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Iniroduetien

This report is an attempt to estimate the differentials
of neonatal and post-neonatal mortality in a rural area of
Bangladesh: -The  fajor objective of this study is to look at -
the demographlc and socio-economic differentials of neonatal.
and post-neonatal mortality of Bangladesh in some detail. ...~

The literature on neonatal and post-neonatal mortality
reveals that the main causes of neonatal deaths in developed
countries are immaturity, congenital defects and birth
injuries, and for post-neonatal deaths, infection is the main
cause. For developing countries, the list of major causes of
neonatal deaths includes the neonatal infection and, for post-
neonatal deaths, it includes malnuirition as well as infections.
It is glso documented in developed countries that 'biological
fectors' such as mother's age, parity, etc., are more related
to neonatal mortality than 'social factors' such as father's
occupation, social clgss, life style for family, eitc., while
the reverse is true for post-neonatal mortality. However, the

. experience of developed countries which have gone through the

demographic transition may not hold true for developing
countries today. With respect to age, both neonatal and post-
neonatal deaths occur most frequently when the mother is very
young, gradually fall to a minimum at ages 25-30 years, and

‘rise again slowly.and then more‘rapidly as the mother

approaches the end of childbearing age. With respect to birth
order, the lowest :.neonatal and post-neonatal mortality rates
are observed for the second birth and the rates do not

change significantly up to the fifth, after which they rise
sharply. Infants born after short intervals have a hnigher
risk of death than those born after lonﬁ intervals. Also, the
previous child mortality experience of" mothers has a great
impact on the neonatal and post=-neonatal mortalitJ of their
subsequent births.

IMany studies' have shown that social and economic
characteristics are important in determinlng levels of infant

'
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mortality. A United Nations study indicates that many
different measures of social and economic development can be
used to demonstrate contrastis between the high and low infant

mortality countries.

Iafant 86¥4ality differentiaels based on individual data
are generally available by social claas {measu- »d in terms
of occupation of the father) or income groups. ..uch findings
asually show that infant mortality decreases with an increase
in social c¢lass or income. For example, since 1911 British
Gata have shown an inverse relationship between social class
and infant mortality. A similar relationship has also been 1
noticed in parts of the United States for limited time periods. |
However, it is not known whether social class has an identical .
relationship with neonatal as well as post-neonatal mortality.

. Up to now, studies of infant mortality, even in the
Geveloped countries, have not included variables other than
demographic or occasionally as SES variable; they have been
primarily descriptive. It is expected that this study, where
a cohort of 20,000 births were registered in a rural area of
Bangladesh znd followed for one year and thnen matched with
mother and the family, suggest additional avenues of research
about the relative influence of various demographic and social
factors on neonatal and post-neonatal mortality. As assessment
of the magnitude of neonatal and post-neonatal mortality will
provide a better indication of the state of development in
the area of maternal and child health and the relationships
between socio-demographic variables and infant deaths will
help to identify the high risk segment of the population. This
information will help in making inferences concerning the
target population of future health programs of Bangladesh.

Methods
a} Analysis plans

The neonatal mortality is divided into two parts -~ one,
early neonatal mortality where the main causes are expected
to be related to the biological factors of the mother, and
second, late neonatal mortality where one of {the main causes
18 neonatal infection which is likely to be relsted to social
factors in addition to biological -Tac*ors. The post-neonatal
mortality is generally caused by infections and malnutrition
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which are most likely related to social factors. As the

causes of infant deaths are not ascertained in this population
and the analysis by cause of death is not possible, the
breakdown 0f infant deaths by age may reflect distinet
patterns when their différentials are studied. The measure of
gariy negradal REPHEL1BY U884 BePa i 1 WhiBh 18 Bhe
probability of dying in the first week of 1ife (0 to 6 days).
The late neonatal mortality, g2, is the probability of dying
between the Tth day of life and the 28th day of 1life, provided
the infant survives the 6th day. The ¢q3, which is the measure
of posi-neonatal mortality, is the probability of dying
between the 29th day of life and the 364th day of life,
conditioned that the infant survives the 28th day. As this is
a cohort study, the value of ql, g2, and g3 is calculated in
the following manner.

.

Let n be the number of births and ni1, n2, and n% the
nunver of deaths occurring in the early neonatal, late
neonatal and post-neonatal period respectively, among these
births, then ’

q1=-—-,(:12=—-—-—-—,(13=n3 .
n n-ni n-ni - ne

The q1, 92, and @3 are to be estimated for the study
population as a whole and for various subgroups of the
population. In Bangladesh, there are no separaie estimates

~of qt, g2, and g3. The only estimates so far available are

for the infant mortality rate. The infant mortality rate
"IMR' = nl_+ n2 + n3 = 1-I1 (1-qi) where IIi (1-qi) is the
n

" probability of surviving of a child in early neonatal, late

neonatal and post-neonatal period.
Field

The census was taken in March and April of 1966 by four
teans, each consisting of two trained field workers. The
vorkers wenit from house to house collecting the basic
information from each family on a simple form. For this study,
& family was defined as a hearth unit, i.e. a group wnich
eals together. There were commonly several patrilineally-
related families living around a single courtyard in a bari
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(gehefﬁlly:ﬁ-cluster of houses).

. 'FPamilies were identified by the name of the family
head and the location. The family members were listed by name,
age and seéx. Efforts were made to obtain reasonably accurate

ages by beginning with the age of the youngest child in the
7 "family and then asking the ages of the older ehildren and of

the parents and other members. The_census workers made an
effort to correct any obvious discrepancies in the ages
reported by the informants. No effort was made, however, to
verify the reported ages by such means gs dating of historical
events.

At the completion of thls census, census books vere
made up in triplicate from the family census sheets arranged
in geographical order. Every individual was assigned the e
village census number and an individual serial number within
the village. One copy of the census book was raturned to the .
field worker who used it to issue individual family déénsus
cards to-every family. At this $ime any discrepancies which
were noted by the field workers were reported to the central
office and corrected. : ~

P 3 -

Surveillances for births and deaths is maintained by
several levels of iworkers. A local female resident of each
viliage visits each household daily and ingquires about births
and deaths. A maleifield assistant supervises. from 3 to 5 of
theseé lady field workers. These men, with the equivalent of
a high school education (matriculates), visit each family an
average of once weekly and register all births, deaths, and
migrations on standard forms. Supervision of this phase of

. the work is maintained by Sanitary Inspectors: who visit each
household approximately twice & month to check on the
completeness of birth and death registration..In turn, these
wor<ers are supervised by the Field Surveillence Supervisor
and his deputy who are responsible for the coordination of
-the field work. After the completion of four years registration
0T births, deaths, and migrations, another Census was taken
in June-July 1970 .in the same population where socio-economic
information was collected for every family and individuals
who were not available in the 1966 Census,
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‘* _ Quality of Data | /
ir %ha Bééause of the intensive and regular house-to-house /
~ surveillance and close supervision of the field staff, the

" “data on events that can be directly verified, such as births,

_ -adnshe,; snd migratieh, afe highly relisble. Hewever; based

‘on memory, the data on age, pregnancy history, ete. are

subject to error. No attempt is made to smooth the data.

rt

- Results

There were a total of 19,534 births which occurred
between May 1966 to April 1970, as seen in Table 1; among
them, 2,329 deaths occurred in the first year of life and
scattered over the period May 1966 to April 1971. Among them
1,934 infant deathe could be matched with their birth reports.
Seventeen percent failure of matching may be due to wrong
record of identification number, coding and punching errors,
both in birth registration reports and in death registration
reports. When classified by age;at death, the percent matched
in early neonatal deaths is 91 percent; it comes down to 83
percent for the lage neonatal deaths, and 77 percent for
po8t-neonatal deaths. 1 2

. P ~ -

« Two estimatels of the probability of dying in early
neonatal, late neonatal, and post-neonatal period and first
yeari of life are calculated, first taking all cases, and then
only matched cases, as given in Table 2,:Taking all cases,
infant mortality rate of the Matlab area was found to be 119
per 1000 births. The probabilities of dying ih the early
neonatal period, the late neonatal per;odjand the post-neonatal
period was found to be .039, .036, and:,0%50, Tespectively.

5 ] A

Just over 60 percent of the infant deaths occurred in
the neonatal period (combined early negnatal amnd late neonatal).
This seemed to be:different from the expected!pattern. It has
frequently been stated that in countries where the infant
mortality rate is below 50, between one~hslf mnd two-thirds
of infant deaths occur during the firs} mgnthiof life, whereas
in countries where| the rate exceeds 10Q the proportion is
around 35%, In the developing countried..: deaths are spaced
more evenly over the entire first yearfof/life with only 20%
or 80 occurring im the first month. Environmental and
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{nfectious causes loom larger than congenital or birth
related factors and gastric and respiratory ailments account
for about two-thirds of all infant deaths. The present results
sBuggest that the general proposition that ‘moderate' or 'low!'
proportions of neonatal deaths characterize the $otal infant
moftality rate in a 'less developed area', should be re-
examined, This 6698 Rk Fuie eut the pesaibiliiy, BREWEVeF,
that the present findings may reflect an atypical distribution
of neonatal and post-neonatal deaths for a high-infant
mortality-area.
The rate estimated here may not be true for the whole
of Barigladeésh because of 1) low geographical coverage, 2) a
blanket. protection from the diarrheal disease by the Cholera
Laboratory, 3) the cholera vaccine program and its intensive
surveillante may have an impact on the health consciousness
of the people of the area.
‘ ! . $ 1 -
-, The matched cases will only be used when looking at {ue
differentiale in early neonataly late neonatal, and post-
neonatal deaths., Since this will give an under-estimate,
multiplying factors (all cases/matched cases), 1.10, 1.22,
and 1.32 (Table 2) may be uged for qi, 92, and g3, respectively,
to get the actual estimate, ‘assuming that unmatched cases are -
randomly distributed within each period of infancy. However,
in this report q's are not corrected for unmatched cases.

Here the probability of dying in the early neonatal
period, late neonatal period and post-neonatal period is
termed as qi, g2, and q3 and these symbols are used throughout
the rest of the paper instead of writing out the respective
full- phrases. The infant mortaliity rate is termed as IMR.

3 g : f :

Age and Parity of ‘Mother s

- Since the demographic varliables age and' parity are /
strongly correlated, it is better to look at the independent /
effect of each of ithe two variables. -

J R i .

In Table 3, q}, q2, and q3 are calculatkd by age of -
mother and. parity£ In zero parity thers are only two age groups
large enongh to calculate the probabilities. One is up to
19 and the other 20-24. Values of ql, q2, and/q3 in these two
groups are almost equal (.054,.054), (,035, .036) and
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(.046, .046). In parity 1-2, 3-4, 5-6 and 7+, ¢'s seem to
have no distinct pattern by age. Thus, when parity is
controlled, it may be concluded that age has little effect .
on the g8, otherwise IMR by age reflects fallacial U-shaped
pattern. When looking at‘*the parities conirolling for age,
the IMR has eithe® U-shaped or truncated U-=shaped pattern in
every age group. T

Parity and Living Children

Parity and livlng children together tells the child
mortallty experienced by mother. Table 4 gives the estimates
of q!, q277and q3 by parity and number of living children.
All the qis and the IMR are lower for women who have a higher
nunber of~surviving children, throughout all parity groups.
Thus, women with parity 7+ with 7+ living children have

smaller qs in earlier parities and are selected as successful

chilid-bearers. If ghe group 'all the children living' is
considered (in zeno parity no question of living child), it
is fiound that parity has no ‘effect on q! and q2. However, g3
in parity 7+, with; all children living, have higher value -

than- other parities with all children living.iIn 'all children

living' group, only very large ifamilies put some pressure of
infant health only in post-neonatal period. It appears low
child mortality experiences in combination with high parity

does’ reduce g1, qX and q3. i

Sex of the Birth 1 . =2
. Table 5 gives the estimates of gqi, and 42, and q3 by
sex of the chlld and parity. i< and g2 arq always higher for
males than females. The value ¢3 is lower forimales than
females in all parities except parity 7+. It tan also be
observed that the magnitude of excess mortality of females
in post-neonatal period over msles decreases as parity
increases. This may indicate that in parents having large

faleles, extra care for male children’is mlnlmlzed
i

Age leference Betmeen Father and Mothefi
v In the rural society of Bangladeah the husoand s age
is almost invariably higher than the wife's age, with husbands

being on the averdge 10 years older than their wives. The
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Socio-economic Variziic.

In eny society the infant mortality under existing
levels of social and economic development, including publie
health and medicel fecilities; may vary beiween diflferent
social and economic strata. These variations may be
reflections of differentials in the parents! understanding
and practice in chiid care. However, in a socliely wnere
physical and social environment is relatively homogenous,
with access to medical and health facilities limited and
practically nil, one may ask,' dp Socio-economic differer~es
that - - exist within this society affect the infant mortality ¢
This will be examined here by relating different SES wvarigbles
to early neonatal, late neonatal and post-neonatal mortality.

Religion, occupation and education of father, tillable
iand possesseéd by family_ will be considered for analysis. It
has been seen previously that parity is the most important
characteristic of those exemined which affects neonatal and
post-neonatal mortality, and the distribution of parity by
SES may differ from one group to another group, consequently
all the remaining analysis is done here by conirolling parity.

Religion e

There are two religicns in this poyulation, Muslim and -
Hindu, Huslims constitute over 80 percent of the population. ©
Table 8 gives the values of ql,92, and g3 by religion
controiled for parity. The values of gl anong Hindus are /
higher than in Muslims. This is trus for all parity groups. /
The difi'erence is small in low parities and increases rapidly
with high parity. The differsnce between Muslims and Hindus
in respect to value of g2 is not consistent.. Again, in all
the parities except parity group 1-2, the values of a3 are
zuch higher in Hindus than in Muslims. IMR reflected the scame
bpattern as observed for qt. A posgsible explanation ngy be in
the differences batween culiural Patterns of child delivery
in the two religions. For eXample, when g Hindu pregnant
woman feels the labor pain, a separate lying-in-room for the
expectant mother is prepared. This may be a Separate shed
near tne main room or in the corner of the veranda. The
mother and baby will 8tay isolated there for 20 days. Ho one
but a few female relatives c¢an visit the mother during this
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period. Among the Muslimg, delivery geuerally occurs in the
ain room and e€verybody can take care of the baby and the
. mother.

e

Education of Fsiher

Bducation of the father is grouped into three categories;”
thoge who ngve no formal education; those who had only one
$0 8ix years of schooling, and those who had 7 years or more
of schooling. Table 9 gives the estimates of qi, g2, and q3
by the education level of the father and parity. Except in
the 7+ parity groups, tne IMR for all other parities is
slightly higher in the lower education groups than in the
higher education groups.

Looking at the values of g1, @2, and g%, no distinct
pattern is observed except in the group 7+ parity where values
of gqt, q2 and g3 of highest education group are higher than
the lower education group. This raises,among others, the
question whether the births in this group (parity 7+) occurring
vo the families where the father has the highest education,
are undesirable end little care is provided for them. This
needs further investigation and is beyond the scope of this
report. Overall (all parities together) the velues of qi, 2
and g3, differ little when looked at by the education of the

father.

Ogcunstion of Father

Table 10 presents the estimate of gl, g2, and g3 by
cccupation and parity. Overall, IMR, qgi, g2, and g3 are the
Sawe in the farmer as in Farm labor. This pattern is largely
rétained when the rates are further analysed by parity
except in zero parity group. In zero parity group, the farmer
has higher vaiues of qi, and q2 than the farm labor gIroup -
062 vs. .035 and .047 vs. ,026; however, the value of g3 in
tne farmer group is half thet of the farm labor group -

027 vs. .C57. S

PR T

Land Possessed

Land possessed is defined as how much land the family
has from which it gets yields. The unit used here is an acre.
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he five categories are 1) no land, 1) .01~.49; 3) .50-.99; 4)
1.00-1.99 and 5) 2.00 +.
. - :
Table 11 presents the esiimates of !, g2, and g3 by
parity and land possessed by the Tamily. Overall, qi, g2, 93
asd IMR is higher in .50=.99 group when locked at by parity.
" In zero parity the same group has highest values for ql1, o3,
nd IiR. In 1-6 parity groups there exists no distinct
patterns of qi, g2 or g7 vy land possessed. Agaln, in parity
7+ the group .50-.99 have maximum value of qi, g2, g3 and
I¥MR. This is one of the unexpected patterns of infant
mortality found in this population which needs more
investigation.

SUMMARY AND CONCLUSIONS

Sumngry

The proportion of neonatal deaths to post-neonatal
deaths population is found unexpectedly higher than what is
believed to be true for developing countries. It is zlso
ovserved that when controlled for parity, age showed no effect
on either neonestal or post-neonatal deaths, while parity
showed a distinct U-shaped pattern for early neonatal deaths
as well as post-necnatal deaths. Child mortality experience
of women is directly related to the neonatal and post-neonaial
deaths of their subsequent births.

Male births have a higher risk of death in the neonatal
period, while the female births have az higher risk of deati.
in the posi-neonatal period. The higher tne difference
between a2ge of parents, the aigher the risi ol their child
dying in %he neonatal period.

The shorter the birth interval, the higher the infant
deaths, especially post-neonatal deaths. If the previous
birth dies in infancy, boih neonatal and vosit-neonatzl deaths
oceur 1o ine next birth with almost double probability
compared 10 cases wnere the preceding chiid survives at least
one year.
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Heonatal and post-neonatal mortality is
Eindus than with Muslims. This may be because
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in ewltural patiterns with regard to child core and delivery
systems betweelr these iwo religilons. ien thie populiation is
nomogenous with respect to health facilities and physical as
well as socigl environment, the soclo~economic status, such
as education, occupation, and land holding have little effect
on neonatal and post=heonatal mortality.

Conclusions

8 a unigue study of its kind for a developing
the znalysis is done by matching deaths with
hs with mothers and families from registration .

L
L
8.

This i
couniTy wnere
births and bir
and census dat

The estimate of infant mortality rate of 119 per 1000
live births should be cautiously used as a national estimate
vecause of its limited geograpnicai toverage and impact of
the Crholera Research Program in that area.

Wnen infant deatns are broken down into early neonatal,
te necnatval, and post-neonatal deaths, a more disvinct
dividual pattern is snown. when their differentials are -
udied, explaining more about some of The possible causal

Variations of the three types of infaat mortality is
found guite large between different suv-groups of population,
and it needs a careful vlanning of chiid care vo attain an
accelerated reduction in mortzlity of infants. As a tentative
suggestion in allocating scarce resources for infant care,
attention should probzibly first be concentrated (1) on first
born baby, (2) on births where mother already experienced
high enild mortality. Moreover, birth interval should be
increased. Female children should be given care equal to that
given 10 the male child in the pogt neonatal period. The
cultural vrescribed patiern of practices relating to the child
delivery among Hindus should be studied with the view 1o
avtempting to reduce infant mortality by adjustments.

1388 such measures are taken, any family planning
Prograim w.alcn deals with the group of women with highor
parity and rigner number of living chillren-groups where it
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is found that risk of dying in any roried of infancy is
lower-may tend 10 ralse tihe overazll iniont mortality of the

population.

Where cnvirorment 1s homogeéenous, medical facilities
are extremely limited, studics of differences oi wmortality
of infants with respect to socio-econonic status should
foc: on child-care related practices and beliers prevailing

LS

riows sScgumentvs 0f the soclely in addition to cuulomary

N OVAar
anaglysis of socio-economic indicators such as education,
oceupation and income., :
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Distribution of Matched and All Death Cases by
Differcent Period of Infancy of Choliera Research

Table 1

Laboratory Data

Age at death No., of Cases No. of Cases Percent
Matched Matched
0- 6 days 760 - 691 90.9
7-28 days 667 550 82.5
29-364 days 222 693 76.8
All infant 2,329 1,934 8§3.0

l. Number of births having valid and unique identification = 19,534.

2. WNumber of infant deatns having valid and unique identification =

2,329,

*

3., Number of infant deaths can be wmatched with their births = 1,934,
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Table 2
Estimate of Probability of Dying in Early, Late,
and Post-neonatal Period of All and Matched Cases
Probability of Dying
Zarly 1 re Neonatal Post-neonatal Infant
Neonata '7-28 days 29-364 days Mortality ©No. of
0-6 days Rate Births
All cases .03861 .03554 04983 - .119206 19534
atched
cases
only .03537 .02919 .03788 .05901 19534

{A11 casesht
(Matched 1.10 1,22 1.32 1.20
cases)

* Multiplying factor,

: 977



Table 3

Dying in EBarly Neonatal, Late Neonatal and

Probability of
tal Period by Parity and Age of the Mother

Post=-neona

5N

Provability of Dying

Early Lace . Twsk Infant
Parity Age Neonatal Neongtal neonatal Mortality No. of
0-5 davs 7-28 days 29-364 days  Rate Births
qi Go G3 Imi n
-19 .05356 03479 04626 . 12875 2,035
20-24 .G5364 03644 L04603 .13027 522
25-29 * . ¥ (.1250) (80)
30~34 ® s v ES (19) .
35+ * -k * 7 o A7)
1-2 -1i9 .03338 .02855 .03829 L.09092 1,558
20-24 .03277 .02675 02381~ .G8106 2,899
2529 .0335Q .02685 .03563 09297 925
30-34 * # * (.1217) (174)
35+ s - * * 3 (63)
S-&4 -19 * - ¥ # (.0692) (130)
' 20-24 .02949 LO02521 .02984 .08215 1,594
25=29 02724 .02945 L03433 LG5830 2,129
20-34 .0237C 02731 .03120 .08G00 675
35+ * # A (.1117) {170)
) ~-19 * w * H {(13)
20-24 03837 +  ,04433 ©oL.02872 . 10791 417
25-29 02925 02189 04128 .08960 1,607
30-24 .02285 .03327 .03255 . .08612 1,138
35+ 04228 02649 03401 09947 473 .
_13 - - - - -
2024 o0 " W (.18083) (94)
25-29 04502 02062 05790 .12255 612
30-26 .03044 .03049 .04625 .10348 1,150
25+ 04817 03441 05870 L13487 1,038
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Table

4

Probability of dying in early neo-natal, late neo—natal and post neo-natal
period by parity and living children

Probability of Dying

Parity Living Early Late Post= Infant Number
Children Neo-natal MNeo~natal Neonatal Mortality of
0-6 days 7-28 days 29-364 days Rate Births
q % a3 IMR no
- 0 0 «05368 «03570 «04648 . 12988 2,664
1-2 0 .04718 .03834 .04983 .12938 657
1u2 «03124 « 02663 »02800 «08343 4962
3-4 0 * " * (.16279) (43)
1-2 «3309 «02958 03885 +09815 1783
3-4 02507 02396 +02856 07625 2872
5-6 0 » » * * (19)
1-2 +04298 03892 « 04984 « 12607 349
34 02788 «02820 »03552 .08885 2116
5=6 «02981 02722 .03339 08773 .1174
T+ 0 - - - - -
1-2 » * » {+22989) (87)
3=d «04920 + 04056 07289 «15433 752
5=6 +03980 « 02562 «0479% .10926 1382
™ 02450 +04396 +09310 673

202972
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Tahle 5

Probabiiity of Dying in Early Neonatal, Late Noonatal and

Pogt~neonatal Perlod by Rarity of Mother and Sex of Child

Probability of Dying

Parity Sex Early Late Poste- Infant
of of Neconatal Neonatal neonatal Mortality No. of
Mother Child 0=6 days 7-28 days 29-364 days Rate Births
0 M « 06232 03864 .03939 « 13406 1,380
F « 04453 «03271 «05410 »12578 1,280 .
1-2 M .03837 .03235% 02563 09333 2,893
F 02752 «02340 «03555 »08404 2,725
3-4 M . 02902 .03378 »03272 » 09352 2,378
F .02720 «01953 » 03350 +07819% 2,316
5=6 M “+ 03171 «02993 +03376 .09340 1,829
F 1402922 202782 .03855 » 09361 1,814
T+ M .05078 «03352 +06199 «13947 1,477
3 «03114 «02703 «04805 « 10262 1,413

Sex ratio at birth = 104

- .280-



Table 6

R

Probabiliﬁy of Dying in Early Neonatal, Late Neonatal and
Post-neonatal Perlod by Parlty and Age Difference of Parents

Iht

Probability of Dying

& above +03748 .02917 03516 - «09840

Difference Early Late Poste Infant
of Age Neonatal Neonatal neonatal Mortality No, of
Betveen 0-6 days 7-28 days 29-364 days Rate Births
, Father & ' . IMR o
Parity Mother q % 93 :
0 10 yrs.
or less » 04561 03676 «05723 «13333 855
11 yrs. -
& over + 06799 +03913 .03148 13267 603
12 10 YIS
or less 03085 02753 «02742 .08336 2,399
ll YTSO
& above «03277 03146 30610 +091867 1,709
34 10 yrs,
or loss « 02467 «02891 +02764 +079053 1,986
11 Yrs.
& abow 02861 «02331 »02952 =095352 1,678
St 10 YIS,
or less +02876 02961 «03691 92308 1,495
11 yrs, ‘
& abow 203262 02891 +02764 +08655 1,502
7+ 10 yrs.
or less « 03685 02300 095388 11225 1,167
11 yrs,
& above 04627 .02916 .05960 «12906 1,232
All 10 yrs.
Pari-  or less .03138 ,02900 .03633 +09365 7,902
ties 33 yrs.
h 6,697
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Probability of Dying in Early Neonatal, Late Neonatal and

Table 7

Post-neonatal Period by Parity and Birth Interval

z

,"‘E/I’
Probablility of Dying ‘
Early Late Post- Infant R
Neonatal Neonatal neonatal Mortality Nog of
Birth 0~6 days 7-28 days 29-364 days Rate Births
Patity Interval ql q; | a3 INR n
1=2 26 months
or less «03956 .03475 - 03067 10136 809
27 months
& above 03269 202753 «01544 +07385 826
3-4 26 months .
or less .03298 04806 04072 « 11694 667
27 months
& above "« 03606 .02446 « 01917 07767 721
56 26 months
or 1955 004024 .03983 003493 .11066 497
27 months
& above « 02967 « 04676 «01668 209075 573
T+ 26 months
or less .04357 004121 006109 014000 482
27 months
& above 03704 «03125 »03226 09732 432
All 26 months
or less 03870 « 04068 04019 .11487 2,455
27 months
& above 03370 03163 «01968 08268 2,551

¢-282-



i

e B

. PROCEEDINGS OF THE 9TH MEETING OF THE SCIENTIFIC
REVIEW AND TECHNICAL ADVISORY COMMITIEH OF
THE CHOLERA RESEARCH LABORATORY (Zﬁ

\

]

and

REPORTS OF THE COLLABORATIVE STUDIES BETWEEN CENTER
FOR MEDJCAL RESEARCH AND CHOLERA RESEARCH
! LABORATORY

For the
YEAR 1974

Dacca, Bangladesh






