindication of thisis available s
Takle 5 where prevalence rates acc given for the two groups by lite-
racy status of the head of the houschold (who is usvally the res-
pondent.)

Table ¢ : Prevalence rate by literacy siatus of informant

cannot be In this papcr an atcempr is
made to study the relative of two types of investig:
medical and di g i ion onillness
cpisodes.

I —in a

Higher prevalence rates have been uniformly ubserved in all the
age-sex classes in the group investigated by medical investigajors.
On the assumption of similarity of morbidity expericrcy in the two
groups of housckolds, the implication is that the perf ¢ of
medicalinvestigators was beticr with respeet to coverage of illncsses.
Further examination of the data is suggestive of the possibility of
omission by ical i g: of 2 number of isabl
illnesses among thosc tetminating before the date of investigaticr
As regards prevailingillnesses the coverage of non-racdicalinvesti-
gators scems slightly more extensive than that of their medical
counterparts, However, their classification of such illncsses with
respect to the nature of disability does not sccm to be entirely satis-
factory. [t would be interesting study to identfy factors influenc:
ing the prevalence ratesin the different social groups.

‘The swatistical cvidence presented in this discussion may not
be such asto permit final and unquestioned judgment on the relative
merits of the two investigator types in the mattcr of coverage of
illnesses. Nevertheless, they do suggest certan tendencies which
deserve confirmation or refutation by further siudies.
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