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Figure 1.
betka rock shelters.

Ficus spp. growing on Bhim-

frequently as epiphytes on tombs or old
buildings, dry rocks and on stems of trees,
often entirely covering their stem and killing
them or causing mechanical damage to old

buildings and rocks. The more common
species are pipal (F. religiosa) and banyan
(F. benghalensis, F. mollis, F. rumphii
and F. scandens). The rock-shelters of
Bhimbetka are heavily attacked by F. mollis
(syn. F. tomentosa) thereby causing im-
mense damage to rocks and ultimately to
the rock paintings. Due to stress condi-
tions prevailing on rock-sites of Bhimbetka
their growth is much stunted but the roots
are strong, copiously branched and widely
spreading, causing breaks and fissures on
rock-surfaces. Some of such trees seem to
be over hundred years old (Figure 1).
These Ficus species, if allowed to en-
croach as epiphytes on ancient rock-shelters,
would gradually ruin the age-old heri-
tage. Although it is difficult to uproot old
fig trees growing on huge rock-shelters, the
managers of Bhimbetka world heritage
site have to formulate strategies for
checking their growth. Removal of juve-

nile plants as and when noticed would be
of immense significance.

1. Husain, T. and Datt, B., Curr. Sci., 2005,
88, 334.
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Infant mortality in tribals of central India

The level of infant mortality is a sensitive
index, not only of the health services of a
country but also of its social and economic
development. This vulnerable age is exposed
to several exogenous and endogenous fac-
tors, which influence the health, growth
and development of the child. Each year,
10.7 million children under the age of five
years die — 4 million die during the first
four weeks of life. In the less developed
countries, this accounts for 98% of reported
neonatal deaths!. India is following the
demographic transition pattern of all devel-
oping countries from initial levels of
‘high birth rate high death rate’ to the current
intermediate transition stage of ‘high birth
rate low death rate’ which leads to high
rates of population growth, before gradu-
ating to levels of ‘low birth rate low death
rate’. Fertility has a direct bearing on infant
mortality; more the children born, more
are likely to die. In India, the vital demo-
graphic parameters like crude birth rate
(CBR-25.4), total fertility rate (TFR-3.1)
including the infant mortality rate (IMR-
61.47) has continued to remain high?, as
compared to those of all the developed
and many of the developing countries.
India is a country of diverse population
in terms of culture, language, religion,
level of development, etc. The CBR is
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highest in Bihar and lowest in Kerala,
while for IMR, it is highest in Orissa and
least in Kerala. Central India, i.e. undi-
vided Madhya Pradesh has also reported
high CBR (30.8), TFR (3.31) and the
IMR (86.0). Similarly, the TFR in the
state is also fifth highest in the country®.
Only Meghalaya, Uttar Pradesh, Rajasthan
and Bihar have TFRs higher than that of
Madhya Pradesh. Further, in Madhya
Pradesh, the CBR, according to type of
residence, is 23.0 in urban areas as com-
pared to 32.8 in rural areas. Similarly,
the IMR and the neonatal mortality rate
in urban areas are 53.0 and 41.9 respecti-
vely, considerably low as compared to
those of rural areas, namely 92.0 and
64.6 respectively of the state. Under the
age distribution of fertility, a rural woman
(TFR-3.56) in Madhya Pradesh has, on
an average, almost one child more than
the urban woman (TFR-2.61).

The vital demographic parameter of
scheduled tribe (ST) projects a miserable
situation and needs special attention by
understanding in-depth problems and formu-
lation of decentralized programmes for
their development. The TFR in ST popu-
lation of Madhya Pradesh (3.69) is higher
than the TFR for the ST population of the
country (3.06) (ref. 4). This high level of

birth and death statistics in the state implies
presence of certain socio-cultural factors,
which play an important role in determining
the health status. Madhya Pradesh is one
of the large states possessing 23.27% of its
population as tribal. The major tribal groups
are Gonds (44.61%), Bhils (20.9) followed
by Kawars, Saharias, Baigas, etc. Various
primitive tribes of the state have reported
high fertility and high infant mortality even
in the undivided Madhya Pradesh (rural).

These aboriginal groups invariably lead
an isolated life remote from the general
system. They belong to different ethnic
groups and are at low levels of education,
and have poor social, cultural and political
development. Backwardness of these people,
their inherent inborn timidity, escapism
and rigidity brings them to the state of utter
penury. They are primitive in each and
every aspect of life like agriculture, edu-
cation and even in health matters. Low age
at marriage (1415 years) along with low
age at first delivery (18-20 years) indicates
the long reproductive period before maturity,
which may be associated with infant mor-
tality. Further, their benign and harmful tra-
ditional birth-related practices of having
delivery at home, attended by untrained
personnel, cutting the umbilical cord by
unhygienic instruments, treatment of umbili-
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cal stump by oil, discarding the colostrums
and breastfeeding their infants, regularly
after initial delays, increases the risk of
dying of the newborns. These indigenous
practices coupled with their lesser utili-
zation of Government health services are
responsible for poor reproductive health
of the mother. The basic aim of MCH
services to ensure safe motherhood, which
is one of the major components of Re-
productive and Child Health Programme
does not find acceptance among the tribal
population. A gap between service utilizer
and provider is visualized. But it is not a
difficult task to bridge this gap and this
has been proved by many underdeveloped
countries. The tribal people have to be
prepared to leave the above-mentioned
traditional and indigenous beliefs and prac-
tices. They have to be educated to accept
the MCH/RCH services provided to them
through the network of Governmental

health posts by strengthening the IEC ac-
tivities and its rigorous intervention in
their areas, so as to decrease the early
childhood mortality. Further, the reduc-
tion in childhood mortality is expected to
bring about a sense of security among them
for survival of their children to adulthood,
which will develop an attitudinal change
towards low fertility. To be more specific,
the first important thrust has to encourage
the people to get deliveries carried out under
proper hygienic conditions, under supervi-
sion of trained health professionals. This
can be achieved by strengthening the health
delivery system in tribal areas of their
residence. Since every tribal group has a
different ethnic origin, there is need to
adopt community-specific approach for
achieving the health targets. Implementa-
tion of these programmes should be
through better coordination and stronger
interlinkages among health delivery sys-

tems, agencies, institutions and the tribal
population for a healthy tomorrow.
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India, ideal destination for clinical trials

Drug trials, commonly known as clinical tri-
als, are scientific tests made on human
volunteers. Such trials are carried out in 3
phases. In the first phase, studies are carried
out on volunteers to determine the safety
of the drug. In the second phase, on persons
having the disease or medical condition to
determine whether the drug has some level
of therapeutic effect. In the last phase, trials
are long-term studies on patients to deter-
mine whether the drug will be truly effective
in normal medical settings. India, a country
with the largest pool of patients suffering
from cancer, diabetes and other maladies,
has become the global hub for carrying
out clinical trials at random. Almost all the
top pharmaceutical companies of the world
have set up clinical trial facilities in major
cities, like Ahmedabad, Hyderabad, etc.
According to the Confederation of Indian
Industry (CII) study, clinical trials in India
in 2002 generated $70 million in revenues.
The outsourcing of clinical trials is likely
to go up as the patent regime has taken effect
in January 2005. CII predicts that it would
grow to $200 million by 2007. The pace for
drug trials in the country is so fast that the
Clinical Data Interchange Standards Consor-
tium (CDISC), USA, a non-profit organiza-

tion committed to the development of
clinical research organisations’ standards
throughout the world, is looking for set-
ting up its chapter in India.

The Government of India exercises con-
trol over the licensing and standards of im-
ported and manufactured drugs, vaccines
and medical devices through the Drugs and
Cosmetics Act, 1940 and the Drugs and
Cosmetics Rule, 1945.

The Indian Council of Medical Research
(ICMR) brought out a document in 1980
titled ‘Policy statement on ethical con-
siderations involved in research on hu-
man beings’. In 2001, the guidelines for
‘Good clinical practices’ or the GCP India
were issued as an ethical and scientific
quality standard for the design and conduct
of trials involving human subjects.

The Government has noted that by parti-
cipating in clinical trials, India will benefit
scientifically; research on new drugs will
be accelerated, new drugs will be made
available to Indians at the same time it be-
comes available to the developed world.
But a section of health experts are in total
opposition to this. According to them,
because India is a plethora of poor and
uneducated people, the multinational com-
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panies are interested in conducting clini-
cal trials of newly discovered molecules.
So opening up the sector by relaxing rules
would subject the poor to more exploita-
tion by the drug companies. These corpo-
rate sponsors have started using ‘Contract
Research Organizations’ (CROs) and also
dictate the terms of clinical trials which do
not always work for the best interest of the
participating patients. According to C. M.
Gulati of Monthly Index of Medical Speci-
alities, while in US animals enjoy protec-
tion from misuse, in India hardly any
action is taken in case of violation of rules.

If the government wants to enact laws
regarding the legitimate use of clinical trials,
it should ensure that India gets total benefit —
the drug in question should be available
at cheaper cost in the Indian market than
in other countries where trials do not occur.
Another precautionary step to be taken is
independent functioning of the ethical com-
mittees of the Institutes where the trials
are conducted.
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