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ABSTRACT

There are many socio-demographic risks factors for pulmonary tuberculosis. However there are limited studies
donein Dehi. The objective of the study to determine the socio-demographic risk factors associated with confirmed
TB patients registered in Dots centre of Delhi. Method this was hospital based study a case was defined as
individual 17- 20 years. Then 21-55 years age group has clubbed. Results Occupational levels of the subjects
indicate that in settled population males are involved in private jobs 48.6%. While 55% females are house wives,
26.1% males are self-employed, 24.5 % females are students in settled population. Smilarly in migrated population
58.7% males are in private jobs and 26.4 % are students and 70.5 % femal es are house wives and 15.4 % females are
students.

INTRODUCTION

Tuberculosis is commonly known as TB. TB is contagiand an often severe airborne disease causetdwterial
infection. TB typically affects the lungs and absifects the other organs of the body. It's usutiated with the
regime of drugs taken for 6 months to 12 yearsiégend on the type of infection. India has 1 hillopulations
out of which 2 million develop tuberculosis andftelmillion die of tuberculosis each year while 9%#pulation
affected by tuberculosis comprises the young.

Population of DelHt is increased rapidly in last decade. Accordin@@d1 census of India. Population of Déthi
around 16,753, 235. This is because developmetheiifrastructures and facilities offered by tloewgrnment and
other agencies in Delhi. Estimated figures say #@1,000 to 300,000 people a year settle in Dedhimanently
from other states in India as migrants. People sohsge in opportunity of job, education and bec@menanent
settle of Delhi. A large section of Delhi populatis formed by migrant section coming from othextest In 2004
figure increased 15,279,000 from 2001 census ahlride.13,782,976. The capital of India is considieto second
largest metropolitans city after Mumbai.

According to latest Census of India 2011 Districsevpopulation of National Capital Territory (NCThese area
are selected for data collection.

Total Population In Delhi| 17,838,842
East Delhi 1707725
North Delhi 883418
South Delhi 2733752
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Fig.2 Map of East Delhi

Social and Health Condition in Delhi: Delhi is dapicity of India has market economic system. Alpplations are
provided with drinking water, electricity faciés. Transport amenities like metros trains, chaltes, railway
stations. The roads are connected with the flyowerern infrastructure roads. Government has peavidith the
Dots centre in every district of Delhi with labarat labs.

MATERIALSAND METHODS
Present study is an analysis of patients recorchgrnpopulation of Delhi living in the area East DeMorth Delhi

and South Delhi. This record compromise of Param&ieh as age, sex, education, occupation, pergucmine,
age at marriage, marital status, number of childf@category (1,1l or 1), site of disease foll abnsecutive cases.
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Diagnosis as having Tuberculosis patients and adtaned DOTSs at the area DOTS Centre between Di§-Rov
2015. We have chosen the population i.e. settlet raigrated population in Delhi. To compare the afiéince
between the two population. Which population is enifected at which age group. Random samplintdpodewas
used to collect data. A total of 569 householdmémt the part of the study and an equal humberspbrelents were
interviewed using various interview schedule dgwetb for the study. Interview schedule include sectf socio-
demography. Which consist age, sex, caste, religiarital status. Age at marriage, number of obilgd number of
household members in family. Settled and migratgulifation is chosen for comparison purpose andserve which
group of the population is more affected by TB.

Study Techniques: A schedule was made in whichouarclosed end questionnaire were with form denplgra
Data Processing-After completion of field data ecllon each proforma was be edited and entered SrENtel
data sheet. Socio-demographic variables concegenger, marital status, age, type and size ofdhely as well
as SES indicators of social class were includethénanalysis. SES socio economic status was cédclulay the
Kuppu Swamy method in India. Score for SES was calculated ralicg to Kuppu swamyparameter 2014 which
include the education, occupation and family incqueemonth.

Total Score card accor ding to the Kuppu Swamy® 2014

Sr.no.| Score| Socioeconomic Class
1. 26-29 | Upper (1)
2. 16-25 | Upper Middle (II
3
4
5

11-15| Lower Middle (lll)
5-10 Upper Lower (1V)
<5 Lower (V)

Data Collections: All Individuals were questioneglithe trained fieldworkers. The interviews were awcted face
to face in Dots centre of Delhi selected distr&lected districts for field are East, North andtS8delhi. Several
patients came to Dots centre. Most of them livedripan slum of Delhi. Some of the Dots centre ditl ppssess
separate consulting rooms. So some time surroundiigg are problem in interviews.

RESULTS

Table 1Present information on Demographic, Socineouc status of the studied population in DelhieTége
range in the present study 17-55years.Subjectdigiged into different age groups for comparisdeliL7,18,19,20
yrs., 21-25 yrs., 26-30 yrs., 31-35 yrs., 36-40.,yf4-45yrs, 46-50yrs, and 51-55yrs respectivehgcButionary
measures were taken to include the uniform pomnatize in each age cohort. In both genders seasicondary
education levels in males are 23.9% & femalesl#.3% more in settled population and illiterateriale 26 %
and female 38% educated level in migrated popuiatond major emphasis was on what percentage fmrskary
and senior secondary education level was obtaiyesturlied population. It was resulted that 23.9%em6.3%
female of settled population and in migrated popaa20.7% male & 11.5% female are obtained sesgmondary
level education. Whereas it's shocking result thdy 1.3% female are obtained post-graduate lesetation none
of the sexes found to be post-graduate level eitucatmong settled population.

Occupational levels of the subjects indicate thatdttled population males are involved in priyates 48.6%. While
55% females are house wives, 26.1% males are replibged, 24.5 % females are students in settledilptpn.
Similarly in migrated population 58.7% males argiiivate jobs and 26.4 % are students and 70.584lés are house
wives and 15.4 % females are students.

Socio-economic status (SES) has been calculatestding to Indian criteria Gururaivided into five categories.
There is no one in SES | category whereas SES t&goay has the highest percentage of males (32a8fb)also

the highest percentage of females (66.7%). Whilaigrated population results are almost similarS$¥ category

has highest percentage of males (54.9%) and fer(i@des %) and only .7% males of settled populaticmin lower

V category.

Personal Income of individual subjects of male27%% higher (6000-8000 Rs.) per month and in femal4 % in
(2000-4000, 8000-10,000 Rs.) per month and 0.5 % simows in settled males. Similarly 32 % malesnisy
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6000-8000 Rs. per month and 5.1 % females ear6D@D-8000 per month in migrated population . B6.thale’s
85% females of settled who having no salaries wihilemigrated 25.4% males and 87.2% femalesriganb-
personal income per month. Females are greatembar for both populations.

Age at marriage level in males at 16-19 age is%h higher and 1.8 % are lowest. 45% males are aoted till present age.
They are mostly youngster and 28.6% are 16-19 fdgenale are higher and lowest is 7% at 28-30cégearriage 36.7%
of females who are not married till are youngstesettled population. While in migrated populati@&®©% are at 20-23 age
of marriage 55.7% males are not still married ip@st youngster and 38.5% females are at 16-4%3atigwed by 19.2%
at 20-23 age of marriage and 21.8 % females amaawied mostly youngster in migrated population.

Marital status level are categorised into marrigtnarried and widowed. 55.4% males are mariaed 44.6%
are unmarried males. 60.5% females are marriddB@mM% female are unmarried. 20% are widowed liesna
settled settings. While in migrated 56.6% unmarrieales 43.4% are married. Females 76.9% are edanwhich
are highest in both population and 23.1% are uriethfemales.

In population number of children’s who are belaye @f 15 years in family having 24.3% of one clidtlowed by
18.5% , two child below age of 15 years in theius® While in females 28.6% have two child, onddcBR%.
Having 2 child in family is highest and lowest7/i%. Family having 6 children in house and 29.3%oVdbes not
have any child in houses is 29.3%. who doesn’t l@aechild in house of settled population. Similan migrated
population 24.6% are 1 child, 12.3% are 2 chidd 53.3% are no child. In females 34.6% with ild¢l25.61%
with 2 child and 28.2% no child in houses found.eAat menarche at age 13 years is 42.2% in seitiddin
migrated is 55.11%.

Table 1: Demographic characteristic of the study population

Settled (N=369) Migrated (N=200)
Variables Male N(222) | Female (N=147) Male N(122) Female (N8
N | % N T % N[ % N[ %
Age Groups
17yrs 2C 9.C 18 12.2 11 9.1 2 2.€
18yrs 14 6.2 8 5.4 7 5.8 1 1.2
19yrs. 7 3.2 5 3.4 3 25 2 2.6
20yrs. 9 4.1 9 6.1 7 5.8 5 6.3
21-25yrs. 29 13.1 33 22.4 28 23.0 27 345
26-30yrs. 37 16.7 31 211 32 26.8 1p 244
31-35yrs 18 8.1 10 6.8 6 5.C 7 9.C
36-40yrs 31 14.C 12 8.2 12 9.¢ 6 7.7
41-45yrs. 21 9.3 9 6.1 11 8.3 6) 7.7
46-50yrs. 24 10.1 3 2.0 3 2.5 1 1.3
51-55yrs. 12 6.1 9 6.1 2 1.7 2 2.6
Education
lliterate 50 225 35 23.8 26 21.8 3 38.%
Literate 26 117 2C 13.€ 14 | 11¢ 14 17.¢
Primary 37 16.7 23 15.6 24 19.8 8 10.8
Higher secondary 26 11.7 23 15.¢ 12 9.9 7 90
Senior Secondary 53] 23.9 24 16.8 25 20.7 9 115
Graduate 30 13.5 22 15.0 20 16)5 ) 11f5
Post-Graduate 1 1.3
Occupation
Govt. Job 10 4.5 1 0.7 1 0.8 0 0.0
Pvt. Job 107 48.6 10 6.8 72 58.7 4 5.
Self employed 58 26.1 8 5.4 1p 9.4 Y. 2.4
House wife 0 0 82 55.8 0 0 55 70.5
Student 35 15.3 36 24.5 32 264 1p 154
Auto Driver 8 37 0 0 0 0 0 0.0
Unemployed 4 1.8 10 6.8 5 4.2 5 6.4
Socio economics Status
SES- I 58 26.1 19 12.9 24 19.7 9 1156
SES- 1l 76 34.2 29 19.7 3] 25.4 14 179
SES-IV 88 39.5 98 66.7 67 54.9 5 70.6
<Lower V 0 0 1 0.7 0 0 0 0
Personal Income (in rupees.)
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Rs. 0 37 16.7 123 86.1 31 254 6B 87
Rs.2000-4000 5 2.3 5 35 9 7.4 g 0
Rs.4001-6000 20 9 4 2.0 q 4.9 2 2.5
Rs.600-8000 61 27.5 3 2.1 39 32 4 5.1
Rs.8001-10,0001] 56 25.2 5 3.4 22 18,1 q
Rs.10001-12000 13 5.7 2 14 12 9.8 1.8
Rs.12001-15000 15 6.8 2 1.4 0.8 2.6
Rs.15001-20000 4 1.8 2 14 2 1.6 1.
Rs.20,001 above 10| 4.5 1 0.7| D 0 0
Rs.50,00( 1 0.t 0 0 0 0 0 0
Age at Marriage
Not married 100 45 54 36.7 6 55.f 1 21)8
12-15 yrs. 4 1.8 13 8.8 2 1.6 7 9
16-19 yrs. 38 17.1] 42 28.6 22 18 30 385
20-23 yrs. 46 20.7 35 23.8 28 18.9 15 192
24-27 yrs. 25 11.3 2 14 5 4.1 8 10.8
28-32 yrs. 9 4.1 1 0.7 2 1.6 1 1.3
Marital Status
Married 123 | 55.4 89 60.5 53 43.4 60 76.p
Unmarried 99 44.6 55 374 69 56.6 1B 23f1
Widow 0 0 3 2 0 0 0 0
No. of Children
0 108 | 48.6 43 29.3 65 53.3 23 28.2
1 54 24.3 47 32 30 24.4 217 34.
2 41 18.5 42 28.6 15 12.3 2( 25.
3 14 6.2 13 8.t 1C 8.2 7 9
4 3 1.4 1 0.7 2 1.6 2 2.6
5 2 0.9 0 0 0 0 0 0
6 0 0 1 0.7 0 0 0 0
Settlec Migrant
Age at menarche N % N %
<12 yrs. 23 15.6 10 12.8
13 yrs 62 42.2 43 55.1
14 yrs 46 31.: 14 17.¢
15 yrs. 15 10.2 11 14.1
>16 yrs. 1 7 0 0

DISCUSSION AND CONCLUSION

From present study resulted that 23.9% male, 16e3fale of settled population and in migrated popota20.7%
male & 11.5% female are obtained senior secondangl leducation. Whereas it's shocking result thdy d.3%
female are obtained post-graduate level educatmre rof the sexes found to be post-graduate levetatihn
among settled population.

Occupational levels of the subjects indicate thatdttled population males are involved in priyates 48.6%. While
55% females are house wives, 26.1% males aremsglioyed, 24.5 % females are students in settgailption.
Similarly in migrated population 58.7% males argiiivate jobs and 26.4 % are students and 70.584lés are house
wives and 15.4 % females are students. Mantganiied the association between four socio-demducap
measures (unemployment, overcrowding, low sociatland the proportion of migrants from areas ghhi
prevalence of TB) and average level and rate ohghaof notification rates for TB in 32 London Boghs
and found that average level of notification wasrelated with overcrowding and the proportion ofgnaint
but not with unemployment or social class. An agsien was also found between increase in unempémtm
and the rate of change in notification rates bt ¢ffifects was small. The present study was supgdryethe
Mangtani[1] study rate of unemployment affected wasll.

Ogboi[6] have concluded that the study revealed thost of the patient presenting with tubercul@sis in the
productive age with unemployment and low literagyell serving as potent risk factors for tubercuasithe study
area. This situation creates a risk of multi-dragistant TB outbreaks. There was a positive relalip between
sputum positive, unemployment, education and odeupel status. Singh [7] studied on incidence arelalence
of tuberculosis among household contacts of pulmont#berculosis patients in a peri urban populatérSouth
Delhi, India. They investigated association betweensehold and its members Bcg vaccinations, pusvigelf
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history of TB, no. of rooms. They concluded casasyca high risk of being diseased with TB. Throdgiusehold
transmission, the disease can get manifested isetmld contact active disease. Their result aldizate that who
were not vaccinated with Bcg in childhood carriedsignificantly higher risk of acquiring TB. Studyf the
demographic is supported by the Leung[2] in theidies the percentage of population born localig, percentage
of the population widowed or divorced and the petage of households residing in rooms or bedsitsewe
consistently associated with the standardised icatibn ratios (SNR) for both periods, being matrignd in a
single household were also significantly associatéti the SNR. Using a backward conditional apphpamnly
local birth, being married, and residing in roonrtsbedsits were independent predictors of SNR (ad 8.05).
Author concluded that Socio-economic factors otktiesn simple poverty are affecting the district-sfec
tuberculosis rates in Hong Kong. Zhou[8] investghi B treatment among migrant TB patients and ¢atit the
factors associated with adherence. Risk factoradberence were divorced or bereft spouse , patienttreceiving TB
related health education, in his results outputvebthat patients marital status received TB rdl&tealth education
before patients evaluation on free treatment msdidhcentives to adherence and treatment supemisa factors
significantly associated with non-adherence. Saafi8] in their results confirmed Adjustment foramge of other
socioeconomic, migration, and lifestyle variableade little difference to the relative risks derivesing either
community or clinic controls. Coker[13] when prestate of exposure is taken into account the mosbiitapt
factors in the development of pulmonary tuberc@ldsi Russia are exposure to raw milk and unemployme
Forssbohm15in his studies females were more litkelp males to have EPTB. The age specific odd a hienodal
with a nadir in the age group in the range 15-3dryeand a peak in those aged 45-64 ye@sdade[17] has
discussed in their paper that people with low sedonomic status typically live in poor housing amyironmental
conditions, have greater food insecurity and hass kccess to quality health any association wthCantwelt*
have concluded that united for in the final modehich also adjusted for interaction between crogdand
race/ethnicity. SES impacts TB incidence via bostrang direct effect of crowding, manifested pradwantly in
overcrowded settings, and a TB-SES health gradieahifested at all SES levels. SES accounts forhnodiche
increased risk of TB previously associated wittefathnicity and the impact of socio-economic facktawker® in
his finding it was poverty was significantly assaieild with tuberculosis in white population and nehésis. In
single variable analyses for white residents thig gariables significantly associated with tubeosié rates were
the proportion of households with more than 1.5pte@er room (P = 0.0036) and the proportions eidents in
such households (P = 0.0085), both of which wetipely associated with tuberculosis dates.WH@uideline
Children’s and other adults are TB usually infedtggsomeone in their immediate house hold. Wheptsitive cases
in the household.

TB programme structure by increasing awareness iwigiioved diagnostic services for case detectioith \&arly
case detection, proper case treatment and managemgration of TB services into general healdivies,
involvement of communities in TB control activitiesmd improvements in strategic information / pubiealth
education / communication especially to the lonome and uneducated to reduce TB prevalence andeimoe
well as the socio-economic impact of the diseas¢résgly recommended.
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